
 

The legal review focused on key materials identified by Canadian experts on health law and on materials located 
in our literature search. This review begins with a short section on definitions. We then review the two sources 
documents and several other pertinent items. 

3.4.1 Medical Law - definitions and principles 

Under Canadian law a physician may be subject to criminal as well as civil liability when causing death or bodily 
harm to another person. 

Everyone who undertakes to administer surgical or medical treatment to another person or to do any other lawful 
act that may endanger the life of another person is, except in cases of necessity, under a legal duty to have and 
use reasonable knowledge, skill and care in so doing. Everyone who undertakes to do an act is under a legal duty 
to do it if an omission of the act is or may be dangerous to life (Canadian Encyclopedic Digest, 1994, Ref.106). 

The law of negligence governs the majority of actions brought against hospitals, doctors and healthcare 
professionals. The term malpractice is often used to describe this type of action (Picard and Robertson, 1996). 

In order to be successful a negligence action must meet four requirements (Canadian Encyclopedic Digest, 1994, 
Sec.109, Picard and Robertson, 1996): 

● The defendant must owe the plaintiff a legal duty of care  
● The defendant must breach the standard of care established by law  
● The plaintiff must suffer injury or loss  
● The defendant's conduct must have been the actual and legal cause of the plaintiff's injury.  

Doctors will not be held responsible for unforeseeable accidents that occur in the normal course of medical 
treatment. This "reasonable foreseeability test" is used for determining proximate cause in malpractice suits. The 
court will consider whether a reasonable person should have anticipated that the consequences might be a 
natural result of that act or omission to act (Canadian Encyclopedic Digest, 1994, Sec.112). 

A physician in his or her practice does not guarantee success or perfect results but only that he or she will use a 
reasonable degree of skill and learning and exercise reasonable care and his or her best judgment to achieve a 
good result (Canadian Encyclopedic Digest, 1994, Sec.116). 

A doctor's conduct will be judged according to standards existing at the time the mishap occurred. The standard 
tests of foreseeability and avoidability are inapplicable where the medical profession is generally unaware of the 
risk or the type of injury suffered by the patient at the time the treatment was administered (Canadian 
Encyclopedic Digest, 1994, Sec.118). 

The standard of care required is that of a reasonable medical practitioner. He or she must bring to his or her task 
a reasonable degree of skill and knowledge and exercise a reasonable degree of care. He or she must use that 
degree of skill that could reasonably be expected of a normal, prudent practitioner of the same experience and 
standing (Canadian Encyclopedic Digest, 1994, Sec.122; Picard and Robertson, 1996). 

A doctor must warn patients of any dangerous side effects of drugs which he or she prescribes. He or she must 
determine at the earliest possible time whether adverse side effects are present. Once embarking on a radical 
course of treatment with potentially dangerous drugs, a doctor must exert the utmost vigilance for the patient's 
safety (Canadian Encyclopedic Digest, 1994, Sec.127). 

A doctor is legally and ethically bound to treat a patient's drug addiction or refer the patient to a drug treatment 
centre (Canadian Encyclopedic Digest, 1994, Sec.128). 
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A surgeon must exercise reasonable care in the initial decision to proceed with an operation, in the performance 
of the operation and in the post-operative treatment. However, he or she has no duty to positively advise for or 
against elective surgery. Once a surgeon has undertaken to perform elective surgery, he or she has heightened 
duty to use skill, knowledge and care. He or she must ensure that patients fully appreciate the special risks 
involved in the proposed procedure and are informed of its gravity, of any material risks involved or of any special 
or unusual risks attendant upon the performance of the operation, including undetermined risks if the surgical 
procedure is experimental. Where surgery is capable of being performed under general or local anaesthetic, the 
anesthetist has a duty to advise the patient and offer a choice (Canadian Encyclopedic Digest, 1994, Sec. 129). 
 
3.4.2 Picard and Robertson Text 

The first key resource identified by our expert informants was "Legal Liability of Doctors and Hospitals in Canada" 
by Picard and Robertson (1996). This text is the standard Canadian text on health care liability. We already have 
cited several key points from this text above and do not intend to review this text further, but we note that it 
contains a detailed description of liability issues related to patient safety and health care error and will serve as a 
resource to those who seek information in this area. 

3.4.3 The Prichard Report 

The second document identified by our expert informants was a report to the Conference of Ministers of 
Federal/Provincial/Territorial Health known as "The Prichard Report." 

The report was written following a period in the 1980s when the number and cost of legal suits against doctors 
and hospitals began to increase rapidly. These suits resulted in increased costs for physicians, healthcare 
organizations, the Canadian Medical Protective Association (which insures most Canadian physicians) and 
provincial governments. Government became more involved in supporting liability payments for physicians as part 
of fee negotiations and in helping healthcare organizations pay insurance premiums. During this period, several 
legal experts began to call for reform in this area of law. These forces led to the appointment of a review 
committee by the Federal and Provincial Ministers of Health chaired by Robert Prichard who was then the Dean 
of the Faculty of Law at the University of Toronto. The review lasted two years and culminated in the publication, 
Liability and compensation in health care : a report to the Conference of Deputy Ministers of Health of the 
Federal/Provincial/Territorial Review on Liability and Compensation Issues in Health Care." (Prichard, University 
of Toronto Press, 1990). 

The Prichard Report contains a comprehensive review of the Canadian legal issues to that time. There were 
seven principal findings: 

1. There had been a substantial increase in liability for health care providers in Canada from 1975 to 1990. In 
particular orthopedic surgeons, anesthesiologists and obstetricians and gynecologists had suffered from a 
very substantial increase in the number of claims and the cost of liability insurance for protection from these 
claims.  

2. These increases had occurred despite the fact that there had been no important change in legal doctrine 
during that fifteen year period.  

3. Insurance costs for physicians and health care institutions had grown very rapidly in the 1980s.  
4. Medical litigation was expensive, complicated and slow.  
5. The threat of civil liability improves quality and safety and health care system.  
6. Despite the growth in litigation, less than ten percent of those suffering avoidable injuries in the healthcare 

system are compensated.  
7. The situation was serious in 1990 and should be attended to before it reached crisis proportions.  

The report offered 79 recommendations aimed at improving the situation. The three principal recommendations 
were: 

1. The system of tort liability should be maintained but with improvements in the way damages were calculated 
and to ensure increased access to justice for injured persons.  

2. Hospitals and other institutional health care providers should have increased accountability for the quality 
and safety of health care in their institutions. Prichard later summarized this recommendation this way, "The 
vast majority of avoidable medical injuries take place in hospitals and health care institutions. It was our 
judgment that most of the improvement lay not so much in the behavior of individual physicians in individual 
cases, but in systemic improvements, in risk management, in quality assurance, in procedural arrangements 
designed to make health care safer. That comes from focusing on incentives for institutions to improve their 
performance, to recognize that provision of health care is a multi-disciplinary team effort in which the 
physician is only one actor. Systemic risks call for systemic changes and a shift in focus from the doctor to Created with www.PDFonFly.com
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the health care institution." (Proceedings of the Tort reform Conference, 1998)  
3. An alternative to tort litigation should be developed to provide a realistic route to compensation for those 

who suffer serious unavoidable injuries.  
 
3.4.4 CMPA Tort Reform Conference 

The Canadian Medical Protective Association (CMPA) hosted the Tort Reform Conference in Toronto on 
November 5 1998. Robert Prichard spoke at that conference. He reviewed his original report and commented on 
events during the ensuing eight years. The following are quotes from Prichard's presentation as presented in the 
conference proceedings. 

"What has happened since we reported in 1990? In summary, I would say not much. There has not been an 
explosion in litigation, indeed we have had a relative plateau. There has been no meaningful reform in the 
intervening period. Most of what we recommended has not been done. There have been some minor adjustments 
but fundamentally the situation remains the same in 1998 as it was in 1990." 

"There has been one significant change in this field where fundamentally not much has changed. That has 
happened in response to the problems in the blood supply system, the problems of hepatitis victims. There is a 
latent sympathy for people who suffer injury in the course of health care. When Mr. Rock and his colleagues tried 
to compensate those who were injured by fault and not compensate other hepatitis victims, his position was not 
popular with Canadians. What I see as a real risk to health care providers, a real risk to doctors, a real risk to the 
CMPA, is if Canadians get up a head of steam about uncompensated victims of medical mal-occurrence. It could 
lead to another significant escalation in liability and the number of claims brought." 

"… within the debate about tort reform, I think the evidence suggests that well designed tort reform can make a 
useful difference in reducing the social cost of this system of dealing with health care injuries." 

"I think the mistake in the report that I issued was to try to do it all in one big step. It was too ambitious to think we 
could change the whole system in a federal country in one step. It is a province-by-province challenge and I think 
the recommendations did not take into account the political anatomy of the era. I think what we need to do is 
develop experiments. The American evidence suggests that experiments can take place working with types of 
injuries or types of providers, to try to identify one or two or three workable proposals to see if we Canadians can 
make improvements. We have been leaders in the development of high quality, accessible health care, and it 
seems entirely appropriate for Canadians to be leaders in dealing with the unfortunate victims, persons who suffer 
avoidable health care injuries." 

Madam Justice Ellen Picard also spoke at the conference and reviewed the experience abroad. In particular she 
described the New Zealand no-fault system, the Swedish experience and the recent work on limitations in the 
area of neurologically impaired newborns in Florida and Virginia. She pointed out that lessons can be learned in 
Canada from these initiatives and that "if indeed, moving forward incrementally in the area of social justice is the 
Canadian way, then perhaps it is time to take another step forward." (Picard, 1998). 

The conference also heard the hospital perspective from Rino Stradiotto who serves as counsel to the Health 
Insurance Reciprocal of Canada (HIROC). HIROC is the only insurance reciprocal of its kind in Canada and has 
85 public hospitals and 77 healthcare related institutions as subscribers. At the time of the conference Mr. 
Stradiotto's firm (Borden & Elliot) was receiving one new file per day from HIROC. His comments included the 
following: 

"Public hospitals are no longer perceived as caregiving institutions. They are viewed as providers of service and 
there is no reluctance or hesitation to institute an action whenever there is perceived dissatisfaction with the care 
provided or with the outcome of the care. Public expectations as to what the healthcare system should provide are 
often unrealistic and there is a growing tendency to find someone responsible whenever the outcome is not up to 
the expectations. There is reluctance to recognize that healthcare is not a science of results but of reasonable 
efforts." 

and … 

"I can only ever so briefly touch on what I might refer to as the non-financial costs of malpractice litigation. I sense 
alarming growth in fear, bewilderment, anger, frustration, resentment and animosity of health care professionals 
toward the current litigation process. It is understandably of serious concern to the health care professional who 
has dedicated his or her life to caring, to be accused of substandard conduct, are even worse, to be said to have 
caused or contributed to serious harm to a patient or the death of a patient. The process of resolving such claims 
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should not unduly add to these stresses and concerns." (Stradiotto, 1998). 

The 1998 tort reform conference considered tort options and reforms including court ordered structures and the 
elimination of subrogation. Court ordered structures are settlements that involve non-taxable annuities instead of a 
single payment. The conference heard evidence that this would substantially reduce total liability costs in Canada 
while ensuring equitable settlements. The conference also heard arguments that subrogation, the recovery of 
costs by the insurance plans, should be eliminated. The conference proceedings contain a list of 
recommendations as follows: 

1. It is recommended that a uniform limitation period within which medical malpractice actions can be 
commenced be developed for Canada.  

2. It is recommended that in those cases involving seriously compromised infants where the medical evidence 
demonstrates that there is little or no cognitive ability, courts should not award general damages at all, or 
should only award a much reduced amount.  

3. It is recommended that the Federal Income Tax Act be amended to eliminate the need for gross-up in lump 
sum personal injury awards. If the need for gross-up remains, its calculation should be standardized.  

4. It is recommended that courts across Canada should be given the power to order periodic payments in 
appropriate cases and those orders should be subject to periodic review in the event of a significant change 
of circumstances.  

5. It is recommended that courts be urged to make future care awards based on an assessment of what might 
be of actual benefit to the injured plaintiff. It is recommended that no amount be awarded for future income 
loss in those cases in which all of the other plaintiff's needs have been adequately addressed. If future 
income loss is to continue to be awarded, then the calculation should be based on the applicable average 
industrial wage for entry level earners.  

6. It is recommended that the collateral source rule be discontinued such that the defense would only be 
required to pay for amounts, which the plaintiff actually lost.  

7. It is recommended that provincial governments forego any right of subrogation of future health care costs.  
8. It is recommended that restrictions be put in place to ensure that only those family members who have 

incurred actual out-of-pocket expenses, who actually have a meaningful relationship with or are dependent 
upon the plaintiff in some real way be given the right to claim compensation.  

9. It is recommended that all courts provide the opportunity for mediation or some form of alternate dispute 
resolution as early as possible in the action.  

 
3.4.5 Structured Settlements 

There has been progress in the development of structured settlements in some provinces. Manitoba has 
established legislation where courts are permitted to order damages paid through periodic payments. This 
legislation allows due consideration of the issues and is permissive. It allows the court, in appropriate cases, to 
impose a structure. There are other examples of legislation that mandate structures in certain cases (e.g., Ontario 
Insurance Act for certain motor vehicle cases; California Code of Civil Procedure for all cases where future 
damages exceed $50,000). 

3.4.6 Privileging 

Privileging refers to the legal protection from discovery for review activities undertaken by professionals for the 
purposes of quality assurance and quality improvement. Some health professionals believe that privileging of 
information allows them to hide the facts of incidents; but this is not correct. Facts of a case are always 
discoverable. There are also ethical grounds for disclosure of the facts to patients should a medical misadventure 
occur. Most jurisdictions in Canada now have some legal protection of the privileging type in place. Here are the 
pertinent items from the relevant legislation in four provinces. 

Statutes of Alberta 9(1) 

(a) "quality assurance activity" means a planned or systematic activity the purpose of which is to study, assess or 
evaluate the provision of health services with a view to the continual improvement of 

● (i) quality of health care or health services, or  
● (ii) the level of skill, knowledge and competence of health service providers;  

(b) "quality assurance committee" means a committee, commission, council or other body that has as its primary 
purpose the carrying out of quality assurance activities and that is 
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● (i) appointed by 
❍ (A) a regional health authority  
❍ (B) the Alberta Cancer Board  
❍ (C) the Provincial Mental Health Advisory Board  
❍ (D) the board of an hospital under the Hospital Act or  
❍ (E) the operator of a nursing home.  

● (ii) established by or under another enactment of Alberta, or  
● (iii) designated by an order of the Minister of Health as a quality assurance committee for the purpose of this 

section.  

(c) "quality assurance record" means a record of information in any form that is created or received by or for a 
quality assurance committee in the course of or for the purpose of its carrying out quality assurance activities, and 
includes books, documents, maps, drawings, photographs, letters, vouchers and papers but not software or any 
mechanism that produces records. 

9(2) A witness in an action, whether a party to it or not, is not liable to be asked to produce any quality assurance 
record in that person's or committee's possession or under that person's or committee's possession. 

9(5) Neither 

● (a) the disclosure of any information or of any document or anything contained in a document, or the 
submission of any report, statement, memorandum or recommendation, to a quality assurance committee 
for the purpose of its quality assurance activities,  
nor  

● (b) the disclosure of any information, or of any document or anything contained in a document, that arises 
out of the quality assurance activities of a quality assurance committee, creates any liability on the part of 
the person making the disclosure or submission.  

 
British Columbia Evidence Act 51 (1) (Chapter 124) 

"board of management" means a board of management as defined in the Hospital Act; 

"committee" means any of the following: 

(a) a medical staff committee within the meaning of section 41 of the Hospital Act: 

(b) a committee established or approved by the board of management of a hospital, that includes health 
professionals employed by or practising in that hospital, and that for the purpose of improving medical or hospital 
care or practice in the hospital 

● (i) carries out or is charged with the function of studying, investigating or evaluating the hospital practice of 
or hospital care provided by health care professionals in the hospital, or  

● (ii) studies, investigates or carries on medical research or a program;  

(c) a group of persons who carry out medical research and are designated by the minister by regulation; 

(d) a group of persons who carry out investigations of medical practice in hospitals and who are designated by 
the minister by regulation; "health care professionals" 

51(2) A witness in a legal proceedings, whether a party to it or not, 

(c) must not be asked to produce nor be permitted to produce, in the course of the legal proceeding, a record that 
was used in the course of or arose out of the study, investigation, evaluation or program carried on by a 
committee. 

51(3) Subsection (2) does not apply to original or copies of original medical records or hospital records 
concerning a patient. 

51(4) A person who discloses information or submits a record to a committee for the purpose of the information 
or record being used in a course of study, an investigation, evaluation or program of that committee is not liable 
for the disclosure or submission if the disclosure or submission is made in good faith. 
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51(5) A committee or any person on a committee must not disclose or publish information or a findings or 
conclusion of the committee except to 

● (a) a board of management,  
● (b) in the circumstances the committee considers appropriate, to an organization of health care professions.  
● (c) By making a disclosure or publication 

❍ (i) for the purpose of advancing medical research or medical education, and  
❍ (ii) in a manner that precludes the identification in any manner of the persons whose condition or 

treatment has been studied, evaluated or investigated.  

Manitoba Evidence Act (Chapter E150) 

9(1) A witness in any legal proceeding, whether a party thereto or not, is excused from answering any question as 
to any proceedings before, or producing any report, statement, memorandum, recommendation, document, or 
information of, or made by, a committee to which this subsection applies and that is used in the course of, or 
arising out of, any study, research, or program carried on by a hospital or any such committee for the purpose of 
medical education or improvement in medical or hospital care or practice. 

Protection from liability 
A witness is protected from the disclosure of any information or of any document or anything therein, or the 
submission of any report, statement, memorandum, or recommendation, to any committee to which subsection 9
(1) applies, for the purpose of its being used in the course of any study, research, or program carried on by a 
hospital or any such committee for the purpose of medical education or improvement in medical or hospital care 
or practice. 
 
New Brunswick Evidence Act 43.3(2) 

A witness, whether a party to a legal proceeding or not, is excused from 

(a) providing any information as to any proceeding before a committee established by a hospital corporation to 
conduct any study, research or program for the purpose of medical education or improvement in medical or 
hospital care or practice. 

(b) Producing any document made by or for a hospital corporation or a committee established by the hospital 
corporation for the purpose of being used in the course of, or arising out of, any study, research or program the 
dominant purpose of which is medical education or improvement in medical or hospital care or practice. 

3.4.7 Selected Other Medical-Legal References 

The following additional references offer other information and perspectives on legal issues and the current status 
of debate on medical-legal reform in Canada and elsewhere. 

1. Capen K. (1996). Prevention should be the preferred insurance program for all Physicians. Canadian 
Medical Association Journal. 154: 1385-87.  

Discusses the recent fee increases for the CMPA and provincial rebate programs. The author quotes from a 
recent CMPA newsletter: 

"The volume of work . . . about which members seek assistance has increased significantly, and the cost of 
providing that help has risen substantially. . . . By its increasingly frequent use of structured settlements the 
Association seeks to take advantage of sometimes quite significant savings. By its participation in a court-
initiated Alternate Dispute Resolution Pilot Project [we hope] that at least some legal actions can be brought to a 
conclusion well short of trial." 

"However, there are elements of court awards and settlements over which the CMPA has no direct control. Items 
such as the cost of future care over the lifetime of a very seriously disabled patient can account for millions of 
dollars, especially when a court determines that a patient requires care in a specially constructed and equipped 
home [from] highly trained personnel employed around the clock." 

2. Beckman H, Markakis K, Suchman A, et al. (1994). The doctor-patient relationship and malpractice: 
lessons from plaintiff depositions. Arch Intern Med 154: 1365-1370  
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A US study of why patients sue doctors and hospitals. It points out that not all adverse outcomes result in legal 
action, and threatened lawsuits do not always involve adverse outcomes. Seventy-one percent (71%) of problems 
involved physician-patient relationship issues. 

The four main themes behind the lawsuits were: 

● desertion of the patient (physician sent a surrogate or was perceived as unavailable or too important, or 
patient felt abandoned), 32%;  

● devaluation of the views of the patient or family (physician discounted the illness and suffering, attempts to 
advocate on the patient's behalf and the opinion of the patient or family, or failed to listen), 29%;  

● delivering information poorly (physician failed to provide an explanation or to keep the family up to date, 
blamed the patient or family for a bad outcome and communicated insensitively), 26%; and  

● failing to understand the patient or family perspective (physician did not pay attention to patient discomfort, 
failed to solicit opinion or failed to recognize the psychosocial impact of a medical problem), 13%.  

3. Coyte P, Dewees D, Trebilcock LL. (1991). Medical malpractice -- the Canadian experience. New Eng J 
Med; 321: 89-93.  

A study of Canadian physicians' experiences with medical malpractice. Canadian physicians are only 20% as 
likely as their American counterparts to be sued for malpractice. Possible explanations for this discrepancy 
include the presence of universal health insurance, more generous social-welfare programs, limited use of 
contingency fees, limited awards for non-pecuniary damages such as pain and suffering, infrequent use of juries, 
a less litigious culture and "the effective defence work of the CMPA." 

4. Duranceau A. (1998). The Canadian Medical Protective Association. Bull Am Coll Surg. Mar; 83(3): 22-8.  

A comprehensive description of the role, structure and function of the CMPA. 

5. Dubin CL. (1997). An Independent Review of the Canadian Medical Protective Association. Ottawa, 
Canada.  

In 1996 the CMPA requested that retired chief justice Charles Dubin examine the structure, management, 
operations, and funding of the organization. The resulting report is an extensive examination of both the CMPA 
and the justice system as it pertains to legal liability. 

6. Hatlie MJ. (2000). Scapegoating Won't Reduce Medical Errors. Medical Economics (May 22) p.97 - 100.  

Errors are normal in complex systems like health care. The essence of our safety challenge is to design systems 
that learn from failure and use that information to protect us from our own innate fallibility. Physicians, nurses, 
health plan executives and hospital administrators need a "safe harbor" to openly discuss mistakes and how to 
prevent them without the threat of litigation or drastic punishment hanging over their heads. Patients also need to 
be brought into the discussion. 
 
3.4.8 Disclosure 

We include two references to the issues around disclosure of error by professionals and institutions to patients. 

1. Finkelstein D, Wu AW, Holtzman NA, Smith MK. (1997). When a physician harms a patient by a medical 
error: ethical, legal, and risk-management considerations. Clin Ethics. Winter; 8(4): 330-5.  

Errors that harm patients are infrequently brought to the attention of these patients. The full disclosure of such 
medical errors is in the best interest of patients because it allows them to understand what has occurred, and to 
gain appropriate compensation for the harm that they have suffered. Physicians have been given little guidance 
regarding how to conduct a relationship with the patient after such an injury. The authors argue that the physician 
must continue to respect the patient, and communicate honestly with him or her throughout their relationship, even 
after the patient has been injured. It is painful to admit our errors, especially to those who have been harmed by 
them. Nevertheless, offering an apology for harming a patient should be considered to be one of the ethical 
responsibilities of the profession of medicine. Monetary compensation alone is not to be offered as a charitable 
gesture; rather, it should be accompanied by an apology to demonstrate the responsibility of the physician to the 
trusting patient. Full and honest disclosure of errors is most consistent with the mutual respect and trust patients 
expect from their physicians. Clearly, physicians' ethical responsibilities sometimes differ from their legal and risk-
management responsibilities. 
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2. Hebert PC. Disclosure of Adverse Events and Errors in Healthcare: An Ethical Perspective. Drug Saf 2001; 
24(15): 1095-1104  

Adverse events and medical errors affecting patient care are recognised internationally as major problems in 
medicine. The failure of health care professionals and health institutes to address this problem has threatened to 
undermine public confidence in the health care system as a whole. Less focus has been directed at the ethical 
issues raised by negative outcomes of care, specifically the issue of disclosure. Efforts to prevent negative 
outcomes of care must be supplemented by policies of increased honesty and openness with patients and their 
families about adverse incidents. Disclosure should be made easier, not riskier, for healthcare practitioners so 
clinicians can learn from mistakes and improve patient care. Ethical guidelines for error disclosure must 
distinguish between disciplinary action and reporting of adverse incidents. Disclosure of negative outcomes 
requires tact and good communication skills. Healthcare institutions should provide training for the clinicians in 
this area, if necessary. As a general rule, patients should be informed of unexpected adverse incidents as soon 
as possible. Medical staff should be rewarded for adverse event reporting and protected from institutional 
retaliation on account of errors made in health care. 

3.4.9 Ethical Obligations of a Physician 

The CMPA for the last 100 years has taken the position that when medical errors occur, it is only fair that patients 
who are victims of such misfortune should receive compensation. The Canadian Medical Association (CMA) 
accepts the responsibility for delineating the standard of ethical behaviour expected of Canadian physicians and 
has developed and approved the Code of Ethics as a guide for physicians (Baylis, Downie and Dewhirst, 1996). 

The code applies to physicians; including residents and medical students. 
 
General Responsibility 

● Consider first the well-being of the patient.  
● Treat all patients with respect; do not exploit them for personal advantage.  
● Provide for appropriate care for your patient, including physical comfort and spiritual and psychosocial 

support, even when cure is no longer possible.  
● Practice the art and science of medicine competently and without impairment.  
● Engage in lifelong learning to maintain and improve your professional knowledge, skills and attitudes.  
● Recognize your limitations and competence of others, and when indicated, recommend that additional 

opinions and services be sought.  
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