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FOREWORD

This Booklet serves as a guide to the medical pi@oérs to meet the standard of care professismatiet out by
the Malaysian Medical Council. It contains the nhoaad professional obligations expected of the weddi
practitioners of this country.

It also serves to enhance public awareness of staidards expected from the doctor who treats tt&mh
awareness will hopefully encourage greater adherbgpdhe doctors to these guidelines.

| therefore, urge all medical practitioners to aéh® the guidelines laid down in this bookletaktimes. Useful
contributions from the medical fraternity may bedrporated in future revision of these guidelines.

Tan Sri Dato' Dr. Abu Bakar bin Suleiman
President
Malaysian Medical Council.

January, 2001
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THE TEN GOLDEN RULES OF GOOD MEDICAL PRACTICE
Practise with Kindness, Ethics and Honesty.

2. Upgrade Professional Knowledge and ClinicalISkil

3. Maintain good Patient Records.

4. Maintain good Communication with Patients anthRees.

5. Maintain Doctor-Patient Confidentiality.

6. Allow Second Opinion and Referral to Colleagues.

7. Maintain good Working Relationship With Colleagu

8. Be conscious of Cost of Healthcare.

9. Avoid Publicity, Self-promotion and Abuse of Rims.

10. Be a Partner in promoting Global Health.
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. PREAMBLE

The five basic ingredients of Good Medical Practize Professional Integrity, Communication SkiEhical
Behaviour, Treating Patients with Dignity, and lgean Team Player. These five factors will be seeetguiding
the sentiments and philosophies reflected in tpeges.



It is never easy to lay down strict guidelines omo@ Medical Practice, and it is not possible dowidglines
acceptable to every practicing doctor, granted thate are as many types practices as there arg tyjaes of
doctors.

This booklet cannot cover all forms of professiopadctice and therefore is not exhaustive praceiomust
therefore be always prepared to explain and jusiyactions and decisions whenever there is aquresii doubt
raised about his practice.

It needs to be stressed at the outset that thetioieof laying down these Guidelines is not tofamnthe doctor in
a moral straightjacket, thereby forcing him to pice restricted or defensive medicine, at the unfak of being
unrealistic and unproductive to himself and togasient.

The guidelines laid out in this booklet on Good Madl Practice are intended to be positive approadid, to
convey to doctors what they should do.

These Guidelines have been prepared with the Malaydoctor in mind, though clearly the professiocatle
which governs the form and manner of medical pcactire universal concept, international in acceygteand
global in implementation.

2. THE DOCTOR AND THE PRACTICE

2.1 The Doctor The Person

The doctor is expected to conduct himself with gssfonalism and self-regulation, which in essengaiés that

he practices within the established and acceptedlimegal and ethical norms, and regulates himseliphold

them. These norms safeguard the interests of ttienpand allow the doctor to practise his professas he has
been trained, without the need for external reguiat

The doctor is expected to keep himself abreasteaf developments in medicine generally and in hiecigity
specifically, in order to maintain the highest lleeé professional care. The upgrading of practiskills is an
essential additional requirement. Considerable aesipility is required on his part to utilise allvalable
components of continuing medical education, incigdself-study and distance learning, to achievesehe
objectives.

The physical appearance of the doctor in the wagrbsses, grooms himself, the way in which predeintself in
terms of cleanliness, neatness and personal hygieedo the patient just as important as the dsctemeanour
in terms of his manners, confidence and generaposnre

Untidy physical appearance may, though not necidgsérad to an erroneous assumption by patient tha
doctor lacks discipline and a systematic approactlihical problems. Indeed, given the fact tha patient is
meeting the doctor possibly for the first time eubese first impressions may influence the natnme course of
future doctor-patient consultations and relatiopshi

To the person who is entrusting his own life andltme or that of his loved ones, these aspectsxtdreal
presentation are manifestly as important as theodscinner qualities and professional capabilfgr, in the
patient's perspective, the image of the doctoast m the mould of physical and moral perfection.

2.2 The Place of Practice

There are certain reasonable expectation of theappce of the clinic and consultation rooms, winittst appeal
to the patient.

The CLINIC SIGNBOARD should conform to stipulatioasd should be clear and concise. Adequate liglising
important, without being decorative.

The WAITING ROOM should have a calm, soothing aedssuring ambience. The seating must be comfortable
The room should be clean and illuminated suffidiefdr casual reading. A few simple paintings, pigyaphs or
educational posters add to the general pleasantfighe room. Some light reading materials helpeuce the
anxiety and boredom of waiting.

The CONSOLATION ROOM should be roomy, neat and,tatyd soothing to the eyes and pleasant to the nose

It is acceptable to display certificates or scroflsrecognised medical degrees and diplomas ircimsultation
room so that the patient is fully aware of the ergthls of the doctor.



Clinical equipment should be in good working orded clean and neatly arranged.

An untidy and cluttered consultation room may iadiéca very busy doctor, but on the other hand megmnto the
patient that the doctor is not systematic and nutlad. A sink and clean handtowel within reach wiflect a
hygienic practice.

The NURSING STAFF must be neatly dressed, courtaadssympathetic in their handling of the patierd ¢he
accompanying persons. They must be efficient andlide to prioritise patients and their problems tisat the
doctor will be able to see the more ill patientdiea

2.3 Calling Card

The doctor's calling card should limit the inforimattherein contained to name, registrable qualifans, address
and contact numbers. Some cards are also usegamiapent cards. Calling card should never be ibisted to
members of the public for purpose of touting or extiging, or be left on counters for convenientkpip by
anyone.

2.4 Medical Records and Reports

In general, well-kept Medical Records are the hatkmof a good medical practice. Patient cards shoedord all
relevant information, physical findings and diagsas the course of patient management. Such recsirduld be
accurate, legible, comprehensive and up-to-datécantribute to easy recall of patient informatfon continuity
and follow-up of patients, as well as for futuréerence such as preparing reports.

Investigations and treatment should be recordedktail, and in the case of invasive proceduresjritieations
for, and the nature of, the procedures, must berlglelocumented. Properly justified procedures lvardefended
by peers in the event of conflict or litigation,tbwhen the clinical notes are sketchy, poorly meadg illegible,
vague, ambiguous and superimposed with deletiodsamections, this may be difficult.

Similarly, notes and records relating to operatiand invasive procedures should be written cleavith attention
to indications, findings, relevant details, diffites encountered and the measure taken.

Notes once made out should not be erased or alteratew words inserted after a lapse of time hasd may
indicate defensive action by the doctor in the éwanunexpected eventualities in the course of gh&ent
management.

For patients who are at high risk, particularlyshavho are aged and medically compromised, thalpesssk of
surgery and anaesthetics need to be explainee toeatfient or next-of-kin, a recorded in the notes.

It is well to remember that while the clinical net@nd records physically reside with the doctor tartthe hospital,
the information therein contained belongs, morag ethically to the patient and to regulatory aritles. These
document may be demanded by the patient or hisimtegoofficers for various purposes, ranging froeed to
seek second opinion, to seek further treatmentvblsee, or for litigation.

Doctors are obliged to provide comprehensive Médieports when requested by patients or by the-ofekin,
in the case of children and minors, or by the eygiavith the patient's consent. Any refusal or ndelay in
providing such reports is unethical.

2.5 Records of Dangerous and Controlled Drugs
It is good medical practice to maintain stock irteen of all medicines in the facility.

Doctors are required by legislation to maintainpaorecords of the prescription of dangerous anuraoted
drugs, and a stock inventory. Failure to complg gerious offense.

Doctors must avoid prescribing habit-forming mecks, particularly sedatives and tranquilizers laygentities to
patients since this may lead to substance abusege Thalso the risk overdose by unstable patients.

2.6 Publicity

A doctor's best publicity is his own patient. Thapression that the patient has about his doctorttaadind and
considerate treatment that he had received, ariathers which influence patient's relative anérids to seek the
same doctor.

Self-aggrandisement and promoting oneself, as &s¢ doctor in town, the most experienced, the reksied,
sometimes done with derogatory remarks about @odisagues, is a demeaning form of doctor behaviouthe
long run such behaviour will be his own undoing;, patients will soon become wise to the tactics leggd by
such a doctor and avoid him.



Publicity seeking behaviour of even a handful oftdes would reflect adversely on their inadequateahand
professional upbringing and bring disrepute togtafession as a whole.

Voluntary public service projects by doctors, pding advice on illness and healthcare to the peptaral and
remote areas are laudable. However it is poor tastexploit the situation by allowing photographstioem
examining such members of the public, to appean métws coverage of their activities in the medigerEmore
deplorable is to identify themselves by their naand place of practice.

2.7 Medical Cover
The doctor going off duty must ensure that suit@slangements are made for the patient's contioaes

The doctor, particularly a general practitionesalo practice, before proceeding on long leave frisnpractice,
should give advance notice to his regular patiants whenever possible give alternative appointmiétitey are
on regular follow-up. In his absence he should rayeafor another doctor to provide cover when hitsepés
urgently need treatment.

In the case of hospital patients, the doctor goimgleave must ensure effective handover procedbyes
communicating clearly through proper documente@satith a colleague to continue management inligsrace.
The colleague covering him must agree, and theepiatr the next-of-kin must also be made awarehi t
arrangement. Messages left on the pager or angyvexachines are considered discourteous.

The doctor standing in should have the qualificetjoexperience, knowledge and the skills to perftrenduties
for which he will be responsible. He is directlycaantable for the care of the patients while orydut

2.8 Relationship With Pharmaceutical & EquipmemhFi

The doctor is often approached by representativphafrmaceutical firms to prescribe or promote soree

medicine in the market, or to influence the purehassuch medicine by the hospital pharmacist. Bsprtive of
medical equipments and appliances may operatemitasimanner. The decision by the doctor to acseph a
proposal must be based on the principle thatentirely for the patient's benefit. The doctor most accept any
favours, direct or indirect gifts and loans or etimelucements, in the course of such activity.

The doctor may be offered fully paid trips, trageants and hospitality to attend conferences, aresequally
attractive inducement, promoting a single new plsaentical product. Although these may have educakio
value, the doctor must carefully evaluate the nestj\expectations and the hidden agenda of suck,fand the
ultimate payback expected. Discretion in dealinghwsuch matters will help to preserve the credipiind
impartiality of the medical profession.

In all dealings with members of the pharmaceut&atl equipment industry, the doctor must avoid n@kin
decision or participating in transactions whereehe a direct conflict of interest.

3. THE DOCTOR AND THE PATIENT

3.1 Doctor - Patient Relationship

The relationship between a doctor and his patierieist described as a partnership and collaboreffeet to
maintain good health in the patient.

The relationship paves the way for frank discussiowhich the patient's needs and preferences lemdid@ctors
clinical expertise are shared to select the beatrirent option.

For the patient, the first encounter with the dodsoan experience with vast implications for fetuelationship.
The patient who seeks medical help is in anxioamé& of mind. The courage that he has to mustettéacha
clinic is immense, and the experience of steppitg the doctor's consultation room can be unnenByghat one
crucial act, the patient, with the sole and sinigpe of finding a solution to his health problenakas many bold
personal sacrifices. He surrenders his individyalitd privacy to the doctor, literally lays bare kbul, exposing
his innermost secrets and personal problems taddiméor who, in truth and essence, is a total seanghe
doctor's only claim to this privilege is his eduoatand training as a compassionate healer.

This applies also to concerned relatives who saek sare and advice for their loved ones.

The doctor is expected to be physically and mentatepared for this role, day-in and day-out, pdtiafter
patient, ad infinitum. It is a noble task, with higxpectations.



The patient, on the other hand, takes the dootatk for granted. He rarely cares for the doctegatiments at
that point in time. Whether the doctor has beeetaltied to this physical and mental limits during ¥ork, or
whether he has had any rest or a square mealf a@aoncern to the patient. Submerged in his ovusem, the
patient's all consuming concern is for an immedsatation to his own problem.

3.1.1 The doctor is at all times expected to psacgiood medicine, exhibit the norms of good clingractice and
present himself as follows:

Be attentive and a good listener, attaching impaetato even the most trivial of the patient's cammk, making
the patient feel that he is the most important @eis that consultation room, and his problemsiadeed most
significant. Only then can the patient feel relaaed at ease with the doctor.

Avoid criticising or admonishing the patient whdre tpatient relates what may appear to be irrelevamtvial,
but which is apparently important to the patient.

Be gentle and concerned when examining the patieaking the patient feel relaxed through every sitthe
physical assessment, periodly pausing to explannged for a particular step. The physical exanunatf the
patient is to be carried out, without exceptionthie presence of a chaperon.

Be clear and discreet when discussing the posdibnoses, keeping the interest of the patieneatthwithout
alarming or frightening him. It is useful to be taus and guarded in what should be revealed atdtsge,
pending the outcome of the tests. The doctor mespkn mind the mental state of the patient, tlaity of the
findings, and the wishes of the next-of-kin.

3.1.2 Give the relevant options when discussinattnent, and the limitations and possible complireti
In the course of consultation, the following arenscaspects of good medical practice:

Be patient and compassionate, without making theemqtafeel that you are busy or in a hurry to geahother
assignment.

Avoid criticising colleagues in the presence ofigrats on their prior treatment.
Be gentle when seeking clarifications in the higtoin language, manner and tone of voice.
Cultivate a friendly and amicable relationship, efhwill give the patient confidence and trust ia tioctor.

Avoid being business-like. Give time for the patiemsettle down in the consultation room and t@suwee out the
doctor who is an untested stranger. A few casuastipns like " Where are you working?", "How ole aou?",
"Have you been waiting too long?" go a long wagstablish a friendly atmosphere and convivial beigig.

Avoid presenting yourself as the embodiment of aegiérfection and giving the impression that theepathas
finally reached the ultimate healer.

Avoid patronising your patients. Be firm but pleas@&n your discussions without being condescendgpid
developing private and personal relationship withiypatient, and discourage any attempt by a gatiebecome
personally and privately involved with you.

In private practice, trying to satisfy a patiem&mands may sometimes be considered necessanafforancial
angle, in the mistaken belief that a "customerhigags right." In such instances, the doctor's appihomust be
based on the principals of good medical practicel these should not be sacrificed for pecuniargars. The
doctor must take it as his duty to educate andecbra patient's erroneous or mistaken concepts esfical
treatment and healthcare.

Should there be a reason to disagree with a patieptnion or impression to treatment option, bsifpe@ in
presenting your views without belittling the patien making him feel inadequate and ignorant. Benct dignified
diplomacy are the keys to a successful and lorigtasioctor-patient relationship.

A person may come to clinic requesting a sick fiedtie, feigning an illness. The doctor must eviusuch a
request in the light of previous experience with prerson/patient involved, and act judiciously taufully.

Never issue prescription or medical sick certificatithout examining the patient first and makinggvant notes
in the patient records. Never pre-sign sick cesdtles or prescription pads as these may be mishged
unauthorised persons in your absence. Never takengafje of a patient's predicament or plight tohier your
own interests or ambitions.

3.2 Doctor - Patient Confidentiality



Medical confidentiality is a traditional principlnd an integral requirement of doctor-patient retethip. Central
to this principle is the preservation of the digniprivacy and integrity of the patient. When ardhparty seeks
medical information, such request should only beereained on the explicit written consent of theigra or the
next-of-kin.

It is well to remember that there is a wide differe between what is interesting to the public (Hretefore
newsworthy) and what is of public health interdst. any event, the patient's protection is an oderg
consideration, and must be weighed carefully beddiceving any form of disclosure.

Legal or statutory requirements sometimes overttigelimits of patient-doctor confidentiality, anlet doctor is
often required by law to disclose information refjag illness and treatment. The patient should thermade
aware of this public duty.

Doctors who use clinical patient materials in madjmublications or at medical conferences must leal times
avoid revealing personal details of the patienthanstudy. Photographs when used should not redeatifying
facial or physical features.

When discussing patient data at in-house hospitatatity and morbidity meetings, direct referenocepttient's
name, identity and personal details should be @ebid

In the final analysis, good medical practice diesathat the doctor must exert all in his powerpraserve patient
confidentiality. The information that the doctorsheome to possess is, in the first place, throbghpatient's
voluntary revelations and consent to submit to maysexamination and diagnostic investigative pcages. It is
the patient's belief that such information will kept private and used solely for his benefit.

3.3 Chaperon

A doctor must always examine a patient, whetherafenor male, or a child, with a chaperon being pialy
present in the consultation room, with visual anchbcontact throughout the proceedings.

A relative or friend of the patient is not a relalchaperon, as he or she may not fully appredtiegenature of the
physical examination performed by the doctor ang enaen testify against the doctor in the eventliegations of
misconduct or physical abuse. Similarly, a relatbifethe doctor (wife, daughter, etc), who is notiampartial
observer, would be prejudicial as a chaperon.

These requisites are designed to allow the doot@raceed with clear, unhampered clinical examimatf the
patient, as he deems appropriate for the purposerefng at a proper diagnosis, without later ingvto defend
his actions.

3.4 Prescribing

Before prescribing medication for a patient, itgisod medical practice to find out if the patiensHead any
adverse reactions to medications previously taked, also whether he has any allergies. asthma,dik@ases,
gastro-intestinal upsets or any higher centre m@ast like giddiness. headache, or nausea. It ghaldo be
enquired if he is on treatment for any other ilbes

A few simple questions on the above matters wilkghe patient the confidence that the doctor icemed about
the current medication, so that adverse reactioasagoided; neither will be receiving duplicate ncations

already given by another doctor.

It is good medical practice to inform the patidm purpose of the medications, and potential adveractions
that may some times arise. The name of the medigirederably both the generic and trade, shouldlbarly

labelled.

Some patients carry little pocket notebooks in Whitwey keep a record of medicines they are talégglarly, and

the doctor should enter new prescriptions therEhis is for the safety of the patient if he shod&lelop adverse
reactions and also to assist the next physiciamlimgnthe situation so that he may give appropriafgecific

emergency treatment or antidote.

Medications should be prescribed in most circuntstanfor an appropriate convenient duration, paetity for
diseases that may need close periodic monitoring.
Only the treatment, drugs, or appliances that siweatient's needs, should be prescribed.

Dispensing of medication in the clinic should betbe direction and supervision of the doctor in &hsence of a
qualified dispenser.

Patients should be warned against self medicatiguichasing controlled medication without prestip.



3.5 Treatment

The patient should not be made to feel that a qdati treatment is being forced upon him, especialiéctive
surgical procedures which are invasive. Unless latedg life saving, the patient should be allowenhe to
consider.

In elective surgery, it is good practice to off@tions regarding dates and convenience, so thatatient has time
to sort out personal and work-related matters. @dteent who agrees and gets admitted for surgest brifree of
personal, work and domestic tension and must beaieand physically prepared for the surgery.

3.6 Second Opinion

The request by a patient for a second opinion shbalhandled with due sensitivity and tact. It @d medical
practice to accede to such a request, and the rdouist give full co-operation for the patient totaib such
opinion. He must make available all relevant infatibn and investigation results to the colleagnegaod faith
without attempting to influence the decision of todleague.

The patient may sometimes choose to obtain thengleapinion from an undisclosed doctor of his owwicé.
Then it should be impressed upon the patient tlemsécond doctor must be suitably qualified ande&pced, so
that a meaningful consultation and opinion is otedi

The doctor giving the second opinion must delivisr professional opinion without prejudice, and with any
aura of superiority, seniority or appearing to barencompetent than the principal doctor. He shthdah refer the
patient back to the principal doctor, agreeingisadreeing, or suggesting alternatives, preferabtpnfidence.

A doctor should himself be prepared to initiateeéemral to a colleague for second opinion when ditgation

demands. He must make the patient understand clbat this is being done in the patient's interéke patient
should be made to appreciate that this referraéisg initiated not because the principal doctoksaexpertise or
confidence, but that there are areas of doubt wieht cross-consultation.

Doctors in private practice have varying levelegpertise and some such doctors are in solo peaicticsolated
locations. It is therefore useful to have arrangasenith colleagues practising nearby to discussepes
problems, for mutual benefit. This is a useful foofncontinuing medical education and continuingfessional
development.

In this age of super-specialisation, it is good itedpractice to refer a patient for definitive nagement by a
colleague who has special training or expertisge@ling with complex clinical problem. A doctor nhiagcept his
own limitations in professional competence in thegecial instances and be prepared to refer anpatienother
doctor.

An area of some anxiety is the patient who is refibito multiple specialists. Before initiating sustierral, the
patient must be informed of the reason for the mdfvéhe second doctor decides to further refeatmther
specialist, the consent of the principal doctor tingsobtained as matter of courtesy.

Fragmentation of treatment must be avoided. Doctarst avoid "overservicing" their patients, In thitting, and
the purpose of multiple referrals must be carefeltgluated and strictly for patient's need.

3.7 Consent

The doctor often assumes that a patient who walks lis consultation room gives implied consent &dir
subsequent procedures. It must be rememberedithplied consent" per set is merely an impressiath would
not protect the doctor in the event of any litigati

It is important for the doctor to explain the prduees and their purpose: this would include, ambot®rs, the
need for drawing blood for investigation, diagnosthnaging procedures, local infiltrations and itjess. At every
point, should any objection be raised by the patitarification sought, the patient should be caligfheard out
and not brushed aside. Refusal by the patientrfmrguiural investigations or specific treatment $thde recorded
in the note.

Any invasive procedure, however simple, should hdeataken only with consent from the patient, mafly
documented, or in the case of a minor, from themtaor guardian.

On the whole, when patients are given clear andidaxplanations, they rarely refuse investigatoprocedure.

Before major procedures are undertaken, the patiest be told the possible post-operative comptioat so that
there are no surprises after an operation, pagtiyusince such eventualities as intensive carebeaexpensive



and long drawn. It however needs to emphasisedsthett discussion should not be too extensive aailgdt
whereby the patient is discouraged, or becomegetréul of complications, to undergo the procedure.

3.8 Professional Fees

Doctors are usually uncomfortable discussing feescharges with their patients before treatmemhbarassing
because it implies that treatment is for a price, seems to go against principles of medical dareay also have
negative effects in that the patient who is unablmeet the charges might shop around for "cheaparhproper
care.

Doctors do appreciate that the patients who seeks$ment, do so out of dire necessity - for sawrgnb, pain-
relief, cure from disease, and so on. It is nog¢ [gurchasing a luxury consumer item, which can dlayed or
postponed. Doctors who discuss professional chavilgheir patients are therefore under variousst@ints and
should keep this in mind.

There are of course many factors that the doctsitdv@onsider when determining professional fe@s.nklist not
charge unreasonably. He must be fully consciowl @imes about the finer aspects of medical ecaosrand its
effect on the public seeking medical treatmenhase days of escalating healthcare cost.

It is good medical practice for the doctor to malailable to the patient an estimate of his prafesd charges
and the hospital charges prior to commencing treatnThe pa must also be warned that should ther heed
for intensive care after surgery, the charges nsaglate.

In the case of emergencies, medical ethics and hemeansiderations dictate that doctors render eznexgor life
saving treatment to patients irrespective of theéitity to pay. Subsequent management of the patidhdepend
on the ability of the patient to meet the chardges.deny treatment to patients requiring emergencin dife
threatening situations, because of inability to paleposit, is considered unprofessional and uradthi

In private hospital practice, when the expensesnbigexceed initial estimates for patients who xeetedly
require intensive or long-term care, this mustroméediately brought to the attention of the pat@nthe next-of-
kin. If there is inability to meet the rising bithe doctor must make all efforts to transfer thégmt to a public or
less expensive private hospital and personally nta&enecessary arrangements to facilitate suchrefer. The
colleague or hospital must accept this transfgoiod faith and without making disparaging remasitsrl.

3.9 Universal Precautions

Patients, who have been discovered during prelimimavestigations to have serious communicableadiss, like
AIDS or hepatitis, should nonetheless be treatedduyors, practicing accepted universal precautibogefuse to
care for such patients or to refer them away isictamed unethical.

3.10 Relatives and Friends

Unknown to the doctor coming in contact for thatfilime with a patient, there is a whole retinueedatives and
friends in the background. These people do not atlymrappear on day-one but descend soon after Iguage
other major treatment, or when the patient turrically ill. They then have a barrage of queriegly did it

happen, what went wrong, what is next, will theguatsurvive, and so on.

It is important for the doctor to appreciate th#uence and interest that these relatives anddsdmave on the
patient, and to treat them with courtesy and respeétle taking pains to answer their queries, hesverrelevant
or exasperating they may be.

In the event of unforeseen eventualities in thes®wf patient management, it is this pleasantcandial line of
communication and dialogue that will most often geedoctor through the crisis.

4. THE DOCTOR AS A TEAM PLAYER

The medical profession survives on trust and thelige unquestioned faith in this credibility. & imorally
unacceptable for a doctor, whatever his personptessions may be about a colleague, to adversetynemt on
his professional competence to patients or mentfere public.

The doctor must always treat his colleagues faiflye doctor must not allow his views of a colledguigestyle,
culture, beliefs, race, colour, gender, sexuatityage to prejudice his relationship with him.

The doctor must treat his nursing and ancillar§f stéh respect and understanding, listen and sotpathetically
to legitimate work or service grouses. The doctasiobtain their services as part of a team, alpltbecreate a
working environment that is pleasant and harmonious



Healthcare is increasingly provided by multidisiipty teams. A doctor is expected to work consivett within
teams and to respect the skills and contributidreolbleagues and other healthcare staff.

For a doctor to project himself as being betteswugerior to his colleagues, in terms of skill, etige, experience,
or professional ability, is an undesirable attitudad patients normally feel uneasy when facingsuegative
behaviour in a doctor.

It is improper for a doctor to demean a colleague ta imply to a suffering patient that he coulddna@one better,
or that the other has "messed up". There are patigho will come to a doctor hoping he will reastsuch a
manner so that they could take legal action ag#iesbther doctor

When faced with such situation, it is good pract@eontact the first doctor in confidence and séb& other side
of the story." This will help you to appreciate fh@blem faced by him and the course of actiorake t

It is good medical practice for a doctor to maintedrdial working relationship with his colleagu&$is may take
some effort, especially in an urban situation, véttye number of doctors in practice in the sansation, but it is
a move that has immense benefits.

When a doctor refers a patient to another doctospecial investigation or treatment, it is uneghio request for
kickbacks, gifts or favours in return.

A doctor must avoid looking at colleagues in hisaapf practice as competitors or rivals. It is moseful for
doctors to project the image of a team, with comipractice guidelines, so that patients will appaeeithis and
avoid clinic hopping.

On the other hand, a doctor may have good reasgmoands to believe that a colleague is practicingthically
or immorally, or is mentally or physically incapeldf handling or treating patients. It is then dhigy to bring the
matter up to the attention of the Malaysia Med{€alncil, in the interests of the public.

Finally, the doctor must always remember that hedttined his medical education and training thinoeaching
by, and apprenticeship with, his peers. It is tfegeean honour and privilege him to perpetuateattieand craft of
medical practice by imparting his knowledge andrisigahis experiences with his colleagues and stisdatall
times.

5. THE DOCTOR AND THE EMPLOYER

There is an increasing presence and influence ohdged Care Organisations (MCOS) or Healthcare
Managements Organisations (HMOSs) in the countrseent years. Panel doctor serving corporate bddigs
come increasingly under scrutiny and pressure t@s@rimary care doctors, taking cost controllirgks, or in
other words, to act as gate-keepers, on a prepaidystem. This requires that the doctor operaterding to
schedules and manuals drawn MCOs or HMOs.

It is good medical practice for the doctor to rerhemhis primary professional responsibility to pats when
operating under such stringent financial constramd controlled patient care, which may be impdseMCOs or
HMOs. It is important to preserve good relationséuil confidentiality in whatever adverse practiceinment,
and to remember at all times that doctors exisabge there are patients who need individual cacktte doctor's
primary concern is for their health and welfare.

The doctor should not feel pressurised and yieldnfair administrative actions by employers, pattcly when

employees are to be terminated from service, oalgsd, for treatable illness with no permanentomg-term

disabilities. In such circumstances, the doctothainterests of the patient, should seek indepeinopinion from
colleagues to support his findings and views iffimels himself compromised, and being used as a ligol
employers to enforce their own unfair, unilateratidions.

6. THE DOCTOR IN SOLO PRACTICE

The doctor in solo practice often has financiaigdtions, having to bear rentals of premises, tepsitaff salaries
and other expenses. Such a doctor may be vulnex@biEmands by patients, employers, or even touts.

The doctor should not compromise professional d@nida rules to accommodate unfair demands by pecons
for financial reward or benefits. Once a doctoowt himself to be subjected to such influencesrépsitation will
be tarnished and his credibility will be lost.

The doctor must not tout nor canvass for patierds)obby with employers to be placed on their pafilee doctor
must realise that he needs patience and time td bpihis practice. Once a good and reliable reafmurtdas been
established and recognised, he will be sought out.



7. THE DOCTOR IN INSTITUTIONAL AND PUBLIC PRACTICE

The doctor practicing in an institutional facilibhas to constantly keep in mind the escalating obstealthcare
provision and delivery. High-tech innovations teéndbe expensive, and doctors must evaluate the foeextich
procedures before ordering them for their patients.

It is good medical practice for the doctor to rerhem that health resources generally are costhgipus and
finite. As such, it is his unwritten duty as a gilian of such health resources, to preserves andeessistained
high quality. He must also keep in mind that haia position to safeguard the global environmenhélping to
dispose clinical wastes and toxic by-products efdhugs and chemicals used in medical practicenraianer that
is least harmful.

The fundamentals of patient care by doctors areensal and apply with equal force whether the doitan
public or in private practice.

In hospitals with wards with classes, the doctosimemember that the "class" refers to the confémilities in
the rooms and not to the standard or level of nsdiare. Treatment should not be varied accordinghé
patient's ability to pay.

This attitude must also be impressed upon the myiiand allied professional staff

Patients newly admitted to the ward should be seeisoon as possible, examined and treatment coneschenc
without undue delay. Patients need to be atteraleegularly, and rounds conducted at least on@yaahd more
frequently in ill patient. The doctor may not realiit, but to the patient, the most refreshing iamgbrtant event
for the day is the visit by the doctor, his gemtlach and a few caring words.

8. THE DOCTOR IN DILEMMA

A patient who complains about his treatment haigl to expect a prompt and appropriate responise.dbctor
has a professional responsibility to deal with claimts constructively and honestly.

The patient's complaint must not prejudice hishferrtreatment.

If a patient has suffered serious harm for whategason, the doctor should act immediately to paitens right.
The patient must receive a proper explanation aedshort and long term effects. When appropriagedibictor
should offer an apology.

If a patient has died, the doctor should explairthe best of his knowledge, the reasons for, artiftumstances
of, the death to the next-of-kin.

The doctor, subject to his legal right not to pdevevidence which may lead to criminals proceedbejsg taken
against him, must co-operate fully with any forreafuiry into the treatment of the patient. Relevafdrmation
should not be withheld.

In the doctor's own interest and those of his p&tiehe must obtain adequate insurance or professiedemnity
cover for any part of his work not covered by hispéoyer's indemnity scheme. In the event of anyeanaging
criminal or ethical proceedings against him, thetdoshould, as soon as possible, in writing, imfdhe firm
providing such insurance or indemnity cover, tcagbppropriate and early legal advice.

9. GENERAL

A. The International Code of Medical Ethics (Excers)

"At a time of being admitted as a member of the MadProfession:

| solemnly pledge myself to consecrate my lifehte service of humanity:

| will practice my profession with conscience angiity;

The health of my patient will be my first considiéoa;

| will maintain by all means in my power, the honamd noble traditions of the medical profession;

I will not permit considerations of religions, matality, race, party politics or social standingritervene between
my duty and patients.

I will maintain the utmost respect for human liferh its beginning even under threat, and | will nse my
medical knowledge contrary to the laws of humabhity.

B. The Declaration of Geneva (Excerpts)

| solemnly pledge myself to consecrate my lifeht® service of humanity.
| will practice my profession with conscience anghity.

The health of my patient will be my first considéoa.

| will respect the secrets which are confided in me



CONFIDENTIALITY

FOREWORD

This Booklet serves as a guide to the medical fii@wtrs to meet the standard of care and profaatigm set out
by the Malaysian Medical Council. It contains therad and professional obligations expected of thedical
practitioners of this country.

It also serves to enhance public awareness of staidards expected from the doctor who treats tt&mh
awareness will hopefully encourage greater adherbgiche doctors to these guidelines.

| therefore, urge all medical practitioners to aéht® these guidelines outlined in this bookletalatimes. Useful
contributions from the medical fraternity may bearporated in future revision of these guidelines.

Tan Sri Dato' Dr. Abu Bakar bin Suleiman
President
Malaysian Medical Council.

January, 2001

GUIDELINES TO DOCTORS

A medical practitioner registered with the Malaysidedical Council has rights, privileges and respoifities.
The practitioner is expected to meet the standafdempetence, care and conduct set by the Malaydiedical
Council.

This booklet sets out the MMC's guidelines on aterfitiality.

It is an extension of the principles describechia booklet '‘Good Medical Practice'.

1. PRINCIPLES OF CONFIDENTIALITY

Patients have the right to expect that there wall Ime disclosure of any personal information, whigHearnt
during the course of a practitioner's professiahales, unless they give permission. Without asmes about
confidentiality patients may be reluctant to givetbrs the information they need in order to previgbod care.
For these reasons:

- When a practitioner is responsible for confidehitnformation, the practitioner must ensure tinat information
is effectively protected against improper discleswhen it is disposed of, stored, transmitted oeired;

- When patients give consent for disclosure ofrimfation about themselves, the practitioner mustenthat they
understand what will be disclosed, the reasondifmlosure and the likely consequences;

- The practitioner must ensure that patients d@nmed whenever information about them is likelyodisclosed
to others involved in their health care, and thaythave the opportunity to withhold permission;

- The practitioner must respect requests by patigatt information should not be disclosed to tipiadties, except
in exceptional circumstances (for example, wheeehibalth or safety of others would otherwise beedbus risk);

- The practitioner should only disclose such ret¢wanfidential information for a specific purpose;

- Any information given to health workers or anyncerned third party is done on the understandiag ithis
given to them in confidence which must be respected

- If a practitioner decides to disclose confiddniiiormation, the practitioner must be prepareceplain and
justify the decision.

- These principles apply in all circumstances,uduotg those discussed in this booklet.
2. DISCLOSURE OF CONFIDENTIAL INFORMATION WITH THE PATIENT'S CONSENT

A practitioner may release confidential informatiorstrict accordance with the patient's consenthe consent of
a person properly authorized to act on the pasidéhalf.

3. DISCLOSURE WITHIN TEAMS

a. Modern medical practice usually involves teamsaxtors, other health care workers, and sometipezple
from outside the health care professions. The itapoe of working in teams is explained in the MMBt®klet



'‘Good Medical Practice'. To provide patients whik best possible care, it is often essential ts pasfidential
information between members of the team, on a tekdow basis.

b. A practitioner must ensure that patients undedstwhy and when information may be shared betvteam
members, and any circumstances in which team menmbay be required to disclose information to tipiagties.

c. Where the disclosure of relevant informationietn health care professionals is clearly requinedreatment
to which a patient has agreed, the patient's ekmlasent may not be required. For example, eitptiensent
would not be needed where a practitioner discloslevant information to a medical secretary to haveferral
letter typed, or a practitioner makes relevantrimi@tion available to a radiologist when requesting<-ray.

d. There will also be circumstances where, becafiaenedical emergency, a patient's consent cayobtained,
but relevant information must in the patient's iegt be transferred between health care workers.

e. If a patient does not wish a practitioner torshzarticular information with other members of tham, those
wishes must be respected. If a practitioner andtm have established a relationship based e, the patient
may choose to give the practitioner discretionisgldse information to other team members, as redui

f. All medical members of a team have a duty to enakre that other team members understand andvebser
confidentiality.

4. DISCLOSURE TO EMPLOYERS, INSURANCE COMPANIES AND OTHER THIRD PARTIES
INCLUDING MANAGED CARE ORGANIZATIONS

a. When assessing a patient for a third partygfample, an employer or insurance company), aipoaer must

make sure, at the outset, that the patient is awofatee purpose of the assessment, of the obligdliat the doctor
has towards the parties concerned, and that this meaessitate the disclosure of personal informatithe

practitioner should undertake such assessmentsagthiythe patient's written consent.

b. A practitioner must ensure that his or her refeathip with third party payers or managed carewizations do
not contravene the principles of confidentialitystéated above in item 1.

5. DISCLOSURE OF INFORMATION WITHOUT THE PATIENT'S CONSENT
a. Disclosure in the patient's medical interests

i) Problems may arise if a practitioner consideat th patient is incapable of giving consent foatmgent, and the
practitioner has tried unsuccessfully to persudgepatient to allow an appropriate person to belimd in the
consultation. If the practitioner is convinced thiats essential and in the patient's medical egts, relevant
information may be disclosed to an appropriate grexs authority for a specific purpose. The pramtier must
inform the patient of the disclosure. The practiéip should remember that the judgement of whetagemts are
capable of giving or withholding consent to treatiner disclosure must be based on an assessmégmioability

to appreciate what the treatment or advice beingisiomay involve, and not solely on their age.

i) If a practitioner believes a patient is a utof neglect or physical or sexual abuse, and &blento give or
withhold consent to disclosure, the practitioneswdth provide information to an appropriate respblesperson or
statutory agency, in order to prevent further htorthe patient. In these and similar circumstanttespractitioner
may release information without the patient's cahsprovided the disclosure is in the patient'st breedical
interests.

iii.) Rarely a practitioner may judge that seektmnsent for the disclosure of confidential inforrmatmay be
damaging to the patient, but that the disclosurelevbe in the patient's interests. For exampleaatjgioner may
judge that it would be in a patient's interestst thaclose relative should know about the patietgteninal
condition. In such circumstances information mayliselosed without consent.

b. Disclosure after a patient's death

The practitioner still has an obligation to keefoimation confidential after a patient dies. Théeex to which

confidential information may be disclosed afteratignt's death will depend on the circumstancess@&hinclude
the nature of the information, whether that infotima is already public knowledge, and how longsisince the
patient died. Particular difficulties may arise whibere is a conflict of interest between partifecéed by the
patient's death. For example, if an insurance compzeks information about a deceased patient deradio

decide whether to make a payment under a life assarpolicy, the practitioner should not releaderimation

without the consent of the patient's executor, ext4of-kin, who has been fully informed of the ceqaences of
disclosure.

6. DISCLOSURE FOR MEDICAL TEACHING, MEDICAL RESEARC H AND MEDICAL AUDIT



a. Research

i) Where, for the purpose of medical research ttiera need to disclose information which is notgide to
anonymise effectively, every reasonable effort nfnestmade to inform the patients concerned, or thdse may
properly give permission on their behalf, that thegy, at any stage, withhold their consent to dsale.

ii) Where consent cannot be obtained, this facukhbe drawn to the attention of a research etbaramittee
which should decide whether the public interesttie research outweighs patients' right to confidét
Disclosures to a researcher may otherwise be ingprepen if the researcher is a registered megieatitioner.

b. Teaching and audit

Patients' consent to disclosure of informationtéaching and audit must be obtained unless theldata been
effectively anonymised.

7. DISCLOSURE IN THE INTEREST OF OTHERS

Disclosure may be necessary in the public intesbstre a failure to disclose information may expteepatient,
or others,to risk of death or serious harm. In sotbumstances the practitioner should disclosermétion
promptly to an appropriate person or authority.

Such circumstances may arise, for example, where:
- A patient continues to drive, against medicaVieel when unfit to do so. In such circumstances th
practitioner should disclose relevant informatioritte employer and Road Transport Department.
- A colleague who is also a patient, is placintiguds at risk as a result of illness or other roablcondition.
- Disclosure is necessary for the prevention ¢eat®n of a serious crime.

8. DISCLOSURE IN CONNECTION WITH JUDICIAL OR OTHER STATUTORY PROCEEDINGS.

a. The practitioner may disclose information tasata specific statutory requirement, such asfication of
a communicable disease or of attendance upon arpelspendent upon certain controlled drugs. The
practitioner may also disclose information if orelbto do so by a judge or presiding officer of artcor
if summoned to assist a Coroner or other simildicef in connection with an inquest or comparable
judicial investigation. If a practitioner is reqet to produce patients' notes or records undeusd oader,
the practitioner should disclose only so much aelevant to the proceedings. The practitioner khou
object to the judge or the presiding officer ifeatipts are made to compel him or her to discloseroth
matters which appear in the notes or records, Xample matters relating to relatives or partnershef
patient who are not parties to the proceedings.

b. In the absence of a court order, a request ifmasure by a third party, for example, a lawygolice
officer, or officer of a court, is not sufficienistification for disclosure without a patient's sent.

¢. When a Committee of the MMC investigating a ddstfitness to practise has determined that ttezests
of justice require disclosure of confidential infaation, the practitioner may disclose informatidrtte
request of the Committee's Chairman, provided évary reasonable effort has been made to seek the
consent of the patients concerned. If consenfisee the patient's wishes must be respected.

9. MEDIAINQUIRIES ABOUT PATIENTS

Practitioners are sometimes approached by the niedieomment about medical issues. Where such corhme
include information about patients, the practitiomeust respect the patients' right to confiderttialBefore
releasing any information, the practitioner should:

a. Remember that information which the practitiohas learnt in a professional capacity should lgarded as
confidential whether or not the information is alsdhe public domain.

b. Whenever possible, obtain explicit consent figatients before discussing, matters relating t@ tere, with
the media, whether or not the patient(s)' name(sjher identifying information is to be reveal&xplicit consent
must be obtained if patient(s) will be identifiedrh the details disclosed.

c. Remember that patient(s) can be identified finfarmation other than name or addresses. Detdiistwin
combination may reveal patients' identities incltitgir condition or disease, age, occupation, tka ahere they
live, medical history or the family.

d. Always consider and act in accordance with &t medical interests of patients when respondingvitations
to speak to the media about patients.



DOCTORS WHO DECIDE TO DISCLOSE CONFIDENTIAL INFORMAON MUST BE PREPARED TO
EXPLAIN AND JUSTIFY THEIR DECISIONS



