1.2. Medical Students and informed consent

A national consensus statement was developed to promote a pragmatic, appropriate and
unified approach to seeking consent for medical student involvement in patient care. Please
review article below:
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ABSTRACT

T develop a natlonal consensus statement to promote a pragmatic, appropriate and unified approach to
seaking consent for medical studant Involvement in patlent care. & modified Delphl technigue was used
to develop the consensus statement involving stakeholders. Feedback from consultation and each stake-
haolder helped to shape the final consensus staterment. The consensus statement = a natlionally-agreed
staterment concermning medical student Involvement In patlent care, which will be wseful for medical

students, health care professionals and patients.

e Code of Rights establishes the rights
rFI'cunEumers.. and the obligations and
duties of providers to comply with the
Code, It is a regulation under the Health and
Disability Commissioner Act. Nevertheless,
there is evidence that the practice of seeking
consent for the involvement of medical sto
dents in patient care is presently very vari
ahble, This consensus statement is an attempt
o promote a pragmatic, appropriate, and
unified approach to seeking such consent.
The dorument aims to deal with the
potential (and at times actual) tension
between the fondamental requirement
to respect patients and their rights, and
the obligation on the health system and
health professional educators to provide
learning opportunities for siudents, While
these two requirements are by no means
mutually exclosive, thoughtful care is
required on both sides, Medical students
learn in clinical environments and are legit
imate and integral members of healthrare
teams. The student learning covers a

continuum of experiences and responsibil
ities, ranging from directly providing care
to an individual patient to being part of a
team providing care. Az medical students
transition from novices to junior dociors,
patient interaction becomes an increasingly
important part of their learning. Senior
stndenis (Trainee Interns) are integral
members of the healthcare team providing
care in hospital and general practices, and
consent requirements need to reflect this.

However, before becoming involved in
any patient's care, the consent of the patient
must be obtained. Such consent should be
informed: ie the patient {or another person
as legally appropriate) should understand
what he or she is granting permission for,
This implies a conversation and communi
cation, which includes listening to patients
as well as giving them information. It is
important to be sensitive to peroeived
or real imbalances in power between
patients and healthcare providers. The
process can usually be simple, verbal and
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informal, particularly when the student’s
inwolvement is limited. When the risks are
higher or the student’s involvement greater,
maore information will be required and in
some instances it would be prodent for
explicit consent to be dorumented, or even
ohtained in writing. with a signature from
the patient.

It iz the spirit of informed consent that
matters most: the important thing is w
demonstrate respect and compassion for
patients (and their families), in the context
of their values, interests and valnerahil-
ities, Gaining and maintaining the consent
of a patient is not a one-off event or simply
an exercise in ‘ticking boxes’. Rather, it
is an ongoing process of communication
and building trust, and patienis must feel
free to withdraw their consent at any time.
Therefore, those involved (practitioners
and students) should at all times remain
sensitive to any change in each patient's
sense of comfort over who is present or
what is being done.

The aim of this consensus statement is to
assist medical students, doctors and other
registered healih professionals respon-
sible for supervising them to understand
what is expected and required in relation
to consent for students to be mvolved in
patients' care.

Background

Mediral students learn in an appren-
ticeship model under the supervision of
registered healthrare professionals. Contact
with patients oorurs early in the journey
towards becoming a doctor, Initially, this
may be as an ohserver in a general practice,
or in a class when a patient consents to
being interviewed during a lecture, As
learning progresses, stmdents will be
oheervers in surgical theatres, participate
in the administration of anaesthetics, learn
to undertake sensitive examinations, assist
in the delivery of bahies, and participate
n many aspects of patient care in primary,
secondary and tertiary care settings. The
boundaries between ohservation and
participation are sometimes blurred,
Underpinning all these interactions is the
trust of patients in those involved in their
medical treatment and care, This trost is
precious and must be respected.

Mediral stodents become involved with
patients in different ways, contexts and
settings (see Table 1), and at different
stapes of their training. There are settings
and contexis in which gaining consent is
siraightforward, and others where it is not.
The relevant principles are not dependent
on the setting or the context, but the way in
wihich they are applied. These may vary and
will require judgement.

Table 1: Some of the diverse settings in which
students may becomae invebred with the care of
patients

Hospital care
Clinkcs
»  Emegency departments
Intensive care unkts
Heonatal units
Operating rooms - ina surghcal or anaesthe-
sla context
Pegpchiatry units
Wards, adult or paediatric
Primary Care or community care
«  After-hours community clinkcs
&lr ambulances

Ambulances
Audiclogy clinics

«  Community nursing clinics
General practlices
Health care trusts
Hosplce

«  Patlents’ homes
Pharmacles
Podiatrist clinics
Private speclalist clinics
Rest homes
Reatinal screening clinkcs

Um the whole, most patients welcome
medical student involvement and under-
stand the importance of training doctors
{amd other health professionals) for
the future. The majority of patients say
“wes” when they are asked about such
involvement, and complaints aboot
students are very rare,'? Thus, the process
by which consent is obiained can and
should be proportional to the involvement
of the mediral student and the nature of the
interaction and consequent risk or inconve-
nience to the patient. It is not appropriate

28

MEM] 15 May 2015, Val 138 No 1414
35N 11758718 & NEMA
www.mema.org-nafournal subscribe



ARTICLE

to overstate the implications of the simple
involvement of students, particularly as
ohservers, and to do 50 may even have the
perverse consequence of adding unneces-
sarily to the siress felt by some patients.
Verbal consent obtained simply, politely
and in the context of the general interac-
tions between practitioners and patients
is both adequate and appropriate for most
situations,

The interactions between patients and
medical sindents often oocur in very busy
setiings in which clinical staff are under
pressure, tarmover of patients is rapid, and
the opportunities to ask for consent are
limited. Pragmatic solutions will be helpful
in ensuring that the consent process is
not unsetiling or arduous for patients nor
unworkably onerous for staff, but in the
end the need to gain consent cannot be set
aside on the grounds of inadequate time
or respurce. lrrespective of the context of
the interaction, or the workload, patients
should never feel coerced or pressured into
providing consent.

There are some Common principles
about how consent should be obtained and
by whom. These are outlined in the next
section, and illustrated by examples and
lists in boxes and tables.

Principles pertaining to informed
consent for the presence of a
medical student during the care of

patients

1. Consent for the involvement of
students in patient care is required
bry the Health and Dizability Commis-
sioners’ (HOC) Code of Health and
Disability Services Consumers’ Rights
(‘the Code"—see Rights 56.7 and
). It is also an important aspect of
building rapport with patients, and
of maintaining the trust and goodwill
that exists between patients and the
health professionals who care for
them—inclnding medical students,

2. Orpganisations that care for patients

hawve a responsibility to ensure that
appropriate consent is obtained for
all aspects of patient management,

including the involvement of medical

siudents in the care of patienis.
Therefore, the workplace envi-
ranment should facilitate the gaining
of surh consent. To this end, general
measures should be implemented to
promote awareness that the organ-
isation is involved with teaching

and that medical siudents might be
involved in patient care (see Table 2}

Tabla 2. 5ome genaral measures to promote
awarnnaess that students might be involved in
patients care. Soma or all of these may apply in

wvarious settings, including (for example), hospital

wards, general practices, and outpatient chinics.

Folicles

Slgnage

Famphlets for patlents (availables or given on
admilssion)

&n appropriate section on forms for consent
to anaasthesla and surgery

Informed In letters sent to patients abowt

other matters, such as conflrmation of cwtpa-

tiant wislts

The practice, by doctors and nurses, of rou-
tinely mentioning to patients the possibilioy
that students may be Involved In thelr care
{at least as obsarvers) and of the possibiliny
that patlents can refusa student Involvement

1. The primary responsihility for
ensuring that consent is obtained for
the involvement of a medical student
in a patient's care lies with the regis-
tered health professionals responsible
for that patient at the time (zee Box 1).

4, The HIM considers medical students
wiho are providing care to be
healthrare providers, and they
are therefore also accountable for
ensuring that consent has been given
before they become involved in
patients’ care,
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Box 1.Fatents on wards and the responsibility
for seeking consent

Box Z. An example of a potentially difficult situ-
ation in seeking consent for a medical studant’s

on ward rounds, students shiould be In-
troduced to patients as part of the team
{explicitly as student members of the team)
by the doctor conducting the round. Stedents
may also Inltate Introducing themsalves to
patients where appropriate.

Before students on wards seek out patlents
with educationally valuable presentations
and take a history or perform an examination
on them, they must seek permisslon from

an appropriate member of that patlents
healthcare team (doctor, charge nurse or
nurse caring for the patient) to approach the
patient. Once permission has been obmined
to approach the patient, the student should
galn verbal consent from that patient for
history tking and eamination. 1t may be
prudent for the student to recornd this in the
pathent notes with an entry such as: “BIll
Smith, Year 4 medical student, sxaminad

Mrs Jones - werbal consent obtalned”. an
additional beneafit of this approach Is that
the record would clearly Indicate how many
students had Interacted with that patient,
and be helpful in ensuring that a patiant 15
not approached too often.

It should often be possible for a senlor doctor,
Interested In teaching and keen to encourage
students to see patlents, to obtaln permission
from patlents at a convenlent time (sg, on a
ward round) for students to seek consent to
obtaln histories or conduct examinations.
Thus the burden of establishing which pa-
tients are open to such approaches nead not
b excassive,

involvement in the care of a patient

A patient Is unclothed and surrounded by the
healthcare team, and asked to consent to a
student examining her abdomen, with the
student In the room.

Fatients differ In thelr asserthvenass and In
how empowered and robust they feel at any
particular tima. 1t might be quite difficult for
a patlent In this situation to decline In the
presznce of a student. it may be better for
the consultant to ask the patlent privately, if
they consant to students being present and,
If the patlent consents, to then ask If one

{or perhaps twao) of them could examine har
abvdomen during the nound.

7. Patients need to know that they do
have a choice about the involvement
of mediral students, and that they
are entitled to change their mind at
any time about such involvement,
withouot any negative COnsequUences
for their care, The patient’s right to
refuse consent or withdraw consent
takes precedence over the provision
of training, for stodents,

For many purposes, notably many
instances of ohservation, it is appro-
priate to obtain (or confirm) consent
verhally and informally; for other
purposes it is prodent for the consent
to be documented, or even obiained
in writing, with a signature from

the patient {see Point 163 Note that

5.  Mediral students should actively
azzess how comfortable patients and
thieir family/whanaun are with their
involvement in care. If they perceive
patients or their family/'whanau to
be uncomfortable, they should have
a low threshold for disengaging, This
is a matter of basic courtesy and
ongoing sensitivity to the rights and
comfort of patients,

6. Informed consent should be sought
with respect and compassion for
patients, taking into account their
circumsiances and vulnerabilities at
the time (see Box 2).

there is a legal requirement fior
signed consent for procedures under
anaesthesia.
Language is key to communication: If
a patient is not competent in English
{eg, because this is not his or her first
language) then a competent inter-
preter must be used to obtain consent
for the involvement of medical
stodents: this can often be done
during the more peneral processes of
patient care, which will also require
an interpreter.
9. Patientz need to understand clearly
what a medical student is (see Box 3).
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Box 3. The need to explain what a medical
student is

retractor during a surgical proc-
edure, or performing bag-mazk

It may seem surprising, but many patlents don't
seam to understand the term ‘medical student”
unless Itks explained. The term “student
doctor Is probably even less well understood,
=0 ‘medical student’ 1s probably preferable.

& brief clartfication showld be included In
general Informational materal provided to
patients, and this should be reinforced during
conversations about medical students'
Irmolvement in patients’ care. Hame badges
clearly Indicating that the wearsr 15 a medical
stedent are also Impor@znt.

10. As far as reasonably poszihle,
patients should be informed about
the proposed extent and nature of
student inwolvement. There are three
ways in which students may become
involved in patients’ care, although
in reality the distinction is blurred,
as any interaction with a student
roniributes to a patient’s care (Box 4):
a. Smdents may observe patients, or
examine them, or carry out or
assist with procedures on them for
their educational benefit as
students, or

b, Bedside tutorials, when a senior
dioctor conducts a tutorial with a
group of medical stndents, usual-
Iy forused around examination of
a patient the doctor may or may not
be clinically involved with, or

. Students may coniribute to the
care of patients, under supervision
{eg by taking blood, holding a

ventilation under anaesthesia).

11. Patients who are temporarily or
permanently incompetent to make
an informed decision are particalarly
vulnerahle (zee Table 3 and Boxes
5 and 6} In such drcumstanoes,
consent should be obtained from the
patient’s legal representative if one
exists and it is practical and pos=ihle,
If no legal representative exists,
then any views ascertained from the
patient should be taken into accoont.
If thi= is not possible, the views of
other suitable, available persons
who are interested in the patient's
welfare should be taken into account.
When there is no practical oppor-
tunity to obtain permission, student
involvement under supervision may
entail ohservation, history taking
and general examination, unless the
treating doctor decides that greater
stodent involvement remains in the
best interests of the patient.
Judgement and experience is needed
in respect of children under 16
years old, The consent process with
children is complex. In some situa-
tioms, the child may be able to consent
for themselves, In other cases, the
child’s parent or guardian may need
to make a decision for the child,
Where this ocours, the assent of the
child should also be obtained, as
appropriate and possible, The prin-
ciples remain the same, but in many
rases ef, neonatal intensive care,

Box 4. Ways in whirh stdents may become involeed with patients’ care, and how they might explain this

An Interaction with a patient on a ward might begin by a consultant saying something like “I have
spoken with Mrs Jones in bed seven and she |s willing o have one student listen to her heart and

another student take some blood.™

In case a) a student might say something lke, “Hello Mrs, Jones. My name s Helen. | am a medi-

cal student. That means | am training to be a doctor. | am in my fowrth year of medical tralning. |
understand from Cr Smith that you hawe a medically iImportant heart condition. Wiould you mind IF1
lIstenad to your heart with a stethoscope and examined your hieart and a few other things that might
be affected by your condlition, so that | can learn about 1t? Please feel free to say no If you prefer”

In case b} a student might say something like, “Hello Mrs, Jones. My name Is BILL | understand from
Or Smilth that you need a blood test taken. | am a medical student. That means | am tralning to be

a doctor. 1am In my fifth year of medical training and have been taught how to take blood for blood
tasts. Do you mind If | take your blood sample, Instead of the phlebotomist?

In efther case the student should make a brief entry In the patlent’s notes documenting his or her

Irvolvement.
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there may be a parental perception
that their child is too valnerable to

be examined by anyone other than

an expert. This requires particular
sensitivity and reassurance. Often
the consent will be for the teacher to
examine the child in front of students,
rather than hands on, and it is obwi-
ously important to invite the parents
to be present if possible,

Table 3. Some examples in which a patient might
naot be competant to make a decision or give
consent.

Under anaesthasla

0n a wentilator under sedation In an Intensive
Care Unit

During sedation {Including so called “con-
=Clous sedatlon™)

Very young patlents

Mentally or cognitheely Impaired patients or
patients who are semi-consclous

Patients Impalred with aloohol and drugs
Patients In shock, extreme paln or extreme
dlistress

Patients whao are dying

Box 5. Patients in intensive care under sedation
and/or on ventilators

It 15 Important for Intensive care units o have
Information avallable in the form of signage
and pamiphlets explaining that student=s may
be present and may be Invalved in the care
of patlents. Ghven that most patients In Inten-
slve care units are very vulnerable, thislsa
stuation where principle 11 applies. Except
where It s possible and appropriate to obtaln
axpliclt consent for greater Imvolverment, the
rode of medical students In Intenshve care
unitts showld ussally be restricted to obser-
vathon.

12. Some circumstances require a partic-
ularly high level of sensitivity to the
potential vulnerability of patients
and their families (53ee Table 4); in
such circumstances meticulous care
is required in seeking and docu-
menting consent for the involvement
of medical studenis,

Tahble 4. Examples of drcumstances in which the
potential volnerability of patients or thedir fam-
ilies ix increased. and in which extra sensitivity
is appropriate regarding the need for informaed
consent for student participation

«  Sensitive examinations (partioulary under
anaesthesla)

«  Discussion of withdrawal of life suppart

«  Discussion of organ donation

«  Thebreaking of very bad news (which will be
contextual for the patient)

«  Catheterisation

«  Fatlents with rare or partioularly interasting
conditions

«  Fatlents who feel under obligation to their
treating clinlcian

«  Retrleval of patlents from a referring hospital

13, Sensitive examinations {includes
breast, rectal, vaginal examinations
and those of the external genitalia)
in competent awake patients reguire
explicit consent. This can be verbal
but should be documented in the
patient’s notes. It is essential that
there should be no possihility for
the consent to have any element of
coercion (eg, it may make it harder
for a patient to refuse if the patient is
asked after undressing or in front of
student, See Box 20,

14. Sensitive examinations under
anaesthesia require formal written
consent obtained in advance and
signed by the patient. It is essential
that there should be no possibility
for the consent to have any element
of coercion (eg, asking in front of
a student may make it harder for
a patient to refuse). Withouot such
consent a stodent cannot undertake
such activity.

15, A section should be included on the
forms wsed to dorument generic
consent for the involvement of
mediral students in observing or
coniributing to surgery. anaesthesia
and other basic proceduores under-
taken in operating theatres, under
direct supervision of an appropriate
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Box 6. 5ome practical points about anassthesia Box 7. An unexpected surgical inding

attachmaents

Students allocated to an anaesthetic run may
anticipate attending a particular st with a
particular anassthetist, and that anaesthetist
midy obtain consent from the relevant patients.
However, on the day there may be scheduling
changes such that there s Iittle educational
walue In this list, while a much more educa-
thonally rewarding list Is coowming In oneof
the other theatres. In fact, the best utilisation
of ime may come from moving bebween

‘Wwhere a student on a surgical run |s obsery-
Ing a surghcal procedure, there may be an un-
axpected finding that he or she would benefit
from scrubbing In and examining. it would

b= reasonable for generic consent to cover
such a situation In most Instances. Howey-
ar, it wouldn't be appropriate for multiple
students to examine the finding In a single
anaesthetised patient, and any examinatlons
of @ sansitive nature must be the subject of
axpliclt consent, which must be In writing.

lists durlng the day as opportunities present.
Generic consent obtalned from all patlents

at the time of thelr consent to surgery will Box 8. Primary or community cars

facllmate this. Therefore It ks ideal for such
generic consent to be obtalned at the zame
time as consent for anaesthesia and surgery,
as a matter of rowtine.

It Is Important to recognise that some pa-
tients may decline permission for students to
be present, and a system will be needad to
ensure that these patients are clearly identl-
fled, and that students do not Inadvertently
transgrass their wishes.

Table 5. Examples of things typically incladed
(under direct supervision) and exchded fram
general consent for students to be involved in
surgery and anaesthesia; the latter require explic-
it consent.

Included, bazic procedures, such as:
Obsardation
Bag mask ventilation
Holding a retractor
Examining surgical pathology or normal
anatomy

Excluded, more substantive proceduras, such as:
Any sensitive examination
Endotracheal Intubation {because there s a
rizk of damage to teeth or even of causing a
sore throat)
Inzertion of an W line or arteral line

Health care providers In primary or commu-
nity care settings agres to undertake student
supervision through Clinical Access Agree-
ments. In each case there will be a primary
supervisor who has completed the Clinlcal
Acoess Agreement and Is responsible for
ensuring appropriate consent 1s obtalned

for students to be Involved In the care of
patients.

Az always, signage and pamphlats are Import-
ant for Informing patlents about the kell-
hood that they will mest meadical students In
a partioular practice or setting. For exampls,
In general practice, a notlce should be placed
facing the patlent walting room, stating
words to the effect that this Is a teaching
practice and students may be Involved In the
delivery of health care. & member of staff
{such as the receptionlst) should be expressly
asked to draw the sign to the attention of
patienis when they amive, and to check with
them on each visk that they are comfortable
with the presence of students.

Before the start of the consultation, the GP
should ask the patient If he or she s comfort-
able for the medical student to be Imalved
In the interview, observation or procedure.
Opportunity for the patient to decline this
requast must be given, so this request should
take place withouwt the student present.

The principles of consent related to patients
undergoing s==datlon or sensitive examina-
tions are the same as for any other setting.

Closing wounds, Including surgical Inclsions

33

NEM] 15 May 2015, Val 178 No 1414

ISEN 11758716

& MEMA

wvnw.rmzma_ oty nyfjournalsubseribe



ARTICLE

17

18.

registered health professional (note
Right 7.6 of the Code). The important
element of seeking such consent is,
as always, the conversation between
the doctor gaining consent and the
patient.

Generic consent obtained under 15
should be understood as limited to
ohservation and basic procedures
and should not be taken as consent to
conduct sensitive examinations while
under anaesthesia or procedures with
any material risk (see Table 5). Soch
examinations or procedures require
explicit, and in some cases, mcloding
seNsiive examinations, written
Consent.

In primary rare settings (see Table

1 and Box 8), where students might
accompany registered health profes-
sionals on visits to patients' homes

or their rooms in a rest home, verhal
consent for the student to enter the
room or house should be sought from
the patient and/or family/'whanau
who might be present. Where
possible this should be done before
the visit.

Patients” medical records are confi-
dential and medical sradents should
only access such records in line with
a purpase that has been notified to
the patient at the point of collection.
There must be a genuine educa-
tional reason to do sn, and with the
permission of the health profes-
sinnals responsible for the patient’s
care. It is reasonable to constroe
consent for a student to be involved
in a patient’s care as incloding
consent for that student to read
relevant patient records, but it would

usually be courteous to mention this
point to patients.

19. Stwdents must respect the confiden-
tiality of all information acguired by
them in connection with patients.
Under no circumstances should
students disclose any information
whatsoever on any form of sorial
media about the patients they
have been involved with, even in
the absence of specific identifying
information.

The above text is a consensus stiatement
that was agreed by multiple stakeholders,
after careful and considered consultation
to provide a guideline. The paper is not
intended to set standards buot rather to
outline New Zealand’s existing, legal and
regulatory requirements in a practical way

The paper is intended to provide guidance
to medical students and supervising doctors
in clinical settings. We have limited its
scope to medical stodents for pragmatic
reasons. Similarly, we have not attempted
to cover every possible clinical situation
where consent is required in relation to the
training of medical students, but instead
have chosen examples to illustrate the prin-
ciples in some settings that we think may be
particularly challenging, Notwithstanding
these limitations, we hope this consensus
statement will prove useful in clarifying
expectations for informed consent in this
context in New fealand today.

Wi hope that this consensus statement
will engender discussion within our
hiozpitals and universities, and in the corre-
spondence section of the Jowrnal, This will
inform a planned revision of the statement
after it has been in use for a year. It may
alsn be appropriate to expand its scope at
that time.
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Excerpts from the Code of Ethics of the New Zealand Medical Association (NZMA)
Code of ethics

All medical practitioners, including those who may not be engaged directly in clinical
practise, will acknowledge and accept the following Principles of Ethical Behaviour:

1. Consider the health and well-being of the patient to be your first priority.
2. Respect the rights, autonomy and freedom of choice of the patient.

3. Avoid exploiting the patient in any manner.
4

Practise the science and art of medicine to the best of your ability with moral
integrity, compassion and respect for human dignity.

5. Protect the patient’s private information throughout his/her lifetime and following
death, unless there are overriding considerations in terms of public interest or
patient safety.

6. Strive to improve your knowledge and skills so that the best possible advice and
treatment can be offered to the patient.

7. Adhere to the scientific basis for medical practise while acknowledging the limits of
current knowledge.

8. Honour the profession, including its traditions, values, and its principles, in the ways
that best serve the interests of the patient.

9. Recognise your own limitations and the special skills of others in the diagnosis,
prevention and treatment of disease.

10. Accept a responsibility to assist in the protection and improvement of the health of
the community.

11. Accept a responsibility to advocate for adequate resourcing of medical services and
assist in maximising equitable access to them across the community.

12. Accept a responsibility for maintaining the standards of the profession.

Guide to the ethical behaviour of physicians

The profession of medicine has a duty to safeguard the health of the people and minimise the
ravages of disease. Its knowledge and conscience must be directed to these ends. Ethical
codes have developed to guide the members of the profession in achieving them. The
Hippocratic Oath was an initial expression of such a code. More recent codes have developed
from this and from a consideration of modern ethical dilemmas and these are embodied in a
number of important declarations, international codes and statements from the World Medical
Association. These include:

1. The Declaration of Geneva (1948, amended in 1968, 1983, 1994, 2005, 2009)

2. The World Medical Association International Code of Medical Ethics (1949, 1968 and
1983, 2004)

3. The following statements by the World Medical Association which deal with particular
issues:

- The Declaration of Helsinki dealing with biomedical research (1964, 1975 and 1983,
1989, 1996, 2000, 2002, 2004, 2008).
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- The Declaration of Oslo on therapeutic abortion (1970, 1983, 2006).

- The Declaration of Tokyo on a doctor’s responsibility towards prisoners (1975, 2005,
2006).

- The Declaration of Lisbon on patient’s rights (1981, 1995, 2005).

- The Declaration of Venice which deals with terminal illness (1983, 2006).
- The Declaration of Ottawa on child health (1998, 2009).

- The Declaration of Washington on patient safety (2002).

- The Declaration of Madrid on euthanasia (1987, 2005).

- The Declaration of Delhi on health and climate change (2009)

For latest updates and new Declarations, regularly check the website of the World Medical
Association, www.wma.net

These have been endorsed by each member organisation, including the New Zealand Medical
Association, as general guides having worldwide application.

The New Zealand Medical Association accepts the responsibility of delineating the
standard of ethical behaviour expected of New Zealand Medical Practitioners.

An interpretation of these principles is developed in the following pages, as a guide for
individual doctors.

Responsibilities to the patient

1.

10.

Standard of care

Practise the science and art of medicine to the best of one’s ability in full technical
and moral independence and with compassion and respect for human dignity.

Continue self-education to improve one’s personal standards of medical care.

Ensure that every patient receives a complete and thorough examination into their
complaint or condition

Ensure that accurate records of fact are kept
Respect for patient

Ensure that all conduct in the practise of the profession is above reproach, and
that neither physical, emotional nor financial advantage is taken of any patient.

Patient’s right

Recognise a responsibility to render medical service to any person regardless of
colour, religion, political belief, and regardless of the nature of the illness so long
as it lies within the limits of expertise as a practitioner.

Accepts the right of all patients to know the nature of any illness from which they are
known to suffer, its probable cause, and the available treatments together with their
likely benefits and risks.

Allow all patients the right to choose their doctors freely.

Recognise one’s professional limitations and, when indicated, recommend to the
patient that additional opinions and services be obtained.

Keep in confidence information derived from a patient, or from a colleague regarding
a patient, and divulge it only with the permission of the patient except when the law
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requires otherwise.

11.Recommend only those diagnostic procedures which seem necessary to assist in the
care of the patient and only that therapy which seems necessary for the well-being of
the patient. Exchange such information with patients as is necessary for them to
make informed choices where alternatives exist.

12.When requested, assist any patient by supplying the information required to enable
the patient to receive any benefits to which he or she may be entitled.

13.Render all assistance possible to any patient where an urgent need for medical care
exists.

Continuity of care

Ensure that medical care is available to one’s patients when one is personally absent. When
professional responsibility for an acutely ill patient has been accepted, continue to provide
services until they are no longer required, or until the services of another suitable physician
have been obtained.

Personal morality

When a personal moral judgement or religious conscience alone prevents the recommendation
of some form of therapy, the patient must be so acquainted and an opportunity afforded the
patient to seek alternative care.
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