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Foreword 

In this Handbook we set out the broad framework of ethics within 
which the medical profession works. Recent changes and pressures 
have increased the number and complexity of the ethical problems 
brought to the BMA, many of which present difficult choices be-
tween courses of action. 
There are certain fundamental principles underlying the whole of 
the book and we have attempted in the various sections to suggest 
how these principles should be applied in day-to-day medical work. 
Changes in society require reappraisal of their application, and we 
hope that the publication of the new edition will stimulate debate. 
There is a wide area of agreement about these principles among 
doctors in all countries, but as conditions vary we see this book main-
ly as a guide for doctors and medical students, and others concerned 
with the moral issues raised by the practice of medicine in the 
United Kingdom. 
The division into chapters inevitably produces occasional awkward 
dislocation. The headings indicate the major subdivisions of the 
subject. 
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The History of Medical Ethics 

Because of their special knowledge and the vulnerability of their 
patients, members of the medical profession have traditionally been 
regarded as particularly trustworthy and responsible by the public. 
From the profession, therefore, society expects high standards, not 
only of scientific education and clinical skill, but also of professional 
and humane conduct. 
In the earliest civilisations medical practitioners were paid or pun-
ished on their results. In Babylon, Hammurabi separated civil from 
priestly jurisdiction, and in his Code of Laws (1790 BC) regulated 
the fees of physicians who were at that time still priests, and not yet 
distinguished from surgeons. For successful treatment, physicians 
were paid in proportion to the patient's status; but if an operation 
was fatal, the physician's hands were cut off. There was a scale, 
however, and if the patient were a slave his replacement would 
suffice. These early laws were harsh but they demonstrate how, from 
the beginning, organised society has felt the need to regulate the 
rights and duties of physicians. 
Regulation of professional standards, not by the state but by the 
profession itself, can be traced at least as far as the Hippocratic 
Oath (4th century BC). The Oath was a covenant between the 
physician and his teacher which set out an ideal by which he pro-
mised to practise (the text of the Oath is reproduced in Chapter 
11). 
Greek philosophy provided intellectual foundations not only for 
medicine, but also for the church. At the beginning of the Christian 
era, when medical opinion was hardening against suicide and abor-
tion, and surgery was separated from medical practice, the Hippo-
cratic Oath gained general acceptance. In mediaeval Christian 
Europe, the spirit of pre-Christian medical humanism, with its 
emphasis on human brotherhood, still provided general guidelines 
for the conduct of physicians. Beside these flourished the equally 
ancient traditions of etiquette, medical manners, and professional 
deportment—factors which had always helped the physician to 
establish his patient's confidence. 
Modern medical ethics emerged towards the end of the 18th century. 
The aspirations of the middle classes were undermining -the aristo-
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cratic order, and with it the tripartite establishment of physicians, 
surgeons, and apothecaries. New voluntary hospitals not only raised 
public expectations but also showed how far provision fell short of 
need, particularly during epidemics. One particular epidemic, in 
Manchester during 1789, created so much difficulty and friction 
among the hospital staff that a local physician, Thomas Percival, 
was asked to draw up a scheme of professional conduct to avoid 
further trouble. His scheme was finally published in 1803 under the 
title Medical Ethics: or, a Code of Institutes and Precepts adapted 
to the Professional Conduct of Physicians and Surgeons. It followed 
the same pattern of precept and example which its author had em-
ployed in the moral education of his own children. 
In 1832, one of the objects of the newly-formed Provincial Medical 
and Surgical Association, as outlined in its prospectus, was "the 
maintenance of the honour and respectability of the profession 
generally in the provinces, by promoting friendly intercourse and 
free communication of its members, and by establishing the harmony 
and good feeling which ought ever to characterise a liberal pro-
fession." That Association became the British Medical Association in 
1856. The PMSA had appointed a Committee on Medical Ethics 
in 1849 and two years later, following a report by its Committee on 
Quackery, a Committee was appointed to frame a code of ethical 
laws. 
It was at the instigation of the BMA that the General Medical 
Council was established under the Mcdical Act 1858. The principle 
of the Act is expressed in these words : "It is expedient that persons 
requiring medical aid should be able to distinguish qualified from 
unqualified practitioners." It did not prohibit unqualified practice 
in medicine, but any person who falsely represented himself as a 
qualified medical practitioner could he fined k20. The enforcement 
of some criteria of professional conduct was provided by the Act : a 
practitioner convicted of felony or misdemeanour could have his 
name erased from the Register. The same penalty was to be imposed 
on any practitioner who "shall, after due enquiry, be judged by the 
General Council to be guilty of infamous conduct in any professional 
respect." 
In the 20th century, wartime experiences have marked a certain Ioss 
of innocence and idealism, while scientific progress has created new 
moral dilemmas in medicine and intensified old ones. Contemporary 
medical ethics, while retaining some of the etiquette of an earlier 
era, is faced with new and ever more complex problems to which 
the past offers no solutions. 
10 
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Relationships Between Doctors 
and Individuals 

1 Forms of Medical Relationship 

Introduction 

1.1 There are three forms of contact between a person and a doctor, 
in which the attitude of the patient, the constraints on the doctor, 
and the relationship between patient and doctor are different. It is 
the duty of the doctor to tell a person with whom he comes into 
professional contact of the nature of the relationship, and in whose 
interest lie (the doctor) is acting. 

Therapeutic Doctor-Patient Relationship 
1.2 In the first form of contact a person may consult a doctor as a 
patient. The doctor then acts in the interests of the patient and is 
responsible to the patient for his actions. Most medical work takes 
this form, 

Medical Examiner and Research Work 
1.3 A doctor may act as an impartial medical examiner and report 
to a third party (Chapter 3) or engage in clinical or other research 
in his own interest, in the interests of a group of people, or the 
advancement of medical science (Chapter 4). In these circumstances 
the information gathered by the doctor will be used for purposes 
other than the clinical care of the patient, so the patient nay properly 
wish to limit the information he discloses. 
1.4 It would be wrong for a doctor to examine a patient on the basis 
of a normal therapeutic relationship when this does not exist. If the 
doctor who normally has a therapeutic relationship with the patient 
is called upon to act in a different role—eg when a general prac-
titioner examines one of his own patients for life assurance, or when 
another practitioner is acting on behalf of a third party or in the 
course of research—the nature of the relationship should -be care-
fully explained to the patient. A doctor whose work normally falls 
into the second or third relationship may also have a responsibility 
to a person who is his patient. Again, the most scrupulous care should 
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be taken by the doctor to avoid any harm to the therapeutic rela-
tionship and to confidentiality. 

Confidentiality 
1.5 The nature of professional confidence varies according to the 
form of consultation or examination, but in each of the three forms 
of relationship the doctor is responsible to the patient or person with 
whom he is in a professional relationship for the security and con-
fidentiality of information given to him. 
1.6 A doctor must preserve secrecy on all he knows. There are five 
exceptions to this general principle:

(1) The patient gives consent. 
(2) When it is undesirable on medical grounds to seek a patient's 
consent. 
(3) The doctor's overriding duty to society. 
(4) For the purposes of medical research, approved by the Chair-
man of the BMA's Central Ethical Committee or his nominee 
(see Chapter 4). 
(5) The information is required by due legal process. 

1.7 A doctor must he able to justify his decision to disclose 
information. 

Consent• 
1.8 The patient's trust that his consent to treatment will not be mis-
used is an essential part of his relationship with his doctor but for 
a doctor to touch a patient without consent is an assault. Consent 
is valid when freely given if the patient understands the nature and 
consequences of what is proposed. Assumed consent or consent ob-
tained by undue influence is valueless (see also 4.7). Consent, ob-
tained without influence on the person, is particularly important 
where treatment is offered to prisoners or procedures are carried out 
on volunteers in experiments or in the Armed Forces. It is also essen-
tial that no influence is exerted through any special relationship 
between the doctor and the person whose consent is sought, eg 
teachers and students. 
1.9 The necessary degree of understanding of what is proposed 
depends on the patient's education and intelligence, the seriousness 
and urgency of the condition being investigated or treated, and other 
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relevant factors. The onus is always on the doctor carrying out the 
procedure to see that an adequate explanation is given. 

Consent of Minors 
1.10 Section 8(1) of the Family Law Reform Act 1969 states that 
"the consent of a minor who has attained the age of sixteen years to 
any surgical, medical or dental treatment which, in the absence 
of consent, would constitute a trespass to his person shall be as 
effective as it would be if he were of full age; and where a minor 
has by virtue of this section given an effective consent to any treat-
ment, it shall not be necessary to obtain any consent for it from his 
parent or guardian". Section 8(3) says "nothing in this section shall 
be construed as making ineffective any consent which would have 
been effective if this section had not been enacted". This sub-section 
arises from uncertainty as to the common law position before the 
passing of the Act. 
1.11 A common problem is that of a patient under the age of 16 who 
requires treatment when no parent or guardian is available. Emer-
gencies should not wait for consent and there can be little doubt that 
a court, having regard to parents' duty to provide medical care for 
their child, will uphold the doctor's action in providing such care 
as might reasonably anticipate the parents' consent (see also 4.6(c)). 
1.12 For patients who need treatment for illnesses of lesser urgency 
the doctor must balance the need for treatment against the difficulty 
of contacting the parents. 

Incapacity to Consent 
1.13 Except when a guardian has been appointed, no individual or 
office holder has legal authority to consent to treatment being given 
to an adult who is mentally incapable of making a decision. The fact 
that a patient has been admitted to hospital under a section of the 
Mental Health Act, 1959, or is an informal patient in a mental 
hospital does not necessarily indicate his ability to give or to with-
hold consent. The patient's right to give or withhold consent to treat-
ment for a physical condition is not lessened by the fact of his being 
admitted under that Act. The question is whether the patient -is 
able to appreciate the reasons for the nature and the possible com-
plications of the proposed treatment, and what would happen if the 
proposed treatment were withheld. 

Consent to Operations on Reproductive Organs 
1.14 The custom of obtaining the consent of the patient's spouse 
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to operations on the reproductive organs is one of courtesy not of 
legal necessity. Nevertheless, because the patient's partner may 
properly hold that he or she has an interest in such an operation, it 
is good practice to attempt to obtain consent from both partners 
(see also 10.6 on the consent of both partners to AID). Similar con-
siderations apply to the investigation or treatment of the fetus or 
embryo, or of the intra-uterine environment, particularly as the 
fetus is incapable of giving any consent. 

Medical grounds 
1.15 If a doctor believes that it is not desirable to tell the patient 
the full implication of his condition he cannot obtain consent to 
disclose information. In spite of this a doctor is not prevented from 
giving relevant information to a relative or other appropriate person. 

The law 
1.16 Medical information required by law or statute falls into two 
categories, that which is required by statutory instrument, and indi-
vidual cases in which an order is made by a Court of Law. 
1.17 In the United Kingdom no privilege attaches to communica-
tions between patient and doctor, and a doctor can therefore he 
directed by a court to disclose such information. A refusal to com-
ply with such a direction could lead to the doctor being held to be in 
contempt of Court. When asked by a Court to disclose information 
without the patient's consent, the doctor should refuse on the grounds 
of professional confidence and say why he feels that disclosure 
should not be enforced. The court would be expected to take the 
doctor's statement into consideration but if in spite of this he is 
ordered to answer the questions, the decision whether to comply or 
not must be for his own conscience. A decision to refuse, while 
illegal, is not necessarily unethical (see also 7.7). 
1.18 Some of the accepted situations and circumstances in which a 
doctor is required by Act of Parliament to do, or not do, certain 
things are set out in Chapter 10. Intra-professional constraints are 
formulated and applied by the General Medical Council. 

Storage and access to clinical information 
1.19 The doctor must ensure, as far as he can, that all medical in-
formation is kept ill a secure place. In the second and third roles 
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described earlier he is responsible for limiting the disclosure of medi-
cal information to the extent to which consent has been given. 
1.20 The following statements apply to records systems in all dis-
ciplines of medical practice, and are criteria for access to records 
in which clinical information is held 

(a) In all medical records, information should be regarded as held 
for the specific purpose of the continuing care of the patient, and 
should not be used, without appropriate authorisation by the 
responsible clinician or the consent of the patient, for any other 
purpose. 
(b) Access to identifiable information held in medical records 
should be restricted to the author and the person clinically respon-
sible for the patient during the episode for which the data was 
collected (or their successor) unless specifically authorised by the 
clinician in the interests of the patient. Access to clinical data of 
previous episodes of illness should be available to the clinicians 
currently providing care for the patient. Access to such informa-
tion should only be made, where practicable, with the patient's 
consent. 
(c) An individual is not to be identifiable from data supplied for 
statistical or research purposes. If follow-up of the individual 
patient is a necessary part of the research, the patient must have 
previously given consent, or consent to the release of information 
for the medical research project must be obtained from the Chair-
man of the Central Ethical Committee of the British Medical 
Association or his nominee. 

1.21 A doctor has a duty to examine record storage systems and if 
he is not satisfied with the security and confidentiality of his 
patients' records, he should refuse to place clinical information in 
them. 

2 The Doctor in Personal Medical Care 

Choice 
2.1 A person is free to choose the doctor from whom he wishes to 
obtain medical advice. Equally a doctor is free to accept or refuse 
any person as a patient with these exceptions: 
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(a) In an emergency where a doctor is - bound to provide any 
treatment immediately necessary and to ensure that arrange-
ments are made for any necessary further treatment. 
(b) In isolated communities where the doctor is the only source 
of medical advice. 

2.2 However, the organisation and rules of Social Security may have 
the- effect of limiting the choice of those participating in the Scheme. 
In NHS general practice a Family Practitioner Committee has the 
power to assign a patient to a doctor whether he agrees or not. Never-
theless, the fundamental principle is one of free choice. 

Overall management 
2.3 It is good medical practice for one doctor to be responsible for 
the overall management of a patient's illness. It is important for the 
doctor to establish at the outset whether any other doctor is treating 
the person, and if so the person should ask the previous doctor to 
agree to the person being seen by another colleague. 
2.4 Referral from general practitioner to consultant has evolved -in 
the patient's interest. A doctor in specialist practice should not accept 
a patient without reference from a general practitioner except in 
the following circumstances: 

(a) In an emergency. 
(b) If he is asked for a confirmatory opinion or specialist opinion 
on a different aspect of the case by the specialist to whom the 
patient has been properly referred. 
(c) If reference back to the general. practitioner would produce 
delay seriously detrimental to the patient. The specialist should 
inform the general practitioner as soon as possible of the action 
he has taken and the reason for it. 
(d) If referred by doctors in the school or other community child 
health services—but only after the general practitioner has been 
given the opportunity to refer the child himself. 
(e) If it is for a consultation in venereology. 
(f) If inquiry indicates that the consultation is for a refraction 
examination only. 
(g) If the patient is referred from overseas. 
(h) If the patient is seeking contraceptive advice and treatment 
on social grounds and is unwilling to consult her own general 
practitioner about contraception, or she states that her own gen-
eral practitioner does not provide contraceptive services. At the 
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time the advice and treatment is sought it should be explained to 
the patient that it is in her own best interests that her general 
practitioner be informed that contraception has been prescribed 
and of any medical condition discovered which requires investi-
gation or treatment, and every attempt should be made to obtain 
permission to contact the general practitioner prior to prescrip-
tion or fitting of a contraceptive device. This is particularly im-
portant if the patient is at the same time under the active clinical 
care of her own general practitioner or that of another doctor. 

Trust 

2.5 The General Medical Council has said of the relationship be-
tween doctors and their patients : 

"Patients grant doctors privileged access to their homes and con-
fidences. . . . Good medical practice depends upon the mainten-
ance of trust between doctors and patients and their families, and 
the understanding by both that proper professional relationships 
will be strictly observed. In this situation doctors must exercise 
great care and discretion in order not to damage this crucial 
relationship." 

2.6 The relationship between patient and doctor is based on trust. 
The doctor will be constantly on his guard to be objective in his 
judgment in the face of the many outside pressures which may be 
exerted on him. These may be economic, or pressures from relatives, 
advertising, the media, or from other sources. 
2.7 A doctor is entitled to decline to provide any treatment which 

he believes to be wrong, but there is a distinction between treatment 
which a doctor believes to be detrimental to a patient's best interests, 

and treatment to which a doctor has a conscientious objection. A 
doctor must not allow his decision as to what is in the patient's best 

interests to be influenced by his own personal beliefs. If a person who 

is already a doctor's patient requests treatment which that doctor 

believes to be against that patient's best interests, he should tell the 

patient and point out that the patient has the right to seek advice 

elsewhere. If a person who is already a doctor's patient is found by 

the doctor to need treatment which the doctor cannot provide or 

take part in because of the doctor's own principles, the doctor must 

tell the patient and ensure that the patient is referred to alternative 

medical care (see also. 5.6). 

B 
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2.8 Good communication between patient and doctor is of. prime 
importance. A failure of communication in whatever form of prac-
tice is probably the commonest cause of breakdown in the relation.' 
ship between the two. 

Doctors in specialised communities 
2.9 Doctors who serve specialised communities may face additional 
ethical problems. The peculiar nature of the environment may 
modify the balance between the doctor's duty of professional con-
fidence to his patient, and the overriding needs of the community. 
These groups include: 

Prison Medical Officers 
Armed Forces Medical Officers 
Ships' Surgeons 
Expedition Doctors 

Prison Medical Officers 
2.10 A prisoner cannot usually choose his doctor. Apart from this 
single restriction a prisoner has a right to the same medical atten-
tion as any other member of society, and a prison medical officer': 
responsibility to, and professional relationship with, his patient is 
the same as that of any doctor working outside prison (see also 4.7 
and 7.10-7.21). 

Armed Forces Medical Officers 
2.11 A doctor in the Armed Forces has to obey any lawful com- 
mand that is given to him. Disobedience is an offence punishablf 
by court martial. It is obvious that the command may conflict witl- 
his ethical responsibilities. In all three services a serving doctor i! 
responsible for his professional actions to the same extent as a 
civilian medical practitioner and he is expected to work within thf 
same ethical constraints as the rest of the profession. The ethica 
freedom of serving medical officers is guarded by the medical Direa 
tors General. They have accepted that they must ensure that nc 
medical officer can be required to treat a patient in accordance witl 
a given policy when the doctor believes that the treatment is not ii 
that individual's best interests. 
2.12 A patient who consults a doctor in the services should be aware 
that the duty of the doctor to keep secret the information given tc 
him is importantly modified. When a person joins the services h+ 
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tacitly consents to give up some of the freedoms of civilian life. One 

of these is • strict confidentiality, because there are times when a 
medical officer is required to discuss cases with his commanding 
officer in the interests of the unit as a whole. 
2.13 When a serviceman takes his family on an accompanied post-

ing, the health of the family may affect both the serviceman and 

the unit. The special relationship between the serviceman, his medical 

officer, and the commanding officer does not extend to the family. So 

the medical officer may discuss the implications but not the clinical 

details.-
2.14 The ethical standards set out in Chapter 7 relating to interro-

gation and punishment apply both to serving medical officers and to 

civilian practitioners. 

Ships' Surgeons 
2.15 Medical Officers employed in the Merchant Navy work in an 
environment that is similar in one respect to that of Armed Forces 

doctors. The community may be put in danger if the captain of a 

ship is unaware that a member of the crew is incapable of carrying 

out his duties, or that a passenger is so ill as to constitute a risk to 

other people on board. 
2.16 The Medical Officer's decision in these circumstances is a nega-

tive one. Unless he decides that the damage to his patient will be 

out of proportion to the risk of giving information obtained from 

his work to the captain, the doctor . should feel able to discuss cases 

in outline if he believes that there is a risk to others in the 

community. 

Expedition Doctors 
2.17 The relationships between the members of an expedition, the 

medical officer, and the expedition leader are similar to those on a 

ship. 

3 The Doctor as an Impartial Expert 

3.1 The second form of contact occurs when a person is examined 

by a doctor who reports the outcome. of his examination to a third 

party. 
3.2 Consent to an examination carried out in these circumstances 
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is essential unless the examination is ordered under statutory auth-
ority (Chapter 10), and even then a doctor niay refuse to examine 
a person against his will. The person's lack of collaboration is then 
a matter between him and the statutory authority. 
3.3 A person may properly wish to limit the information he dis-
closes to a doctor who will report to a third party. Police surgeons, 
occupational physicians, and doctors carrying out life assurance and 
other examinations should make sure that the person understands 
the doctor's role before the examination starts. 
3.4 If a doctor has a concurrent therapeutic relationship with the 
person, patient as well as examinee, it is essential that the doctor 
should be scrupulously careful to distinguish between his two roles. 

Community medicine 
3.5 Community medicine is that medical specialty which deals with 
populations or groups rather than with individual patients. In the 
context of a national system of health care it comprises those doctors 
who try to measure the needs of the population, both sick and well, 
who plan and administer services to meet those needs and those who 
are engaged in research and teaching in the field. 
3.6 Community physicians face ethical problems of a different 
nature. They fall into three general categories : (1) those affecting 
the individual patient and the community; (2) those affecting the 
doctor's own personal views and standards; and (3) those affecting 
the doctor's relationships with his colleagues. 

The Individual and the Community 
3.7 How to balance the needs of the individual against the rights of 
society is not a new question. With the increasing interdependence 
of individuals in society and the growth of social care, the balance 
has been moving away from the individual towards the community 
and, indeed, towards the State. 

Provision of Services Contrary to Individual Ethical Beliefs 
3.8 Services contrary to the beliefs and ethical standards of some 
doctors have been introduced by Iegislation. For example, abortion 
and contraception for the unmarried may present special problems 
to doctors appointed to advise authorities on the provision of 
services. 
3.9 The community physician may find himself giving advice to a 
20 
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Health Authority which serves people with many different ethical 

views. He may be unable to ascertain the wishes of them all and 

therefore unable to decide whether he should support the provision 

of a service with which he personally disagrees, or whether it is 

enough to state his own view and then in his executive capacity im-

plement the authority's decision. The community physician has a 

duty to assess the need as accurately as possible and to be aware of 

the dangers inherent in the method of assessment. He must also keep 

economic factors in mind and if resources need to be allocated for 

more urgent things he should say so. If a community physician is 

satisfied that there is a case for the introduction of a service, it 

would be unrealistic and inappropriate for him to oppose it, even 

though he disagrees with it on personal ethical grounds. He has a 

moral duty, however, to continue to declare his own ethical 

position and is entitled to persuade others that it is the most appro-

priate one. 

Intra-Professional Relations 
3.10 Relations with -clinical colleagues are well illustrated by con-

sideration of medical recommendations for re-housing. Local Auth-

ority councillors may argue that they cannot effectively deal with 

applications for re-housing without a detailed understanding of the 

medical background. The ethical situation of the community phys-

ician is complex. He has no professional relationship with the 

patient and may feel compelled to recommend a course of action 

contrary to that suggested by the information with which he has 

been supplied. The clinician may, with the consent of the patient, 

reveal medical facts to the community physician. The community 

physician is ethically accountable for what he does with this infor-

mation. In other circumstances, however, the clinician may, with 

the patient's consent, complete a form which is obviously intended 

for wider non-medical circulation. When such a document is for-

warded to the community physician his task is to interpret it to the 

organisation to which it is directed and not to assume the clinician's 

responsibility for the confidentiality of any information so conveyed. 

Occupational medicine 

3.11 An occupational physician has to be particularly careful. He 

holds his appointment from -the management, but his duties concern 

the health and welfare of the workers, individually and collectively. 
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He deals constantly with other doctors' patients. But these considera-
tions do not alter the doctor-patient relationship; the fact that the 
doctor is employed and paid by a company or other employer does 
not mean the employer has the right to see the results of examina-
tions or notes written by the doctor. Only with the consent of the 
person examined may the employer have access in specifically agreed 
circumstances to that person's medical records. It cannot be assumed 
that this consent has general applicability. 
3.12 If an employer explicitly or implicitly invites members of his 
staff to consult the occupational physician the latter must still regard 
such consultations as confidential. 

hntra-Professional Relations 
3.13 The occupational physician should treat patients only in co-
operation with the patient's general practitioner except in an emer-
gency. This applies also to the use of any special facilities or staff 
which he may have. Before telling the general practitioner of any 
findings or treatment, he should obtain the person's consent to do so. 
3.14 If the occupational physician believes that the worker should 
consult his general practitioner, he should urge him to do so. 
3.15 The occupational physician should refer a patient directly to 
hospital only in consultation or in agreement with the general 
practitioner. 
3.16 The occupational physician does not usually have to confirm 
that absence from work is due to sickness. If the occupational phys-
ician proposes to examine a worker who is or has been absent for 
health reasons, he should tell the general practitioner when and 
where he is going to do it. 
3.17 The occupational physician should not give opinions as to lia-
hility in accidents at work or industrial diseases without the consent 
of the parties concerned, except when legally required to do so. 
3.18 Occupational physicians should not influence—or appear to 
influence— any worker in his choice of general practitioner. 

Employment medical advisers and occupational 
physicians 
3.19 Many of the conflicts of interest in Occupational Medicine are 
similar to those already outlined. In particular, statutory and other 
periodic medical examinations may affect continued employment in 
a particular job. The patient must be reminded of the doctor's role 
22 
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as the agent of a third party. Airline pilots, workers in the atomic 

energy industry, and medical staff developing allergies to drugs are 

examples of the difficult cases which have to be tackled. So too are 

employees whose sickness absence record is substantial. In these cases 

an industrial tribunal will have to he satisfied that the doctor has 

acted equitably. While the employer has no right to clinical detail 

of sickness or injury, the doctor he employs can be reasonably ex-

pected to interpret those details in terms of 

—the likely date of return to work, if at all; 
—the likely disability of the patient at that time; 
—the term of the disability. 

3.20 The Medical Advisory Committee of the Health and Safety 

Executive is reviewing the need for periodic statutory investigations 

in various industries and processes (see also 10.7). The employee has 

rights analogous to the patient being examined by a police doctor, 

in that he may refuse to be examined, but must hear the consequen-

ces of that refusal. 
3.21 Individual clinical findings are confidential, though their sig-

nificance may be conveyed to a third party. Thus, while an indivi-

dual reading of a laboratory result may not be published, it may be 

proper to disclose that an individual or a group show a significant 

degree of exposure to a potentially toxic hazard. 

Police surgeons 

3.22 A police surgeon may not only have to examine patients on 

behalf of the police, but also to examine and treat ill patients in 

custody. The doctor should he clear where his responsibilities lie.- It 

would be improper for him to disregard the ordinary guidelines for 

confidentiality (Chapter 1) when he is treating a detained person as 

a patient (see also 7.20-7.21). 

Examination 
3.23 The police surgeon should identify himself to the person to be 

examined and explain the purpose of the examination, and of any 

specimen which may be requested. The person in custody is not 

obliged to submit to medical examination or treatment, or to provide 

specimens for forensic examination. In the absence of consent, there-

fore, any treatment or attempt to obtain specimens would constitute 

an assault. 
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3.24 Where the consent of the person in custody has been obtained, 
the examination should, if possible, be witnessed by a third party. 
A police officer may be present but should not be within earshot. In 
the case of a woman in custody, a policewoman or other female 
should be present. If a solicitor wishes to be present during the ex-
amination, the consent of the accused should be obtained. 

Minors 
3.25 Relatives may be present at the examination of a person under 
the age of 16 if they request it. If no relatives are available a minor 
may have to be placed under legal guardianship of the police or 
Social Services in order that consent may be obtained (see also 1.10). 

Unconscious Patient 
3.26 Examination and procedures to ensure the life of a person in 
custody may be carried out without consent if the person is uncon-
scious. Specimens may be taken for biochemical investigations, ie 
diagnostic purposes, but the results of tests must not be used for 
forensic purposes without the subsequent consent of the .patient. If 
the individual is under 16 a parent or guardian can give consent to 
these procedures. 

Fitness for Custody and Observation 
3.27 The information obtained on examination is confidential and 
only sufficient detail should be given to the police to enable them 
to take proper care of the individual. In the cases of serious illnesses 
some information may be given, but not if the illness is the result 
of the patient's indiscretion eg, venereal disease. Information ob-
tained as a result of observation where consent to examination has 
been refused may not be revealed without the consent of the accused, 
except on the direction of a court. 
3.28 If a person is examined for fitness to stand trial, to give evi-
dence, make a statement, or for jury service, the doctor may give his 
opinion, but should not disclose clinical details without the consent 
of the individual. 

4 Research in Human Subjects 

4.1 The third form of contact- with doctors occurs in the field of 
research. The law lays down a minimum code in matters of pro-
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fessional negligence and the doctrine of assault, but this is not enough. 
Most patients trust their doctors and will consent to any proposal. 
Experimental procedures are nearly always too technical for patients 

or non-experts to understand. For practical purposes, therefore, the 
doctor concerned carries a moral responsibility for the investigations 
that are, or are not, proposed to his patient or volunteer. 
4.2 Medical advances have always depended upon the public's 
confidence in those who carry out investigations on human subjects. 
This confidence will be maintained only if the public believes that 
such investigations are submitted to rigorous ethical scrutiny and 
self-discipline. It is unethical to conduct research which is badly 
planned or .poorly executed. 
4.3 Codes, regulations and laws help to keep standards of ethical 
behaviour high, but volunteers and patients are best protected by 
ethical conduct. The subjects' interests must come first. 

Controlled clinical trials 
4.4 Controlled trials are useful in deciding the value of a particular 
type of therapy when comparable groups of subjects are available. 
The comparison may be with a procedure previously generally 
accepted as valuable, or with a placebo, or both. Consent must be 
obtained from the individual subjects; when obtained by a member 
of the investigating team, it should be obtained before randomisa-
tion if that is part of the method. 
4.5 Because of the ethical problems which may arise, controlled 
clinical trials should always be approved and supervised by a pro-
perly constituted ethical committee. Any doctor must remain free to 
remove a patient under his care from such a trial, or to give addi-
tional treatment at any time if he feels it to he in the patient's best 
interest. Any patient must also remain free to withdraw from such 
a trial. 

Research on Children 
4.6 Investigators who plan projects which require research on chil-
dren should pay attention to the following points: 

(a) The investigator must ask himself if the project can only be 
carried out with the use of children. The risks must he properly 
assessed and weighed against the benefits, and the investigator 
should be prepared to defend and justify the ethics of the research 
to colleagues and to the local ethical committee. 
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(b) The project should be submitted to the local ethical 'commit-
tee for approval. Adequate background information must be pro-
vided to allow the scientific merit of the proposal to be judged as 
well as the ethics. The investigator should indicate the method 
he will use to obtain consent ie, from the parents and/or the 
general practitioner, or consultant in charge of the case. 
(c) For pregnant women, infants, and children under 10 years of 
age the requirements for informed consent should be particularly 
stringent. Parents should he aware of their right to withdraw con-
sent at any time if reflection or experience gives them cause for 
concern. It may be appropriate to prepare a brief written state-
ment about the nature and purpose of the project which can be in-
corporated in the consent form, a copy of which should be retained 
by the parents. 

Research on Prisoners 
4.7 Consent obtained by undue influence is valueless. A prisoner 
might expect benefits from agreeing to participate, in a research 
procedure or controlled trial, even if these had not been offered'. It 
is, therefore, unethical to carry out a . research procedure on a pris-
oner that is of no direct benefit to the affected individual. 

Research in Occupational Medicine 
4.8 A doctor in occupational medicine may be called upon to under-
take research upon workers in a particular industry for the purpose 
of statutory investigations (see also 10.7). 

a 

Clinical trials of new drugs 
4.9 New drugs are assessed at various stages in their development 
by the Committee on Safety of Medicines (CSM). Hospital doctors 
and general practitioners may be asked to take part in a clinical 
trial. They will not be acting unethically if they agree to do so pro-
vided they are certain that the trial is necessary and that it will be 
well organised and executed (see also 2.6). 
4.10 The standard protocol, for the introduction of a new drug has 
a number of stages. Once the drug has been synthesized and pre-
liminary investigations suggest that it has pharmacological activity, 

a programme of chemical, pharmaceutical, and animal investiga-

tions is started. Data on these investigations, as well as controlled 
human pharmacological studies, are submitted to the CSM in an 

26 

BMAL0000087_0024 



application for permission to undertake clinical trials (the Clinical 
Trials Submission). 
4.11 If the CSM is satisfied with the data, permission is granted 
for a limited number—usually three or four—of controlled studies 
in patients. After analysing the results, together with any other pre-
clinical investigations, the CSM allows further clinical trials with 
more patients. 
4.12 Finally, a submission containing all the data is put to the CSM 
for permission to market the drug (the Marketing or Product Licence 
Submission). From synthesis to marketing rarely takes less than four 
years. Various types of clinical trials are undertaken in hospitals 
and in general practice during the earlier stages and when a drug 
is marketed. General practice studies are often the final step before 
a marketing submission is made, and more are usually performed 
when the drug is freely available. These studies are carried out not 
only to identify the drug's main indications, but also other factors 
such as efficacy, patient compliance and adverse reactions. 

5 Ethical Dilemmas 

5.1 This chapter is concerned with the application of general ethical 
principles, although a. consensus has not yet been reached on the 
problems discussed. 

Screening 
5.2 Presymptomatic screening involves a departure from the tradi-
tional doctor-patient relationship and therefore has ethical implica-
tions. Has the medical profession any responsibility for "discovering" 
illness as distinct from responding to it when it presents itself ? People 
believing themselves to be ill and presenting for treatment are only 
a proportion of the ill people within the community. Some are un-
well but do not seek medical help; others do not know that they are 
ill. The ethical dilemma lies in the fact that screening could reveal 
many sick persons who do not at present seek medical help. 
5.3 Before embarking on a screening . programme a doctor must 
satisfy himself that

(a) the population wishes to know whether or not it has the 
disease for which he is screening. 
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(b) the screening techniques he will use are reliable and will not 
give an unacceptable level of false negatives or false positives. 
(c) medical science has the ability, and the population the finan-
cial resources, to treat the disease discovered. 

5.4 In considering the financial implications the doctor should re-
member that it will be some time before the cost of the screening 
programme is offset by the benefits accrued from earlier diagnosis 
of the disease. 

Termination of pregnancy (abortion) 
5.5 The general principles enunciated in the Statement on Thera-
peutic Abortion by the World Medical Association in 1970, known 
as the Declaration of Oslo (reproduced in Chapter 11) are broadly 
applicable to practice in the United Kingdom. However, legislation 
in different countries varies and the Abortion Act 1967 has created 
problems for the doctor. 
5.6 Because risk of injury to the health of a woman is statistically 
smaller if the pregnancy is terminated in the early months than 
if it is allowed to go to term, some people argue that abortion is 
justified if the woman requests it. But she needs a doctor to do it and 
the Act contains a "conscientious objection" clause by which the 
doctor can refuse to participate in treatment, though he has a duty 
to allow his patient access to alternative medical advice, if she wants 
it. There are three other problems arising from the 1967 Act and 
these are outlined in paragraph 5.7 to 5.9. 
5.7 The patient's immediate wishes may conflict with the doctor's 
judgment of her best long-term interests. If so, the doctor should be 
prepared to make arrangements for the patient to obtain a second 
opinion. 
5.8 If a girl under the age of 16 requests termination without her 
parents' knowledge, the doctor may feel conflict between his duty 
to confidentiality and his responsibilities to the girl's parents or 
guardian. This cannot be resolved by any rigid code of practice. The 
doctor should attempt to persuade the girl to allow him to inform 
her parents or guardian, but what he decides to do will depend 
upon his judgment of what is in the best interests of the patient. 
5.9 The Abortion Act 1967 specifically states that "nothing in the 
Act shall affect the provisions of the Infant Life (Preservation) Act 
1929". This Act makes reference to a child "capable of being born 
alive". It further states that if a woman has been pregnant for 28 
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weeks or more it shall be. prima facie proof that her- child was cap-
able of being born alive. However, it does not state that a child born 
before 28 weeks is not capable of being born alive and in fact such 
premature babies have sometimes survived. The doctor should 
recommend or perform termination after 20 weeks only if he is con-
vinced that the health of the woman is seriously threatened, or if 
there is good reason to believe that the child will he seriously handi-
capped. If the doctor is uncertain he should always consult other 
colleagues, follow his own conscience, and act in the best interests 
of his patient. 

Severely malformed infants 
5.10 Though many doctors may be involved in the care of severely 
malformed infants, one doctor must assume leadership. The doctor's 
leadership does not detract from the necessity for a clear under-
standing as to who is finally responsible for decisions about whether 
the child should be treated or not. Adult patients can make their 
own decisions, but for an infant the parents must ultimately decide. 
The responsible physician must help the parents to understand the 
choices. They may wish to consult other doctors they know and trust, 
such as their general practitioner, who will assist the family in their 
decision. 
5.11 The parents must never be left with the feeling that they are 
having to make these decisions without help. The doctor must attend 
primarily to the needs and rights of the individual infant, but in this 
situation he must have concern for the family as a whole. 
5.12 The doctor must find a just and humane solution for the infant 
and the family, to which consultation with hospital colleagues, the 
general practitioner, nurses and social workers may contribute. 

Artificial insemination by donor semen 
5.13 Artificial insemination using semen from a donor raises a num-
ber of ethical problems. The doctor has a professional duty to con-
sider the circumstances, in so far as they can be foreseen, of the child 
born as a result of successful insemination. He cannot act merely as 
a technician; he should be satisfied that the people concerned have 
considered all the implications (see 10.6). 
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Genetic counselling and investigation 
5.14 The right to privacy in genetic counselling and research ma 
be questioned because the individual affected may not be the onl 
one who can benefit from medical advice. The problem occurs whe; 
one member of a family is found to be carrying an abnormal gene 
but is reluctant to allow this knowledge to be disseminated to othe 
family members. Is it the individual or the group that is entitled t' 
benefit from this information? Doctors must respect confidential in 
formation about individuals, but should they withhold informatioi 
from people who can benefit medically from it? These question 
can only be defined in terms of the individual, the group and societ} 
Certainty about an individual's genotype might affect his attitude 
to life, and society's attitudes to him, with the possibility of con 
siderable medical, economic and social repercussions. 
5.15 The importance of such information probably outweighs th, 
importance of complete individual medical confidentiality, providin; 
that the information is kept to the medical profession and to thos' 
entitled to it because of their potential carrier state. Consideratioi 
must be given to informing the spouse, or potential spouse of ; 
carrier, because he may bear some responsibility for passing suci 
genes on to future generations. 

Euthanasia 
5.16 The literal meaning of euthanasia—"gentle and easy death"—
carries no ethical difficulties for a doctor. Indeed, the doctor has 
responsibility to ensure that his patient dies with dignity and as littli 
suffering as possible. The second meaning—"mercy killing"--calls fo 
further comment. The position is now complicated by the applica 
tion of. "compulsory", "voluntary", "active" and "passive" to eutha 
nasia. In no country is euthanasia legal. Voluntary euthanasia bill 
were defeated in Parliament in 1936, 1969 and 1976. 
5.17 Compulsory euthanasia—meaning a decision by society tha 
an individual, either against his will or without being able to con 
sent, should have his Iife terminated—is totally abhorrent to thf 
medical profession. 
5.18 Voluntary euthanasia—in which an individual, either in ad 
vance or at the time but in full control of his faculties, expresses 
wish that in certain circumstances his life should be terminated—
does have followers and there are associations for its promotion. 
5.19 The distinction between active euthanasia, in which drugs arf 
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given, or other procedures carried out to cause death, and passive 
euthanasia, in which drugs or other procedures which might prolong 
life are withheld, generally applies to voluntary euthanasia. Some 
people regard passive euthanasia as simply not interfering with the 
course of nature. The argument may be complicated by the ethics 
of giving drugs, such as analgesics, in increasing doses and thus in-
directly shortening life. 
5.20 Doctors vary in their approach to passive euthanasia but the 
profession condemns legalised active voluntary euthanasia. 

Brain death 
5.21 In October 1976 the Conference of Medical Royal Colleges 
and their Faculties . in the United Kingdom published. a report ex-
pressing the opinion that "brain death" could be diagnosed with 
certainty. A subsequent report by the Conference of 15 January 
1979 concluded that the identification of brain death means that 
the patient is dead, whether or not the function of some organs, such 
as a heart heat, is still maintained by artificial means (see Chapter 
11). Termination of the artificial support, therefore, is not an act 
of euthanasia. 

Tissue transplantation 
5.22 The profession is satisfied that the interests of live adult donors 
are adequately safeguarded by codes covering investigative and 
surgical procedures. Written consent should be obtained from the 
donor after a full explanation of the procedure involved and the 
possible consequences to him. The donor may also be advised to 
discuss the procedure with, relatives, religious advisers, or anyone 
close to the patient, and these advisers should be able to meet the 
doctors if they wish. 
5.23 There are probably no circumstances in which a child can be 
considered a suitable donor of non-regenerative tissue. There is no 
legal certainty about a parent's right to give consent on behalf of 
the child, but if this exists that right cannot extend, to any procedure 
which is not in the child's best interests. 
5.24 Bone marrow transplantation is an example of the donation of 
regenerative material. In many cases tissue comparability and the 
natural history of the disease means that the only suitable donor will 
he a child. In cases where a doctor considers the discomfort to a 
donor is minimal, it is not unethical to perform a bone marrow 
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he handled ethically in the context of a compassionate and objective 
assessment of the individuals and families concerned. 
5.25 For the transplant of unpaired organs, the only possible donor 
is a. dead person. Death may be certified after brain death, and the 
decision that brain death has occurred should be made by two -or 
more doctors unconnected with the transplantation. One of these 
doctors should have been qualified for five years or more. 

Artificial feeding 
5.26 The question of whether or not a prisoner should ever be fed arti-
ficially if he refuses nourishment illustrates an important principle. 
The Declaration of Tokyo says that "Where a prisoner refuses nour-
ishment and is considered by the doctor as capable of forming an un-
impaired and rational judgment concerning the consequences of 
such a voluntary refusal of nourishment, he or she shall not be fed 
artificially. The decision as to the capacity of the prisoner to form 
such a judgment should be confirmed by at least one other indepen-
dent doctor. The consequences of the refusal of nourishment shall 
he explained by the doctor to the prisoner." (The full text of the 
Declaration is reproduced in Chapter 11.) 
5.27 This categorical repudiation of forcible feeding of a prisoner 
who is lucid at the outset of a hunger strike overlooks some difficult 
medical and ethical problems. Whether all prisoners slowly dying 
of self-imposed starvation remain lucid to the moment of death 
seems questionable. The ethics of forcible feeding may be regarded 
as a special case of the much discussed question of "the right to die". 
In whatever context this problem may be considered, the physician 
is confronted by two conflicting ethical imperatives : his duty to do 
all in his power to preserve life, and his obligation to respect the 
right of a rational patient to refuse even a life-saving intervention. 
Different physicians might resolve this ethical dilemma in different 
ways, and might be influenced by such factors as the age, person-
ality, and family status of prisoners, and the length of their prison 
sentence (see also 7.15). 

Suicide attempts 
5.28 If a physician or other health worker may be a passive spec-
tator of slow suicide by starvation, does the same apply to suicide by 
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other means, such as the severance of blood vessels, swallowing of 
foreign bodies, or attempted hanging? No. Because of the protracted 
nature of death by self starvation, a doctor has time to satisfy him-
self that the subject fully understands the consequences of his act. 
The other methods of suicide present as acute emergencies, and the 
doctor has to act without having time to discuss the implications 
with the subject. In these cases a doctor must assume that after 
rational discussion the subject would not wish to die.. 

Reduction of services to patients 

5.29 The obligation not to damage care for actual patients and to 
refuse to work under inadequate conditions is strengthened by the 
doctor's necessary authority as the person identifiably responsible for 
the management of the patient's illness. 
5.30 The doctor must decide whether or not conditions are adequate 
for him to provide care of patients. Refusal by a doctor to work for 
patients on the grounds that adequate conditions are lacking is not 
industrial action but the performance of his duties. He does not stop 
his work by refusing to proceed with the care of patients, since it is 
part of his practice continuously to exercise his judgment as to the 
adequacy of conditions for diagnostic and therapeutic work. Such 
refusals to proceed, so far from being action against patients, as they 
are sometimes perceived as being, in fact constitute action on behalf 
of the patient (see also 6.2). 
5.31 If a doctor is in dispute over his pay and conditions of employ-
ment the dilemma he faces is entirely different from the problems 
associated with inadequate conditions for his care and treatment of 
patients. The ethical obligations and responsibility of a doctor to-
wards patients under his active clinical care are unchanged. The 
individual doctor's primary ethical obligation is to his patient, and 
only on those terms can he be employed by others. In a free society 
it must remain an essential part of any contract between the State 
and doctors that this ethical obligation is respected by both. 
5.32 Those who maintain that it is always unethical for a pro-
fessional man to withdraw his services, which in the view of many 
is the only effective weapon available to him when persuasion fails, 
are in danger of accepting for doctors a position of subservience to 
their employers that would eventually preclude them from main-
taining their professional standards. The desire not to harm patients 
by direct action may then result in harming them by doing nothing. 
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5.33 It is difficult to reach any conclusion other than that the State 
and the profession have a peculiar obligation to one another. The 
profession should not require the State to renegue on its social respon-
sibilities and the State should not require doctors to renegue on their 
ethical responsibilities. 
5.34 The dilemma that exists and seems likely to persist is that the 
two sets of responsibilities are occasionally incompatible, if not in 
direct conflict. For example, the profession may justifiably think that 
it has an ethical responsibility to provide the best available treat-
ment, while the State may regard itself as being responsible to the 
community to limit the resources available to the National Health 
Service on criteria other than the needs of patients. With this type 
of conflict one or other view cannot be sustained, and each indivi-
dual is thrown back on his own ethic to determine what action he 
will take. 
5.35 Doctors hold widely differing views about withdrawal of their 
services. Some think that in no circumstances is it "ethical" for them 
to withdraw any part of their services; others say that this is the 
only effective weapon that they can use to enforce their legitimate 
demands (with various opinions within the latter on what con-
stitutes "legitimate" demands). 
5.36 Withdrawal of services from a monopoly employer has much 
greater consequences for the community than withdrawal of services 
from a near-monopoly employer or from one of a number of com-
peting employers, since in the former case no alternative exists to 
provide even an emergency supply. Within 

a monopoly NHS doctors 
could not treat patients outside it, and would therefore find them-
selves totally prevented by their ethical responsibilities from even 
a temporary withdrawal of services. Such a situation would present 
the ethical dilemma at its most critical. 
5.37 In a near-monopoly situation the profession could, at least in 
theory, withdraw from its employer all services other than an emer-
gency service and could provide, for the treatment of other patients, 
a service on another basis. 
5.38 As in so many ethical dilemmas, differences of interpretation 
arise from disagreements on how far the immediate interests of 
patients can be sacrificed to their long-term interests. Assuming that 
withdrawal of services, to be effective, necessarily involves some 
element contrary to the interests of patients, then clearly what is 
ethically - acceptable depends on the degree of disadvantage to 
patients that would result from the action. 
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Allocation of resources 

5.39 Within the National Health Service resources are finite, and 
this may restrict the freedom of the doctor to advise his patient, who 
will usually be unaware of the limitation. This situation infringes 
the ordinary relationship between patient and doctor, described in 
Chapter 2. Some of the situations which may arise are discussed 
briefly. 
5.40 The resources made available to the NHS by Parliament can 
never be infinite. Patients will seek advice in situations where the 
doctor believes treatment to be desirable; however, because of limi-
tation of resources, such treatment may not be available at that time 
or place within the NHS. The doctor has a duty to explain the 
position to the patient, including an assessment of any medical im-
plications of delay, unless it is not in the patient's interests to be 
made aware of the risks of delay. Should the patient request a second 
opinion, or an opinion in different circumstances, the doctor should 
assist him in obtaining such an opinion. 
5.41 If, as a result of resources restriction, the overall conditions in 
which a doctor is required to practice within the NHS fall below a 
minimal level of acceptability to the doctor, he may feel that it 
would be unethical to continue to advise patients in a situation 
where his ability to offer treatment is curtailed through no fault of 
his own. As the resources available within the NHS are limited, the 
doctor has a general duty to advise on their equitable allocation and 
efficient utilisation. This duty is subordinate to his professional duty 
to the individual who seeks his clinical advice. 

Individual responsibility for health 

5.42 The question must also he asked, does society wish to encourage 
the individual to rely on his doctor or to encourage greater indivi-
dual responsibility for health? If the patient is accurately and respon-
sibly informed, the trend towards increasing individual responsi-
bility for personal health should be encouraged, so that through 
education the individual will he more selective as to when he con-
sults his doctor. But when he does he must be able to have absolute 
confidence in the ability of his doctor and the confidentiality of the 
consultation. 

35 

BMAL0000087_0033 



Relationships Between Doctors 
and Groups 

6 The Doctor and Other Groups in Society 

Social change and multidisciplinary care 

6.1 The doctor, traditionally a person of authority, now has his 
opinions questioned by individuals and groups with increased medi-
cal knowledge, with the result that the ethical implications of his 
actions are under scrutiny as never before. 
6.2 Conflict between non-medical staff and their employers may 
disrupt the medical care of sick people. The doctor is not under any 
obligation to take new patients under his care, and should not do so 
unless he is satisfied that he can treat them properly. He must look 
after the patients already under his care as well as possible in the 
circumstances, unwillingly accepting that the actions of others may 
impede him. If, however, a doctor believes that he cannot look after 
a patient safely then he should tell his patient and try to arrange 
for alternative medical care. 
6.3 Another change of attitude with ethical implications concerns 
claims by non-medically qualified people, that doctors should not 
have sole authority over diagnosis, referral, treatment, the granting 
of access to resources, and rehabilitation. This development has deep 
significance for patients, for, all the health professions, and for the 
health services. 

Paramedical Professions and Professions Supplementary to Medicine 

6.4 The professions must find ways of protecting the right of the 

individual to confidential communication with any professional per-
son he chooses. A doctor may trust the person to whom he discloses 
information either because he knows him personally, or because his 
profession is subject to similar ethical standards with adequate sanc-
tions, as are nurses and members of the professions supplementary 

to medicine, by virtue of their registration with the General Nursing 
Council and the Council for Professions Supplementary to Medicine. 
6.5 When working with a member of one of the other professions, 

a doctor's duty is to reveal only sufficient information about a 
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patient for the patient's clinical care. The doctor remains responsible 
to the patient for the confidentiality of that information after he has 
given it. In deciding whether or not, or how much information to 
disclose, the doctor must also consider the recipient's standing within 
his profession. 
6.6 The doctor must not have a financial relationship with other 
practitioners in a professional relationship with the same patient. 
Such a relationship, particularly if fees are shared, may influence or 
appear to influence the medical practitioner's treatment of his 
patients. 

Improper Delegation of Medical Duties 
6.7 In its booklet Professional Conduct and Discipline (January 
1979), the General Medical Council stated-: 

"The Council recognises and welcomes the growing contribution 
made to health care by nurses and other persons who have been 
trained to perform specialised functions, and it has no desire either 
to restrain the delegation to such persons of treatment or proce-
dures falling within the proper scope of their skills or to hamper 
the training of medical and other health students. But a doctor 
who delegates treatment or other procedures must be satisfied that 
the person to whom they are delegated is competent to carry them 
out. It is also important that the doctor should retain ultimate 
responsibility for the management of his patients because only the 
doctor has received the necessary training to undertake this 
responsibility. 
For these reasons a doctor who improperly delegates to a person 
who is not a registered medical practitioner functions requiring 
the knowledge and skill of a medical practitioner is liable to dis-
ciplinary proceedings. Accordingly the Council has in the past 
proceeded against those doctors who employed assistants who 
were not medically qualified to conduct their practices. It has also 
proceeded against doctors who by signing certificates or prescrip-
tions or in other ways have enabled persons who were not regis-
tered medical practitioners to treat patients as though they were 
so registered." (See also 9.27.) 

Communication 
6.8 The practice of medicine necessitates frequent communication 
with other professions. This. is increasingly the case and the physi-
cian has at all times a "duty of clarity". Whether engaged in dis-
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cussion in the multidisciplinary forum, telephoning instructions to a 
ward, or writing a prescription or other therapeutic note, the doctor 
should aim to eliminate ambiguity, doubt or illegibility. Clear mess 
ages diminish the possibility of mistakes and Harm to patients. 

Nurses 
6.9 Nurses are conscious of their own professional status and nurs-
ing expertise. It is essential for the well-being of the patient, how-
ever, that the doctor be accepted as the leader of the health care 
team, ultimately responsible for all that happens to the. patient. The 
Royal College of Nursing issued a discussion document setting out 
a code of professional conduct for nurses in November 1976. The 
code states that in the case of medical treatment nurses are under 
an obligation to carry out a doctor's instructions, except where they 
have a good reason to believe that harm will be caused to the patient 
by so doing. In cases in which nurses' continuous contact with the 
patient has given them a different insight into the patient's medical 
needs, they are under a moral obligation to communicate this to the 
doctor in charge of the case. 
6.10 A nurse may on occasion be more aware of the needs of a 
patient than a doctor, and the relationship between nurses and doc-
tors should be based upon respect for each other's area of expertise 
within the framework of ultimate responsibility. 
6.11 It must he reiterated that it is unethical for a doctor to delegate 
work unless he has satisfied himself of the competence of the person 
concerned. The competence of a nurse may vary considerably accord-
ing to the type of training undertaken, and the experience gained 
during training. 

Professions supplementary to medicine 
6.12 At the moment, the Professions Supplementary to Medicine 
include Chiropodists, Dietitians, Medical Scientific Officers (for-
merly Laboratory Technicians), Occupational Therapists, Orthop-
tists, Physiotherapists, Radiographers and Remedial Gymnasts. 
Under the Professions Supplementary to Medicine Act 1960, each 
of the professions has a Board and a disciplinary committee. There 
is a co-ordinating council for the Professions Supplementary to 
Medicine. Within the NHS the members of these professions, with 
the exception of .chiropodists, treat only those patients referred by 
registered medical practitioners. 
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6.13 The Disciplinary Statement of each Board underlines the main. tenance of high standards of professional. conduct. A doctor should make sure that the people to whom he refers patients are registered, or in approved training in their profession, that he refers patients properly to them, and retains final authority for the continuation or otherwise of the therapy. 
6.14 Information given to a doctor by another professional must be treated as confidential. But co-operation between doctors and other professionals must be based on adequate knowledge, 
6.15 While not hampering the undergraduate and postgraduate training of medical and other health care students, the medical practitioner can only delegate treatment and other procedures to a person reasonably believed to be competent to carry them out, and must retain ultimate responsibility for the patient's overall manage-ment because only the doctor in clinical charge has received the necessary training to undertake this responsibility. 

Pharmacists 
6.16 Retail pharmacists have always given informal advice to patients. In rural dispensing practices general practitioners under-take much of the work usually done by a pharmacist. It would he unethical for a doctor to ask a pharmacist to undertake work beyond his competence, but he should recognise the pharmacist's special knowledge of drugs and of their side effects and interactions. 6.17 Collusion between doctors and pharmacists for financial gain is reprehensible. A doctor should not arrange a commission from a pharmacist, nor should he hold a financial interest in any pharmacy in the area of his practice. Professional cards should not be handed to pharmacists for distribution. It is undesirable that messages for a doctor be received or left at pharmacies. 

6.18 The Pharmaceutical Society has said that a pharmacist should not recommend a doctor or medical practice unless asked to do so. A pharmacist should have no financial interest in the professional work of any doctor, or .give people the impression that he has. 

Osteopathy 
6.19 Manipulation and osteopathy are not synonymous. The former represents a manual treatment that has been widely employed for fractures, dislocations, joint adhesions; hernia, or abnormal intra-
40 

BMAL0000087_0037 



uterine presentation of the fetus, no less than in spinal disorders. The 
practice of manipulation does not involve acceptance of any parti-
cular theory of the causation of disease; osteopathy does. Because 
such theories are incompatible with scientific medicine, it is clearly 
impossible for a doctor to collaborate with an osteopath, or to use 
such services for his patient while maintaining effective control of the 
treatment. 

Ministers of religion 
6.20 Active collaboration between the medical profession and the 
clergy can be of great value. A priest, of any faith, can as a result 
be in a good position to help the patient. Patients' spiritual needs 
vary greatly and their wishes must be of paramount importance. 
Priests who work in hospitals gain special experience in dealing with 
health professionals. The patient's own priest has special knowledge 
of his family and social background from which the doctor can 
benefit, especially for long stay patients, in cases of terminal illness, 
and of bereavement. 

Social workers 
6.21 Social workers, like some other groups, have evolved no effec-
tive sanctions to safeguard confidentiality, and there is currently no 
compulsion on social workers to register with a disciplinary body. 
The British Association of Social Workers has an ethical code, and 
is moving towards registration and the setting up of a disciplinary 
council. 
6.22 Confidentiality presents little real difficulty in working rela-
tions between doctors and social workers, provided that there is per-
sonal confidence between the professionals concerned. However, as 

the BASW ethical code is not supported by sanctions of the nature 

exercised by the GMC, GNC or the Council for Professions Supple-
mentary to Medicine, the doctor must bear in mind that he has 
responsibility for any disclosures he makes. 

7 The Doctor and the State 

7.1 Article 25(i) of the United Nations Dec'Iaration of Human 

Rights refers to the basic right of an individual to the provision of 
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niinii-num standards of health care. This, and the World Medical 
Association Declarations, are attempts to develop supra-national 
principles out of "natural" laws. Article 25(i) has now been over-
taken by Article 12 of the United Nations Covenant on Economic, 
Social and Cultural Rights. This came into force on 3 January 1976 
and has been ratified, .or is adhered to, by over 50 nations. Unlike 
the older Declaration, this covenant is legally binding on those 
nations and is of the nature of positive as opposed to natural Iaw. 
Most countries have additional positive legislation which to a greater 
or Iesser extent provides for and regulates the delivery of health 
care. 
7.2 International agreements and declarations may he global or 
applicable to a smaller group of countries. Some international ethical 
declarations and codes are set out in Chapter 11. The Council of 
Europe is active through the work of the Human Rights Commis-
sion at Strasbourg. The European Convention of Human Rights 
under which the Commission works allows the examination of cases 
brought by a Member country. The judgments made by. the Com-
mission have had considerable influence on the states in question and 
on doctors working within those states. 
7.3 In the UK the State employs or remunerates about 9 out of 
every 10 working doctors. The ideal personal doctor service, des-
cribed in Chapter 1 as the normal therapeutic doctor-patient rela- 
tionsliip,• can exist only when the limits to it set by the State are so 
wide that in day-to-day practice there are no practical constraints. 

The European states 

7.4 The Directives relating to the free movement of doctors in the 
EEC impose on a doctor who migrates the duty to conform to the 
ethical code of the host country. There are some aspects of medical 
ethics which are not absolutely identical in the countries of the EEC, 
and the UK style of practice is by no means universal. Within the 
European Community the "Continental" legal system is codified 
and common law has much less significance. But in interpreting the 
law no one can escape the clear intent of the law as outlined in the 
preamble to the legislation. 
7.5 Other EEC countries may regulate areas of medical practice 
not normally the concern of the General Medical Council, such as 
the conditions of contract between a doctor and a hospital, or the 
conditions under which doctors may. form a group. 
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r 7.6 A notable exception to the other six members of the original 
Community is the Netherlands, where there is no detailed legal code. 
The law gives the doctor the duty to conduct himself so as to retain 
the confidence of his patients, to ensure his professional competence, 
and to observe professional secrecy except where the law provides for 
disclosure. 
7.7 The very rigid application of the principles of confidentiality, 
or secrecy, is a marked feature of all the ethical systems in the six 
countries of the original EEC. Whereas a UK doctor may refuse to 
disclose information about his patients only at the discretion of the 
court (see 1.17), in the original EEC countries medical secrecy is 
firmly protected by law. The UK doctors are regarded by their 
European colleagues as having gone a long way towards abandoning 
the "absolute secrecy" which they defend. Indeed to breach confi- 
dentiality is a criminal offence in some countries, this shows the 
importance attached to it. There exist in all countries certain dero-
gations from this principle of absolute secrecy, but codes which 
superficially appear similar may have significant differences. For 
example, the Belgian code does not permit the doctor to be released 
from his duty to safeguard secrecy. even when the patient has ex-
pressly given his permission Other principles upon which the Euro-
pean codes are based include: 
7.8 In relation to the general principles underlying medical practice 

(a) Respect for life. 
(b) Equality of patients regardless of religion, race or reputation. 
(c) The obligation to provide emergency care and to ensure the 
continuity of care. 
(d) Regard for the independence of the profession. 
(e) Respect for the dignity of the .profession which must not be 
undermined. 
(f) The prohibition of all commercial practices and all activity in-
compatible with the dignity of the profession. 
(g) Professional secrecy. 

7.9 In relation to social security systems : 

(a) Free choice of doctor by the patient. 
(b) Freedom of the doctor to prescribe. 
(c) Direct negotiations between doctor and patient concerning fees. 
(d) Direct payment of fees by the patient to the doctor. 
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Torture and other cruel, inhuman or degrading 
treatment or punishment 
7.10 In no circumstances may a doctor do anything to weaken the 
physical or mental resistance of a human being, except for strictly 
therapeutic indications in the clinical interest of the patient. 
7.11 Beyond the Declaration of Tokyo and the International Code 
of Medical Ethics (both reproduced in Chapter 11) a doctor has a 
special duty to individuals which, in this matter, transcends national 
interest and security. Doctors having knowledge of any activities 
covered by the Declaration of Tokyo have a positive, obligation to 
make those activities publicly known (see also 5.26). 

Torture 
7.12 Within every human being is knowledge and fear of pain, the 
fear of helplessness before unrestrained cruelty. Torture, the delib-
erate infliction of pain by one human being on' another, is a special 
horror. 
7.13 The whole medical profession carries a responsibility for re-
fusing to condone, co-operate with, or participate in any form of 
torture. Expression of this conviction by the whole profession sup-
ports individual doctors who refuse to collaborate in torture. 
7.14 It is unethical for a doctor to carry out an examination on a 
person before that person is interrogated under duress or torture. 
Even though the doctor takes no part in the interrogation or torture, 
his examination of the patient prior to interrogation could be in-
terpreted as condoning it. 
7.15 Whether or not a doctor should treat the effects of torture 
depends on whether the patient wants the doctor's help. The doctor 
himself must be prepared to use all his skills to help a patient, what-
ever the cause of the injuries. But if the victim of torture prefers to 
die, the doctor must respect the patient's wishes (see also 5.27 con-
cerning the right to die). 

Punishment 
7.16 Close confinement and reduction of diet are punishments 
allowed by the United Nations Standard Minimum Rules for the 
treatment of prisoners. 
7.17 A doctor may state what components a basic diet needs to con-
tain. If confinement and reduction of•diet is controlled, and is not 
calculated to damage health, it is not considered to be a cruel and 
inhuman punishment. 
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7.18 If any diet is so restricted that medical monitoring is necessary 

it is inhuman, and no doctor should be associated with it. If a doctor 

is asked to examine a prisoner who is subjected to close confinement 

or reduction of diet, the doctor must decide whether the procedure 

is excessive and dangerous to the prisoner's health. If so, the doctor 

should make a written report and then refuse to he further associ-

ated with the procedure. 
7.19 Corporal punishment and incarceration in a dark cell are both 
prohibited punishments under the Standard Minimum Rules and a 

doctor would be acting unethically if he certified a prisoner as fit 

to undergo either procedure. Attendance at the corporal punishment 

of a prisoner is unethical. 
7.20 It is unethical for a doctor to administer a drug to a prisoner 

for any purpose other than for his clinical care. Individual restraint, 

in contrast to the restraint imposed by confinement in a prison, may 

be necessary for violent prisoners who are a threat to other prisoners, 

their guardians, or themselves. A doctor may give medical advice 

on individual restraint where the doctor judges that the clinical 
condition of a prisoner makes restraint necessary. 
7.21 The presence of a doctor during the interrogation of a prisoner 

is unethical. Armed Forces doctors may undertake medical moni-

toring of personnel who have agreed, as an informed voluntary act, 

to he trained in techniques of resistance to intensive interrogation 

(see also 2.11-2.14 concerning the role of Armed Forces doctors). 

8 The Doctor and the Media 

8.1 Increasing public interest in health matters has brought doctors 

more and more into contact with the media. It is therefore essential 

that doctors should be aware of the ethics involved in dealing with 

the media. 
8.2 Those doctors able to comment authoritatively on medical 

subjects should he prepared to do so in order that the public may 

be informed. Those doctors able to help the public with information 

should regard talking to the media as an extension of their medical 

practice. 
8.3 A doctor has the responsibility to ensure that when a subject 

under discussion is controversial within the medical profession, the 

producer or editor of a programme is invade aware of that fact. 
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8.4 It is unacceptable for a doctor publicly to discuss his own ability in a particular field in such a way as to imply that his methods ar( superior to those of other doctors. 

Identification of the doctor 
8.5 It is acceptable for the doctor's identity to be revealed in the following circumstances: 

—when it does not add to his professional stature; 
—when it is in the public interest; 
—when he is speaking on behalf of an identifiable section of the profession; 
—when using media primarily aimed at doctors. 

8.6 A doctor may use his own name in connection with subjects other than medicine. When discussing a medical subject, he may be named only if he confines himself to general terms, avoiding discussion of individual cases. 
8.7 In the field of general health education the name and relevant qualifications of the doctor may be given to lend added authority. 8.8 Doctors making statements on behalf of known organisations may be named when this is in the public interest. However, a doctor must not exploit the media to promote any organisation in which he has a financial interest (see also 9.17). 
8.9 No doctor should enter into correspondence with an individual member of the lay public as a result of any publicly gained by the doctor. 
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Etiquette, Professional Discipline, 
the Law and Codes of Practice 

9 The Doctor in Practice 

Setting up in practice 
9.1 A doctor may set up in general practice by appointment to an 
NHS practice vacancy, by purchasing the goodwill of an existing 
private practice, by entering into an established partnership, or by 
putting up his "Plate". There is an obligation on a doctor not to 
damage the practice of a colleague, particularly one with whom he 
has recently been engaged in a professional association. 
9.2 A consultant commencing practice in a  particular specialty 
should not make any public announcement. He may properly notify 
his colleagues of his availability for private consultations by sending 
a sealed letter to those practitioners whom he might normally expect 
to be interested. A general practitioner who may need to notify his 
patients of a change of address, or of surgery hours, may send a 
sealed circular letter to the patients of the practice. The circular 
should be addressed to those patients who are on the practice books 
and are not known to have transferred themselves to another doctor. 
A suitable notice, may be placed inside the waiting room of, the 
surgery. Neither the press . nor any other form of public communi-
cation should be used for the purpose of making an announcement. 
9.3 The usual format for a letter announcing a change of practice 
includes only the following information: 

(a) The name of the. practitioner. 
(b) Medical qualifications (degrees or diplomas). 
(c) Title of the main specialty in the case of a consultant who is 
altering his practice. 
(d) Brief details of the new surgery address and consulting hours 
if a general practitioner is altering his arrangements. 
(e) A consultant may also wish to include his home address and 
telephone number and the address and telephone number of the 
main consulting premises where private appointments can be 
arranged. 
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Premises 
9.4 The sharing of premises with members of allied professions, in-
cluding the professions supplementary to medicine, has been dis-
couraged for many years. This attitude is based on the need to pre-
vent any infringement of the principle of free choice by the patient. 
Advances in clinical medicine have brought changes in the structure 
of medical practice, and the present trend is towards closer integra-
tion of the various disciplines contributing to patient care. 
9.5 There is no objection to a surgery being located in a large build-
ing such as an office block, provided the doctor's rooms are entirely 
self-contained so that the patients do not pass through the premises 
of other tenants on their way to or from the surgery. Doctors may 
practise from the same building as members of other health care 
professionals, if the professional premises are separate and have 
separate entrances and addresses. The location of surgeries in hotels 
or in other ' buildings which are extensively used by the general 
public for commercial purposes should be avoided. 
9.6 The sharing of premises by general practitioners with specialists 
is acceptable, provided there is no direction of patients, either ex-
plicitly or implicitly, which would restrict the patients' potential 
freedom of choice. This proviso also applies to general practitioners 
whose premises are part of an area health authority's centre, from 
which members of the professions supplementary to medicine also 
practise. 

Notice boards, door plates and signposts 
9.7 The GMC booklet Professional Conduct and Discipline (1979) 
states : 

"Advertising may arise from notices or announcements displayed, 
circulated or made public by a doctor in connection with his own 
practice if such notices or announcements materially exceed the 
limits customarily observed by the profession in this country." 

9.8 It is important that the public should be informed of the loca-
tion of a doctor's premises. In choosing the wording and size of a 
sign the doctor should consider the following criteria: 

(a) A sign or doorplate should he unostentatious in size and form. 
(b) A plate should not carry more than the doctor's name, qualifi-
cations and, in small letters, his surgery hours. 
(c) In an area where a substantial proportion of the community 
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normally uses another language, it is acceptable for the- inforrrna= 

tion on the doctor's plate to he repeated in that language. 

(d) No. notices or signposts should be larger, or repeated more' 

frequently than is necessary to indicate to patients the location 

of the premises. 
(e) Notices or signposts should not be used to draw public atten-

tion to the services of one practice at the expense of others. 

Titles of Health Centres or Group Practices 

9.9 .The GMC booklet Professional Conduct and Discipline (1979) 

states : - 

"In selecting a name for a health centre or a medical centre; or 

indeed a collective title for a group or partnership it is desirable 

to avoid a name which could be interpreted as implying that the. 

services provided in that centre or by that partnership have re-

ceived some official recognition not extended to other. local doc-

tors. For this reason terms such as `Medical Centre' or `Health 

Centre' should not be used in a manner which might imply that 

doctors using the centre or practising in the partnership enjoy 

some special status in a particular place or area." 

9.10 It is the doctor's responsibility to observe these criteria when 

lie works in premises such as health centres provided by an area 

health authority. If a doctor contemplates working, or' practising 

from such premises, he should satisfy himself that they are observed 

by the responsible authority. 

Directories and Lists of Doctors 
9.11 An entry of a doctor's name in a telephone directory should 

appear in the ordinary small type. The doctor should neither request 

nor allow any entry in a special typeface, or any description other 

than higher qualifications or, in the case of a consultant, his specialty. 

9.12 Names of all doctors in any area are listed in the telephone 

directory's yellow pages under "Physicians and Surgeons". The list 

does not tend to advertise one doctor's availability or skills at the 

expense of another's, and is acceptable. For the same reason, it is 

permissible for a doctor's name to be included in a handbook of 

local information, provided that the list is open to the whole of. the 

profession in the area,, that publication of the names is not depen-

dent on the payment of a fee, and that the names are included under 

a single heading without any indication of specialties'. 

D 
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Canvassing 
9.13 Canvassing for the purpose of obtaining patients, whether done 
directly or through an agent, and association with or employment 
by persons or organisations which canvass, is unethical. 

Certificates and statements 
9.14 Doctors are relied upon to issue certificates. for .a variety -of. 
purposes on the assumption that. the . truth of the certificate can be 
accepted without question. A doctor must exercise care in issuing 
certificates and similar documents, and should not include in them 
statements which he has not taken appropriate steps to: verify. 

The Doctor's Signature 
9.15 In general terms a doctor should be aware that his signature 
on a document, and that may mean a humble, urine . microscopy 
culture and sensitivity report, validates . the information or opinion 
contained in the document. However, signing routine forms pro-
duced by a mechanical haematological counter means only that the 
doctor is satisfied that the equipment is operating within satisfactory 
quality control Iimits. His signature is valueless as far as the informa-
tion on an individual form is concerned, for he has no knowledge 
of the particular specimen. 
9.16 If a doctor in civilian practice or serving with the Armed 
Forces feels unable to sign a certificate indicating fi tness for a pros-
pective event, it is proper for him to record that, at the time of his 
examination, the subject was or was not healthy. 

Commercial enterprises and connections 
9.17 A doctor should not associate himself with commerce in such a 
way as to let it influence, or appear to influence, his attitude towards 
the treatment of .his patients. He should not allow a business to add 
to his professional status. There should be no direct association of 
a medical practitioner with any commercial enterprise engaged in 
the manufacture or sale of any substance which is claimed to he of 
value in the prevention or treatment of disease, and which is recom-
mended to the public in such a fashion as to he calculated to en-
courage the practice of self-diagnosis or self-medication, or is of 
undisclosed nature or composition. A doctor should refrain from 
writing.a testimonial on a commercial product unless he can guaran-
tee that his opinion will not be published without his consent. 
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Undisclosed sharing of fees (dichotomy) 

g.18 The secret division by two or more doctors of fees on a basis of 
commission, or some other defined method, is a practice that has 
brought the profession into disrepute on a number of occasions. Any 

undisclosed division of professional fees, save in a medical partner-

ship publicly known to exist, is unethical. 

Attendance upon colleagues 
9.19 Every effort should be made to maintain the traditional prac-
tice of the medical profession whereby attendance by one doctor upon 
another or upon his dependants is without direct charge. 

Advertising and publicity 
9.20 The BMA Report on Advertising and the Medical Profession 
(1974) commenced with the following paragraph: 

"The word `advertising' must be taken in its broadest sense to 
include all those ways by which a doctor is made publicly known 
either by himself or others, without objection on his part, in a 
manner which can fairly be regarded as for the purpose of obtain-
ing patients or promoting his own financial advantage." 

9.21 In its booklet Professional Conduct and Discipline (1979) the 

General Medical Council states: 

"The medical profession in this country has long accepted the 
tradition that doctors should refrain from self-advertisement. In 
the Council's opinion advertising is not only incompatible with the 
principles which should govern relations between members of a 
profession but could be a source of danger to the public. A doctor 
successful at achieving publicity may not be the most appropriate 
doctor for a patient to consult. In extreme cases advertising may 
raise illusory hopes of a cure. 
The publication in any form of matter commending or drawing 
attention to the professional attainments or services of one or more 
doctors can raise a question of advertising. This becomes a pro-
fessional offence if the doctor or doctors concerned have either 
personally arranged for such publication or have instigated or sanc-. 
tioned or acquiesced in such publication by others, and have done 

so for the purpose of obtaining patients or otherwise promoting 
their own professional advantage or financial benefit." 
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"Advertising may arise from notices or announcements displayed, circulated or made public by a doctor in connection with his own practice, if such notices or announcements materially exceed the limits customarily observed by the profession in this  country." 
9.22 The booklet also contains specific guidelines . on questions of advertising arising from relationships between doctors and organisa• tIons providing clinical, diagnostic., or medical advisory services. 9.23 The question of advertising may also arise in a number of other contexts such as books by doctors, articles or letters or other items written by or about them in newspapers or magazines, and talks or appearances by doctors on broadcasting or television (these subjects are covered in Chapter 8). 

Advertisement of Nursing Homes and Institutions 9.24 Advertising in the lay press of nursing homes and kindred in-stitutions, where medical advice or treatment is not provided, is a long-standing and acceptable custom. There is no objection to the practice of institutions professing to provide medical advice or treat-ment advertising in the medical press, or in other publications pri-marily intended for the medical profession. Such advertisements may include the names and qualifications of the resident and attending medical officers, but there should he no laudatory statement of the form of treatment given or the address of the consulting rooms or of the hours of a member of the medical staff at which he sees private patients. 
9.25 If a doctor has a financial interest involving his possible finan-cial gain in any institution to which he refers a. patient it is desirable that he should disclose this fact to the patient. 

Systems or Methods of Treatment 
9.26 It is unethical for a doctor to be associated with any system or method of treatment which is not used under medical control and which is advertised in the public press. 

The doctor and his colleagues 
Doctors in Training 
9.27 It is unethical to delegate any work to another doctor unless he is suitably qualified and experienced to undertake that work (for the General Medical Council's view, see 6.7 and 6.11). This prin-ciple applies to cross cover between specialties, to delegation to 52 
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locums, and to delegation to junior staff within the same specialty. 
It applies to doctors working in general practice and, in so far as 
they are in personal working contact with people, to trainees in 
community medicine. 
9.28 Provisional registration carries the same prescribing authority 
as full registration within the hospital where the doctor is employed. 
A fully registered practitioner is responsible for his actions to each 
patient. Principals in general practice and area health authorities 
are responsible for the acts and omissions of those they employ. 
9.29 A registered medical practitioner in training has a responsi-
bility to his consultant or general practitioner trainer to take account 
of their advice to him. If he believes that the general advice he has 
been given is inapplicable to a particular situation or is not in the 
best interests of an individual patient he should seek further specific 
advice. If necessary he should ask the consultant or general prac-
titioner - to take back their delegated authority and take over the 
management of the patient's illness personally. 
9.30 In other words, the primary responsibility of a junior doctor in 
a training post is to the patient and he should decline to do anything 
that he believes is not in the patient's hest interests. 

Deputising Arrangements 
9.31 Many requests for medical care are made outside normal work-
ing hours, but a doctor cannot he on duty continuously without 
detriment to the quality of his work and his health. Deputising 
arrangements must not jeopardise the welfare of the patient, so for 
deputising to be ethically acceptable two conditions must be satisfied. 
The doctor, who has been chosen and accepted by the patient, should 
ensure as far as practicable that the deputy is experienced, com-
petent, conscientious and in other respects suitable to carry out the 
delegated responsibilities of the regular doctor. The patient's doctor 
must also ensure that communication and record systems are suffi-
cient to permit proper treatment Moth during and after the deputis-
ing period. 
9.32 In hospital practice it is the responsibility of the consultant to 
acquaint himself with the competence of his staff and to allow then 
to deputise only within their competence. 
9.33 General practitioners who use a deputising service are effec-
tively unable to exercise any direct choice of deputy and must rely 
on the management of the service to choose staff of appropriate 
competence. They have a duty, however, to inform the management 
of untoward incidents so that action can be taken to avoid any re-
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currence. Some deputising services are controlled solely by doctors, 
but most are controlled jointly by a commercial organisation and the 
profession. It has been customary in the past, and obligatory since 
1978, for there to be a professional advisory committee in connec-
tion with each deputising service to ensure maintenance of clinical 
and organisational standards, and this should help principals using 
such services to feel satisfied that the deputies will be of an adequate 
standard. 

Intra-Professional Disagreements 
9.34 From time to time doctors working together in a practice or in 
the same locality find themselves in disagreement. It is important 
that disputes be resolved quickly and amicably within the profession 
itself. If animosities are allowed to fester they not only embitter local 
practice, but also damage the reputation of the profession. 
9.35 Most of these problems concern relationships based upon the 
traditions of the profession. Members of the BMA may obtain advice 
from their local division, or from the Association's Central Ethical 
Committee. 
9.36 The ethical machinery of the BMA consists of the Central 
Ethical Committee itself, which is a standing committee of the 
Council, local ethical committees appointed by BMA divisions, and 
detailed uniform rules of procedure for the investigation of com-
plaints. Normally the division will investigate a complaint in accord-
ance with the rules, but if it does not wish to deal with any specific 
problem reference may be made to the Central Ethical Committee. 

10 The Doctor and the Law 

10.1 There is a close relationship between ethical and legal responsi-
bilities. Though the ethical code does not, as in the civil law 
countries, form a branch of substantive law, there are a number of 
occasions when the ethical practice and the legal "standard of care" 
are inseparable (see also 7.4). 
10.2 Before the passing of the National Health Service Act 1946 
medical law in England was dominated by the contractual relation-
ship of doctor and patient. Apart from a number of specific statu-
tory duties, such as the reporting of certain infectious diseases, 
doctors and surgeons tended to provide their services under . direct 
contract to the patient. The jurisprudence which developed around 
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the practice of medicine was largely derived from the law of contract. 
The Act of 1946 greatly modified this contractual relationship. 
10.3. The National Health Services Acts consolidated in the Act of 
1977 charge the Secretary of State with ,the overall responsibility to 
provide hospital, medical, and other allied, services. The operation 
of . the necessary supporting administrative structure and the changes 
brought by frequent parliamentary interventions, in addition to the 
flow of circulars from the.Health Departments, account for the com-
plexity of modern medical law. 
10.4 This process has not in any way diminished the "legal stan- 
dard" of patient care which is still best expressed as a duty to exercise 
reasonable care and skill. The position of the doctor in NHS practice, 
however, cannot now be considered in isolation from his contractual 
obligations to the employing authority or Family Practitioner Com-
mittee, as the case may be. 
10.5. The . right to carry on medical practice is closely regulated 
under the Medical Acts 1858 to 1978. Until 1969 the General 
Medical Council had the power to erase from the Register the name 
of any fully or provisionally registered practitioner judged by the 
Disciplinary Committee of the Council to have been guilty of "in-
famous conduct in a professional respect". Undoubtedly this could 
have included a failure to conform to the ethical standards of the 
profession. The Medical Act 1969 substituted the phrase "serious 
professional misconduct" for the expression quoted above. 
10.6 Several-matters in the general field of medical law have attrac-
ted special interest. There is the difficult question of compensation 
for damage resulting from the .use of vaccines administered as a 
matter of public policy. Damage caused to a patient by the admin-
istration of a drug is at present controlled by the law of negligence. 
If the drug in question was being used.in an approved clinical trial in 
an NHS hospital, and if the patient or subject was a genuine volun-
teer, then the Department of Health and Social Services has indicated 
that it would view an application for compensation sympathetically. 
Children born as a result of artificial insemination by ' donor are 
illegitimate in the eyes of the law: the BMA is currently pressing for 
legislation to be prepared to enable children born as a result of AID, 
to which the husband of the mother has consented, to he defined 
as legitimate from the moment when conception is confirmed (see 
also 5.13). 
10.7 In occupational medicine the doctor is particularly likely to 
come into professional contact with workers under statutory and 
regulatory direction. The Council of Ministers of the EEC wants 
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to harmonise and improve the protective measures applying to 
workers in certain industries. A'recent council directive, for example, 
attempts to -improve the: medical surveillance of workers in the vinyl 
chloride monomer and vinyl chloride polymer industry. Among 
other things, the directive prescribes that employers shall keep a 
register of workers who may be exposed to vinyl chloride monomer, 
with particulars of the type and duration of work and the exposure 
to which they have been subjected. The register is to be held by a 
doctor and a worker will be able, on request, to note the details 
about himself in the register. . 
10.8 A later article in the directive says that employers shall be re-
quired to ensure that the relevant workers are examined by a doctor 
both on recruitment or before taking up their activities, and subse-
quently. It is left to the member states of the EEC to determine 
how the registers and medical records are to be used for study and 
research purposes (see also 1.20 for a discussion of medical records 
systems). - 

11 Ethical Codes, and Resolutions of BMA 
. Annual Representative Meetings 

At the end of this chapter we set out a number of major resolutions 
on ethical matters passed by the Representative Body of the British 
Medical Association. Before reading these, however, we believe that 
readers in the UK will find considerable historical and comparative 
interest in the text of the Hippocratic Oath, and major ethical pro-
nouncements-of the World, the Commonwealth, and the Canadian 
Medical Associations respectively. 

The Hippocratic Oath 
The methods . and details of medical practice change with the 
passage of. time and the advance of knowledge. However, many 
fundamental principles _ of professional behaviour have remained 
unaltered through -the recorded history of medicine. The Hippo-
cratic Oath was probably written in the 5th Century BC and was 
intended to be affirmed by each doctor on entry to the medical pro-
fession; In translation it reads as follows 

I swear by' Apollo the physician, and Aesculapius and Health, and 
All-heal, and all the gods and goddesses, that, according to my 
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ability and judgment, I will keep this Oath and this stipulation—

to reckon him who taught me this Art equally dear to me as my 

parents, to share my substance with him, and relieve his necessities 

if required; to look upon his offspring in the same footing as my 
own brothers, and to teach them this Art, if they shall wish to learn 

it, without fee or stipulation; and that by precept, lecture and 

every other mode of instruction, I will impart a knowledge of the 

Art to my own sons, and those of my teachers, and to disciples 

bound by a stipulation and oath according to the law of medicine, 

but to none other. I will follow that system of regimen which, ac-

cording to my ability and judgment, I consider for the benefit of 

• my patients, and abstain from whatever is deleterious and mis-

chievous. I will give 'no deadly medicine to anyone if asked, nor 

suggest any such counsel; and in like manner I will not give to a 

woman a pessary to produce abortion. With purity and 'with holi-

• ness I will pass my life and practise my Art. I will not cut persons 

labouring under the stone, but will leave this to be done by men 

who are practitioners of this work. Into ' whatever houses I enter, 

I will go into them for the benefit of the sick, and will abstain 

from every voluntary act of mischief and corruption; and, further, 

from the seduction of females, or males, of freemen or slaves. 

Whatever, in connection with my professional practice, or not in 

connection with it, I see or hear, in the life of men, which ought 

not to be spoken of abroad, I will not divulge, as reckoning that 

all such should be, kept secret. While I continue to keep this Oath 

unviolated, may it be granted to me to enjoy life and the practice 

of the Art, respected by all men, in all times. But should I tres-

pass and violate this Oath, may the reverse he my lot. 

The- World Medical Association 

International Code of Medical Ethics 
One of the first acts.of the World Medical Association, when formed 

in 1947, was to produce a modern restatement of the Hippocratic 

Oath, known as the Declaration of Geneva, and to base upon it an 

International Code of Medical Ethics which applies both in times 

of peace and war. The Declaration of Geneva, as amended by the 

22nd World Medical Assembly, Sydney, Australia, in August 1968, 

reads: 

At the time of being admitted as a Member of the Medical 

Profession 
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I solemnly pledge myself to consecrate my life to the service of 
humanity; 
I will give to my teachers the respect and gratitude which is their 
due; 
I will practise my profession with conscience and dignity;. 
The health of my patient will be my first consideration; 
I will respect the secrets which are confided in me, even after the 
patient has died; 
I will maintain by all the means in my power, the honour and 
the noble traditions of the medical profession; 
My colleagues will be my brothers; 
I will not permit considerations of religion, nationality, race, party 
politics or social standing to intervene between my duty and my 
patients; 
I will maintain the utmost respect for human life from the time 
of conception; even under threat, I will not use my medical knowl-
edge contrary to the laws of humanity. 
I make these promises solemnly, freely and upon my honour. 

The English text of the International Code of Medical Ethics is as 
follows : 

Duties of Doctors in General 
A DOCTOR MUST always maintain the highest standards of pro-
fessional conduct. 
A DOCTOR MUST practise his profession uninfluenced by motives of 
profit. 
THE FOLLOWING PRACTICES are deemed unethical:

(a) Any self advertisement except such as is expressly authorised 
by the national code of medical ethics. 
(b) Collaborate in any form of medical service in which the 
doctor does not have professional independence. 
(c) Receiving any money in connection with services rendered 
to a patient other than a proper professional fee, even with 
the knowledge of the patient. 

ANY ACT OR ADVICE which could weaken physical or mental resis-
tance of a human being may be used only in -his interest. 
A DOCTOR IS ADVISED to use great caution in divulging discoveries 
or new techniques of treatment. 
A DOCTOR SHOULD certify or testify only to that which he has 
personally verified. 
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Duties of Doctors to- the Sick 
A DOCTOR MUST always bear: in mind the obligation of preserving 
human life. 
A DOCTOR OWES to his patient complete loyalty and all the resources 
of his science. Whenever an examination or treatment is beyond 
his capacity he should summon another doctor who has the 
necessary ability. 
A DOCTOR SHALL preserve absolute secrecy on all lie knows about 
his patients because of the confidence entrusted in him. 
A DOCTOR MUST give emergency care as a humanitarian duty un-
less he is assured that others are willing and able to give such care. 

Duties of Doctors to Each Other 
A DOCTOR OUGHT to behave to his colleagues as he would have 
them behave to him. 
A DOCTOR MUST NOT entice patients from his colleagues. 
A DOCTOR MUST OBSERVE the principles of "The :Declaration of 
Geneva" approved by the World Medical Association. 

Subsequently, the World Medical Association has considered and 
published material on a number of ethical matters. 

Discrimination in Medicine 
The following motion on the subject of Discrimination in Medicine 
was adopted by the World Medical Association in 1973: 

"WHEREAS: The Declaration of Geneva, adopted and published 

by the World Medical Association, states, inter alia, that, 'I (a 
medical practitioner) WILL NOT PERMIT considerations of religion, 
nationality, race, party politics or social standing to intervene 

between my duty and my patient'; 
THEREFORE, BE IT RESOLVED by the 27th World Medical Assembly 

meeting in Munich, that the World Medical Association vehe-

mently condemns colour, political and religious discrimination of 

any form in the training of medical practitioners and in the prac-

tice of medicine and in the provision . of health services for the 

peoples of the world." 

Human Experimentation 
In 1964, the World Medical Association drew up a code of ethics on 

human experimentation. This code, known as the Declaration of 

Helsinki, was revised in 1975 as follows: 
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It is the mission of the medical doctor to safeguard the health of 
the people. His or.. her- knowledge and._ conscience are dedicated 
to the fulfilment of this mission. 
The Declaration of Geneva of the World Medical Association 
binds the doctor with the words, "The health of my patient will 
he my first consideration", and the International Code of Medical 
Ethics declares that "Any act or advice which could weaken 
physical or mental resistance of a human being may be used only 
in his interest." 
The purpose of biochemical research involving human subjects 
must be to improve. diagnostic, therapeutic and prophylactic pro-
cedures and the understanding of the aetiology and pathogenesis 
of disease. 
In current medical practice most diagnostic, therapeutic or prophy-
lactic procedures involve hazards. This applies a fortiori to bio-
medical research.
Medical. progress is-based on research which ultimately must rest 
in part on experimentation involving human subjects. 
In the field of biochemical research a fundamental distinction 
must be recognised between medical research in which the aim is 
essentially diagnostic -or therapeutic for a patient, and medical 
research, the essential object of which is purely scientific and with-
out direct diagnostic or therapeutic value to the person subjected 
to the research. 
Special caution must be exercised in the conduct of research which 
may affect the environment, and the welfare of animals used for 
research must be respected. 
Because it is essential that the results ol laboratory experiments 
he applied to human beings to further scientific knowledge and to 
help suffering humanity, the World Medical Association has pre-
pared the following recommendations as a guide to every doctor 
in biomedical research involving human subjects. They should be 
kept under review in the future. It must be stressed that the 
standards as drafted are only a guide to physicians all over the 
world. Doctors are not relieved from criminal, civil -and ethical 
responsibilities under the laws of their own countries. 

I Basic Principles 
(1) Biomedical research involving human subjects must conform 
to generally accepted scientific principles and should be based on 
adequately performed laboratory and animal experimentation and 
on a thorough knowledge of the scientific literature. 
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(2) The design and performance of each experimental procedure 
involving human subjects ,should be clearly formulated in an ex-
perimental protocol which should be transmitted to a specially 
appointed independent committee for consideration, comment 
and guidance. 
(3) Biomedical research involving human subjects should be con-
ducted only by scientifically qualified persons and under the super-
vision of a clinically competent medical - person. The responsibi-
lity for the human subject must always rest with the medically 
qualified person and never rest on the subject of the research, 
even though the subject has given his or her consent. 
.(4) Biomedical research involving human subjects cannot legiti-
mately be carried out unless the importance of the objective is in 
proportion to the inherent risk to the subject. 
(5) Every biomedical research project involving human subjects 
should be preceded by careful assessment of predictable risks in 
comparison with foreseeable benefits to the subject or to others. 
Concern for the interests of the subject must always prevail over 
the interests of science and society. 
(6) The right of the research subject. to safeguard his or her in-
tegrity must always be respected. Every precaution should he 
taken to respect -the privacy of the subject and to minimize the 
impact of the study on the subject's physical and mental integrity 
and on the personality of the subject. 
(7) Doctors should abstain from engaging in research projects 
involving human subjects unless they are satisfied that the hazards 
involved are believed to be predictable. Doctors should cease any 
investigation if the hazards are found to outweigh the potential 
benefits, 
(8) In publication of the results of his or her research, the doctor 
is obliged to preserve the accuracy of the resullts. Reports of experi-
mentation not in accordance with the principles laid down in this 
Declaration should not be accepted for publication. 
(9) In any research on human beings, each potential subject must 
be adequately informed of the aims, methods, anticipated bene-
fits and potential hazards of the study and the discomfort it may 
entail. He or she should be informed that he or she is at liberty to 
abstain from participation in the study and that he or she is free 
to withdraw his or her consent to participation at any time. The 
doctor should then obtain the subject's freely-given informed 
consent, preferably in writing. 
(10) When obtaining informed consent for the research project 
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the doctor should be - particularly cautious if the subject is in a 
dependent relationship to him or her or may consent under duress. 
In that case the informed consent should be obtained by a doctor 
who is not engaged in 'the investigation and who is completely 
independent of this official relationship. 
(11) In case of legal incompetence, informed consent should he 
obtained from the legal guardian in accordance with national legis-
lation. Where physical or mentail incapacity makes it impossible 
to obtain informed consent, or when the subject is a minor, per-
mission from the responsible relative replaces that of the subject 
in accordance with national legislation. 
(12) The research protocol should always contain a statement of 
the ethical considerations involved and should indicate that the 
principles enunciated in the present Declaration are complied with. 

II Medical Research Combined with Professional Care 
(Clinical Research) 
(1) In the treatment of the sick person, the doctor must he free 
to use a new diagnostic and therapeutic measure, if in his or her 
judgment it offers hope of saving Iife, re-establishing health or 
alleviating suffering. 
(2) The potential benefits, hazards and discomfort of a new 
method should be weighed against the advantages of the best 
current diagnostic and therapeutic methods. 
(3) In any medical study, every patient—including those of a 
control group, if any—should be assured of the best proven diag-
nostic and therapeutic method. 
(4) The refusal of the patient to participate in a study must 
never interfere with the doctor-patient relationship. 
(5) If the doctor considers it essential not to obtain informed con-
sent, the specific reasons for this proposal should he stated in the 
experimental protocol for transmission to the independent com-
mittee (1.2). 
(6) The doctor can combine medical research with professional 
care, the objective being the acquisition of new medical knowl-
edge, only to the extent that medical research is justified by its 
potential diagnostic or therapeutic value for the patient. 

III. Non-Therapeutic Biomedical Research Involving Human 
Subjects 
(Non-clinical Biomedical Research) 
(1) In the purely scientific application of medical research carried 
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out on a human being, it is the duty of the doctor to remain the 
protector of the life and health of that person on whom bio-
medical research is being carried out. 
(2) The subjects should be volunteers—either healthy persons or 
patients for whom the experimental design is not related to the 
patient's illness. 
(3) The investigator or the investigating team should discontinue 
.the research if in his/her or their judgment it may, if continued, 
be harmful to the individual. 
(4) In research on man, the interest of science and society should 
never take precedence over considerations related to the well-
being of the subject. 

Therapeutic Abortion 
In 1970 the World Medical Association drew up a. Statement on 
Therapeutic Abortion. This code, known as the Declaration of Oslo, 
states : 

(1) The first moral principle imposed upon the doctor is respect 
for human life as expressed in a clause of the Declaration of 
Geneva : "I will maintain the utmost respect for human life from 
the time of conception". 
(2) Circumstances which bring the vital interests of a mother into 
conflict with the vital interests of her unborn child create a 
dilemma and raise the question whether or not the pregnancy 
should be "deliberately terminated. 
(3) Diversity of response to this situation results from the diversity 
of attitudes towards the life of the unborn child. This is a matter 
of individual conviction and conscience which must be respected. 
(4) It is not the role of the medical profession to determine the 
attitudes and rules of any particular state or community in this 
matter, but it is our duty to attempt to ensure the protection of our 
paients and to safeguard the rights of the doctor within society. 
(5) Therefore, where the law allows therapeutic abortion to be 
performed, or legislation to that effect is contemplated, and this is 
not against the policy of the national medical association, and 
where the legislature desires or will accept the guidance of the 
medical profession the following principles are approved : 

(a) Abortion should be performed only as a therapeutic measure. 
(b) A decision to terminate pregnancy should normally be 
approved in writing by at least two doctors chosen for their 
professional competence. 
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(c) The procedure should be performed by a doctor competent 
to do so in premises approved by, the, appropriate authority. 

(6) If the doctor considers that his convictions do not allow him to 
advise or perform an abortion, lie may withdraw 

while 

ensuring 
the continuity of (medical) care by a qualified colleague. ' ' 
(7) This statement, while it is endorsed by the General Assembly 
of the World Medical Association, is not to be regarded as bind-
ing on any member association unless it is adopted by that mem-
ber association. 

The following Resolutions on "Medical Secrecy" and on "Computers 
in Medicine" were adopted by the World Medical Association in 
1973 : 

Medical Secrecy 
"WHEREAS : The privacy of the individual is highly prized in most 
societies and widely accepted as a civil right; and 
WHEREAS : The confidential nature of the patient-doctor relation-
ship is regarded by most doctors as extremely important and is 
taken for granted by the patient; and 
WHEREAS : There is an increasing tendency towards an intrusion 
on medical secrecy; 
THEREFORE BE IT RESOLVED that the 27th World Medical Assembly 
reaffirm the vital importance of maintaining medical secrecy not 
as a privilege for the doctor, but to protect the privacy of the 
individual as the basis for the confidential relation ' between the 
patient and his doctor; and ask the United Nations, representing 
the people of the world, to give to the medical profession the 
needed help and to show ways for securing this fundamental right 
for the individual human being." 

Computers in Medicine 
"BE IT RESOLVED that the 27th World Medical Assembly—
(1) draw the attention of the peoples of the world to the great 
advances and advantages resulting from the use of computers and 
electronic data processing in the field of health, especially in 
patient care and epidemiology; 
(2) request all national medical associations to take all possible 
steps in their countries to assure that medical secrecy, for the sake 
of the patient, will be guaranteed to the same degree in the future 
as in the past; 
(3) request member countries of WMA to reject all attempts 
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having as a goal legislation authorising any procedures to elec-

tronic data processing which could endanger or undermine the 

right of the patient for medical secrecy; 
(4) express the strong opinion that medical data banks should he 

available only to the medical profession and should not, therefore, 

he linked to other central data banks; and 

(5) request Council to prepare documents about the existing possi-

bilities of safeguarding legally and technically the confidential 

nature of stored medical data." 

Torture and Other Cruel, Inhuman or Degrading 
Treatment or Punishment 
In 1975 the World Medical Association adopted the following guide-

lines for medical doctors. concerning Torture and Other Cruel, 

Inhuman or Degrading Treatment or Punishment in relation to 

Detention and Imprisonment (Declaration. of Tokyo) : 

Preamble 
It is the privilege of the medical doctor to practise medicine in the 

service of humanity, to preserve and restore bodily and mental 

health without distinction as to persons, to comfort and to ease the 

suffering of his or her patients. The utmost respect for human life 

is to be maintained even under threat, and no use made of any 

medical knowledge contrary to the laws of humanity. 

Declaration 
(1) The doctor shall not countenance, condone or participate in 

the practice of torture or other forms of cruel, inhuman or de-

grading procedures, whatever the offence of which the victim of 

such procedures is suspected, accused or guilty, and whatever the 

victim's beliefs or motives, and in all situations, including armed 

conflict and civil strife. 
(2) For the purpose of this Declaration, torture is defined as the 

deliberate, systematic or wanton infliction of physical or mental 

suffering by one or more persons acting alone or on the orders of 

any authority, to force another person to yield information, to 

make a confession, or for any other reason. 

(3) The doctor shall not provide any premises, instruments, sub-

stances or knowledge to facilitate the practice of torture or other 

forms of cruel, inhuman or degrading treatment or to diminish 

the ability of the victim to resist such treatment. 

(4) The doctor shall not be present during any procedure during 
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which torture or other forms of cruel, inhuman or degrading treat-
ment is used or threatened. 
(5) A doctor must have complete clinical independence in de-
ciding upon the care of a person for whom he or she is medically 
responsible. 
(6) Where a prisoner refuses nourishment and is considered by the 
doctor as capable of forming an unimpaired and • rational judg-
ment concerning the consequences of such a voluntary refusal of 
nourishment, he or she shall not be fed artificially. The decision as 
to the capacity of the prisoner to form such a judgment should be 
confirmed by at least one other independent doctor: The conse-
quences of the refusal of nourishment shall be explained by the 
doctor to the prisoner. 
(7) The World Medical Association will support, and should en-
courage the international community, the national medical associ-
ations and fellow doctors, to support the doctor and his or her 
family in the face of threats or reprisals resulting from a refusal 
to condone the use of torture or other forms of cruel, inhuman 
or degrading treatment. 
(8) The doctor shall in all circumstances be bound to alleviate 
the distress of his fellow men, and no motive—whether personal, 
collective or political—shall prevail against this higher purpose. 

Statements on Death 
The World Medical Association formulated a Statement on Death 
in 1968. Known as the Declaration of Sydney, it reads; 

(I) The determination of the time of death is in most countries 
the legal responsibility of the physician and should remain so. 
Usually he will be able without special assistance to decide that a 
person is dead, employing the classical criteria known to all 
physicians. 

` (2) Two modern practices in medicine, however, have made it 
necessary to study the question of the time of death further: (i) 
the ability to maintain by artificial means the circulation ' of oxy-
genated blood through tissues of the body which may- have been 
irreversibly injured and (ii) the use of cadaver organs such as heart 
or kidneys for transplantation. 
(3) A complication is that death is a gradual process at the cellular 
level with tissues varying in their ability to withstand deprivation 
of oxygen. But clinical interest lies not in the state of preservation 
of isolated cells but in the fate of a person. Here the point of 
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death of the different cells and organs is not so important as the 
certainty that the process has become irreversible by whatever 
techniques of resuscitation that may be employed. 
(4) This determination will be based on clinical judgment supple-
mented if necessary by a number of diagnostic aids of which the 
electroencephalograph is currently the most helpful. However, no 
single technological criterion is entirely satisfactory in the present 
state of medicine nor can any one technological procedure be sub-
stituted for the overall judgment of the physician. If transplanta-

tion of an organ is involved, the decision that death exists should 

be made by two or more physicians and the physicians determin-

ing the moment of death should in no way be immediately con-

cerned with the performance of the transplantation. 
(5) Determination of the point of death of the person makes it 

ethically permissible to cease attempts at resuscitation and in 

countries where the law permits, to remove organs from the cad-

aver provided that prevailing legal requirements of consent have 

been fulfilled. 

The following Memorandum was issued by the Honorary Secretary 

of the Conference of Medical Royal Colleges and their Faculties 

• in the United Kingdom on 15 January 1979: 

(1) In October 1976 the Conference of Royal Colleges and their 

Faculties (UK) published a report unanimously expressing the 

opinion that "brain death", when it had occurred, could be diag-

nosed with certainty. The report has been widely accepted. The 

conference was not at that time asked whether or not it believed 

that death itself should be presumed to occur when brain death 

takes place or whether it would come to some other conclusion. 

The present report examines this point and should be considered 

as an addendum to the original report. 

(2) Exceptionally, as a result of massive trauma, death occurs 

instantaneously or near-instantaneously. Far more commonly, 

death is not an event: it is a process, the various organs and sys-

tems supporting the continuation of life failing and eventually 

ceasing altogether to function, successively and at different times. 

(3) Cessation of respiration and cessation of the heart beat are 

examples of organic failure occurring during the process of dying, 

{ and since the moment that the heart beat ceases is usually de-

tectable with simplicity by no more than clinical means, it has for 

many centuries been accepted as the moment of death itself, with-
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I 
out any serious attempt being made to assess the validity of this 
assumption. 
(4) It is now universally accepted, by the lay public as well as by 
the medical profession, that it is not possible to equate death itself 
with the cessation of the heart beat. Quite apart from the elective 
cardiac arrest of open-heart surgery, spontaneous cardiac arrest 
followed by successful resuscitation is today a common-place 
and although the more sensational accounts of occurrences of 
this kind still refer to the patient being "dead" until restora-
tion of the heart beat, the use of the quote marks usually demon-
strates that this word is not to be taken literally, for to most 
people the one aspect of death that is beyond debate is its 
irreversibility. 
(5) In the majority of cases in which a dying patient passes 
through the processes leading to the irreversible state we call 
death, successive organic failures eventually reach a point at 
which brain death occurs and this is the point of no return. 
(6) In a minority of cases brain death does not occur as a result 
of the failure of other organs or systems but as a direct result of 
severe damage to the brain itself from, perhaps, a head injury or 
a spontaneous intracranial haemorrhage. Here the order of events 
is reversed : instead of the failure of such vital functions as heart 
heat and respiration eventually resulting in brain death, brain 
death results in the cessation of spontaneous respiration; and this 
is normally followed within minutes by cardiac arrest due to 
hypoxia. If, however, oxygenation is maintained by artificial ventil-
ation the heart beat can continue for some days, and haemoper-
fusion will for a time be adequate to maintain function in other 
organs, such as the liver and kidneys. 
(7) Whatever the mode of its production, brain death represents 
the state at which a patient becomes truly dead, because by then 
all functions of the brain have permanently and irreversibly ceased. 
It is not difficult or illogical in any way to equate this with the 
concept in many religions of the departure of the spirit from the 
body. 
(8) In the majority of cases, since brain death is part of or the 
culmination of a failure of all vital functions, there is no necessity 
for a doctor specifically to identify brain death individually before 
concluding that the patient is dead. In a minority of cases in which 
it is brain death that causes failure of other organs and systems, 
the fact that these systems can he artificially maintained even 
after brain death has made it important to establish a diagnostic 
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routine which will identify with certainty the existence of brain 
death. 

Conclusion 
(9) It is the conclusion of the conference that the identification 
of brain death means that the patient is dead, whether or not the 
function of some organs, such as a heart beat, is still maintained 

by artificial means. 

The Commonwealth Medical Association 
The following Ethical Code of the Commonwealth Medical Associ-
ation was approved at its meeting in Jamaica in 1974: 

(1) The doctor's primary loyalty is to his patient. 
(2) His vocation and skill shall be devoted to the amelioration of 
symptoms, the cure of illness, and the promotion of health. 
(3) He shall respect human life and studiously avoid doing it 
injury. 
(4) He shall share all the knowledge he may have gained with his 
colleagues without any reserve. 
(5) He shall respect the confidence of his patient as he would his 
own. 
(6) He shall by precept and example maintain the dignity and 
ideals of the profession, and permit no bias based on race, creed 
or socio-economic factors to affect his professional practice. 
Note : The word "patient" used in this Code embraces the pris-
oner or other persons whom a doctor might he called upon to 
attend at another's bidding. 

The Canadian Medical Association 
The Canadian Medical Association has drafted a national code of 
conduct for doctors and this is reproduced for interest: 

Code of Ethics 
Principles of Ethical Behaviour for all physicians, including those 
who may not be engaged directly in clinical practice. 

(1) Consider first the well-being of the patient. 
(2) Honour your profession and its traditions. 
(3) Recognise your limitations and the special skills of others in 
the prevention and treatment of disease. 
(4) Protect the patient's secrets. 
(5) Teach and be taught. 
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(6) Remember that integrity and professional ability should be 
your only advertisement. 
(7) Be responsible in setting a value on your services. 

Guide to the Ethical Behaviour of Physicians 
A physician should be aware of the traditional standards established 
by his forebears and act within the general principles which have 
governed their conduct. 
The Oath of Hippocrates represented the desire of the members of 
that day to establish for themselves standards of conduct in living 
and in the practice of their art. Since then the principles established 
have been retained as our basic guidelines for ethical living with 
the profession of medicine. 
The International Code of Ethics and the Declaration of Geneva 
(1948) developed and approved by the World Medical Association, 
have modernised the ancient codes. They have been endorsed by 
each member organisation, including the Canadian Medical Associ-
ation, as-a general guide having worldwide application. 
The Canadian Medical Association accepts the responsibility of 
delineating the standard of ethical behaviour expected of Canadian 
physicians. 
An interpretation of these principles is developed in the ensuing 
pages, as a guide for individual physicians and provincial authorities. 

Responsibilities to the Patient 
An Ethical Physician 

Standard of Care 
(1) will practise the art and science of medicine to the best of his 
ability; 
(2) will continue his education to improve his standard of medical 
care; 

Respect for Patient 
(3) will ensure that his conduct in the practice of his profession 
is above reproach, and that he will take neither physical, emotional 
nor financial advantage of his patients; 

Patient's Rights 
(4) will recognise his limitations and, when indicated, recommend 
to the patient that additional opinions and services he obtained; 
(5) will recognise that the patient has the right to accept or reject 
any physician and any medical care recommended to him. The 
patient, having chosen his physician, has the right to request of 
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that physician opinions from other physicians of the patient's 
choice;. 
(6) will keep in confidence. information derived from his patient, 
or from a colleague, regarding a patient and divulge it only with 
the permission of the patient except when the law requires him to 
do so; - 
(7) when acting on behalf of a third party will assure himself 
that the patient understands the physician's legal responsibility to 
the third party before proceeding with the examination; 
(8) will recommend only those diagnostic procedures which he 
believes necessary to assist him in the care of the patient, and 
therapy which he believes necessary for the well-being of the 
patient. He will recognise his responsibility in advising the patient 
of his findings and recommendations; 
(9) will on the patient's request, assist him by supplying the in-
formation required to enable the patient to receive any benefits 
to which the patient may be entitled; 
(10) will be considerate of the anxiety of the patient's next-of-kin 
and co-operate with him in the patient's interest; 

Choice of Patient 
(11) will recognise that he has a responsibility to render medical 
services to any person regardless of colour, religion or political 
belief; 
(12) shall, except in an emergency, have the right to refuse to 
accept a patient; 
(13) will render all assistance in his power to any patient, where 
an urgent need for medical care exists; 
(14) will, when the patient is unable, and an agent unavailable, 
to give consent, render such therapy as he believes to be in . the 
patient's interest; 

Continuity of Care 
(15) will, when he has accepted professional responsibility for an 
acutely ill patient, continue to provide his services until they are 
no longer required, or until he has arranged for the services of 
another suitable physician. In any other situation he may with-
draw from his responsibility for the care of any patient provided 
that he gives the patient adequate notice of his intention; 

Personal Morality 
(16) when his morality or religious conscience alone prevents him 
from recommending some form of therapy will so acquaint the 
patient; 
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Clinical Research 
(17) will, before initiating any clinical research involving human 
beings, ensure that such clinical research is appraised scientifically 
and ethically, and approved by a responsible committee, and is 
sufficiently planned and supervised that the individuals are unlikely 
to suffer any harm. He will ascertain that the previous research 
and the purpose of the experiment justify this additional method 
of investigation. Before proceeding he will obtain the consent of 
those individuals or their agents, and will do so only after ex-
plaining the purpose of the clinical research and any possible
health hazard which he can foresee; 

The Dying Patient 
(18) will allow death to occur with dignity and comfort when 
death of the body appears to he inevitable; 
(19) may support the body when clinical death of the brain has 
occurred, but need not prolong life by unusual or heroic means; 

Transplantation 
(20) may, when death of the brain has occurred, support cellular 
Iife in the body when some parts of the body might he used to 
prolong or improve the health of others; 
(21) will recognise his responsibility to a donor of organs to be 
transplanted and will give to the donor or his relatives full dis-
closure of his intent and the purpose of the procedure; in the case 
of a living donor, he will also explain the risks of the procedure; 
(22) will refrain from determining the time of death of the donor 
patient when he will be a participant in the performance of the 
transplant procedure or when his association with any proposed 
recipient might influence his judgment; 
(23) who determined the time of death of the donor may, subse-
quent to the transplant procedure, treat the recipient; 

Fees to Patients 
(24) in determining his fee to the patient, will consider his per-
sonal service and the patient's ability to pay and will he prepared 
to discuss his fee with his patient. 

Responsibilities to the Profession 
An Ethical Physician 

Personal Conduct 
(1) will recognise that the profession demands of him integrity 
and dedication to its search for truth and its service to mankind; 
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(2) will recognise that self discipline of the profession is a privilege 
and that he has a responsibility to merit the retention of this 
privilege; 
(3) will conduct himself beyond reproach and will report to the 
appropriate body of his peers, conduct by a confrere which he 
considers unbecoming to the profession; 
(4) will conduct himself in such a manner as to merit the respect 
of the public for members of the medical profession; 
(5) will avoid impugning the reputations of his confreres; 

Contracts 
(6) will, when aligning himself in practice with other physicians, 
insist that they maintain the standards enunciated in this Code 
of Ethics and the Guide to the Ethical Behaviour of Physicians; 
(7) will only enter into a contract, regarding his professional ser-
vices, which allows fees derived from physicians' services to be 
controlled by the physicians rendering the services; 
(8) will enter into a contract with an organisation only if it will 
allow him to maintain his professional integrity; 
(9) will only offer to a confrere a contract which has terms and 
conditions equitable to both parties; 

Reporting Medical Research 
(10) will first communicate to his confreres, through recognised, 
scientific channels, the results of any medical research in order 
that those confreres may establish an opinion of its merits, before 
he or they present it to the public; 

Addressing the Public 
(11) will recognise his responsibility to give the generally held 
opinions of the profession when interpreting scientific knowledge 
to the public and in presenting any personal opinion which is 
contrary to the generally held opinion of the profession, he will 
indicate he is doing so, and will avoid any attempt to enhance his 
own professional reputation; 

Advertising 
(12) will build a professional reputation based only on his ability 
and integrity, will avoid advertising in any form and make pro-
fessional announcements according to local custom; 
(13) will avoid advocacy of any product when he is identified 
as a member of the medical profession; 
(14) will avoid the use of secret remedies; 
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Consultation 
(15) will request the opinion of an appropriate confrere accept-
able to the patient when diagnosis or treatment is difficult or 
obscure, or when the patient requests it. Having requested the 
opinion of a confrere, he will make available all relevant informa-
tion and indicate clearly whether he wishes his confrere to assume 
the continuing care of the patient during this illness; 
(16) will, when his opinion has been requested by a confrere, re-
port in detail his findings and recommendations to the attending 
physician, and may outline his opinion to the patient. He will con-
tinue with the care of the patient only at the specific request of 
the attending physician, and with the consent of the patient; 

Patient Care 
(17) will co-operate with those individuals who, in the opinion 
of the physician, may assist in the care of that patient; 
(18) will make available to a confrere, on the request of the 
patient, a report of his findings and treatment of that patient; 
(19) will provide medical services to a confrere and his depen-
dent family without fee, unless specifically requested to render 
an account; 
(20) will provide only minor or emergency services to himself or 
his immediate family and these without payment; 

Financial Arrangements 
(21) will avoid any personal profit motive in ordering drugs, 
appliances or diagnostic procedures from any facility in which he 
has a financial interest; 
(22) will refuse to accept any commission or payment, direct or 
indirect, for any service rendered to his patient by other persons 
excepting only by his employees 

and professional colleagues with 
whom he has a formal partnership or similar agreement. 

Responsibilities to Society 
An ethical physician who acts under the principles of this Guide to 
the Ethical Behaviour of Physicians will find that he has fulfilled 
many of his responsibilities to society. 

An Ethical Physician 
(1) will strive to improve the standards of medical services in the 
community. He will accept his share of the profession's respon-
sibility to society in matters relating to public health, health edu-
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cation, and legislation affecting the health or well-being of the 
community;. 
(2) when a- witness, .will -recognise. his responsibility, to assist the 
courts in arriving at a just decision; 
(3) will, in the interest of providing good and adequate medical 
care support the opportunity of his confreres to obtain hospital 
privileges in his community appropriate to their personal and 
professional qualifications. 

"The complete physician is not a man apart and cannot content 
himself with the practice of medicine alone, but should make his 
contribution, as does any other good citizen, towards the well-being 
and betterment of the community in which he lives". 

Ethical decisions of annual representative meetings 
The general control and direction of the policy and affairs of the 
British Medical Association is• vested in the Representative Body. 
Six hundred doctors, representing the medical profession in the 
United Kingdom, meet annually to debate matters of concern to the 
profession. Some decisions of the meetings of the Representative 
Body on ethical matters are listed below: 

Certification 
That this Meeting deplores the increased tendency to require specific 
diagnosis in non-statutory medical certificates. (1952) 
That this Meeting strongly recommends practitioners not to issue 
"Duration Certificates" (ie certificates to insurance companies .re the 
medical history of a person who has died soon after acceptance—
without a medical report—for- a Life Assurance). (1962—reaffirmed 
1964) 

Child Health Service 
That the care of the sick child remains primarily the responsibility 
of the general practitioner supported by his consultant colleagues. 
(1976) 

Code of Conduct for Patients 
That the attention of the Government be drawn to the need for 
continuous education of the public, both in youth and adult life, in 
the constructive and responsible use of the National Health Service. 
(1956) 
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Confidentiality of Medical Records 
Wherever practicable, and particularly where disclosure of infor-
mation may have an adverse psychological effect upon the patient, 
the practitioner who compiled the record or, if he is not available, 
one nominated by the hospital authority for the purpose, should be 
consulted on the wisdom of disclosing to the patient all of the con-
fidential information contained therein, and should take the oppor-
tunity of reviewing the notes before they Ieave the hospital. (1955) 
That this Meeting considers that wherever practicable the exchange 
of medical details concerning patients should take place only between 
doctors and deplores the increasing tendency to exchange confiden-
tial medical details with lay persons. (1955) 
Medical records should he lent to the medical officers employed by 
government departments only when written consent has been given 
by or on behalf of the patient. (1955) 
That this Meeting agrees with the principle that specialists and 
general practitioners should not comply with requests from lay 
officials of local authorities for reports, as such requests should be 
made through the Medical Officer of Health (now the appropriate 
community physician). (1968) 
That medical information should be absolutely confidential between 
doctor and patient and should only be divulged to para-medical 
workers working in direct professional relationship with the doctor. 
(1969) 
In all medical records, information should be regarded as held for 
the specific purpose of the continuing care of the patient, and should 
not be used, without appropriate authorisation by the responsible 
clinician or the consent of the patient, for any other purpose. (1977) 
That this Meeting believes that no doctor should be party to the 
recording or holding of clinical information on any computer sys-
tem which cannot completely safeguard the confidentiality of such 
information and requires Government to introduce adequate legis-
lative safeguards, before the implementation of any further computer 
system. (1978) 
That this Meeting insists that access to identifiable information held 
in medical records should be restricted to the author and the person 
clinically responsible for the patient during the episode for which 
the data was collected (or their successor) unless specifically author-
ised by the clinician in the interests of the patient. (1978) 

Euthanasia 
That this Meeting affirms that the position of medical practitioners 
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who are in conscience opposed to euthanasia must be fully pro-
tected in future legislation should it occur and that no legal obliga-
tion in this respect should be allowed to be imposed unilaterally on 
any member of the profession at any time. (1977) 

Freedom to Prescribe 
That this Meeting protests in the strongest possible terms against any 
Government actions aimed at curtailing the freedom of a registered 

medical practitioner to prescribe—under suitable agreed safeguards 
—whether under the NHS or privately, whatever he thinks is best for 

his patient until and unless there is some absolutely overwhelming 
reason to the contrary which has been agreed between the profession 

as a whole and the Minister. (1956) 
That this Representative Body will resist any attempt by Govern-
ment to interfere with the doctor's right to prescribe the drug of his 
choice to his patient. (1976) 

Medical Audit 
That this Meeting instructs Council to investigate methods of audit 

within the profession and to report back. (1977) 

Oral Contraceptives 
That this meeting considers that the contraceptive pill should be 

available only on prescripion by a registered medical practitioner. 

(1976—reaffirmed 1977) 

Press Announcements of New Drugs 
That this Meeting deplores the publication in the popular press of 

extracts from medical articles and newspaper articles of an irrespon-

sible character praising new drugs without illustrating any potential 

dangers. (1953) 

Political and Religious Dissenters 
That this Meeting condemns the practice of using medical men to 

certify political and religious dissenters as insane and to submit them 

to unnecessary investigation and treatment. (1973) 
That this Representative Body deplores the continued abuse of 

medical skills and ethics for political ends in contravention of the 

principles of the Declaration of Geneva. (1976) 

Professional Independence 
That this Meeting agrees that the policy of the Association shall 

be .-
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(i) Freedom of the doctor to choose his patient. 
(ii) Freedom of the patient to choose his doctor. 
(iii) Freedom for the doctor in his clinical assessment and therapy. 
(iv) That the doctor be entitled to a fee from his patient where 
the payment made by the State is considered by the profession to 
he inadequate for the services rendered. 
(v) Freedom for the patient to avail himself of -all or any relevant 
services available within the framework of the Welfare State. 
(1967) 

Professions Allied to Medicine 
That while there is no objection to the employment by most medical 
practitioners of radiographers for the purpose of taking films, the 
responsibility for the interpretation of such films must rest with a 
radiologist or other qualified medical practitioner. (1939) 
That this Representative Body reaffirms that, with proper arrange-
ments for supervision by a consultant, access to hospital physio-
therapy departments for urgent treatment should be available to 
fainily doctors where local circumstances demand it. (1965) 

Television Advertisements 
That the televising of advertisements for pharmaceutical products, 
either directly or indirectly by the Science Survey type of programme 
or by fictitious doctors giving fictitious advice, would be prejudicial 
to the best interests of medical practice in this country. (1954) 
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Tissue transplantation, parental 

consent p31 5.23 
CHIROPODISTS 

p39 6.12 
CLERGY See RELIGION, Ministers of 
CLINICAL TRIALS SUBMISSION see 

DRUGS, Clinical trials submission 
COMMERCIAL ENTERPRISES 

p50 9.17 
COMMITTEE ON SAFETY OF MEDI-

CINES (CSM) 

p26 4.9-412 
COMMONWEALTH MEDICAL ASSOCI-

ATION 

Ethical code 1974 chl 1 p69 
COMMUNICATION 

Clarity of verbal and written p38 
6.8 

Doctor patient relationship p18 
2.8 

COMMUNITY MEDICINE 

p20 3.5; p21 3.10 
COMMUNITY PHYSICIAN 

plO 3.5 
Ethical problems p20 3.8, 3.9. 
Intra-professional relations p21 

3.10 
COMPUTERS 

British Medical Association ARM 
resolution 1978 chit p76 
Storage and access to clinical 

information p14 l.19-p15 1.21 
World Medical Association 27th 

World Medical Assembly state-
ment chl l p64 

CONFIDENTIALITY see PROFESSIONAL 

CONFIDENCE 

CONSCIENTIOUS OBJECTION 

p17 2.7 
Abortion p20 3.8; p28 5.6 
Community physician p20 3.8 
Contraception for the unmarried 

p20 3.8 

CONSENT TO TREATMENT 

Assault p12 1.8 . 
Examination, in custody p24 

3.27 
fitness to stand trial p24 3.28 
forensic p23 3.23; p24 3.24 
minors p24 3.25 
presence of a third party p24 
3.24 

Incapacity to, p1.3 1.13 
Minors p 13 1.10, 1.11; p24 3.25; 

p25 4.6; p23 5.8 
Reproductive organs, operations 

on, p13 1.14 - 
Research p24 4.1; p25 4.4, 4.5 
Statutory periodic examination 

p23 3.20 
Tissue transplantation p31 5.22 
Unconscious patient p24 3.26 
Undue influence p12 1.8 

CONSULTANTS 

Referral for a second opinion 

p16 2.3, 2.4 a-f 
Setting up in practice p47 9.2, 

9.3 
Sharing of premises with general 

practitioners p48 9.6 
CONTRACEPTION 

p16 2.4(h); p20 3.8 
Oral contraceptives British Medi-

cal Association ARM ResoIu-
tion cllll p77 

CORPORAL PUNISHMENT see PUNISH-

MENT 

COUNCIL OF EUROPE 

p42 7.2 
COUNCIL FOR PROFESSIONS SUPPLE-

MENTARY TO MEDICINE 

p37 6.4 
COURTS OF LAW see under LAW 

CUSTODY, Examination. in 

Consent to,. p24 3.27 

Police Surgeons p23 3.22-3.24 

see also p45 7.20, 7.21 
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DECLARATIONS OF THE WORLD 

MEDICAL ASSOCIATION see under 
WORLD MEDICAL ASSOCIATION 

DELEGATION OF MEDICAL DUTIES 

Doctors in training p38 6.7; p40 
6.15; p52 9.27 

Nurses p38 6.7; p39 6.9-6.11 
Paramedical professions p38 6.7 
Pharmacists p40 6.16 
Professions supplementary to 

medicine p38 6.7; p39 6.12-
6.15 

Unqualified persons p38 6.7 
DEPUTISING ARRANGEMENTS 

General practice p53 9.31, 9.33 
Hospital practice p53 9.32 

DEPUTISING SERVICES 

p53 9.3:3 
DICHOTOMY 

p38 6.6; p40 6.16, 6.17; p51 9.18 
DIETICIANS 

p39 6.12 
DISCRIMINATION IN MEDICINE 

World Medical Association De-
claration Munich 1973 chll 
p59 

DOCTOR(S) see also PROFESSIONAL 

CONFIDENCE; PROFESSIONAL INDE-

PENDENCE 

Acceptance of patients p15 2.1-
2.4; p17 2.7; p37 6.2 

And his colleagues p52 9.27-9.31 
Consultants p53 9.29 
General practitioners p53 9.28, 

9.29 
Junior doctors p53 9.27-9.30 

Notices to colleagues p47 9.2-
9.3 

Notices to patients p47 9.2-9.3 
Outside pressures on p14 1.15; 

p17 2.6 
Patient relationship p1 1  1.2-

1.21; p17 2.5-2.8; p35 5.42 
Reporting to a third party p19 

3.1-3.4 

Special communities p18 2:9-
2.17 
Armed Forces Medical Offi-

cers p18 2.11-2.14 
Expedition doctors p19 2.17 
Prison Medical Officers p18 

2.10 
Ships' Surgeons p19 2.15-

2.16 
.DOCTOR AND THE MEDIA see PRESS 

AND BROADCASTING MEDIA 

DOCTOR'S PREMISES See under 
PREMISES 

DOOR PLATES 

p48 9.7, 9.8 
DRUGS, Clinical trials 

Clinical trials submissions p26 
4.10 

Committee on Safety of Medi-
cines p26 4.9-4.12 

Compensation for damage p55 
10.6 

Marketing p27 4.12 
Product Licence submission p27 

4.12 
DRUGS, Prescribing see PRESCRIBING 

DRUGS, Public policy 
Compensation for damage p55 

10.6 

EEC see EUROPE 

EMBRYO 

p13 1.14 
EMPLOYMENT MEDICAL ADVISOR see 
OCCUPATIONAL PHYSICIANS 

ETHICAL CODES 

Belgium p43 7.7 
British Association of Social 

Workers p41 6.21, 6.22 
Canadian Medical Association 

chll p69 
Commonwealth Medical "Associ-

ation chi 1 p69 
European p42 7.4-79 
"Medical Ethics : or, a Code of 

Institutes and Precepts . . ." 
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Thomas Percival plO 
Netherlands p43.7.6 
Royal College of Nursing p39 

6.9 
World Medical -Association, De-

clarations: 
Abortion, Therapeutic 1970 

Oslo chll p63 
Computers in Medicine 1973 

chit p64 
Discrimination in medicine 

Munich 1973 chi l p59 
Human Experimentation Hel-

sinki 1964, rev. 1975 chll 

p59 
International Code of Medi-

cal Ethics Geneva 1948, rev. 
Sydney 1968 cliff l p57 

Medical Secrecy 1973 p64 

Torture Tokyo 1975 chi 1 p65 

ETHICAL COMMITTEES 

Controlled Clinical Trials p25 

4.5 
Minors, research on p25 4.6 

ETHICS see MEDICAL ETHICS 

EUROPE, European Economic Com-

munity 
Directives relating to free move-

ment of doctors p42 7.4 
Ethical codes p42 7.4-7.9 
Regulation of Medical Practice 

p42 7.5-7.9 
EUTHANASIA see also BRAIN DEATH 

p30 5.16-5.20 
Active p30 5.19 
British Medical Association ARM 

resolution chit -p76 
Compulsory p30 5.17 
Parliamentary Bills, 1936, 1969, 

1976 p30 5.16 
Passive p30 5.19 
Severely malformed infants p29 

5.10-5.12 
Voluntary p30 5.18 

EXAMINATIONS, Clinical 

In custody p23 3.22-3.24; p24 
3.27 

Fitness to stand trial p24 3.27, 
3.28 

Minors p24 3.25 
Presence of a third party p24 

3.24 
Unconscious patient p24 3.26 

EXAMINER, Medical see MEDICAL 

EXAMINER 

EXPEDITION DOCTORS see under 
DOCTOR(S) : Special communities 

FAMILY see also PARENTAL CONSENT 

Next of kin p14 1.15; p17 2.6 
FAMILY LAW REFORM ACT 

p13 1.10 
FAMILY PLANNING see CONTRACEP-

TION 

FEEDING, Artificial 
p3 2 5.26-5.28 
World Medical Association De-

claration Tokyo 1974 chi l p65 
FEES 

Attendance upon colleagues p51 
9.19 

Collusion p38 6.6; p40 6.16, 6.17 
Undisclosed sharing of (dicho-

tomy) p51 9.18 
FETUS 

p14 1.14 
FORENSIC MEDICINE See LAW; 

POLICE; PRISONERS; PRISON MEDI-

CAL OFFICERS ; SOLICITORS 

GENERAL MEDICAL COUNCIL 

Formation p10 
Doctor patient relationship p17 

2.5 
Erasure from register p1U; poo 

10.5 
Intra-professional constraints p14 

1.18 
Medical Acts 1958 p10; 1969 

p55 10.5; 1978 p55 10.5 
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".Professional Conduct and Dis-
cipline" 1979 p38 6.7 

GENERAL NURSING COUNCIL 

p37 6.4 
GENERAL PRACTICE 

Assignment of patients p16 2.2 
Clinical trials of drugs p26 4.9-

4.12 
Deputising arrangements p53 

9.31, 9.33 
Doctor and the law p55 10.4 
Doctor in practice p47 9.1-9.13 
Intra-professional disagreements 

p54 9.34--9.36 
Referral of patients p16 2.3, 

2.4(a—f) 
GENETIC COUNSELLING 

p30 5.14, 5.15 
GENEVA, Declaration see under 
WORLD MEDICAL ASSOCIATION HAM-

MURABI 

Code of Laws p9 

HEALTH AND SAFETY EXECUTIVE 

Medical Advisory Committee p23 
,3.20 

HEALTH CHECKS 

p27 5.2-5.4 
HEALTH EDUCATION 

p35 5.42 
HEALTH SERVICES 

Allocation of resources p33 5.30, 
5.31 ; p35 5.40-5.42 

HELSINKI, Declaration see under 
WORLD MEDICAL ASSOCIATION 

HIPPOCRATIC OATH 

p19 
Text ch11 p56 

HOLLAND See NETHERLANDS 

HUMAN EXPERIMENTATION see also 

RESEARCH 

World Medical Association De-
claration of Helsinki 1964, rev. 
1975 cull p59 
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HUMAN RIGHTS 

Human Rights Commission, 
Strasbourg p42 7.2 

United Nations Covenant on 
Economic, Social and Cultural 
Rights p41 7.1 

United Nations Declaration p21 
7.1 

HUNGER STRIKES see FEEDING, Arti- 
ficial 

INDUSTRIAL see also OCCUPATIONAL 

INDUSTRIAL ACTION 

Disadvantages to patients p33 
5.29-5.38 

Disputes over pay and conditions 
p33 5.31 

Monopoly employees p33 5.31-
5.38 

Provision of emergency care p34 
5.37 

State and profession p34 5.33 
Withdrawal of services p33 5.29-

5.38 
INDUSTRIAL TRIBUNAL 

p22 3.19 
INSEMINATION, Artificial by donor 

p29 5.13; p55 10.6 
INSURANCE, Examinations 

pl 1 1.4; p19 3.1; p20 3.3, 3.4 
INTERNATIONAL CODE OF MEDICAL 

ETHICS 

World Medical Association De-
claration of Geneva 1947, rev. 
Sydney 1968 chl l p57 

INTER-PROFESSIONAL DISAGREE-

MENTS 

British Medical Association ethi-
cal machinery p54 9.35, 9.36 

Community Physicians and their 
colleagues p20 3.8; p21 3.10 

Partnership disputes p35 9.34-
9.36 

INTRA-PROFESSIONAL RELATIONS 

p21 3.10; p22 3.13-3.16,.3.18 
p37 6.4-6.22 
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INTRA-UTERINE DEVICES See also 
CONTRACEPTION 

p16 2.4(h) 

JUNIOR DOCTORS see DELEGATION OF 

MEDICAL DUTIES; DOCTOR(S) 

JURISPRUDENCE see • LAW; POLICE; 

PRISONERS; PRISON MEDICAL OFFI-

CERS; SOLICITORS 

JURY SERVICE 

Fitness for, p24 3.28 

LAW see also POLICE; PRISONERS; 

PRISON MEDICAL OFFICERS; SOLICI-

TORS 

p54 10.1-10.8 
Compensation for damage p55 

10.6 
Family Law Reform Act p13 

1.10 
Forensic examination in custody 
p24 3.24, 3.27, 3.28 
Medical information—profession-

al confidence p14 1.16-1.18 
Minors, emergency treatment p13 

1.11 
Statutory periodic examination 

p23 3.20; p56 10.7 
LAY PRESS 

p45 8.1-8.9 
LIFE INSURANCE 

p11 1.4; p19 3.1 ; p20 3.3, 3.4 
LOCAL AUTHORITY, rehousing 

p21 3.10 

MANIPULATIVE MEDICINE 

p40 6.19 
MEDIA see NEWSPAPERS;- PRESS AND 

BROADCASTING MEDIA; TELEVISION 

MEDICAL ACTS 

1858-1978 p10; p55 10.5 
MEDICAL AUDIT 

British Medical Association ARM 
resolution ch i l p77 

MEDICAL ETHICS 

History p9 
MEDICAL EXAMINATIONS See EXAM-

INATIONS, Clinical 
MEDICAL EXAMINER 

p11 1.3, 1.4; p19 3.1-3.4; p24 
4.1-4.12 

MEDICAL INSTITUTIONS 

p52 9.24, 9.25 
MEDICAL JURISPRUDENCE See LAW; 

POLICE; PRISONERS; PRISON MEDI-

CAL OFFICERS; SOLICITORS 

MEDICAL RECORDS 

Community medicine p21 3.10 
Computers, British Medical Asso-

ciation ARM resolution chit 

• p76 
Confidentiality, British Medical 

Association ARM resolution 
ch11 p76 

Information to relatives p14 1.15 
Medical information required by 

courts of law p14 1.16-1.18 
Occupational medicine p21 3.11-

3.13 
Patient's notes, illegible p38 6.8 
Storage and access p14 1.19-

1.21 
MEDICAL SCIENTIFIC OFFICERS 

p39 6.12 
MEDICAL SECRECY see PROFESSIONAL 

CONFIDENCE 

MENTAL ILLNESS 

Incapacity to consent p13 1.13 
Mental Health Act 1959 p13 

1.13 
MERCHANT NAVY see SHIPS' SUR-

GEONS 

MERCY KILLING see EUTHANASIA 

MINORS see also CHILDREN 

Abortion p28 5.8 
Consent to treatment p13 1.10-

1.12; p24 3.25 
Unconscious patient p24 3.26 

MINISTERS OF RELIGION 

Collaboration with p41 6.20 

89 

BMAL00000870085 



MULTI-DISCIPLINARY CARE see INTRA-

PROFESSIONAL RELATIONS 

MUNICH, Declaration see under 
WORLD MEDICAL ASSOCIATION 

NATIONAL HEALTH SERVICE 

Acts p54 10.2, 10.3 
Allocation of resources p35 5.39-

5.41 
Doctor and the law p54 10.1-

10.8 
Inadequate resources p33 5.29-

5.41 
Industrial action p33 5.29-5.38 
Patient's right to choose p15 2.1-

2.2 
Reduction of services to patients 

p33 5.29-5.41 
Withdrawal of services p33 5.29-

5.38 

NETHERLANDS 

Regulation of medical practice 
p43 7.6 

NEWSPAPERS See also PRESS AND 

BROADCASTING MEDIA; TELEVISION 

p45 8.1-8.9 
NEXT OF KIN see under FAMILY 

NOTICE BOARDS 

p48 9.7, 9.8 
NOTICES TO COLLEAGUES see under 
DOCTOR(S) 

NOTICES TO PATIENTS see under 
PATIENTS 

NURSING 

General Nursing Council p37 6.4 
Intra-professional relationships 

p38 6.7; p39 6.9, 6.10 
Royal College of Nursing Code of 

Professional Conduct p39 6.9 
NURSING HOMES 

p52 9.24-9.26 

OCCUPATIONAL see also INDUSTRIAL 

OCCUPATIONAL MEDICINE 

EEC Occupational registers p56 
10.8 

EEC recognition of workers ex-
posure to toxic substances p26 
4.8; p55 10.7 

Sickness absence p22 3.16, 3.19 
OCCUPATIONAL PHYSICIANS 

Consultation with patient's gen-
eral practitioner p22 3.13-3.16 
Doctor patient relationship p21 

3.11 
Employment Medical Adviser 

p22 3.19 
Opinion on liability for industrial 

disease p22 3.17 
Professional confidence p22 3.12, 

3.19-3.21 
Statutory investigations p23- 3.20 

OCCUPATIONAL THERAPISTS 

p39 6.12 
ORAL CONTRACEPTIVES see also 
CONTRACEPTION 

British Medical Association ARM 
resolution chi  p77 

ORGAN TRANSPLANTATION 

p31 5.21-5.25 
ORTHO P TIS TS 

p39 6.12 
OSLO, Declaration of see under 
WORLD MEDICAL ASSOCIATION 

OSTEOPATHY 

p40 6.19 
OUTSIDE PRESSURES on doctors see 
under DOCTOR(S) 

OVERSEAS PATIENTS see under 
PATIENTS 

PARAMEDICAL PROFESSIONS 

p37 6.4-6.11 
British Medical Association ARM 

resolution chll p78 
PARENTAL CONSENT 

p13 1.10-1.12; p28 5.8 
PARLIAMENT, Acts See ACTS •OP 

PARLIAMENT 

PARLIAMENT, Bills see BILLS, Par-
liament 
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PATIENTS 

Acceptance of p15 2.1-2.4; p17 
2.7; p37 6.2 

Assignment p16 2.2. 
Code of Conduct, British Medi-

cal Association ARM resolu-
tion ch 11 p75 

Notes, illegible p38 6.8 
Notices to, p47 9.2, 9.3 
Overseas patients p16 2.4(g) 
Relatives p14 1.15; p17 2.6 
Unconscious patient p24 3.26 

PERCIVAL, Thomas plO 
PHARMACEUTICAL SOCIETY 

p40 6.18 
PHARMACISTS 

p40 6.16-6.18 
Collusion for professional gain 

p40 6.17-6.18 
Improper delegation of duties to, 

p40 6.16 

Liaison with, p40 6.16 
PHYSIOTHERAPISTS 

p39 6.12 
PHYSIOTHERAPY 

Hospitals, British Medical Asso-
ciation ARM resolution chll 
p78 

PLACEBOS 

p25 4.4 
POLICE see also LAW; PRISONERS, 

PRISON MEDICAL OFFICERS; SOLICI-

TORS 

POLICE CUSTODY 

p23 3.22-3.27 
POLICE SURGEONS 

p20 3.3; p23 3.22-3.24; p24 
3.27-3.28; .p45 7.20 

POLITICAL AND RELIGIOUS DISSEN-

TERS 

British Medical Association ARM 
resolution ch1'1 p77 

PRACTICE PREMISES see under 
PREMISES 

PREGNANCY TERMINATION see ABOR-

TION, Therapeutic 

PREMISES 

Location and sharing p48 9.4—
• 9.6 
Notice boards, sign posts and 

door plates p48 9.7, 9.8 
Titles, health centres and group 

practices p49 9.9, 9.10 
PRESCRIBING 

. Freedom, British Medical Asso-
ciation ARM resolution chi l 
p77 

PRESCRIPTIONS 

Illegible p38 6.8 
PRESS AND BROADCASTING MEDIA 

see also NEWSPAPERS; TELEVISION 

Authoritative comment on medi-
cal subject p45 8.2-8.8 

Ethics p45.8.1-8.9 
Health Education p46 8.7 
Identification of doctor p46 8.5-

8.9 
Lay public, correspondence p46 

8.9 
Statements on behalf of known 

organisations p46 8.8 
PRESS ANNOUNCEMENTS, New drugs 

British Medical Association ARM 
resolution chll p77 

PRISON MEDICAL OFFICERS 

p18 2.10; p26 4.7; p44 7.10-
7.21 

PRISONERS 

Artificial feeding p32 5.26, 5.27 
Diet p44 7.16-7.18 
Doctor-patient relationship p18 

2.10 
Interrogation p44 7.14; p45 7.21 
Punishment p44 7.16-7.19 
Right to die p32 5.27, 5.28 
Torture p44 7.12-7.15 
United Nations Standard mini-

mum rules p44 7.16 
World Medical Association De-

claration Tokyo "Torture and 
other cruel and inhuman 
punishments" 1975 chit p65 

91 

BMAL0000087_0087 



PROFESSIONAL CONFIDENCE 

Armed Forces p19 2.13 
Armed Forces Medical Officers 

p18 2.12 
British Medical Association ARM 

resolutions chl l p76 
Clinical information, access p14 

1.19-1.21 
Community Medicine p21 3.10 
Confidentiality p11 1,3; p12 1.5-

1.7; p19 3.1-3.4; p21 3.10 
Consent p12 1.8; p19 3.1-3.4; 

p21 3.10 
Europe, EEC Countries p43 7.6-.. 

7.8 
Genetic counselling p30 5.14, 

5.15 
Law p14 1.16-1.18; p54 10.2 
Nurses p37 6.4 
Occupational medicine p21 3.11, 

3.12; p22 3.19; p23 3.21 
Paramedical professions p37 6.4, 

6.5 
Police surgeons p23 3.22; p24 

3.27 
Professions supplementary to 

medicine p37 6.4, 6.5; p40 
6.13 

Third party, disclosures to p1l 
1.3-1.7 

PROFESSIONAL INDEPENDENCE 

British Medical Association ARM 
resolution chi  p77 

PROFESSIONS ALLIED TO MEDICINE 

see also PARAMEDICAL PROFES-

SIONS; PROFESSIONS SUPPLEMEN-

TARY TO MEDICINE 

British Medical Association ARM 
resolution chl1 p78 

Premises, sharing p48 9.4 
PROFESSIONS SUPPLEMENTARY TO 

MEDICINE see also DOCTORS IN 

TRAINING; INTRA-PROFESSIONAL RE-

LATIONS; PREMISES, SHARING WITH 

DOCTORS 

p37 6.4-6.7; p39 6.12-6.15 
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PROVINCIAL MEDICAL AND SURGICAL 

ASSOCIATION 

p10 
PUBLICITY see ADVERTISING; TELE-

VISION ADVERTISEMENTS 

PUNISHMENT, 

Corporal punishment p45 7.19 
Diet p44 7.16-7.18 
Drugs p45 7.20 
United . Nations Standard mini-

mum rules p44 7.16 

QUACKERY 

Provincial Medical and Surgical 
Association, Committee on 
p10; p37 6.3 

RADIOGRAPHERS 

British Medical Association ARM 
resolution chll p78 

RECORDS see MEDICAL RECORDS 

REDUCTION OF SERVICES TO 

PATIENTS see under NATIONAL 

HEALTH SERVICE 

REFERRAL FROM GENERAL PRACTI-

TIONER TO CONSULTANT 

p16 2.3, 2.4(a—f) 
REFRACTION EXAMINATIONS 

p16 2.4(f) 
REGULATION OF MEDICAL - PRACTICE 

see alSO ETHICAL CODES; GENERAI. 

MEDICAL COUNCIL 

p9; p42 7.4-7.9; p55 10.5 
RELIGION, MINISTERS OF 

Collaboration with p41 6.20 
RELIGIOUS DISSENTERS 

British Medical Association ARM 
resolution chit p77 

REMEDIAL GYMNASTS 

p39 6.12 
RESEARCH 

p24 4.1-4.12 
Children p25 4.6 
Compensation for damage p55 

10.6 

BMAL0000087_0088 



Drugs, controlled clinical trials 
p26 4.9-4.12 

Infants p26 4.6(c) 
Law p24 4.1 
Medical examiner p11 1.3; p24 

4.1-4.12 
Minors under 10 yrs p26 4.6(c) 
Occupational medicine p26 4.8 
Parental consent p26 4.6(b)(c) 
Pregnant women p26 4.6(c) 
Prisoners p26 4.7 
Supervision of research p25 4.5 

4.6 (a)(b) 
Withdrawal of patients from 

trials p25 4.5 
World Medical Association De-

claration Human Experimen-
tation Helsinki chll p59 

RESOURCES, Limitation of -see under 
NATIONAL HEALTH SERVICE 

ROYAL COLLEGE OF NURSING see 
also NURSES 

p39 6.9 

SCREENING, Pre-symptomatic 
p27 5.3, 5!4 

SECRECY see PROFESSIONAL CON-

FIDENCE 

SERVICEMEN'S FAMILIES see also 
ARMED FORCES 

p19 2.13 
SHIPS' SURGEONS 

p18 2.9; p19 2.15, 2.16 
SIGNPOSTS 

p48 9.7, 9.8 
SOCIAL WORKERS 

p41 6.21, 6.22 
SOLICITORS see also LAW; POLICE; 

PRISONERS; PRISON MEDICAL OFFI-

CERS 

Presence at a forensic examina-
tion p24 3.24 

SPECIALISED COMMUNITIES, doctors 
see under DOCTOR(S) : Special 

Communities 

SPECIALIST OPINION 

p16 2.3, 2.4(a)—(f) 
STATE, The see also NATIONAL 

HEALTH SERVICE 

p20 3.7 
p41 7.1-7.3 
European states p42 7.4-7.9 

SUICIDE 

Attempts p9; p32 5.28 
SURGEONS, Ships' see SHIPS' SUR-
GEONS 

SYDNEY, Declaration see under 
WORLD MEDICAL ASSOCIATION 

SYSTEMS OF TREATMENT 

p52 9.26 

TELEVISION see also NEWSPAPERS; 

PRESS AND BROADCASTING MEDIA 

TELEVISION ADVERTISEMENTS 

British Medical Association ARM 
resolution chll p78 

THERAPEUTIC DOCTOR PATIENT RE-

LATIONSHIP 

pll 1.2-1.21 
THIRD PARTY, Disclosures to see 
PROFESSIONAL CONFIDENCE 

TISSUE TRANSPLANTATION see also 
ORGAN TRANSPLANTATION 

Bone marrow p31 5.24 
Child donors, parental consent 

p31 5.23 
Unpaired organs, certification of 

brain death p32 5.25 
Written consent, adults p31 5.77 

TOKYO, Declaration see under 
WORLD MEDICAL ASSOCIATION 

TORTURE see also EUTHANASIA 

p44 7.10-7.15; p45 7.20-7.21 
World Medical Association De-

claration Tokyo "Torture and 
other cruel and inhuman 
punishments" 1975 ch 11 p65 

TRANSPLANTATION see ORGAN TRANS-

PLANTATION; TISSUE TRANSPLANTA-

TION 
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TREATMENT see also THERAPEUTIC 

TREATMENT, Consent to see under 
CONSENT TO TREATMENT 

TREATMENTS, systems or methods 
p52 9.26 

TRUST 

p17 2.5-2.8 

UNCONSCIOUS PATIENT see under 
PATIENT 

UNITED NATIONS 

Covenant on Economic Social 
and Cultural Rights Article 12 
p41 7.1 

Declaration of Human Rights 
Article 25 (1) p41 7.1 

Standard minimum rules for the 
treatment of prisoners p44 
7.16-7.19 

UNQUALIFIED PERSONS 

p10; p37 6.3 

VENEREAL DISEASE 

p16 2.4(e) 

94 

p24 3.27 

WOMEN 

Examination in custody p24 
3.24 

Pregnant, research on p26 4.6(c) 
WORLD MEDICAL ASSOCIATION 

Declarations and resolutions chl 1 
pp5 7-6 7 
Abortion, Therapeutic Oslo 
1970 chll p63 
Computers in medicine 1973 

p64 
Discrimination in medicine 

1973 Munich p59 
Human experimentation 1964 

rev. 1975 Helsinki p59 
International Code of Medical 

Ethics Declaration of Gene-
va 1947 rev. Sydney 1968 
chll p57 
Medical Secrecy 1973 p64 
Torture 1975 Tokyo p65 
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