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8. When responding to allegations of failure to obtain informed consent, 

it is important for a doctor to show consistency in his response 

at all stages. For example, in the context of an SMC complaint, a 

doctor’s written explanation to the Complaints Committee should be 

consistent with his oral testimony before the Disciplinary Tribunal, 

and preferably be supported by contemporaneous documentary 

evidence. During the hearing before the Disciplinary Tribunal, 

the doctor’s oral evidence in examination-in-chief and in cross-

examination should likewise maintain consistency (for a simple 

explanation of examination-in-chief and cross-examination, 

please refer to “Medical Negligence – Understanding the Litigation 

Process”, SMA News March 2011 pages 12 and 13 or http://news.

sma.org.sg/4303/Negligence.pdf).

9. As the cases of EKW and LCH show, in a factual dispute over whether 

informed consent was obtained, oral and documentary evidence 

will be intensely scrutinised before the Disciplinary Tribunals 

and the courts. In legal proceedings where the dispute is over 

who said what in a discussion, clear, comprehensible, consistent, 

contemporaneous and complete documentary records that can 

substantially corroborate a doctor’s account will usually strengthen 

the doctor’s case and add to his credibility as a witness.

10. In LCH’s case, the High Court specifically mentioned and applied 

guidelines 4.1.2 and 4.2.2 of the SMC Ethical Code and Ethical 

Guidelines in its assessment of whether informed consent was 

obtained. (Please see the Annex for the two guidelines.) Doctors 

should therefore be familiar with these two guidelines on what should 

be discussed during consultations and what should be documented 

in case notes. It is perhaps prudent to adopt a rule of thumb that if 

in doubt, always document more within the case notes to show the 

essential points discussed with the patient.  

Annex

 These are guidelines 4.1.2 and 4.2.2 of the SMC Ethical 
Code and Ethical Guidelines:

4.1.2 Medical records
Medical records kept by doctors shall be clear, accurate, legible 
and shall be made at the time that a consultation takes place, or 
not long afterwards. Medical records shall be of sufficient detail so 
that any other doctor reading them would be able to take over the 
management of a case. All clinical details, investigation results, 
discussion of treatment options, informed consents and treatment 
by drugs or procedures should be documented.

4.2.2 Informed consent
It is a doctor’s responsibility to ensure that a patient under his care 
is adequately informed about his medical condition and options 
for treatment so that he is able to participate in decisions about his 
treatment. If a procedure needs to be performed, the patient shall 
be made aware of the benefits, risks and possible complications of 
the procedure and any alternatives available to him. If the patient 
is a minor, or of diminished ability to give consent, this information 
shall be explained to his parent, guardian or person responsible for 
him for the purpose of his consent on behalf of the patient.

A well-trained, sensible doctor is one of the most valuable assets 

of a community, worth today, as in Homer’s time, many another 

man. To make him efficient is our highest ambition as teachers, 

to save him from evil should be our constant care as a guild.


