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IT is generally accepted that the basic foundations of the doctor-patient relationship
are mutual trust and confidence. From the time of Hammurabi, 2,500 BC, codified

medical ethics reflected this element of confidentiality. The oath of Hippocrates, 24
centuries ago, stated the same and about 1800 the first relatively modern code of medical
ethics put forward by Dr Thomas Percival, stated as its first principle, " The principal
objective of the medical profession renders service to humanity with full respect for the
dignity of man. Physicians should merit the confidence of patients entrusted to their
care, rendering to each a full measure of service and devotion ", and later " A physician
may not reveal the confidences entrusted to him in the course of medical attendance
unless he is required to do so by law, or unless it becomes necessary in order to protect
the welfare of the individual and the community ". This was reaffirmed in the 1948
Declaration of Geneva, " I will respect the secrets which are confided in me ".

The importance and strength of these ethical codes lie in the realisation that they
are fundamental prerequisites for the full and frank disclosures to the physician by the
patient. " Thus the policy underlying confidentiality is the promotion of health and
welfare of the patient and the reputation of the profession by engendering certainty in
the mind of the patient and the public that intimate details or derogatory factors will not
be disclosed " (Cass and Curran, 1965). In Britain, unlike some other countries, the right
of privacy has not yet received legal recognition although a Bill to establish this was only
narrowly defeated in the House of Lords in 1961.

However, it is clear that many problems exist when deciding how rigidly to hold to
this concept ofprivacy between doctor and patient. The people with access to confidences
represent an ever-expanding circle with the development of the health team, whether in
general practice or in the hospital service. Also it must be remembered that as well as

expecting confidentiality the patient expects good medical care.
" The balance between

confidentiality and good clinical care is very fine. No one is likely to complain louder than
the patient when relevant information from the previous medical history is not available "

(Witts, 1967).
We are now only too conscious of the concern about the increasing encroachment on

the individual's privacy. In the area of medical practice many developments are

taking place which are likely to threaten this important basic privilege unless adequate
precautions are taken. It is not enough for confidentiality to be preserved.it is essential
that it is also seen to be preserved and clearly indicated that the profession is fully aware
of its importance.

The general practitioner has the responsibility for maintaining confidentiality and
particular protection of privacy in view of the special relationship that he enjoys with his
patients as their personal physician. For this reason we feel it most important that the
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Royal College of General Practitioners should take an active part in resolving these
difficult and important problems.

For various reasons, this seems a most appropriate time for the College to make its
views known. First, the extent to which public opinion is currently being expressed
signifies the considerable degree of disquiet and concern. Secondly, with the intended
development of the area health boards and the subsequent integration of the National
Health Service it seems most important that the problems of confidentiality in an ever-

enlarging system of communication should be constantly under review. Thirdly, related
to the development of the Seebohm plan and the greater integration of the social and
medical services how far the patient's confidences should be made known to all concerned
is clearly of great importance. Finally, having entered the Common Market, we hope that
the College will be most actively involved in discussions on this and wider medico-ethical
subjects in the Councils of the Community.

The various facets of the problems of maintaining confidentiality in medical care
are occupying the attention ofmany interested parties. We have limited our attention to
those which are specially relevant to the activities of general practitioners. The areas
which we considered important are summarised below.

1. General ethical problems
The general practitioner is often faced with problems of maintaining confidentiality as a
result of his loyalty to the individual patient, the family, and the community. This
difficulty was highlighted recently by the much-publicised report of a doctor who notified
the parents of a 16 year-old girl that she was taking contraceptive pills, although the
information had been given to him in confidence. It was then stated by the President of
the General Medical Council's Disciplinary Committee that it was " found proved that
the information you received from the Birmingham Brook Advisory Centre in confidence,
but.in the particular circumstances of this case the Committee do not regard
your action in disclosing the information referred to in the charge as improper." (General
Medical Council, 1971). It was felt that a doctor must act according to his own conscience.

Often, the doctor is required by law to provide information about his patient.
notification of infectious diseases, industrial poisoning and drug addiction is required
by various statutory authorities. In these cases this may be acceptable, but in the case of
venereal disease confidentiality may be considered to be more important and here
secrecy is maintained by the special venereal diseases regulations, thus showing that the
significance of confidentiality is clearly related to the content of the information.

A conflict of interests clearly arises when a patient's health might be a source of
danger to the community, as for example a driver who has recently suffered a myocardial
infarct and who refuses to disclose his condition because of a fear of losing his job. Does
the duty of his doctor to society override that of keeping his patient's confidences? Here
again, the doctor must act according to his conscience, but it is important that he sees
his professional role as concerned with the needs of the community as well as those of
his individual patients, the balance between these often conflicting duties may be very
difficult to maintain. " Once other considerations are allowed to enter this relationship
between doctor and patient, whether they spring from the explicit recommendations of
another doctor, the supposed needs of the community or the declared requirements of
the State, the doctor must be immediately on his guard. Pressures of this kind are now
numerous and it would be tragic if in ministering to the needs of the community, medical
men ever allotted second place to the needs of the individual." (British Medical Journal,
1971). Such a statement focuses attention on an issue of the utmost importance and one
for which there are no easy or generally applicable answers. Our ethical code is highly
developed with regard to our relationship to the individual patient but one must question
whether it adequately provides for the needs of the community.
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2. Within the practice
(a) Communications within the practice
Everyone working within a practice building should understand the importance of and
need for confidentiality. Most breaches of confidentiality are not undertaken voluntarily
or maliciously but occur through lack of foresight on the part of those concerned. When
considering non-professional administrative members of the practice, such as secretaries
and receptionists, the need to outline the importance of confidentiality and privacy lies
clearly with the practitioner. The importance of this area has been recognised by those
organising the training courses for medical secretaries (Drury, 1969). It might be help¬
ful if a statement embodying such points was drawn up to be signed by the various
individuals concerned, as is done by Ann Cartwright of the Institute of Community
Studies in training research interviewers.

Difficult questions arise when one has to decide whether all those who are concerned
in a therapeutic relationship with the patient should have free access to all relevant inform¬
ation. The fact should be recognised that sometimes the patient wishes the confidence to
remain with the individual to whom it was given. This consideration is becoming
increasingly important as a consequence of the rapid development of group practices and
health centres and the associated emergence of the health team, with the attachments of
district nurses, midwives, health visitors and social workers. When such a team works
solely within an individual practice the problems can usually be clearly identified and
resolved by personal discussion. More difficulties tend to arise in cases where the attach¬
ment is more distant involving workers with other allegiances, and sometimes of different
disciplines and with different attitudes towards confidentiality. One example that has
received considerable publicity has been the relationship with the new social service
departments.

The importance of arriving at a mutually acceptable code of ethics is clearly of the
utmost importance if an optimum working relationship is to be achieved. The activities
of the British Association of Social Workers in this field are to be warmly welcomed and
it is a problem that warrants the greatest attention of all concerned (British Association
of Social Workers, 1971).

(b) Clinical records
Much of the information that is recorded is useful only for a limited period, at least
for service use, and it is open to question whether it should all be regarded as sacro¬
sanct to be preserved in perpetuity. Certainly many patients may rightly be disturbed
at the idea that some of these details may pursue them throughout their lives. As men¬
tioned previously, it is important to remember that certain information that is given is
done so purely because of the personal relationship that has been established with the
patient, and discretion should therefore always be used in deciding what recording should
be made. Similarly the content of records should be studied with this in mind before
forwarding notes to other colleagues.

Computerised records, data banks and record linkage were considered to be outside
the remit ofthis committee. It should, however, be stated that before personal information
is recorded in such systems it would seem imperative that one is aware of what inform¬
ation is to be available and to whom, what steps are to be established to control the use to
which the information might be put, and what factors are to be considered in coming to
these decisions. It is clear that at all times the needs of the patient should be protected.
(c) Practice organisation and design
The maintenance of confidentiality within a practice is, to a large extent, dependent on
the physical design of the building. Are the doors adequately soundproofed? How is
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the telephone sited in the reception area? Is there a soundproof screen available? Has
suitable space for the exchange of personal information been provided such as at the time
of registration, and is it sited in such a way that it is readily accessible and therefore
adequately used? The storage of records is important and the steps taken to ensure
that availability of files is limited to those for whom it is intended. The question of
whether clinical records should be locked should be carefully considered in view of the
number of burglaries of surgery premises recently.

3. Non-clinical communication

The practitioner is often requested to provide clinical information about his patients to
individuals in no way concerned with their medical care and this presents considerable
problems with regard to confidentiality. The most frequent example is that of sickness
certification. Firstly there is the statutory requirement to complete certificates for national
insurance benefit to be paid and the recipients of these certificates are covered by the
Official Secrets Act. Besides these, however, there is the increasing demand from
employers for private certificates justifying absence from work. The relationship between
this individual and the patient makes the loss of confidentiality much more significant.
Certainly the doctor is not obliged to provide relevant medical details other than that
the patient is unfit for work but it is disturbing how often a definite diagnosis is
demanded and by refusing this a doctor might well cause his patient to suffer con¬
siderable difficulties. The idea that anyone should be entitled to know the medical
details of an individual is something that should be severely questioned. When medical
information is requested on good grounds, such as in applications for re-housing,
or for the completion of insurance policies, this should wherever possible be conveyed
to a medical colleague if not, efforts must be taken to ensure that the recipient is aware of
his responsibility tojnaintain confidentiality.

4. Research

A stimulus for the present study was given by the controversy over the national morbidity
survey undertaken by the Royal College of General Practitioners in conjunction with
the General Register Office and clearly great care and attention must be given to
confidentiality in such work. The College and the profession as a whole have a well-
developed ethical code in this field but vigilance must always be maintained, especially
when there are conflicting interests between the research worker and those who will be
affected by any loss of confidentiality.the patients.

5. Education

The increasing scope of education that is being carried out in the setting of general
practice will affect the confidentiality of clinical information. Much teaching takes
place within the consulting room and it is important that we look carefully at the effect
this may have on the doctor-patient relationship by introducing a third party into this
' confidential transaction \

Arising out of these observations, we would like to make the following recommen¬
dations to Council:

1. Council should make a public commitment to the principle of professional
confidentiality.

2. Council should try to represent its members on any relevant professional
committee considering confidentiality, either in this country or in the Common
Market.

3. Council should take a lead in stimulating discussion or initiating action, either
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within the framework of the College or in that of the profession as a whole,
when relevant issues about maintaining confidentiality arise.

4. Council should advise the Headquarters Sub-committee concerned with under¬
graduate and vocational training to ensure that enough emphasis is given to
the subject of confidentiality in medical practice, and that it should be
discussed as often as is considered appropriate during the college courses
of continuing education.

5. Council should advise the Research Committee that in all questions of research
the patient's right to privacy should be respected and all reasonable steps taken
to ensure that his identity is satisfactorily concealed.
Research into this field of concern might also be encouraged with great benefit.

6. Council should encourage the Practice Organisation Committee to consider the
problems of confidentiality most seriously when discussing questions of the
design of practice premises and the development of the concept of the health
team.
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Addendum
The report from the Awards and Ethical Committee was approved by the Council of the Royal College of
General Practitioners in June 1973.

THE FAMILY

Who will care for the sick family ? The traditional family doctor is also in the process of dis¬
appearing. Will he be replaced by a doctor of the family trained for this specific purpose?
In certain countries, experiments are under way in which students are given charge of a family
from the very start of their medical training, and at the same time the accent is placed throughout
the curriculum on the psychosocial approach in individual and group health problems. Never¬
theless, it would seem more logical for this role to be taken over gradually by a team of health
and social workers, whose work in the homes would be one of their principal means of action,
naturally in co-operation with the members of the families themselves. It is an urgent and
essential task to prepare the members of such teams for theirjoint work and for this psychosocial
approach to health problems. Their activities will undoubtedly prove that, even in the twentieth
century, health begins at home.
World Health Organisation (1973). EURO/370. March.


