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INTRODUCTION 

The Medical Council exists to protect the interests of the public when dealing with 
members of the medical profession. It does so by supervising undergraduate educa- 
tion and post-graduate training, maintaining the register, regulating professional 
standards and by the publication of guidance to the profession on ethical issues. 
Doctors have been given the privilege of regulating their own professional affairs 
through the Medical Council; with that privilege comes the responsibility to ensure 
that each of these mechanisms operares in the most effective way possible. 

Independent decision making by doctors and their patients is a key part of how 
medicine operares in Ireland; the Medical Council has no wish to interfere with its 
effectiverms. The Ethical Guidelines are not a set of rules or a code to be consulted 
in order to find an answer to every difficult issue. They are a set of principles which 
doctors must apply in each situation, together with their judgement, experience, 
knowledge and skills. 

The welfare of our parients is paramount. That concern may be expressed in the 
management of physical illness or in dealing with other issues that affect health. The 
doctor who provides a reasonable explanation of his or her understanding of the 
problems and care needed, who seeks the permission of the patient for the interven- 
tions proposed and who respects the patient's confidentiality, is unlikely to cause 
inju y to his or her patient. 

Our responsibility to follow these principles extends from the care of physical 
illness and psychosocial problems to health promotional activities and the manage- 
ment of services to parients. Doctors have a further duty to examine continuously the 
options available to them in the management of their parients and to analyse critically 
what is in the best interests of those patients. 

Changing demographics, new technologies, an expanding knowledge base, pres- 
sures on the health services, and raised public expectations are all familiar reasons for 
the ever changing nature of medical practice. The Ethical Guidelines contain princi- 
ples of medical practice which rarely change but whose application to new situations 
is a continuous process. For this reason, each of the Councils elected since 1979 has, 
on a five yearly basis, published an update of these Ethical Guidelines. 

My thanks go to all the members of the Council and to the many members of the 
public and medical and other organisations that made submissions in relation to this 
re-drafting. My special thanks go to the members of the drafting sub-committee and 
the EL~ULS Committee for the commitment and dedication with which they under- 
took this important task. 



Ethical Conduct And Behaviour 

"It shall be a function of the Council 

to give guidance to the medical profession generally 

on 

all matters relating to ethical conduct and behaviour" 

Medical Practitioners Act, 1978, Section 69 (2) 



CONDUCT AND BEHAVIOUR 

TRADITION 
The profession of medicine has a long and honourable tradition of service 
and care. Society allows doctors many privileges and it is the responsibility 
of doctors not to abuse these. 

ETHICAL CONDUCT 
In giving guidance to the medical profession about questions of ethical 
conduct, it is not the intention of the Council to issue a Code, but to 
provide a Guide by which rhe individual members of the profession may 
judge particular situations. The Council does not consider it appropriate 
to compile a detailed catalogue of exactly how doctors should behave in 
every circumstance. 

INDEPENDENCE OP JUDGEMENT 

Medical care must not be used as a tool of the State, to be granted or 
withheld or altered in character under political pressure. Doctors require 
independence from such pressures in order to carry out their duties. 
Regardless of their type of practice the responsibility of all doctors is to 
help the sick and injured. They must practice without consideration of 
religion, nationality, gender, race, politics or social standing. They must 
not allow their professional actions to be influenced by any personal 
interest. 

TRUST AND PRMLEGE 
The position of trust and privilege held by doctors in the community is 
founded not only on technical knowledge and skill, but also on high stan- 
dards of personal and professional behaviour at all times. It is the statutory 
duty of the Council to investigate complaints about alleged lapses from 
such standards. 

PROFESSIONAL MISCONDUCT 
Professional misconduct is conduct which doctors of experience, compe- 
tence and good repute, upholding the fundamental aims of the profession, 
consider disgraceful or dishonourable. 



1.6 COURT CONVICTIONS 
Convictions in a court of criminal jurisdiction of any registered medical 
practitioner are notified to the Council which will investigate the circum- 
stances involved. A doctor may not be able to avoid an inquiry by claiming 
that helshe was not on duty at the time of the alleged offence. 

1.7 WITHDRAWAL OF SERVICES 
If doctors decide to participate in an organised collective or individual 
withdrawal of services, they are not released from their ethical responsibili- 
ties to patients. They must guarantee emergency services and also such care 
as may be required for those for whom they hold clinical responsibility. 



DOCTORS AND PATIENTS 

Responsibility to  Patients 

Doctors must do their best to preserve life and promote health. Once they 
undertake the care of patients they should ordinarily provide continuity of 
care for the duration of the illness. If they wish to withdraw their services, 
they must inform the paticnt and allow sufficient time for alternative 
medical care to be sought, during which time clinical continuity must be 
maintained. They should also provide medical information to another 
member of the profession when requested. 

EMERGENCIES 
Doctors must provide care in emergency situations unless they are satisfied 
that alternative arrangements have been made. They must also consider 
what assistance they can give in the event of a public disaster, a road traffic 
accident, fire, drowning or other similar occurrences. 

COMMUNICABLE DISEASES 
Acceptance of the risk of treating patients with communicable diseases is a 
time-honoured tradition of the medical profession. Should a doctor be 
unable to do so for medical reasons, the patient must be given an explana- 
tion and explicit arrangements made to have him or her looked after by a 
colleague. Failure to do this is unethical. 

MORAL DISAPPROVAL 
Treatment must never be refused on grounds of moral disapproval of the 
patient's behaviour. 

CONSCIENTIOUS OBJECTION 
If a practitioner has a conscientious objection to a course of action this 
should be explained and the names of other doctors made available to the 
paticnt. 

DIFFERING SKILLS 
If a doctor considers that helshe does not have the personal skills or nec- 
essary facilities to undertake a certain line of management the patient 
should be referred to an appropriate colleague. 





3.5 MATERNITY CARE 
Registered medical practitioners who agree to undertake the antenatal and 
delivery care of a woman should clearly inform her at the time of booking 
about the arrangements for delivery. 

3.6 PROCEDURES 
Patients undergoing procedures or treatment of any sort have the right to 
he informed as to which doctor or doctors are to be involved. 

3.7 FEES 
Doctors' fees should be appropriate to the service provided. Patients are 

A. . 
entitled to ask how much a doctor is going to charge 

3.8 SECOND OPINION 
Patients are entitled to a secofid or further medical opinion about their 
illness. Doctors must either initiate or facilitate a request for this and 
provide the information necessary for a satisfactory referral. 

3.9 PHYSICAL EXAMINATION 
Doctors should normally ask permission from a patient before making a 
physical examination. In the case of minors, the child's guardian should he 
present or should give permission for the examination. 

3.10 INTIMATE EXAMINATION 
For any intimate examination the patient, irrespective of age, is entitled to 
ask for a chaperone to be present. Such requests should be acceded to 
whenever possible. 

3.11 COMMUNICATION WITH PATIENTS 
Many complaints to the Council refer to lack of communication, or dis- 
courtesy, on the part of the doctor. Where differences have arisen between 
the doctor and the patient or the patient's relatives there is much to he 
gained and rarely anything to be lost by the expression of regret by the 
doctor. Doctors may have been inhibited by feeling that any such expres- 
sion would amount to an admission of liability This is not necessarily so. 

1 2  PERSONAL RELATIONSHIPS 
Any form of sexual advance to a patient with whom there exists a profes- 
sional relationship is professional misconduct. A doctor's professional 
position must never be used to pursue a relationship of an emotional or 



sexual nature with a patient, the patient's spouse, or a near relarive of a 
patient. The practice of medicine involves a close affinity between doctors 
and their patients with the latter sometimes becoming emotionally 
dependent. Doctors should he aware of this and are urged to rake special 
care and prudence in circumstances which could leave them open to an 
allegation of abuse of their position. 



PROFESSIONAL RESPONSIBILITIES 

4.1 DENIGRATION O F  A COLLEAGUE 

Doctors should give moral support to each other. Denigration of a col- 
league is never in the interest of patients and is to be avoided. When 
disputes arise, they should he settled as speedily as possible and without 
undue publicity. Differences about clinical management are best aired 
without rancour in the correct fora i.e. weekly or monthly clinical 
meetings or symposia. 

4.2 A ~OLLEAGUE'S  PRACTICE 

Doctors must not deli her at el^ damage the practice of colleagues. This 
obligation is particularly compelling when there has been a recent profes- 
sional association. 

4.3 CONSULTATION AND CO-OPERATION 
Doctors should not hesitate to consult, in the patient's interest, with other 
doctors and to co-operate, where necessary, with other health-care profes- 
sionals. However, they have a duty to satisfy themselves that people to 
whom they refer patients are competent. 

4.4 JUNIOR COLLEAGUES AND TRAINEES 
The Council considers that doctors have a personal and professional 
responsibility towards junior colleagues and medical students. They 
should assist and advise them on the development of correct professional 
values, and the courtesies, attitudes and behaviour required when dealing 
with other people. Junior doctors should never be asked to perform tasks 
for which they are not fully competent except under the direct supervision 
of senior colleagues who can take over should difficulty be encountered. 
Senior staff must always he willing to undertake troublesome or unpleas- 
ant tasks rather than instructing juniors to do so. Delegation of duties to 
trainees of whatever level does not obviate the resp~nsibilir~ of the trainer 
for the actions taken. 



4.5 REFERENCES 
When references are requested about colleagues, honesty and fairness are 
essential. 

4.6 PUBLIC COMMITMENTS 
Doctors who accept contractual appointments or commitments from 
public bodies, the boards of voluntary hospitals or other medical and 
teaching institutions have a duty to fulfil these. If they find that they 
cannot do so they should ask to be relieved of them. The Council will take 

- a grave view should such commitments be delegated on a regular basis, 
especially to someone of junior status. 

4.7 MEDICAL RECORDS 
It is in the interest of both doctors and patients that accurate records are 
always kept. These should be retained for an adequate period and eventual 
disposal may be subject to advice from legal and insurance bodies. There is 
no objection to patients being supplied with a report of their own medical 
history. Doctors are reminded of their responsibility in advising adminis- 
trative authorities of the importance of medical records being stored in 
such a manner that they are readily accessible ro clinical staff when 
required for patient management. 

4.8 CONTINU~NG MEDICAL EDUCATION 
Doctors must maintain competence in practice and develop a high level of 
awareness of advances in their own area of medicine by partaking in 
Continuing Medical Education (C.M.E.)/Continuing Professional 
Development (C.F!D.). The Council regards continuous quality improve- 
ment to be a professional responsibility for every doctor. 

4.9 HEALTHCARE RESOURCES 
Funds for healthcare are limited. A decision to spend money in one area 



4.10 RESEARCH 
Doctors engaged in research have a duty to be truthful about their results 
and must never make unjustified claims for authorship. They should not 
allow their relationship with commercial firms to influence their attitude 
towards the design or the results of trials. 

5. Health Problems 

5.1 ALCOHOL AND DRUGS 
The perceived misuse of alcohol or other drugs by a doctor may be 
!grounds for the holding of an inquiry even if the doctor claims that helshe 
was "off duty". The complaint that a doctor has been under the influence 
of alcohol or drugs is a grave charge, and may lead to erasure from the 
Register. 

5.2 SICK COLLEAGUES 
Doctors have a further responsibility to protect the interest of the public 
when they become aware that the use of alcohol or other drugs is affecting 
the competence of a colleague. In such circumstances they should express 
their anxiety directly to the colleague concerned and advise that expert 
professional help be obtained. If such approaches fail and where the inter- 
ests of patients are or may be at risk, the facts must be given promptly to 
the Fitness to Practise Committee. Any dereliction of a doctor's responsi- 
bility in this regard will he viewed seriously. 

5.3 PHYSICAL OR MENTAL ILL-HEALTH 
A similar procedure to paragraph 5.2 is recommended when other forms 
of physical or mental ill health or the ageing process appear to affect seri- 
ously a doctor's professional competence. 

5.4 DOCTORS WITH INFECTIOUS DISEASES 
It is unethical for doctors who believe that they might be infected with a 
serious contagious disease (e.g. Hepatitis, H.LV etc.) not to seek and 
accept advice from professional colleagues as to how far it is necessary for 
them to limit their practice in order to protect their patients. Colleagues 
who are consulted have a dual role. They must counsel and support the 
doctor concerned, bur they must ensure that the doctor does not pose a 
risk to patients and others. If such a risk exists, the Fitness to Practise 
Committee must be informed as soon as possible. 



5.5 GENERAL HEALTHCARE 
Doctors should be aware that the pracrice of medicine can be demanding 
and that they too can suffer ill-health. If this occurs, they should seek 
advice and help from another doctor, rather than treating rhemselves. 



DOCTORS IN PRACTICE 

Practice Announcements 

SETTING UP PRACTICE 
Registered medical practitioners who are setting up practice may make 
announcements in the following manner: 

Two discreet announcements concerning the commencement of practise, 
may be placed in the national andlor local press, giving the registered 
name of the doctor, the address of the practice, the surgery hours and the 
telephone number(s). If the doctor wishes to include a specialty, it must be 
one that is recognised by the Medical Council and the doctor must be 
eligible to have his or her name entered for that specialty in the Register of 
Medical Specialists. The announcement should only appear in the Social 
and Personal section and should not be inserted as a display notice. 

NATIONAL AND LOCAL DIRECTORIES 
Where doctors wish to ~ublish the above particulars in directories it is 
essential that they always include their name and address as entered in the 
General Register of Medical Practitioners. If such information is "boxed, 
the box must not measure more than 45 mm. in any direction. 

THE INTERNET AND OTHER MEDIA 
Doctors wishing to use such techniques to make practice announcements 
must restrict details to those mentioned in subsections 6 and 7. 

REGISTERED NAMES 
Doctors must practise in the names in which they are registered. The 
Council registers doctors in the names in which their primary medical 
qualification is conferred and when a change of surname occurs, formal 
evidence must be furnished to enable an alteration to he made in the 
register (e.g. State marriage or Deed Poll certificare). Commonly used 
abbreviations of forenames may be submitted for entry. 



Practice Premises 

The premises of medical practitioners should be adequate and suitable for 
their purpose. 

SURGERY SIGNS 
A professional plate and a surgery sign may be displayed at the surgery 
premises. 

If the practice is carried on in a business premises, the doctor's name may 
be included in a list of the occupants of the complex. 

Practice signs may exhibit the doctor's name and registrable qualifications 
together with the fallowing information: 

a) Days and hours of attendance. 
b) Telephone numbers of the practice. 
C) Particulars of an emergency service. 

INFORMATION FOR THE PUBLIC 
Leaflets or notices from the Faculties of the Irish College of General 
Practitioners about the address of a doctor's practice premises may be 
exhibited or distributed in places such as libraries, post-offices, hcalth 
centres, cirizens advice bureaux and other suitable locations. However, 
such information should be restricted to the particulars nientioned in 
paragraphs 6.1 and 7.4, and should not contain comments about the 
doctor's personal qualities or expertise. 

IN-HOUSE INFORMATION 
The Council welconles the use of in-house information for patients. This 
is most suitable for display or distribution in the surgery by the doctor or 
ancillary staff. 

LETTER HEADING 
Doctors' letter heading would normally be confined co registrable qualifi- 
cations. The use of other degrees such as diplomas and certificates should 
be limited to those issued by bodies recognised by the Council. It is wise 
to avoid mention of membership of various "Associations" and "Societies" 
which are not post-graduate qualifications and may be misleading to the 
public (see Appendix B). 



Guidelines on practice information have been agreed with the Irish 
College of General Practitioners (see Appendix A). 

Information about Patients 

A request by a third party for information about a patient for whatever 
reason must be refused unless the patient has given permission. 

Medical Reports 

PROVISION OF REPORTS 
Doctors have a responsibility to supply medical reports for solicitors or 
insurance companies on behalf of patients they have seen or treated pro- 
fessionally or for whom they have been responsible. However such reports 
should not be given without the patient's permission (see paragraph 
18.10). 

ACCURACY 
Reports must be factual and true. They are not to be influenced by the fee 
or by pressure from anyone to omit some details or to embellish others, 
and strict accuracy must be observed. They should concentrate on the 
medical problem referred to and omit extraneous details. 

DELAY 
Undue delay in furnishing reports may amount to professional miscon- 
duct if such a delay results in the patient being disadvantaged. Normally, 
the report would be supplied within two months of the examination or 
receipt of a written request, whichever occurred last. 

DISCLOSURE 
Doctors are reminded that if a case in which they have been involved 
comes to court, they may be obliged to disclose all their notes, comments 
and conversations about the patient. 

FEES FOR REPORTS 
It is not unethical to request a fee prior to forwarding details, but to accept 
a fee and not provide a report is unethical. 



9.6 REVENUE COMMISSIONERS 
When discussing their own finances with the Revenue Commissioners, 
doctors should not reveal information about patients. 

10. Certification 

10.1 ACCURACY 
Strict accuracy is essential when issuing cerrificates, reports and other 
formal documents bearing the signature of a doctor. Pressure from any 
source to deviate from this standard must be resisted. Initial certification, 
reports or other formal documents should only he issued after the doctor 
has seen and examined the patient. 

10.2 DETAILS 
Certificates, dated, would normally give the full name and address of the 
patient. Certificates, reports and other formal documents should have the 
doctor's name and address on them and the doctor should personally sign 
them. 

10.3 PRE-SIGNED CERTIFICATES 
It is not acceptable that cerrificates pre-signed by doctors should be filled 
in and handed out by those assisting them. 

10.4 VALIDITY 
Any certificate, prescription or other document, which requires the signa- 
ture of a doctor is invalid and ineffective if signed by a person who is not 
a registered medical practitioner. 

11. Prescribing And Irresponsible Prescribing 

11.1 PRESCRIBING 
A doctor should prescribe the most appropriate medicine for the patient's 
condition and best interest. The manner in which doctors are remuner- 
ated, or any financial interest they may have in the pharmaceutical or 
allied industry, must not be taken into consideration when recommending 
therapy for their patients. 



SIGNATURE 
A prescription, dated, must always be signed by the doctor who issues it. 
Should the need arise to prescribe a drug over the telephone, the doctor 
should record the call and forward the appropriate prescription to the 
pharmacist in a reasonable time. 

INDICATIVE DRUGS BUDGETING 
Doctors should be careful about how they exercise indicative drugs budg- 
eting. They should continue to re-educate themselves on the principles of 
best practice and rational prescribing by referring to published guidelines 
and by availing of various C.M.E. activities. 

DRUG ADDICTION 
Doctors who wish to treat drug dependent or addicted patients must be 
aware of the recommendations of The Pharmaceutical Society of Ireland 
(October 1996), as well as those of The Irish College of General 
Practitioners Task Group (May 1997), and the Report of the Methadone 
Treatment Services Review Group (January 1998). They should only do so 
if they have the proper facilities and the support of the statutory and vol- 
untary services. The Council and the Pharmaceutical Society have agreed 
to co-operate in the monitoring of prescribing patterns by practitioners 
and to investigate any evidence of irresponsible prescribing. In conjunc- 
tion with the Pharmaceutical Society, the Council has issued 
recommendations for the prescribing of controlled drugs under the Misuse 
of Drugs Acts, 1977 & 1984. Doctors must be acquainted with these, and 
any further regulations issued in accordance with the Acts. 

IONISING RADIATION 
Doctors who undertake radiation procedures for patients and who are not 
radiologists or nuclear medicine physicians are required to complete a 
course of training in radiation safery and techniques recognised by the 
Council. The latter will then issue a certificate permitting the doctor to 
carry out such procedures provided that they are undertaken in hospital 
practice, in the presence of a radiologist or a nudear medicine physician or 
a radiographer responsible to a radiologist or a nuclear medicine physician. 

Acceptance of patient referrals from non-registered practitioners for radio- 
logical consultation and, investigative procedures is at the discretion of the 
registered doctor. At all times the safety of the patient is paramount. It is 



advisable that copies of all reports are sent to the patient's general practi- 
tioner provided that the patient agrees (see paragraph 13.3). 

11.7 TELEMEDICINE 
Doctors using this technique for diagnosis, consultation, or therapy are 
responsible for any advice or procedures suggested by them on the 
medium. In the interests of patient confidentiality, docrors must take steps 
to ensure that the details of such information cannot be accessed by those 
not entitled to see them (see paragraph 18.4). 

12. Deputising and Locum Arrangements 

11.1 ABSENCE 
Practitioners must ensure that patients receive adequate care when alterna- 
tive arrangemenrs have to be made during absence. 

12.2 THE PRINCIPAL DOCTOR 
Doctors who use the services of a Deputising Agency or employ a locum 
should satisfy themsrlves that: 

a) In general practice, the doctor standing in is fully registered, in 
good standing and of good repute. 

b) In hospital practice, the docror standing in is fully or temporarily 
registered, in good standing and of good repute. 

c) A high standard of continuing medical care is provided for their 
patients. 

d) Patients are well informed in advance that in certain circum- 
stances they will be seen by a doctor acting as a deputy for their 
own practitioner. 

e) An efficient communications link is provided by the Agency and 
the locum doctor ar all times. 

f) Sufficient information is available for the locurn to do hislher 
work adequately (see paragraph 4.7). 

12.3 CONTRACTUAL ARRANGEMENTS 
The contractual arrangements between the principal doctor and the 
Deputising Agency and between the Agency and the doctors employed as 
deputies should be carefully set our and agreed between the parties. 



RESPONSIBILITY FOR CARE 
Iloctors should not use long term deputising facilities to relieve them of 
their continuing responsibility for the clinical care of patients. 

ROTA ARRANGEMENTS 
Whatever deputising and rota arrangements are made by doctors, a 
suitable notice setting out clearly the procedure for medical care during off 
duty time should be displayed prominently in the doctor's surgery and 
telephone answering facilities made available for patients. 

THE DEPUTISING DOCTOR 
Doctors employed as deputies are reminded that they are acting as a pro- 
fessional representative of the principal doctor. Calls should be answered as 
promptly as possible and with courtesy. Clinical details should be trans- 
mitted directly to the principal doctor as soon as is feasible. Contractual 
arrangements must always be hlfilled. 

~ ~ A N S F E R  
It is especially important that deputising doctors do not seek to attract 
patients wishing to transfer from the principal doctor. 

STANDARD OP CARE 
In general, patients expect locum cover to be of the same standard that 
they receive from their own doctor. It is particularly important in hospital 
practice that cover for absence is provided by someone similarly qualified 
wherever possible. The regular use of trainees or junior staff to cover the 
duties of the principal doctor or a consultant could be considered to be 
professional misconduct. 

Consultant Referral 

The Council accepts the principle that the overall management of a 
patient's health should be under the supervision and guidance of a general 
practitioner. However, patients have a right to seek another opinion and 
requests for these should be accepted sympathetically and facilitated, even 
if the general practitioner is not convinced that such a referral is necessary. 

REFERRAL 
A consultant should not normally accept a patient without referral from a 
general practitioner even if helshe has seen that patient in the past. 



13.3 CONSULTANTS' RESPONSIB~LITY 

Referring doctors should supply appropriate information for the consulta- 
tion. Irrespective of the mode of referral, consultants have a duty to inform 
the patient's general practitioner as well as the referring doctor of the 
findings and recommendations unless the patient expressly forbids this. In 
the latter case the consultant is responsible for total care of the patient until 
the treatment is completed and another doctor takes over responsibility 

13.4 INAPPROPRIATE REFERRAL 
If a consultant considers that a patient has been inappropriately referred or 
should have visired some other specialist, he or she would nornlally send 
the patient hack to the general practitioner with a suitable letter. 

I CROSS REFERRAL 
In exceptional cases, cross referral between consultants may be necessary 
but the general practitioner must be kept informed about the patient. 

13.6 HOSPITAL CONSULTATION 
When general practitioners refer patients to hospital they expect them to 
be seen during the course of their management by a doctor of consultant 
or equal status. It is not acceptable for them to be cared for entirely by 
junior medical staff 

13.7 FEE SPLITTING i 

This practice is against the interests.of patients and is professional miscon- 
duct. 

14. Clinics 

14.1 FINANCIAL INTEREST 
A doctor who has a financial interest in a private clinic, hospital or any 
institution to which heishe is referring patients for investigation or 
therapy, has a duty to declare such an interest to patients. 

14.2 STANDARDS 
Doctors associated with clinics must makecertain that the services offered 
conform to the accepted standards of the medical profession. They are 
reminded that they have a duty to ensure that ethical guidelines are not 
breached and that they can be held responsible for unethical advertising by 
private clinics and hospitals. 



15. The Media and Advertising 

15.1 EDUCATING THE PUBLIC 
Doctors have an important part to play in educating the public in medical 
matters and in disseminating medical knowledge. However, doctors must 
not imply that they have unique solutions to health problems. Nor should 
they use health-promoting publicity to attract patients to their care or to 
enhance or to promote their own professional reputation. Doctors are 
reminded that if they work in a clinic that makes claims about special 
expertise not found elsewhere they will be held responsible for such claims 
being made. 

I INFORMATION FOR THE PUBLIC 
Information given to the public should be expressed in factual and lucid 
terms. It must never cause unnecessary public concern or personal distress 
nor should it raise unrealistic expectations. 

I INDMDUAL CASES 
Identifiable case histories must not be referred to when speaking in public 
or when answering enquiries about personal health problems especially on 
"phone-in" programmes. 

15.4 PUBLISHING A NAME 
If a doctor's name is mentioned when talking to or writing in the media on 
social, ethical, political, or resear~fr'as~ects of medicine, helshe must take 
personal responsibility for the views expressed and establish the basis for 
them. 

I .  ~ D J U ~ I C A T I O N  

In adjudicating on complaints concerning doctors in the media, the 
Council will consider whether the benefit to the doctor has been greater 
than that to the public and whether there has been an element of self 
advertisement or a daim of possession of special skills, either of which 
could be interpreted as canvassing for patients. In dl circumstances benefit 
to the patient must outweigh any incidental advantages to the practitioner 
concerned. Self advertisement, or publicity to enhance or promote a pro- 
fessional reputation for the purpose of attracting patients is professional 
misconduct. 
Sub-sections 6,  7, 14, and 15 refer to all forms of communication 
including Radio, Television, the Cinema, the Internet etc. 





18.9 In like manner, an occupational physician may present to an employer the 
significant aspects of a medical condition which the physician may 
discover as the result of an examination. Only with the consent of the 
patient, may the employer have access to the medical records of that 
patient, and then only in specifically agreed circumstances. 

18.10 INSURANCE REPORTS 
A doctor, asked by an insurance company to complete a medical report on 
a patient, must ensure that this is not issued without the consent of the 
patient. l'atients who enquire shodd be informed that such reports will be 
read by non-medical personnel. 

18.11 THE DECEASED PATIENT 
If an insurance company requests a report on a patient who has died, the 
report may only be issued by the doctor of the deceased with permission 
from the next of kin or the executors to the estate. The medical records of 
a dead person remain confidential and death docs not absolve a doctor 
from the obligation of confidentiality 

18.12 COMMUNICABLE DISEASE 
If a doctor finds that a patient is suffering from a comn~unicable disease, 
the potential risk to public health and others must be carefully assessed. 
The doctor will have to have strict regard to the statutory obligations in 
the matter of reporting such a case] Where others may be at risk if not 
aware that a patient has a serious infection, a doctor should do hidher best 
to obtain from the patient to tell them, so that medical, 
nursing and paramedical personnel may better treat and manage the 
patient and everyone who comes into contact with the patient may take 
appropriate precautions. 

18.13 REFUSAL TO DISCLOSE COMMUNICABLE DISEASE 
If the patient refuses consent to disclosure, the Council considers that 
those who might be at risk of infection while treating the patient, should 
be informed of the risk to themselves. They in turn would, of course, be 
bound by the general rules of confidentiality 

18.14 If a spouse or partner is thought to be at risk, the doctor should strongly 
seek the patient's permission for disclosure. If this is refused, depending on 
the circumstances of the illness, the doctor is justified in informing the 
spouse or partner. 



18.15 RECOWING 
Identifiable audio-visual or photographic recordings of a patient, or rela- 
tives of a patient, may only be undertaken with informed and appropriate 
consent. Such records must not be used or shown for any purpose other 
than that for which permission has been obtained (see paragraph 21.2). 

18.16 LEGISLATION 
Doctors should have due regard to the provisions of the legislation on 
Data I'rotection and on Freedom of Information. 

19. Consent  

19.1 It is reasonable for a doctor to assume that, when consulted by a patient, 
tacit consent is given to carlying out appropriate investigations and 
therapy, but every effort should be made to ensure that a patient under- 
stands the nature and purpose of proposed medical procedures. Difficulty 
in achieving this may be overcome by asking the person concerned if they 
would like the doctor to speak to a relative at the same time. People have 
the right to refuse consent for investigation or treatment. Their decision 
should be respected and documented, A note should also be made as to 
whether the doctor felt the patient was capable of exercising such a judge- 
ment. 

20. Special Situations and Consent 
! 

20.1 THE UNCONSCIOUS PATIENT 
Consent may be implied or assumed on the grounds that if the patient 
were conscious they would consent to their life being saved, and the health 
of medical and paramedical staff being safeguarded. Should there be sub- 
sequent litigation, any investigations undertaken may or may not have to 
be made available to the courts, but in no circumstances is this to be taken 
into consideration during the initial management. 

20.2 THE VIOLENT PATIENT 
A doctor asked to examine a violent patient is under no obligation to put 
himlherself in danger but should attempt to persuade the person con- 
cerned to permit an assessment as to whether any therapy is required. 



20.3 THE MENTALLY ILL 
If the doctor is in any doubt as to the patient's capacity to consent it is 
advisable to seek specialist opinion as well as discussing the matter with 
parents, guardians, or relatives. 

20.4 THE MENTALLY HANDICAPPED 
The doctor should attempt to obtain consent but, depending on the 
degree of handicap, may have to consult with the patient's parents or 
guardians, and, in particularly difficult cases to obtain a second opinion. 

20.5 CHILDREN 
Children are as entitled to considerate and careful medical care as are 
adults. If the doctor feels that a child will understand a proposed medical 
procedure, information or advice, this should be explained fully to the 
child. Where the consent of patents or guardians is normally required in 
respect of a child for whom they are responsible, due regard must be had 
to the wishes of the child. The doctor must never assume that it is safe to 
ignore the parentallguardian interest. 

21. Teaching and Consent 

21.1 STUDENTS 
Medical students must be identified by name, and must obtain permission 
from patients before examining them. It is advisable to limit the number 
of students examining any one patient! Doctors should not allow school- 
children or other inappropriate persons to become involved in the clinical 
care of patients. 

21.2 VISUAL RECORDS 
The taking of photographs or videos for instructional purposes also 
requires permission. As far as possible these should be done in such a 
manner that a third party cannot identify the person concerned (see para- 
graph 18.15). If the patient is identifiable, he or she should be informed 
about the security, storage, and eventual destruction of the record. 

22. Research and Consent 

22.1 It is essential that written consent be obtained if patients are to be involved 
in clinical trials. The aims and methods of the proposed research, together 
with any potential hazards or discomfort, should be explained to the patient. 



ANONYMITY 
Research results must always preserve patient anonymity unless permission 
has been given by the patient to use his or her name. 

REFUSAL 
Refusal to participate in research must not influence the care of a patient 
in any way 

SPECIAL CIRCUMSTANCES 
In those who are too young or too incapacitated, as well as the mentally ill 
or unconscious person, consent to take part in research may be unobtain- 
able. Research is best avoided unless it can be shown to be relevant and 
potentially beneficial to the patient and there is no objection from parents 
or relatives. 

RESEZRCH COMMITTEES 
All institutions which undertake research should have Research Ethics 
Committees. Doctors are advised always to submit proposed projects to 
such Committees. 

DECLARATION OF HELSINKI 
The Council supports the resolutions and draws attention to the 
Declaration of Helsinki adopted by the 18th World Medical Assembly and 
revised by the 48th World Medical Assembjy. 

Organ Transplantation and Consent 

A doctor involved in organ transplantation has duties towards both 
donors and recipients. 

BRAIN DEATH 
Brain death should be diagnosed, using currently accepted criteria, by at 
least two independent and appropriately qualified clinicians, who are also 
independent of the transplant team. 

LNING DONORS 
Living donors should be counselled as to the hazards and problems 
involved in the proposed procedures, preferably by an independent physi- 
cian. 





REPRODUCTIVE MEDICINE 

26.1 In this rapidly evolving and complicated area the Council reminds doctors 
of their obligation to preserve life and to promote health. The creation of 
new forms of life for experimental purposes or the deliberate and inten- 
tional destruction of human life already formed is professional 
misconduct. 

26.2 GENE MANIPULATION 
As scientific technology advances it may be possible to manipulate genes 
in gametes (i.e. sperm or ova). If such work has as its aim the improvement 
of health it may be ethical. However, if the intention is not so directed or 
is the creation of embryos for experimental purposes it would be profes- 
sional misconduct. 

26.3 FROZEN SPERM AND OVA: 
ARTIFICIAL INSEMINATION BY DONOR (A.I.D.) 
There is no objection to the preservation of sperm or ova to be used sub- 
sequently on behalf of those from whom they were originally taken. 
Doctors who consider assisting with donation to a third party must have 
regard to the biological diff~culties involved, and pay meticulous attention 

1 to the source of the donated material. Doctors who fail to counsel both 
donor and recipient thoroughly about the potential social, medical and 
legal implications of such measures and the possible consequences for the 
would be parents and their baby could face disciplinary proceedings. 

26.4 IN-VITRO FERTILISATION (I.V.F.) 
Techniques such as I.V.F. should only be used after thorough investigation 
has failed to reveal a treatable cause for the infertility. Prior to fertilisation 
of an ovum, extensive discussion and counselling is essential. Any fertilised 
ovum must be used for normal implantation and must not be deliberately 
destroyed. 

26.5 THE CHILD IN UTERO 
The deliberate and intentional destruction of the unborn child is profes- 
sional misconduct. Should a child in utero suffer or lose its life as a side 
effect of standard medical treatment of the mother, then this is not uneth- 





CONCLUSION 

This Guide is based on previous Guides to Ethical Conduct and 
Behaviour because the principles which engendered them in the first place 
have nor changed, despite the fact that the practices to which they apply 
have altered as Medicine has developed. It is nor possible to outline how 
doctors should behave in every given circumstance but an attempt has 
been made, through the use of extensive paragraphing, to enable the ready 
assessment of how ethical principles might impinge on a particular area of 
practice. It is hoped rhat doctors can consult the Guide easily and it is also 
hoped that should they be asked questions about ethical matters, they will 
have no dificulry in finding the appropriate section. 

The Council is most grateful to those bodies and individuals who took the 
time and trouble to respond to its request for contributions and sugges- 
tions during preparation of the Guide. These have been acknowledged 
individually, even if they have not been incorporated into the publication. 

From time to time the Council will issue additional guidance as required 
and it is expected that in the future, with changes in medical practice, 
there will be a need for the compilation of further Guides. 

The Council considers it important rhat the medical profession aspires to 
the highest possible standard of behaviour and practice amongst its 
members. There are numerous examples in hidtory, even up to the present 
day, where doctors have allowed themselves to behave or have been forced 
to behave, in a manner which has led to the mistreatment and degradation 
of the very people they are meant to serve. It is to be hoped that this will 
never occur in Ireland and that this Guide will help to maintain the hon- 
ourable tradition of service which has always been expected from doctors 
in this country. 



APPENDIX A 
(reference Section D, paragraph 7.8) 

In-Practice Information 

The Irish College of General Practirioners and its faculties are permitted to 
inform the public, at national level, about general practitioner services on 
behalf of all general practitioners as a group. 

The Irish College of General Practitioners and its faculties are permitted to 
inform the public concerning general practitioner services on behalf of all 
practitioners in a particular area, in the local media and in premises such 
as: Post Offices, Citizen Advice Centres, Libraries, Universities, Regional 
Technical Colleges, Schools, Factories etc. 

No individual doctor is permitted to advertise nationally or locally in any 
form of public media on a personal basis, save as in 7 below. 

In relation to qualifications, only registrable medical qualifications are per- 
mitted. 

In-house information to patients or prospective patients should be avail- 
able but confined to surgery premises. Such information may be in the 
form of leaflets, posters, other displays. Special procedures may be speci- 
fied. I 

1 
The individual doctor may direct-mail patients of the practice, those who 
have attended the practice within the previous three years, with material 
which is limited to recall, prevention and screening. 

Two discreet notices are permitted, in the press, in relation to the estab- 
lishment of a practice, change of location or personnel change. 
Information in relation to surgery hours is permitted in relation to public 
holidays or duty rotas. 

The practice of having doctors' names in the Yellow Pages and local tele- 
phone directories is approved. Information should be confined to a 
doctor's name, address, telephone number(s) and registrable medical qual- 
ifications. 

Approved by the Medical Council at its meetings on 4th March, 1992, 
and 30th June 1998. 



APPENDIX B 

Registrable Primary Qualifications 
(Reference Section D, paragraph 7.7) 

Abbreviations Tides 
LAH Dubl Licentiate 
LLM RCPI LLM RCSI Licentiates and Licentiates 

in Midwifery 

LM LS U Dubl Licentiate in Medicine 
and Licentiate in Surgery 

LMED LCH U Dub1 Licentiate in Medicine 
and Licentiate in Surgery 

LRCP & SI Licentiates 

LRCP & SI MB BCh NU1 Licentiates and Bachelor 
of Medicine and Bachelor 

of Surgery 

MB BCh NU1 Bachelor in Medicine and 
Bachelor in Surgery 

MB BCh U Dubl Bachelor in Medicine and 
Bachelor in Surgery 

Licensing Bodies 
Aporhecaries Hall, Dublin 
Royal College of Physicians 
of Ireland and Royal College 
of Surgeons in Ireland 

University of Dublin 

University of Dublin 
Royal College of Physicians 
of Ireland and the Royal 
College of Surgeons in Ireland 
Royal College of Physicians 
of Ireland and rhe Royal 
College of Surgeons in Ireland, 
National University of Ireland 

National University of Ireland 

University of Dublin 



Registrable Additional Qualifications 
(Reference Section D, paragraph 7.7) 

Abbreviations Titles 
DPH Dub1 Diploma in Public Healrh 
DPH NU1 Diploma in Public Health 
DPH RCI'SI Diploma in Public Hedrh 

DSM Dubl Diploma in Scare medicine 
FFARCSI Fellow 

FFPHMI* Fellow 

FFOM RCPl Fellow 

FFR RCSI Fellow 

FRCPI Fellow 
FRCSI Fellow 
MA0 Dubl Master in Obstetrics 
MAO NU1 Master of Obstetrics 
MCh Dubl Master in Surgery 
MCh NU1 Mascer af Surgery 
M D  Dubl Doctor in Medicine 
MD NU1 Doctor of Medicine 
MFPHMI* Member 

MFOMRCPI Member 

MRCPI Member 
MICGP Member 
MPH Master of Public Health 
MMcdSc NU1 Master of Medical Science 
FF Path Fellow 

Licensing Bodies 
University of Dublin 
National Univetsity of Ireland 
Royal College of Physicians 
and Surgeons in Ireland 
University of Dublin 
Royal College of Surgeons in Ireland 
- Faculty of Anaesthrtisrs 
Royal College of Physicians of Ireland 
- Fxulty of Public Health Medicine 
Royal College of Physicians of Ireland 
- Faculty of Occupational Medicine 
Royal College of Surgeons in Ireland 
Facu l ty  of Radiologists 
Royal Callcge of Physicians of Ireland 
Royal College of Surgeons in Ireland 
University of Dublin 
Narional University of Ireland 
University of Dublin 
Narional University of Ireland 
University of Dublin 
National University of Ireland 
Royal College of Physicians of Ireland 
- Faculty of Public Hralrh Medicine 
Rujal College of Physicians of Ireland 
- Fa~ulty of Occupational Medicine 
Royal College of Physicians of lreland 
Irish College of General Practitioners 
National University of lreland 
National University of Ireland 
Royal College of Physicians of Ireland 
-Faculty of Pathology 

' Name of Faculty of Community Medicine changed to Faculty of Public Health Medicine on lsr 
May 1991. FIM FCMI continue to be registrable. 
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Accident and Emergency Medicine 

Anaesthetics 

General Practice 

Medicine: 
Cardiology 
Clinicsl Genetics 
Clinical Pharmacology 

and Therapeutics 
Communicable Diseases 
Dermatology 
Endocrinology and 

Diabetes Mellitus 
Gastroenrerology 
General (Internal) Medicine 
Geriatric Medicine 
Medical Oncology 
Nephrology 
Neurology 
Palliative Medicine 
Respiratory Medicine 
Rehabilitation Medicine 
Rheumatology 
Tropical Medicine 
Venereology 

Obstetrics and Gynaecology 

Occupational Medicine 

Pathology: 
Chemical Pathology 
Clinical immunology 
Haematology 
Microbiology 
Morbid Anatomy and 

Histopathology 

Paediatric Medicine 

Psychiatry: 
Child and Adolescent Psychiatry 
Psychiatry 

Public Health Medicine 

Radiology: 
Diagnostic Radiology 
Radiotherapy 

Surgery: 
General Surgery 
Neurological Surgery 
Oprhalmology 
Oral and Mpillo-Facial Surgery 
Orthopaedi~ Surgery 
Otolaryngology 
Paediatric Surgery 
Plastic Surgery 
Thoracic Surgery 
Urology 



R e c o p i s e d  Specialist Training Bodies 

In relation to each recognised specialty, the Medical Council currently recngnises the fol- 
lowing bodies in Ireland for the purpose of granting evidence of satisfactory completion 
of specialist training: 

Accident and Emergency Medicine 
The Irish Surgical Postgraduate Training 
Committee, Royal College of Surgeons in 
Ireland, 123 St. Stephen's Green, Dublin 2 

Anaesthetics 
The Faculty of Anaesthetisrs. 
Royal College of Surgeons in Ireland, 
123 St. Stephen's Green, Dublin 2. 

General Practice 
The Irish College of General 
Practitioners, Corrigan House, 
Fenian Street, Dublin 2. 

Medicine 
The Irish Committee on Higher Medical 
Training, Royal College of Physicians of 
Ireland, 6 Kildare Street, Dublin 2. 

Obstetrics a n d  Gynaecology 
The Institute of Obstetricians 
and Gynaecnlogists, 
Royal College of Physicians of Ireland, 
6 Kildare Street, Dublin 2. 

Occupational Medicine 
The Faculty of Occupational Medicine, 
Royal College of Physicians of Ireland, 
6 Kildare Street. Dublin 2. 

Paediauic Medicine 
The faculty of Paediatrics, 
Royal College of Physicians of Ireland, 
6 Kildare Street, Dublin 2. 

Pathology Specialists 
The Faculty of Pathology, 
Royal College of Physicians of Ireland, 
6 Kildare Street, Dublin 2. 

Psychiatric Specialties 
The Irish Psychiatric Training 
Committee, Corrigan House, 
Fenian Street, Dublin 2. 

Public Health Medicine 
The Faculty of Public Health Medicine, 
Royal College of Physicians of Ireland, 
6 Kildare Street, Dublin 2. 

Radiology 
The Faculty of Radiologists, 
Royal College of Surgeons in Ireland, 
123 St. Stephen's Green, Dublin 2. 

Surgical Specialties 
The Irish Surgical PostgraduateTraining 
Cnmmitte, Royal College of Surgeons in 
Ireland, 123 St. Stephen's Green, Dublin 2. 



APPENDIX C 
(Reference Section B, paragraph 2.7) 

Declaration of Tokyo 

Guidelines for Medical Doctors concerning Torture and Other Cruel, 
Inhuman or Degrading Treatment or Punishment in relation to Detention 
and Imprisonment. 

As adopted by the 29th World Medical Assembly, Tokyo, Japan, October, 
1975. 

Preamble 

It is the privilege of the medical doctor to practise medicine in the service 
of humanity, to preserve and restore bodily and mental health without dis- 
tinction as to persons, to comfort and to ease the suffering of his or her 
patient. The utmost respect for human life is to be maintained even under 
threat, and no use made of medical knowledge contrary to the laws of 
humanity. 

For the purpose of this Declaration, torture is defined as the deliberate, 
sysrematic or wanton infliction of physical or mental suffering by one or 
more persons acting alone or on the orders of/any authority, to force 
another person to yield information, to make a: confession, or for any 
other reason. 

Declaration 

1. The doctor shall not countenance, condone or participate in the 
practice of torture or other forms of cruel, inhuman or degrading pro- 
cedures, whatever the offence of which the victim of such procedures 
is suspected, accused or guilty, and whatever the victim's beliefs or 
motives, and in all situations, including armed conflict and civil strife. 

2. The doctor shall not provide any premises, instruments, substances or 
knowledge to facilitate the practice of torture or other forms of cruel, 
inhuman or degrading treatment or to diminish the ability of the 
victim to resist such treatment. 



3. The doctor shall not be present during any procedure during which 
torture or other forms of cruel, inhuman or degrading treatment is 
used or threatened. 

4. A doctor must have complete clinical independence in deciding upon 
the care of a person for whom he or she is medically responsible. The 
doctor's fundamental role is to alleviate the distress of his or her fellow 
men, and no motive whether personal, collective or political shall 
prevail against this higher purpose. 

5 .  Where a prisoner refuses nourishment and is considered by the doctor 
as capable of forming an unimpaired and rational judgement con- 
cerning the consequences of such a voluntary refusal of nourishment, 
he or she shall not be fed artificially. The decision as to the capacity of 
the prisoner to form such a judgement should be confirmed by at least 
one ocher independent doctor. The consequences of the refusal of 
nourishment shall be explained by the doctor to the prisoner. 

6. The World Medical Association will support, and should encourage 
the international community, the national medical associations and 
fellow doctors to support the doctor and his or her family in the face 
of threats or reprisals resulting from a refusal to condone the use of 
torture or other forms of cruel, inhuman or degrading treatment. 



Comhairle na 
nDochtuiri Leighis 

Medical 
Council 

17 October 20001 

Dear Doctor 

On 12 September 2001 the Medical Council agreed the enclosed amendments 
to Section 26.5 of the 1998 'A Guide to Ethical Conduct and Behaviour' (5th 
edition). This section deals with reproductive medicine and, in particular, with 
the Medical Council's guidance on termination of pregnancy. 

The revised 'A Guide to Ethical Conduct and Behaviour' is acco~iipanied by an 
extract from the All Party Oireachtas Committee on the Constitution: 5th 
Progress Report, which deals with abortion. The extract represents a written 
statement provided to the Oireachtas Committee by the Institute of 
Obstetricians and Gynaecologists and is referred to in the amended ethical 
guideline. The Report also contains the text of a more detailed oral statement 
given to the Oireachtas Committee by the Institute of Obstetricians and 
Gynaecologists. 

I 

The revised Section 26.5 comes into effect from the tune of it? adoption by the 
Medical Council and now replaces the earlier Section 26.5 of 'A Guide to 
Ethical Conduct and Behaviour'. 

With best wishes. 

Yours sincerely 

Professor Gerard Bur) 
President 



Copyr~glit The M c d ~ c ~ l  C ~ ~ L I I  
Amendment No I F~f th  Edmon 1998 

Approved by the Medical Council, Ireland, at its meeting 
un 12 September 2001 and published in Duhlin, December 2001 



APPENDIX 

(Reference page A407 The All-Party Oireachtas Committee on the 
Constitution - Fifth Progress Report -Abortion) 

1 .  The Institute of Obstetricians and Gynaecnlogists i h  thc professional 
body representing the speciality of Obstetrics and Gynaecology i n  
Ireland. The ExecuLive Council of ihc Institute has examined the Green 
Paper on Abortion and the mrmbrrs have been consulted. We welcome 
the Green Paper, which provides a comprehensive, up Lo date and objec- 
tive analysis of the issues arising in the care of the pregnant woman. Our 
expertise is in the medical area and our comments are confined to these 
aspects. 

2. In current obstetricnl practice rarc co~nplications can arise where thcra- 
peutic intervention is required at a stagc in p r e p a n d  when there will be 
little or no prospect for the survival ofthe haby, due:to extreme immatu- 
rity. In these exceptional situations failure to intervene may result in the 
death of both mother and baby. We consider that there is a fundamental 
difference between abortion carried out with the intentiim of taking the 
life of the baby, for example for social reasons, and the unavoidable death 
of the baby resulting from essential trcntment to protect the life of the 
mother. 

3. We recognise our responsibility to provide aftercare for women who 
decide to leave the State for termination of pregnancy. We recolnmend 
that full support and follow up services be made available for all women 
whose pregnancies have been tw-minated, whatever the circumstances. 


