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set up to cater for our children’s education
and other future needs, and similar
arrangements to shield the family home.
We can structure the medical practice
as a limited liability company (Pte Ltd),
which will permit paying part of the
practice income to our spouse, by
making him/her a Director of the
company – and thus preserving this
portion should we become bankrupt.
There are other fairly easy, relatively
fuss-free, options – one does not have
to think in terms of offshore bank
accounts and “BVI companies”. But
we need first to acknowledge that
we are babes in the woods in this
sub-specialty, and then actively seek
professional advice on such matters.
SUMMARY
Imagining that we will be immune to
legal challenge, so long as we always
do our best for our patients, is selfinflicted hyper-myopia. All of us have
made professional mistakes in the
past, and will continue to do so in the
future, till the end of our medical
careers. Many of us, sooner or later,
will need assistance in medical defence
matters – and sometimes, not even
because of our professional mistakes.
It is for this reason that we need to
carefully study and select the medical
defence scheme that best applies to
our needs, from the (often very good)
choices available today.

Understanding the features and
limitations of the defence scheme
we choose is critical. In addition, we
need to admit to ourselves that
belonging to a medical defence scheme,
however good and strong it is at
the present, is no iron-clad guarantee
of help when we need it most, as only
a State-sponsored scheme will have
anything close to an assured life.
Doctors should therefore consider
this unavoidable risk, and take steps
accordingly. Some may feel the need
to subscribe to two independent covers,
because any one, however healthy
at the present, may fail in the future.
At a minimum, all doctors should charge
fees that reflect the risks they have
to assume on behalf of their patients.
In addition, we must take steps to
preserve our family and personal assets,
in case current medical defence is not
present, or not adequate, to prevent
personal financial disaster. With
greater confidence of safety, we will
be in a better position to meet our
patients’ needs more objectively, and
thus to serve them better as doctors.
Being forced to retreat into defensive
medicine because of fear of future
medico-legal challenge, is bad for
both doctor and patient. Careful
planning to meet the defence needs
of normal practice, and making
additional provisions for unimagined
needs that might deteriorate to
worst-case scenarios, will help reduce

that fear significantly. This will be of
significant benefit to everybody. ■
PERSONAL EXAMPLES OF TIMES
WHEN DEFENCE WAS NEEDED
Many years ago when I was a
Consultant Physician in Oxford, there
was a suggestion of negligence on
the grounds that we had missed the
diagnosis of carcinoma of prostate (the
subsequent cause of death) when a
patient was in hospital for another
medical condition. In fact, a tentative
diagnosis had been made and an
appointment for urological assessment
arranged prior to discharge. The patient
failed to keep the appointment and
was lost to follow-up. Although no one
was guilty, the entire team was made
to feel negligent – but the matter was
efficiently resolved through the good
offices of the MPS.
On another occasion, my professional
integrity was questioned when I
criticised what I believed to be an
irresponsible action on the part of the
Marketing Division of a food industry.
MPS arranged for a leading barrister
to pursue the matter. An apology was
received and all costs were covered.
J I Mann
Professor in Human Nutrition
and Medicine

Practice Matters

Making Quality
THE STANDARD OF HEALTHCARE
What do we know about the quality of
healthcare in general? That poor care
grabs everyone’s attention. There has
been enough research done the world
over for us to conclude that adverse
events occur not infrequently and
that medical errors happen in the
most developed healthcare systems.
In the United States, up to 98,000
patients die annually as a result of
medical errors 1. In Australia, 16.6%
of hospital admissions are associated
with adverse events 2. We also know
that up to 50% of these incidents are
potentially preventable.

Our Way of Life

THE BALL IN OUR COURT
For generations, the prime directive for
us all has been primum non nocere or
“firstly, do no harm”. While this is still true
today, the interplay of ever-developing
technology, sub-specialization and
complex delivery systems evident in our
hospitals and clinics produces conditions
that are inherently vulnerable to errors.
And even though the Singapore Court
of Appeal has encouragingly (from
the healthcare professional’s point of
view) taken the stand that healthcare
standards should best be decided by
practitioners themselves, we need to
get our house in order.

CHANGE IN ATTITUDE
We all recognize that there is the
inevitability of medical error since humans
are involved in the processes of delivering
that care. Yet, when an error occurs there
is an “instinctive” response of finding
some individuals to blame for the error
and to take punitive actions against
them. This needs to change. There are
certainly situations where negligence
or incompetence are the main causes
for poor patient outcomes, and in such
instances, a disciplinary approach
would be appropriate. However, the
vast majority of medical errors do not
arise because of major lapses by single
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individuals involved in the care of a
particular patient. Instead, these errors
are often due to deficiencies in the
healthcare delivery system. Moving
away from a “blame and shame” culture
allows critical areas to be recognized
and appropriate action to be taken.
ENSURING QUALITY
IMPROVEMENT
Besides a culture change, appropriate
systems must be set in place to reduce
the likelihood of error and of the patient
consequences that might result if it does
occur. To this end, the Ministry of Health
has been trying to facilitate quality
improvement through initiatives such
as the Quality Indicator Project and the
planned national system for non-punitive
reporting of serious adverse events. However,
to be able to make significant in-roads,
we need every healthcare professional
to play his part – from the top echelons
of leadership to every employee on the
ground. This is the basis for quality taking
root and flourishing, even in healthcare.
EQUIPPING HEALTHCARE
PROFESSIONALS
Equipping healthcare professionals
with the necessary skills and knowledge
is an integral component in our pursuit
for better healthcare. There needs to
be training in the quality tools to allow
for processes to be evaluated and
improved upon. In this respect, there is
much to learn from the others who have
gone on before us in the quest for
quality and safety in healthcare. The 2nd
Asia-Pacific Forum (APF) on Quality in
Healthcare will be held here in Singapore
from 11 to 13 September 2002 and
provides an excellent opportunity for
mutual learning and sharing. The Forum
is jointly organized by the Ministry of
Health, the National Healthcare Group,
SingHealth and the Singapore Medical
Association, in conjunction with the British
Medical Journal Publishing Group and
Institute for Healthcare Improvement.
This is the first time that a forum of
this scale is being held in Singapore. This
collaborative effort takes a significantly
different approach from the usual
scientific conference as it focuses very
much on teaching and stimulating
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discussion. In fact, one day of the 3-day
forum is set aside for mini-courses to
allow for a substantial amount of
learning through active participation.
Quality can be somewhat nebulous.
However, the scale of the forum allows a
broad spectrum of themes to be covered
(see sidebar on page 8). This not only
ensures that there is a diversity of
topics covered, but also something for
everybody – from the novice who wants
to find out something more about quality
improvement to the expert practitioner
who is championing for better healthcare.
QUALITY IS OUR WAY OF LIFE
In the end, we need to realise that
quality must be approached from a

positive angle. The way to achieve this
is to focus on achieving good care, as
we continually adapt our practice
to the demands of an increasingly
complex healthcare environment. As
healthcare professionals, we owe it to
our patients to actively engage in the
pursuit of quality healthcare and make
quality our way of life. ■
Clinical Quality Branch
Ministry of Health
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2ND ASIA PACIFIC FORUM ON
QUALITY IMPROVEMENT IN HEALTHCARE
11 - 13 (Wed - Fri) September 2002
Raffles City Convention Centre, Singapore

Themes
THEME 1: IMPROVING PATIENT SAFETY
• Creating a culture of safety
• Ensuring safe environments
• Learning from mistakes – anonymised reporting
• Ensuring safety of the workforce
• Whistle blowing
THEME 2: LEADERSHIP FOR IMPROVEMENT
• Leading from the front – the roles of management in quality
• Quality in a market environment
• Transforming organizations
• Building effective teams
• Promoting collaboration among professionals
THEME 3: MEASURING QUALITY AND BENCHMARKING FOR CHANGE
• Public reporting of data
• Audit and quality
• When to measure & when not to measure
• Tools for measurement of quality
THEME 4: EDUCATION AND TRAINING FOR IMPROVEMENT
• Quality improvement through education and training
• Generating enthusiasm among healthcare professionals
• Essential components of training for quality
• Learning from and with patients
THEME 5: IMPROVING HEALTH SYSTEMS
• Third party accreditation as a quality tool
• Involving patients/consumers in every part of health care
• Quality improvement in family medicine
THEME 6: IMPROVING THE CARE OF PATIENTS WITH CHRONIC DISEASE
• Redesigning systems for caring for those with chronic disease
• Self management by patients
• Evidence based care of those with chronic illness
• Shared care of those with chronic illness
• Disease management
THEME 7: THE EVIDENCE FOR QUALITY IMPROVEMENT
• Clinical improvement and evidence based health care
• The scientific basis for quality improvement
• Evidence based medicine, guidelines, and technology assessment as
components of high quality care

REGISTRATION:
Contact Ms Kwok Wai Mui at Tel: +65 6297 2822,
Email: kwokwaimui@mpgroupasia.com or register online at
http://www.quality.bmjpg.com

