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This issue of Myanmar Medical Council Newsletter includes a very sincere heartfelt letter to young 
newly graduated doctors on how to obtain registration and licensing, but more importantly on ethics and 
professionalism, code of conduct, integrity and what it means to be a “good” doctor.

To err is human but medical errors can prove fatal or cause harm to the patient in so many ways both physically, 
mentally and also financially. The article on “Medical Errors: Lessons from Experience” highlights the negative 
impact of these errors in the hospital and clinical settings.

This issue contains three interesting articles in the field of Surgery, focusing on Surgical training, Surgical 
safety and advancing surgical excellence in Myanmar, all of which should be read by every doctor, not only 
surgeons for information and awareness.

Management of Chronic Kidney Disease is not only a global health concern, but also a growing problem 
in Myanmar and the article deals with treatment to prevent progression of the disease and alleviation of 
symptoms.

A very important issue in Obstetrics is medical professional liability due to errors in diagnosis, treatment 
or management of complications and how to mitigate them. This impacts not only the mother and fetus or 
newborn, but also the doctor, resulting in legal disputes and unwanted adverse outcomes.
All in all, the Myanmar Medical Council Newsletter Vol. 1 No. 2 provides interesting and informative articles 
for doctors from all walks of life.

       Editor’s Notes
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မောင်မယ်သစ်လွင်ဆရာဝန်များထံပေးစာ
	 မောင် မယ်သစ်လွင်ဆရာဝန်များထံစာရေး
လိုက်ပါတယ်။ ၂၀၂၅ ခုနှစ်၊ ဇူလိုင်လ ၂၈ ရက် နံနက်
က ရန်ကုန်မြို့၊ မြန်မာကွန်ဗင်းရှင်းစင်တာ(Myanmar 
Convention Center) တွင်ကျင်းပခဲ့တဲ့ ဆရာဝန် 
(၁၂၀၀) ကျေ ာ်ကို ပြ န်တမ်းဝင်အရာရှိအဖြစ် ခန့်အပ်
တဲ့ အခမ်း အနားကို ညနေပိုင်း မြန်မာ့ရုပ်မြင်သံကြား
အစီအစဉ်တွင် ကြည့်ခွင့်ရ၍ လွန်စွာ ဝမ်းမြောက်မိပါ
တယ်။ တစ်ဆက်စပ်တည်းမှာပဲ ဆရာဝန် မ ှတ်ပုံတင်
နဲ့ဆေးကုသခွင့် လိုင်စင်များ လျ ှောက်ထားရန် လိုအပ်
ပါ ကြောင်းကိုလည်း အသိပေးလိုက်ပါတယ်။ ဆရာဝန် 
ဖြစ်ပြီး အလုပ်ရပြီဆိုတော့ ဆရာဝန်မှတ်ပုံတင်နဲ့ 
ဆေးကုသခွင့်လိုင်စင်တို့ကို ကိုင်ဆောင်ရ တော့မယ်။

	 သာမန်အားဖြင့် ဆရာဝန်ဘွဲ့ MBBS ရရှိပြီးသူ
တိုင်း အလုပ်သင်ဆရာဝန်အဖြစ်တာဝန် ထမ်းဆောင်
ပြီးပါက နိုင်ငံ့ဝန်ထမ်းအဖြစ်တာဝန်ထမ်းဆောင်ရန်
စီမံဆောင်ရွက်လေ့ရှိပါတယ်။နောက်တစ်ဆင့်အနေ
နှင့် ဆရာဝန်မှတ်ပုံတင်နှင့် အထွေထွေဆေးကုသခွင့်
လိုင်စင်လျှောက်ထားရန် လိုအပ်ပါတယ်။ ဆရာဝန်
မှတ်ပုံတင်ရရှိပြီးသော ဆရာဝန်တစ်ဦးသည် ဆရာဝန်
များ လိုက်နာရမည့် စည်းမျဉ်းစည်းကမ်း ဖေ ာက်ဖျက်
ခြင်းမရှိသည့် ကာလ ပတ်လုံး ဆရာဝန်အဖြစ်
အသိအမှတ်ပြုခြင်း ခံရမည် ဖ ြစ်ပါတယ်။ ဆေ းကုသမှု
လုပ်ငန်းများဆောင်ရွက်မည့် ဆရာဝန်တစ်ဦးအနေဖြင့် 
ဆရာဝန် မှတ် ပုံတင် နှ င့်အထွေထွေဆေ  းကုသခွ င့်
လိုင်စင်ကို မြန်မာနိုင်ငံဆေးကောင်စီတွင်လျှောက်ထား
နိုင်ပါတယ်။ ထိုသို့လျှောက်ထား ရာတွင် မြန်မာနိုင်ငံ
ဆေးကောင်စီ မှ သတ်မှတ်ထားသော လျှောက်လွှာပုံစံ
တွင် သက်ဆိုင်ရာဆရာဝန်ကိုယ်တိုင် အချက်အလက်
များ ပြည့်စုံစွာဖော်ပြ၍ လျှောက်ထားဖို့ လိုအပ်ပါတယ်။

	 သတ်မှတ်ထားသော လျှောက်လွှာပံုစံကုိ မြန်မာနုိင်ငံ 
ဆေးကောင်စီရံုး (သ့ုိမဟုတ်) မြန်မာနုိင်ငံ ဆေ းကောင်စီ၏ 
Website(www.myanmarmedicalcouncil.org.mm) 
မှ download ပြ ုလုပ်၍ ရယူနိုင်ပါတယ်။ လျှောက်လွှာ
နှင့်အတူ နိုင်ငံသားစိစစ်ရေးကတ်ပြားမူရင်းနှင့်မိတ္တူ၊ 
ဆေးပညာဘွဲ့လက်မှတ် မ ူရင်းနှင့်မိတ္တူ၊ အလုပ်သင်
ဆရာဝန် ပြ ီးဆုံးကြောင်း လက်မှတ် မ ူရင်းနှင့်မိတ္တူ၊ 
မွေးသက္ကရာဇ် မ ှန်ကန်ကြောင်း ထေ ာက်ခံစာမူရင်းနှင့် 
မိတ္တူ၊ ဓါတ်ပုံ(၃)ပုံ (၁ လက်မခွဲပတ်လည် နောက်ခံအပြာ
ရင့်ရောင်၊ အမျ ိုးသားဝတ်စုံ (သို့မဟုတ်) အနောက်တိုင်း

ဝတ်စုံများ ဝတ်ဆင်၍ အမျ ိုးသမီးများ ဆံပင်ကို သပ်ရပ်
စွာ စည်းထားရန်နှင့် ရင်စေ (သို့မဟုတ်) ရင်ဖုံးအင်္က ျ ီ
ပြောင်) တို့ကို ပူးတွဲ တင်ပြ၍လျှောက်ထားရမည်ဖြစ်
ပြီး မ ူရင်းစာရွက်စာတမ်းများကို မြန်မာ နိုင်ငံဆေး
ကောင်စီမှ စိစစ်ပြီးနောက် ချက်ချင်း ပြ န်လည် ပေ း
မှာ ဖ ြစ်ပါတယ်။ မ ိတ္တူများကိုသာ လျ ှောက်လွှာနဲ့
အတူ မြန်မာနိုင်ငံ ဆေ း ကေ ာင်စီ က လက်ခံရယူ
ထားမှာ ဖ ြစ်ပါတယ်။ ဆရာဝန်မှတ်ပုံတင်ကြေးနှင့် 
လိုင်စင် ကြေ းများကို မြန်မာနိုင်ငံဆေးကောင်စီမှ အခါ
အားလျော်စွာ သတ်မှတ်ထားသောနှုန်း ထားအတိုင်း 
ပေးသွင်းရမှာဖြစ်ပြီး ငွေသွင်းပြီး ကြောင်း ပြေစာ(အပြာ
ရောင်)ကို လျှောက်လွှာနှင့်အတူ ပူးတွဲ၍လျှောက်ထားရ
မှာ ဖြစ်ပါတယ်။

	 လျှောက်လွှာများကို မြန်မာနိုင်ငံဆေးကောင်စီ
မှ စိစစ်၍ လျှောက်လွှာတွင် အချက် အလက်များ ပြည့်စုံ
စွာ ဖော်ပြထားပြီး ပြ စ်မှုကင်းရှင်းသူဖြစ်ပါက ဆရာဝန်
မှတ်ပုံတင်နှင့် အထွေထွေ ဆေးကုသခွင့်လိုင်စင်ကို ရရှိ
မှာဖြစ်ပြီး ဆရာဝန်စည်းမျဉ်းစည်းကမ်း ဖေ ာက်ဖျက် 
ခြင်းမရှိသည့်ကာလပတ်လုံး ဆရာဝန်အဖြစ် အသိ 
အမှတ် ပြ ုခံရမည် ဖ ြစ်ပါတယ်။ အထွေထွေ ဆေ းကု
သခွင့်လိုင်စင် သက်တမ်းမှာ (၃)နှစ်ဖြစ်ပြီး (၃)နှစ်
ပြည့်တိုင်း သက်တမ်းတိုး ဆေ ာင်ရွက်ရန် လိုပါတယ်။ 
ဆေးကုသခွင့်လိုင်စင်သက်တမ်းမှာတစ်ဆက်စပ်တည်း
ဖြစ်ရန် လိုအပ်တဲ့ အတွက် ဆရာဝန်တိုင်း ဆေ းကုသ
ခွင့်လိုင်စင် သက်တမ်း မပြ တ်စေရန် သက်တမ်းတိုး 
ဆောင်ရွက်ခြင်းကို ဂရုပြုဆောင်ရွက်ရပါတယ်။ လိုင်စင် 
သက်တမ်းမရှိချနိ်တွင် ဆေးကုသမှု မှားယွင်းမှုဖြစ်ပါက 
လွန်စွာ အပြစ်ကြီးပါတယ်။

	 အဲဒါအပြင်ဆရာဝန်တုိင်း သိသင့်သိထုိက်သော 
မြန်မာနုိင်ငံဆေးကောင်စီ ဥပဒေစာအုပ်ကုိ တပါတည်း
ပေးလုိက်မည်ဖြစ်၍ ၎င်းတွင်ပါ အချက်အလက်များကုိ
လည်း သေချာစွာဖတ်ရှု လေလာပြးလုိက်နာ ဆောင်ရွက်
ရန် အထူးပင်အရေးကြီးပါတယ်။ အမေရိက၊ ဥရောပ
နိုင်ငံများတွင် ဆေ းကုသခွင့်လိုင်စင် သက်တမ်းတိုး
ရာတွင် Credit system (သို့မဟုတ်) Relicensing 
examination စနစ်များ အသုံးပြုပါတယ်။ ASEAN 
နိုင်ငံအများစုတွင် Credit system အသုံးပြုရန် စီစဉ်
ထားပါတယ်။ တစ်ချ ို့နိုင်ငံများ (ဥပမာ - Singapore, 
Malaysia, Indonesia, Philippines) တို့တွင် ကျင့်သုံး
နေပြီဖြစ်ပြီး မြန်မာနိုင်ငံတွင်လည်း ဆေ းကုသခွင့်
လိုင်စင်များ သက်တမ်းတိုးရာတွင် Credit system ကို
အသုံးပြု၍ ဆေ ာင်ရွက်ရန် စီစဉ်နေပြီဖြစ်ပါကြောင်းကို
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လည်း ကြိုတင် အသိပေးထားလိုပါတယ်။

	 မောင်တို့မယ်တို့ ဝန်ထမ်းအဖြစ် တာဝန်ထမ်း
ဆောင်ရာတွင် ရေ ာဂါကာကွယ်ခြင်း (Prevention)၊ 
ရောဂါစစ်ဆေးရှာဖွေခြင်း (Diagnosis)၊ ရေ ာဂါကုသ
ခြင်း (Treatment)၊ ကျန်းမာမှုပြန်လည် တည်ထောင်
ခြင်း (Rehabilitation)၊ သုတေသနပြုခြင်း (Research) 
နှင့် ဆေ းပညာသင်ကြားခြင်း (Teaching) စသည်ဖြင့် 
နယ်ပယ်အသီးသီးတွင် ပါဝင်ဆောင်ရွက် ကြရမှာ
ဖြစ်တဲ့အတွက် ဝန်ထမ်းဆရာဝန်များအနေဖြင့် ဆေ း
ပညာသင်ကြားရေး လုပ်ငန်း များတွင် ပါဝင်ဆောင်ရွက်
ခြင်း၊ ကျန်းမာရေးစီမံကိန်း (Health plan) မ ျား
ရေးဆွဲရာတွင် ပါဝင်ခြင်း၊ ကွင်းဆင်းဆောင်ရွက်ခြင်း 
(Surveys)၊ အလုပ်ရုံဆွေးနွေးပွဲ (Workshop) မ ျား 
တက်ရောက်ခြင်း၊ ညီလာခံ (Conference) မ ျားတွင် 
တက်ရောက်ဆွေးနွေးခြင်း၊ ဆေ းပညာ သင်ကြားခြင်း 
(Teaching)၊ သင်ရိုးညွှန်းတမ်းများ (Curriculum) 
များရေးဆွဲရာတွင် ပါဝင် ခြ င်း၊ Continuing Medical 
Education (CME) Program များတွင် ပါဝင်ဆောင်ရွက်
ခြင်းတို့ အတွက် Credit points များရရှိနိုင်ကြမှာဖြစ်ပါ
တယ်။

	 အထွေထွေ ဆေ းကုဆရာဝန် (General 
Practitioners) မ ျားအနေဖြင့်လည်း Conference 
များ တက်ရောက်ဆွေးနွေးခြင်း၊ အများပြည်သူများကို 
ကျန်းမာရေးဗဟုသုတ ဖြန့်ဝေခြင်း (Health awareness 
talks and Health education publications)၊ 
Continuing Medical Education (CME) Program 
များတွင် ပါဝင်ခြင်းများ အတွက် Credit points မ ျား 
ရရှိနိုင်ကြမည် ဖ ြစ်ပါတယ်။ ဝန်ထမ်းဆရာဝန်များ၊ GP 
ဆရာဝန်များ အနေဖြင့် Continuing Professional 
Development (CPD) Program များတွင် ပါဝင် ခြ င်း
များအတွက် Credit points မ ျားရရှိနိုင်ကြမည် ဖ ြစ်ပါ
တယ်။

	 သို့ဖြစ်၍ Credit points မ ျားရရှိရန်အတွက ်
မိမိဆောင်ရွက်သည့် လုပ်ငန်းများကို မ ှတ်သားထားရ
မည် ဖြစ်ပါတယ်။ အဲဒါအပြင် မောင်တို့မယ်တို့ ဆရာဝန်
များအနေဖြင့် ကျင့်ဝတ် သိက္ခာနှင့် စည်းကမ်းများ
ကို လိုက်နာစောင့်ထိန်းရန် အထူးလိုအပ်ပါတယ်။ ထို့
အတွက် မြန်မာနိုင်ငံဆေးကောင်စီမှ ရေ းသားပြုစုထား
သော Ethics and Code of Professional Conduct 
for Medical Practitioners စာအုပ်ကို လေ ့လာရန် 
တိုက်တွန်းလိုပါတယ်။ အဆိုပါ စာအုပ်ကို International 

standard ဖ ြစ်သော Declaration of Geneva and 
the World Medical Association – International 
Code of Medical Ethics နှင့်လိုက်လျောညီထွေ ဖ ြစ်
စေရန် ရေ းသားပြုစုထားတာ ဖ ြစ်ပါတယ်။ အဆိုပါ
စာအုပ်ကို ဆရာဝန်များအနေဖြင့် ဆရာဝန်မှတ်ပုံတင်
သည့်အခါနှင့် လိုင်စင်သက်တမ်း တိုးသော အခါများ
တွင် မြန်မာနိုင်ငံ ဆေ းကောင်စီ ဥပဒေစာအုပ်နှင့်အတူ 
မြန်မာနိုင်ငံဆေးကောင်စီမှ အခမဲ့ပေးနေပါကြောင်း ကို
လည်း အသိပေးလိုပါတယ်။

	 ယခုအခါ Myanmar Medical Council 
Newsletter ကို စတင်ထုတ်ဝေနေပြီ ဖ ြစ်ပါတယ်။ 
အဆိုပါ Newsletter တွင် Myanmar Medical Council 
၏ ရည်ရွယ်ချက်များ၊ မြန်မာနိုင်ငံဆေးကောင်စီဥပဒေ
မှ ကေ ာက်နှုတ်ချက်များအပြင် Ethics and Code of 
Professional Conduct for Medical Practitioners 
စာအုပ်မှ ကေ ာက်နှုတ်ချက်များ၊ ဆရာဝန်များ မ ှား
တတ်သည့် အမှားများ၊ ရေ ာဂါကုထုံး update မ ျားကို 
ရေးသားဖော်ပြထားပါတယ်။ ယခု ပထမအကြိမ်ထုတ်
ဝေခဲ့ပြီးသော စာစောင်တွင်ဆရာဝန်ကြီးများ ရေ းသား
သည့်ဆီးချ ိုရောဂါ ကုထုံးများ ဖော်ပြထားပါတယ်။

	 အဆိုပါ Newsletter ကို ဆရာဝန်များ ဆေးကု
သခွင့်လိုင်စင်များလျှောက်ထားခြင်း၊ လိုင်စင်သက်တမ်း
တိုး ဆောင်ရွက်သည့်အခါများတွင် ရရှိမည်ဖြစ်ပါတယ်။ 
Newsletter တွင် ပါဝင်သောအချက်များသည် Credit 
points များရယူရာတွင် အထောက်အကူ ဖြစ်စေမှာ ဖြစ်
တဲ့အတွက် သေချာစွာ လေ့လာမှတ်သားသင့်ပါတယ်။ 

	 အလျဉ်းသင့်၍ ဆရာဝန်များ၏ ကျင့်ဝတ်နှင့်
ပတ်သက်၍ အနည်းငယ် ရှင်းပြလိုပါတယ်။

	 Medicine ဆိုသော စကားလုံးမှာ Latin 
ဘာသာစကား Ars “Medicina” မှ ဆင်းသက်လာခြင်း
ဖြစ်၍ “the art of healing” ဟု ဘာသာပြန်ဆိုနိုင်ပါ
တယ်။ ဆေ းကုသခြင်းမှာ science ပညာအပြင် arts 
ပညာ၏ အရေးပါမှုကို ဂရုပြုသင့်ပါတယ်။ လူနာများနှင့် 
ဆက်ဆံမှု Bedside manners ကို သတိထားစေလိုပါ
တယ်။ လူနာများကို ဂရုစိုက်ရန် (Concern)၊ ကိုယ်ချင်း
စာတတ်ရန် (Empathy) လည်း အရေးကြီးပါတယ်။ 
လွန်ခဲ့သော နှစ်ပေါင်း (၂၀၀၀)ခန့်က Hippocratic 
Oath ကိုအခြေခံသော Modern Hippocratic Oath ကို 
ဘွဲ့နှင်းသဘင်တွင်ရွတ်ဆိုကြရပါတယ်။ ရွတ်ဆိုရုံမက 
လိုက်နာကျင့်ကြံကြပါရန် ပြောကြားလိုပါတယ်။
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ဆရာဝန်များ၏ အဓိဋ္ဌာန်ပြု ကတိသစ္စာ
	 “ကမ္ဘာတစ်လွှား ကျေ ာ်ကြားထင်ရှား ခဲ့သော 
သမားဟူးရားကြီးများအား သက်သေထား၍ အကျွန်ုပ်
သည် ဤအဓိဋ္ဌာန်ပြု ကတိသစ္စာကို ရွတ်ဆိုသစ္စာပြုပါ
အံ့။”
၁။	ကျွန်ုပ်သည် လူသားအားလုံးတို့၏ ကိုယ်၏ 

ကျန်းမာရေး၊ စိတ်၏ ချမ်းသာရေးကို ကျွန်ုပ်၏ 
အရေးကဲ့သို့ ယူဆပါအံ့။

၂။	ကျွန်ုပ်သည် ဆေ းပညာ သင်ကြားပေးသော ဆရာ
သမားများအား မိဘသဖွယ် ရိုသေ လေးစားပါအံ့။

၃။	ကျွန်ုပ်သည် လုပ်ဖော်ကိုင်ဘက် ဆေ းပညာရှင်များ
ကို ညီရင်းအကို မောင်ရင်းနှမကဲ့သို့ လေ းစားစွာ 
ဆက်ဆံ့ပါအံ့။

၄။	ကျွန်ုပ်သည် သမားကောင်းတစ်ဦး၏ ကိုယ်ကျင့် 
တရားနှင့် မွန်မြတ်သည့် ဂုဏ်သိက္ခာ အစဉ်အလာကို 
ထိန်းသိမ်းပါအံ့။

၅။	ကျွန်ုပ်သည် ဆည်းပူးတတ်မြောက်ထားသော ဆေ း
ပညာဖြင့် ဂိလာနပုဂ္ဂိုလ်များ၏ ကျန်းမာရေးကို 
စေတနာမေတ္တာရှေ့ထား၍ လူမျ ိုးဘာသာ ဆင်းရဲ
ချမ်းသာမရွေး စွမ်းစွမ်းတမံ စောင့်ရှောက်ကုသပါအံ့။

၆။	ကျွန်ုပ်သည် ဂီလာနပုဂ္ဂိုလ်တို့အား ကုသစဉ် တွေ ့
မြင်ကြားသိရသည့် လျှ ို့ဝှက် အပ်သော အတွင်းရေး
ကိစ္စများကို ဖွင့်ဆိုအပ်သည်တို့မှလွဲ၍ မည်သည့်အခါ
တွင်မဆို ဖွင့်ဟ ခြင်းမှ ရှောင်ကြဉ်ပါအံ့။

၇။	ကျွန်ုပ်သည် လူသားတို့အား ဘေ းဥပဒ်ဖြစ်စေမည့်
ဆေး၊ သေစေတတ်သည့် ဆေးများကို ကိုယ်တိုင်ပေး
ခြင်းမှ သေ ာ်လည်းကောင်း၊ သူတစ်ပါးအား ပေ းစေ
ခြင်းမှ သော်လည်းကောင်း အခါခပ်သိမ်း ရှောင်ကြဉ်
ပါအံ့။

၈။	ကျွန်ုပ်သည် တရားမဝင်သော ကုသခြင်းတို့မှ အမြဲ
တစေ ရှောင်ကြဉ်ပါအံ့။

၉။	ကျွန်ုပ်သည် ဆည်းပူးတတ်မြောက်ထားသော ဆေ း
ပညာဖြင့် လူသားတို့၏ ဘဝနှင့် အသက်ကို တန်ဖိုး
ထား လေးစားစွာ ကာကွယ်စောင့်ရှောက်ပါအံ့။
“ယခု ကတိသစ္စာပြုသည့်အတိုင်း ဆေ ာင်ရွက်ပါ

သော် ကျွန်ုပ်သည် ကေ ာင်းကျ ိုးမင်္ဂလာ အဖြာဖြာနှင့် 
ပြည့်စုံပါစေသား။”

မောင်တို့မယ်တို့သည် မြန်မာနိုင်ငံအတွင်းရှိ ဆေ း
တက္ကသိုလ်များဖြစ်သော ဆေ းတက္ကသိုလ်(၁) ရန်ကုန်၊ 

ဆေးတက္ကသိုလ်(မန္တလေး)၊ ဆေးတက္ကသိုလ်(၂) ရန်ကုန်၊ 
ဆေးတ္ကသိုလ်(မကွေး)နှင့် ဆေးတက္ကသိုလ်(တောင်ကြီး)
များမှ အောင်မြင်သူများဖြစ် ပါတယ်။  ဆရာဝန်သစ်လွင်
များအနေနှင့် မြန်မာနိုင်ငံရှိ ဆေ းတက္ကသိုလ်များ၏ 
logo တွင်ဖော်ပြပါရှိသော “ဥပဌာနံ၊ အနုကမ္မာဒယာ” 
စာတမ်းမှာလည်း ဆရာဝန်တစ်ဦးသည် လူနာဝေဒနာ
ရှင်အပေါ် ဥပဌာနံ(Upadanam) - စိတ်ရောကိုယ်ပါ 
(Mindfulness) ယုယုယယ ပြုစုကုသရာတွင် အနုကမ္
မာ(Anoke kanma) - ကိုယ်ချင်းစာတရား (Empathy) 
လက်ကိုင်ထား၍ ဒယာ (Daya) – လူလူချင်း ညှာတာ
ထောက်ထား သေ ာအသိ (Sympathy, compassion, 
kindness) ဖ ြင့်ဆောင်ရွက်ရန် ဆေ းတက္ကသိုလ်မှ 
အောင်မြင်သူများကို မှာကြားထားခြင်း ဖြစ်ပါတယ်။

သစ်လွင်ဆရာဝန်များအနေဖြင့် လိုက်နာကျင့်သုံး
ရမည့် World Medical Association International 
Code of Medical Ethics, Duties of Physicians in 
General တွင်ဖော်ပြချက်များကို သိရှိရန်လည်း လိုအပ်
ပါတယ်။
၁။	ပရော်ဖက်ရှင်နယ်ဆန်သည့် အတတ်ပညာရပ်ဆုိင်ရာ 

ဆံုးဖြတ်ချက်များကုိ လွတ်လပ်စွာ အမြဲကျင့်သံုးပြး 
စံနှုန်းများကုိ အမြင့်ဆံုးထိန်းသိမ်းပါ။

၂။	လူနာများသည် ကုသမှုများကို လက်ခံနိုင်သလို ငြင်း
ဆိုပိုင်ခွင့် ရှိသည်ကို ကောင်းစွာ လက်ခံပါ။

၃။	ပုဂ္ဂိုလ်ရေး အမြတ်အစွန်း (သို့မဟုတ်) တရားမျှတမှု
မရှိသော ခွဲခြားဆက်ဆံမှု ဖြစ်နိုင်သော အဆုံးအဖြတ်
များကို မကျင့်သုံးရန်။

၄။	အရည်အချင်း ပြ ည့်ဝသည့် ဆေ းဘက်ဆုိင်ရာ 
ဝန်ဆောင်မှုများကုိ ကရုဏာထား၍ ကုိယ်ချင်းစာကာ 
လူ့ဂုဏ်သိက္ခာကုိ လေ းစားလျက် အသက်မွေးဝမ်း
ကြောင်းပြုပါ။

၅။	လူနာများ၊ လုပ်ဖော်ကိုင်ဖက်များကို ရိုးရိုးသားသား
ဆက်ဆံ၍ အရည်အချင်း မပြည့်မီသော လိမ်လည်မှု
တွင် ပတ်သက်သော ဆရာဝန်များကို သက်ဆိုင်ရာ
အာဏာပိုင် များထံ အစီရင်ခံတင်ပြရန်။

၆။	လူနာများ ညွှန်းပို့ခြင်း၊ ဆေ းဝါး ညွှန်ကြားခြင်းတို့
အတွက် ငွေကြေး အကျ ိုး ခံစားခွင့်များ မရရှိစေရ။

၇။	လူနာများ၊ လုပ်ဖော်ကိုင်ဖက်များနှင့် အခြား
ကျန်းမာရေး ပညာရှင်များ၏ အခွင့်အရေးနှင့် 
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Medical malpractice is a serious issue that can have devastating consequences for patients and their 
families. When healthcare professionals fail to meet the standard of care expected in their field, it 
can lead to injuries, complications, and even loss of life. If you or your loved one has been a victim of 
medical hospital or other healthcare provider made a malpractice of if you think your doctor. mistake, 
contact MMC.

Medical malpractice is a serious issue

ဦးစားပေးမှုများကို လေးစားပါ။
၈။	ပြည်သူလူထုအား ကျန်းမာရေး ဗဟုသုတမျှဝေ

ခြင်းသည် အရေးကြီး သေ ာအခန်းကဏ္ဍအဖြစ် 
အသိအမှတ်ပြုပါသော်လည်း ရှာဖွေတွေ ရိှချက်များ၊ 
နည်းပညာ အသစ်များအား ပရော်ဖက်ရှင်နယ် 
မဟုတ်သော လမ်းကြောင်းများမှ ကုသခြင်းမပြုရ။

၉။	ကိစ္စများကို ကိုယ်တိုင်ကိုယ်ကျ စိစစ်ပြီးမှ သက်သေခံ
ရမည် ဖြစ်ပါတယ်။

၁၀။	 စိတ်ပိုင်းဆိုင်ရာ (သို့မဟုတ်) ရုပ်ပိုင်းဆိုင်ရာ  နာမ
ကျန်းမှုများ ခံစားနေ  သူများအား အစွမ်းကုန်    
ကျန်းမာရေးစောင့်ရှောက်မှုပေးပါရန်။

၁၁။	 ဒေသန္တရနှင့် အမျ ိုးသားကျင့်ဝတ်များကို လိုက်နာ
ကျင့်သုံးရန်။

	 နိဂုံးချုပ်အနေဖြင့် ပါမောက္ခချုပ် ဆရာတော်
ဘုရားကြီး ဒေ ါက်တာ နန္ဒမာလာဘိဝံသ ဟေ ာကြား
တော်မူသော တရားတစ်ပုဒ်တွင် မ ှတ်သားထားသည့် 
ဟောပြောချက်ကို မျှဝေ လိုပါကြောင်း၊ ဆရာတော်ကြီး
က ဆေ းကုသခြင်းသည် အသက်အန္တရာယ်၊ ရုပ်ပိုင်း
ဆိုင်ရာ နာကျင်မှု၊ စိတ်ပိုင်းဆိုင်ရာ ဆင်းရဲမှု စတာတွေ
ကနေ  ကာကွယ်ပေးခြင်း၊ ဘေ းကင်းလုံခြုံမှုပေးခြင်း
အတွက် အဘယဒါနရရှိနိုင်၍ မ ွန်မြတ်သည့်လုပ်ငန်း 
ဖြစ်ကြောင်း၊ အသက်အလှူ၊ အသက်ကို ကယ်ဆယ်
ခြင်း/စောင့်ရှောက်ခြင်းအတွက် ဇီဝိတဒါနကို ရရှိနိုင်
ကြောင်းဟောခဲ့ပါတယ်။ ဝေဒနာရှင်လူနာများအနေဖြင့် 

ဆေးရုံဆေးခန်းများကို လာရောက် ပြသရာတွင် အလွန်
အားကိုး၍ လာကြခြင်းဖြစ်ရာ မေတ္တာစေတနာထား၍ 
ပြောဆိုဆက်ဆံကြပါရန်နှင့် သတိနှင့် ဆင်ခြင်တုံတရား
ထား၍ ဆေ ာင်ရွက်ပါက အလွဲအမှား နည်းပါးမည်ဖြစ်
ပြီး အောင်မြင်မည် ဖြစ်ကြောင်း ဟောထားပါတယ်။

	 အဲဒါကြောင့် ဆရာတော်ဘုရားကြီး မ ိန့်ကြား
တော်မူသည့် အတိုင်း လိုက်နာကျင့်ကြံ ဆောင်ရွက်ကြ
ဖို့တိုက်တွန်းရင်း သစ်လွင် ဆရာဝန်များ ဘဝတက်လမ်း 
ချောမွေ့ပြီး အစစအရာရာ အောင်မြင်ကာ ကိုယ်စိတ်နှစ်
ပါး ကျန်းမာချမ်းသာပါစေရန် ဆုမွန်ကောင်း တေ ာင်း
လိုက်ပါတယ်။

Dr  Myo Khin
President

Myanmar Medical Council
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 	 In the previous issue of Myanmar Medical 
Council Newsletter, medical errors, its magnitude in 
medical fields across the globe, what are the causes 
and how can they be prevented were mentioned in 
general terms. Now, to see the medical errors more 
vividly, I intend to present my personal experiences 
through the workflow of many hospitals and clinics 
for the patients from when they enter the hospitals 
up to the completion of the process of their 
management.

	 To minimize risks and improve the outcome 
result of hospital management, it may be more 
appropriate for the patients to follow a streamlined 
hospital workflow from the time they enter the 
hospitals to complete their care and discharge.

	 Hospital management regarding financing, 
site selection, hospital design and structure, services, 
staffing, car park, consultation rooms, waiting rooms, 
different departments etc. are of utmost importance. 
Permission for a hospital or clinic to operate 
(i.e., licensing) is regulated and controlled by the 
responsible department of the Ministry of Health to 
ensure safe and efficient patient management. Here 
I want to emphasize that whenever medical errors 
happen in a hospital compound, the management 
committee is responsible to a certain extent, and the 
controlling regulatory body also needs more vigilant 
action.

	 My sincere intention is to point out some 
issues which might affect on the patient in different 
stages of workflow in a hospital or clinic setting by 
different types of health care providers. Awareness 
of these issues will contribute to their reduction 
through education, sincerity, sympathy and empathy. 
Here are some possible issues as soon as a patient 
gets into a hospital. Some patients are not familiar 
with the hospital surroundings and are reluctant to 
ask for assistance. Some receptionists are unable to 
provide sufficient assistance to patients. The patient 
roams about, especially when the waiting room 
has not enough seats and is congested. Patients 
and attendants, filled with worry and anxiety, fail 
to notice pickpocketing and cheating. This kind of 
misadventure might be reduced by having more 
efficient staff in reception area and by installing 

Medical Errors: Lessons from Experience (2)
CCTV cameras in congested clinics. It is also 
essential to have correct identification data for every 
patient before consulting the clinician.

	 Regard and respect for the patients with 
due consideration for their confidentiality are the 
responsibility of the clinician. It is not ethical to have 
more than one patient at a time in a consultation room 
and discuss their illness in front of other patients. 
All clinicians know that proper history taking, and 
clinical examinations are obligatory for every patient 
before they are sent for further investigations in 
laboratory or imaging departments. These misguide 
some situations, where spot diagnosis is obvious and 
treatment planned without further investigations. 
Also, the history and clinical findings must be 
documented together with prescribed medication 
for follow-up visits.

	 It is quite amazing that some clinicians can 
finish outpatient consultation for many patients in 
a few hours. Especially in private hospitals and 
clinics, patients expect health care worthy of their 
expense. It is natural that every patient wants to 
know what his diagnosis is, how it is made, why such 
and such investigations are done, what the expenses 
will be and if possible, the prognosis of patients. If 
doctor patient relationship is not smooth, they will 
not hesitate to sue for any medical error or report 
to authority concerned or ask for compensation. So, 
clinicians need to be sympathetic, empathetic and 
compassionate to the patients regardless of race, 
religion and finance. In short, I urge every clinician 
to abide by the principles of medical ethics by 
Myanmar Medical Council for better doctor patient 
relationship and to upkeep our professional dignity 
and reputation.

	 It is the duty of a clinician to ask for 
investigations relevant to that particular patient. 
For example, errors of omission as well as errors 
of commission. Unnecessary investigations are 
non-beneficial for the patient as well as it can 
cause financial burden to some patients. Not every 
patient who visits a private clinic is financially 
well off. Some patients might have difficulty in 
covering the cost of excessive investigations. With 
sympathy and empathy, clinicians can get good 
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merit without losing their own money by selecting 
only the essential investigations for the patient’s 
benefit at the lowest cost. It is surprising to see a few 
clinicians request CT scan to do reduction of simple 
fracture on apparently healthy patients. There can 
be many reasons why more costly investigations 
are requested, but the most important factor is one’s 
own sincerity for the benefit of the patients (cost-
effectiveness).

	 Clinicians need to give time to obtain 
proper history taking and clinical examination 
and also explaining necessary information to the 
patients. Instructions regarding investigations and 
medications should be clear and well understood 
by the patients or patients’ attendants. They should 
also write down legibly in patient records book. 
If required, language translators should be used. 
Patients should also be guided by the hospital staff 
in following the clinician’s instructions to different 
departments to avoid unnecessary wandering in the 
hospital. Above all, the clinicians should be up to 
date in their knowledge and highly skillful through 
continuous professional development. They must be 
honest and good in public relations, always keeping 
in mind to do for the benefit of the patients.
	 This first meeting of the patient with 
clinician is of paramount importance for doctor 
patient relationship. Most of medical errors happen 
at this juncture when the doctors do not listen 
well, when the doctors do not talk well, when they 
are short-tempered, when they lack continuous 
professional development, when they do not have 
enough compassion, sympathy and empathy for 
their patients. Every clinician should review oneself 
impartially and try to improve with good intention 
for the benefit of patients.
	 The next level of workflow for the patient is 
encountering the cashier, who calculates all the costs 
including registration, record booklets, all types of 
different service charges by staff, consultation fees, 
procedures, and all the investigations requested, and 
materials used together with medications. These 
calculations should be accurate and correct. Over-
charging affects patients. Failure to include some 
investigations will require the patient to come back 
to hospital at extra cost and time.
	 Collection of samples for investigation must 

be done according to standard operation procedures 
(S.O.P.). Venepunctures should be done by well-
trained skilled people to avoid repeated punctures, 
bruising and phlebitis. Labelling of specimen in the 
laboratory must be immediate, accurate and correct, 
not to mix up patients’ names and samples. This can 
lead to reduction of mismatched blood transfusion. 
To get reliable test results, the machine should be 
of good quality, well maintained and calibrated by 
hospital engineers. The reagents should also be fresh 
and of reliable quality. ECG leads must be placed 
correctly and tracing done in quiet comfortable 
room after the patient’s rest without electrical 
disturbances.

	 Imaging procedures also need to be 
accomplished by well-trained technicians according 
to S.O.P. Radiologists doing ultrasound examination 
and interventional radiology and interpretation of 
the findings should be well experienced in their own 
field. Pathologists and microbiologists also play a 
vital role in investigation of pathological specimens 
as therapy depends on their reports. Pathology 
report involves many people like surgeons, nurses, 
specimen preservation, processing, sectioning, 
staining and examination by pathologists. It is better 
to have well-experienced dedicated pathologists in 
respective relevant field for examination. In doubtful 
situations, requesting a second opinion from a 
colleague is advisable for better and more definite 
diagnosis. Clinicians should also not hesitate to 
discuss with the specialists concerned to correlate 
the investigation result with clinical picture.

	 I still remember my professors’ teaching: we 
treat patients—not the X-rays or biopsies—while 
maintaining great respect for their diagnostic value 
and expert interpretations. Typing of a report also 
needs to be correct. Once I got a report of carcinoma 
of breast for a small excised mass on the thumb 
because of typing error for patient’s name and 
number. There were also unnecessary laparotomies 
due to misinterpretation of ultrasound examination 
of abdomen as gallbladder cholecystitis in patients 
with gastrointestinal upset.
	 Every hospital should have easily accessible 
emergency room where patients who need urgent 
treatment can be treated immediately and effectively 
by experienced clinicians. Resuscitation facilities 
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1.	 Includes not only conduct involving dishonesty and moral turpitude (corrupt. depraved or 
inappropriate behavior)

2. 	 Any act, whether by commission or omission, which has fallen below the standards of conduct 
which is expected of members of the profession.

3. 	 Any act which is reasonably regarded as disgraceful, dishonorable or unethical by medical 
practitioners of good repute and competency. (Ethics and Code of Professional Conduct for Medical 
Practitioners 2nd Edition February 2020 Myanmar Medical Council) 

Professional Misconduct
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like oxygen cylinders, suction machines, ECG 
machine, minor surgical set, defibrillator and full 
range of medications should be available, together 
with efficient hospital staff. Emergency room 
should be able to deal with minor problems and 
communicate with available specialist concerned.

	 I am not sure whether it is proper and ethical 
or not to mention a few of my experiences. Some 
specialists befriend medical officers in Emergency 
Department and patients’ wards to inform them 
when on-call services are needed. Once, a friend of 
mine brought his mother for consultation with me 
in Emergency Department out of office hours. He 
requested medical officer on duty to inform me. But 
the M.O. told him I was too old and tried to call 
another specialist of his own choice. My friend rang 
me up and I went to see this patient in E.D. I didn’t 
complain but I mentioned the incident in board 
meeting to let the management know.

	 In some hospitals, there were also 
misconceptions that ONLY orthosurgeons can deal 
with limb injuries even though bone and joints 
are not involved. Once I was in E.D. when an 
emergency patient was brought in. I was available 
on the spot but M.O. informed orthosurgeon. At that 
time the C.E.O. of the hospital was with me, and he 
asked M.O why he did not let me see the patient and 
informed ortho surgeon who is far away, The M.O.’s 
answer surprised me. He told C.E.O. that they were 
instructed to inform only orthosurgeons when there 

is patient with limb injuries. I am a general surgeon. 
That is why he informed orthosurgeon even though 
I was right in front of the patient.

	 Some staff at the reception area have bias 
in guiding the patients to relevant clinicians. Once 
I was in my consultation room. A patient from a 
district was looking for a surgeon in front of my 
room. It so happened that my daughter was also 
waiting for me there, and she saw the situation. She 
asked the staff why did she not guide the patient 
to the available surgeon at that moment. Her reply 
was simple, because her friendly surgeon had not 
arrived yet. I feel such unfair practice should be 
avoided in medical practice with due respect to the 
right of patients to get prompt medical care and to 
the clinician’s dignity.

	 It is understandable to give priority to urgent 
patients, old and frail patients for consultation, but 
there are many incidences when consultation is 
done according to wishes of the hospital staff. Such 
biased relations should be avoided in hospitals and 
clinics. Most of these issues are now remedied by 
guidelines from Ministry of Health and hospital 
management committee for effective healthcare 
management system.
 

Professor Mya Thein Han
Member

Advisory Committee
Myanmar Medical Council
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Chronic kidney disease (CKD), which represents a 
significant global health concern, is characterized 
by a gradual decline in kidney function, leading 
to complications such as electrolyte imbalance, 
cardiovascular disease, and immune dysfunction. 
CKD is characterized by the presence of kidney 
damage or an estimated glomerular filtration rate 
(eGFR) of less than 60 mL/min/1.73 m², persisting 
for 3 months or more. CKD is usually asymptomatic 
until it reaches stages 4 and 5.

The KDOQI guidelines recommend screening high-
risk populations, which include individuals with 
hypertension, diabetes mellitus, and those aged 65 
or older. This screening should involve urinalysis, 
measurement of urine ACR, serum creatinine, 
and estimation of GFR, preferably using the CKD 
Epidemiology Collaboration (CKD-EPI) equation.

There is no curative treatment for CKD; however, 
treatments are aimed to prevent progression and 
symptoms. Treatment depends on the stage of CKD; 
the main treatments are lifestyle changes, drugs to 
control high blood pressure and high cholesterol, 
dialysis  and kidney transplant in advanced (stage 
5) CKD.

Lifestyle changes
The following lifestyle measures are usually 
recommended: (1) stop smoking; (2) eat a healthy, 
balanced diet; (3) restrict salt intake to less than 6g 
a day (around 1 teaspoon); (4) do regular exercise 
( at least 150 minutes a week); (5) reduce alcohol 
intake (the recommended limit of 14 units of alcohol 
a week); (6) lose weight if overweight or obese; 
and, (7) avoid over-the-counter non-steroidal anti-
inflammatory drugs (NSAIDs), such as ibuprofen. 

Diet
Little clinical trial evidence for protein restriction 
exists. The MDRD study randomized patients to 
different levels of protein restriction but found no 
statistically significant difference in the rate of GFR 
decline. Observational data from prospective cohorts 
suggest that plant based diets are associated with 
less CKD progression. Evidence is also emerging to 
suggest that increasing fiber intake benefits the gut 
microbiome, decreases inflammation, and possibly 
slows CKD progression. 

Management of Chronic Kidney Disease for Physicians
Medicine
There is no medicine specifically for CKD.  
Judicious use of potentially toxic medication with 
individualized approach is important.

High blood pressure
All CKD patients need to be evaluated for anemia, 
hypertension, metabolic acidosis and bone 
and mineral disorders. Systemic hypertension, 
proteinuria, hyperlipidemia and metabolic acidosis 
cause the progression of CKD and need to be treated 
aggressively. About 85% of CKD patients have 
hypertension. Good control of blood pressure is vital 
to protect the kidneys. The blood pressure should be 
down to below 140/90mmHg in patients with CKD. 
And it should be down to below 130/80mmHg if 
they have diabetes. Angiotensin converting enzyme 
(ACE) inhibitors or angiotensin-II receptor blocker 
(ARB) are often used. Sacubitril/valsartan should be 
used if there is associated heart failure. 

Diabetes or high ACR
In patients with type 2 diabetes or a high albumin to 
creatinine ratio (ACR), an SGLT2 inhibitor, such as 
dapagliflozin, as well as medicines for high blood 
pressure is recommended. Dapagliflozin helps 
to lower blood sugar and can reduce damage to 
kidneys. Finerenone, blocking the action of certain 
hormones that can damage kidneys may be  taken 
with dapagliflozin. GLP-1 receptor agonists have 
also been shown to improve kidney outcomes 
among patients with type 2 diabetes.

High cholesterol
Patients with CKD have a higher risk of cardiovascular 
disease, including heart attack and stroke. This is 
because some of the causes of kidney disease are the 
same as those for cardiovascular disease, including 
high blood pressure and high cholesterol. Therefore, 
statins (atorvastatin and simvastatin) can be used 
to reduce the risk of developing cardiovascular 
disease. Statin can be combined with ezetimibe if 
high cholesterol is refractory to statin therapy. 

High potassium levels
Patients with CKD can develop hyperkalaemia  
leading to muscle weakness, stiffness and tiredness, 
arrhythmia and heart attack. It is important to avoid 
high-potassium foods, potassium supplements and 
some medicines used to treat high blood pressure 
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and heart failure.  Sodium zirconium cyclosilicate 
can be used to treat hyperkalaemia.  If hyperkalaemia 
is persistent in patients with CKD stage 3b to 5, 
or heart failure, sodium zirconium cyclosilicate is 
indicated particularly in the following situations: (1) 
a serum potassium level more than 6.0 mmol/litre; 
(2) not on renin-angiotensin-aldosterone system 
(RAAS) inhibitor; and, (3) not on dialysis.

Metabolic acidosis
Bicarbonate supplementation (e.g., serum 
bicarbonate <18 mmol/L in adults) to reach a serum 
bicarbonate target equal to 23 mEq/L. It can delay 
the progression of CKD.

Water retention
Both generalized oedema and puffy face are common 
in patients with CKD. Reduction of daily salt and 
fluid intake is necessary. Diuretics (furosemide) 
may be added. 

Anaemia
Patients with advanced-stage CKD develop 
anaemia. Patients with hemoglobin levels below  
10.0 g/dL benefit from subcutaneous erythropoietin-
stimulating agents. If there is associated iron 
deficiency, iron supplements are recommended.

Bone problems 
Accumulation of phosphate occurs in patients 
with CKD. Calcium and phosphorus levels are not 
useful in distinguishing acute kidney injury (AKI) 
from CKD. However, normal parathyroid hormone 
(PTH) levels suggest AKI rather than CKD.
Along with calcium, phosphate is important for 
maintaining healthy bones. But if phosphate level 
rises too much, it can upset the balance of calcium 
in the body and lead to thinning of the bones. 
Therefore, limit the amount food which are high in 
phosphate, such as red meat, dairy products, eggs 
and fish. Phosphate binders like calcium acetate and 
calcium carbonate may be necessary. They need to 
monitor their phosphorus levels and take phosphate 
binders with each meal. Patients with CKD also 
have low levels of vitamin D, which is necessary for 
healthy bones. Either colecalciferol or ergocalciferol 
supplement is required if vitamin D level is low. 

Glomerulonephritis
Kidney disease can be caused by glomerulonephritis 
as a result of the immune system disorder. A steroid 
or cyclophosphamide can be prescribed depending 

on renal histology.

Hyperuricemia
Patient with CKD and symptomatic hyperuricemia 
should be given uric acid–lowering intervention. It 
has been suggested not to use agents to lower serum 
uric acid in people with CKD and asymptomatic 
hyperuricemia to delay CKD progression. 

Ketoanalogues supplementation
More evidence is needed. 

Dialysis
To restore some of the kidney’s functions in 
advanced (stage 5) CKD, dialysis is recommended. 
There are 2 main types of dialysis, haemodialysis 
and peritoneal dialysis. Haemodialysis is usually 
done about 3 times a week, either at hospital or at 
home. Peritoneal dialysis is normally done at home 
several times a day, or overnight. Treatment with 
dialysis will usually need to be lifelong.

Kidney transplant
An alternative to dialysis for patients with severely 
reduced kidney function is a kidney transplant. This 
is often the most effective treatment for advanced 
kidney disease, but it involves major surgery and 
taking medicines (immune suppressants). Survival 
rates for kidney transplants are very good. About 
90% of transplants still function after 5 years and 
many work usefully after 10 years or more.       

Emerging evidence
Emerging evidence has indicated a significant role 
of the gut microbiota in CKD, and that dysbiosis of
the gut microbiota contributes to the progression 
of CKD towards end-stage renal disease. Specific 
probiotic strains, including Lactobacillus and 
Bifidobacterium, promote beneficial bacterial 
growth, suppress harmful bacteria, and exert anti-
inflammatory, antihypertensive, and antidiabetic 
effects. The combination of Streptococcus 
thermophilus, Lactobacillus acidophilus, 
Bifidobacterium longum, and Bacillus coagulans 
has demonstrated potential as a therapeutic 
formulation for CKD management in various 
studies, highlighting its promise in treating CKD; 
however, supporting evidence remains limited.
Endothelin receptor antagonists (eg., Atrasentan 
(SONAR)) have emerged as novel treatments for a 
variety of kidney diseases. More evidence is needed.
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Figure (1) General approach for patient with CKD

ACR=albumin-to-creatinine ratio; ASCVD=atherosclerotic cardiovascular disease; BP=blood pressure; 
CCB=calcium channel blocker; CVD=cardiovascular disease; eGFR=estimated glomerular filtration rate; 
GLP-1 RA=glucagon-like peptide-1 receptor agonist; HTN=hypertension; MRA=mineralocorticoid receptor 
antagonist; PCSK9i=proprotein convertase subtilisin/kexin type 9 inhibitor; RAS=renin- angiotensin system; 
SGLT2i=sodium-glucose cotransporter-2 inhibitor

Professor Khin Phyu Pyar
Former Head of Department of Medicine

Former Head of Department of Nephrology
 Defense Services Medical Academy 
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	 This is the presentation made at The Royal 
College of Surgeons of Thailand, 50th Annual 
Scientific Congress at Pattaya on 11-07- 2025. The 
Theme of ASEAN Federation of Surgery is Role of 
the Surgical Colleges in Quality Improvement.
	 The Republic of the Union of Myanmar 
is the largest country in the mainland South-East 
Asia with an area of 676578 KM2. It is bounded 
by People’s Republic of China, Lao People’s 
Democratic Republic, Kingdom of Thailand, Bay 
of Bengal and Andaman Sea, People’s Republic of 
Bangladesh and Republic of India. 
The country is divided into 15 States and Regions 
including Naypyidaw. It is further divided into 67 
districts, 330 townships, 64 sub-townships, 2891 
wards, 13698 village tracts and 64817 villages. 
About 75 to 80% of the population ar	e living in 
rural areas.
	 Myanmar has six Medical Universities, 
training under-graduate and post-graduate doctors 
to serve the country, namely University of Medicine 
1, Yangon established in 1927, University of 
Medicine Mandalay established in 1954, University 
of Medicine 2, Yangon established in 1963, Defence 
Services Medical Academy, established in 1992 and 
University of Medicine, Taunggyi, established in 
2015.
	 Regarding the History of Medical Education, 
the first course of Medical Sciences was started as 
Licenced Medical Practitioner (LMP) 4 year course 
at the Government Medical College and the Rangoon 
General Hospital in 1907. In 1923-1924 M.B.,B.S. 
course was introduced, and the foundation stone of 
the present building was laid in Myoma Kyaung 
Street, Lanmadaw, by the then Governor of Burma 
Sir Harcourt Butler on the 2nd day of February 
1927 and was completed in 1929 (Figure). The 
first M.B.,B.S Degree was conferred in 1930. In 
1946, the Faculty of Medicine was under Rangoon 
University and in 1954 another branch of Faculty of 
Medicine was established in Mandalay, which was 
moved under Mandalay University in 1958. Another 
Faculty of Medicine 2 was established in 1963 in 
Mingaladon. These Faculties of Medicine became 
stand-alone Medical Universities under Ministry of 
Health later. Defence Services Medical Academy 
was established in 1992 under the Ministry of 
Defence, University of Medicine Magway in 2001 

SURGICAL TRAINING IN MYANMAR
and University of Medicine Taunggyi in 2015 under 
Ministry of Health. 
	 Regarding the Department of Surgery, it 
had been started since 1927 by Colonel Scott as 
Professor and Head of the Department. From 1952 
onwards various Surgical Specialty Units were set 
up at Rangoon General Hospital.
Orthopaedic surgery (1952)
Urology (1957)
Oto-rhino_laryngology and maxillofacial units 
(1958)
Neurosurgery (1962)
Paediatrics and Cardiac surgery units (1965)
Thoracic surgery (1970}
Hepato-Biliary and Pancreatic surgery unit (2014).
Regarding the post–graduate training, before 
1970 the candidates were sent abroad for training 
especially to United Kingdom.
After 1970 all the candidates were trained locally. 
Diploma and Master courses commenced in 
Institute of Medicine 1 in 1970. Later the courses 
were expanded to other Universities.
Dr Med Sc courses was started in 1998 and PhD 
courses in 1999
For the candidates to attend M.Med.Sc (Surgery) 
Course, the requirements are one year government 
service, Certificate of completion of Central 
Government Employee Training Institute and sitting 
for the entrance examination which includes MCQ 
test and Viva. The candidate must pass the post-
graduate basic medical science course at year 1 end. 
It is a 3+2 year course.
	 The Curriculum includes Theory and 
Clinical training, Basic life support, Advance 
Trauma life support, Patient safety, Basic Surgical 
skill course, Basic Laparoscopy course, Basic 
Endoscopy course, non-technical skills for 
surgeons (NOTSS), Situation awareness, Decision 
making, Communication, Teamwork, Leadership, 
Examination and Dissertation.
	 During the first year, Basic Sciences and 
Principles of Surgery are taught. The candidates 
must attend Research methodology course.
Whole time Clinical training in General Surgery 
includes Ward rounds, attending out-patient clinics, 
attending emergency cases, assisting operations, 
operating under supervision in selected cases. They 
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must participate in weekly journal reading, monthly 
clinical meetings and monthly mortality reviews. 
Protocol submission for dissertation must be done, 
and they have to sit for the Applied Basic-science 
MCQ assessment test at the end of year 1. Only 3 
attempts are allowed.
	 At year 2, the candidates are sent to Speciality 
units and posted as rotation training to State and 
Divisional Hospitals. Urology 1month, Orthopaedic 
1-month, Paediatric Surgery 1month, Chest 
Surgery 1month, Cardiac Surgery 1month, Plastic 
and Maxillofacial Surgery 1month, NeuroSurgery 

1month, Anaesthesia and ICU 1month and 
Emergency Medicine 1month in rotation.
	 At year 3, full time clinical training in General 
and Emergency Surgery, Ward round teaching, 
participating in weekly Journal reading, monthly 
Clinical meeting, monthly mortality review, Topic 
discussions and Workplace based assessments and 
Dissertation submission are included. 
	 The candidates must take the final 
examination at the end of year 3 which comprises 
two written papers each of 3 hours duration, oral 
examination on Applied Physiology and Critical 
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care, Principles of Surgery and Operative Surgery, 
Surgical Pathology and Surgical Management and 
Clinical Examination which include 1 medium case 
and several short cases. 
	 The degree of Master of Medical Science, 
Surgery is conferred to those candidates who have 
passed the final examination and whose dissertation 
has been accepted by two assessors. Another two 
years post-master on job training is required for 
completion of (3+2) five years training.
	 Dr.Med.Sc (Surgery) courses started in 1998. 
It is a 3-year course. First year Protocol submission, 
second year Formative assessment and third year 
Summative assessment, Logbook assessment and 
Thesis defence.
	 Regarding International Degrees and 
training, we have had a good relationship with The 
Royal College of Surgeons of Edinburgh since 
1950. Many surgeons were sent to obtain FRCS 
degree and training to United Kingdom before 
1970. Later, Primary FRCS and FRCS examinations 
were conducted in Yangon by RCS Edinburgh. 
After the exam system changed in UK, MRCS and 
Intercollegiate MRCS examinations were conducted 
both in Yangon and Mandalay. During the Covid 
era, all the examinations were halted and have not 
been resumed since.
	 Surgical Society and Endoscopic Surgical 
Society of Myanmar have good relationship with 
Endo-laparoscopic Surgeons of Asia (ELSA) and 
Royal Australian College of Surgeons   (RACS ) and 
many Basic and Advanced Laparoscopic Surgery 
courses and hands-on workshops, Advanced Trauma 
Life Support (ATLS) and Advanced Surgical Skills 
for Exposure in Trauma (ASSET) were conducted.
We also have good collaboration with Royal College 
of Surgeons of Thailand (RCST) and Mekong 
Endo-Surgery Development Association (MESDA), 
Japan, South Korea and Singapore. 

QUALITY IMPROVEMENT
Regarding Quality Improvement we aim to achieve 
the following three objectives.
1. To improve the knowledge, skills and attitudes 

necessary to address the Global Burden of 
Surgical  Disease.

2. To emphasize strengthening Surgical System.
3. To promote Health Equity and Advocating for the 

right to Surgical care
These three objectives are further divided into nine 
Key competencies.
A. Understanding the Global Burden of Surgical 
Disease.
1. Global need
The Lancet Commission report highlighted that 
5 billion people lack access to safe, affordable 
surgical and anesthesia care when needed. 143 
million additional procedures are needed each year 
in low- and middle-income countries (LMICs) to 
save lives and prevent disability. About 75% of our 
population are living in rural areas with difficulty in 
transportation.
2. Burden of Disease
Surgical conditions account for about 30% of the 
global burden of disease.
Delays and lack of access lead to high death and 
disability rates (e.g., trauma, obstetric emergencies, 
abdominal emergencies).
3. Economic Impact
Without scale-up, LMICs will lose an estimated 
12.3 trillion $ in economic productivity by 2030 due 
to lack of surgical services.
B. Strengthening Surgical System
Strengthening surgical systems also strengthens the 
overall Health System (labs, anesthesia, oxygen, 
supply chains, work force) 

Core Targets to achieve
1. Access to timely essential surgery    - At least 80% 

of the population should be within 2 hours of a 
facility that can perform Bellwether Procedures 
(C-section, laparotomy, open fracture treatment)

2. Specialist surgical workforce density    - At least 
20 surgeons, anesthetists and obstetricians (SAO) 
per 100,000 population.

3. Surgical volume    - At least 5000 procedures per 
100,000 population per year.

4.Perioperative mortality rate (POMR)- Standardized 
tracking of deaths during or after surgery, aiming 
to reduce preventable mortality.

5. Protection against impoverishing expenditure    - 
100% protection from falling below the poverty 
line due to surgery costs.

6. Protection against catastrophic expenditure    - 
100% protection from spending >10% of 
household income on surgery.
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The indicators of health care system capacity 
(especially in the first-level hospital i.e., District or 
Rural hospital) are:
How essential and emergency surgical care can be 
provided, (WHO Essential and Emergency Surgery 
Tool Kit can be used).
How well Bellwether operations (emergency 
laparotomies, cesarean sections, treatment of open 
fractures) are carried out within two hours.
Benchmark to assess the availability of resources, 
skills and infrastructure needed to handle a broader 
range of surgical needs.
How much and how well guidelines for safe surgery 
and save lives by WHO is applied.
Ethical and Professional conduct
This is the most important thing for all the surgeons 
to abide.
Cultural Competency and Humility
Our country has more than 130 ethnic groups, it is 
very important to be aware of the local culture and 
practice.
Leadership and collaboration 
This is one of the surgeons’ non-technical skills 
which need to be nurtured because trained surgeon 
automatically becomes a group leader.
Research and Advocacy
This is important for progress.

C. Health equity and social justice
Surgery is indivisible from primary health care and 
Universal health coverage. It should be focused 
on ensuring that safe, life-saving surgical care 
is available at the first-level hospital as part of 
universal health coverage. 
Communication and interpersonal skills
This is also a part of non-technical skills for a 
surgeon to possess.
Surgical skills and knowledge
This is the most basic thing for a surgeon to achieve 
since the training starts and carries on improving 
through CME and CPD.

QUALITY ASSURANCE
Regarding Quality Assurance the following parties 
are responsible.
Ministry of Health
Myanmar Medical Council
Myanmar Academy of Medical Science

Myanmar Medical Association
-	 Myanmar Surgical Society
-	 Endoscopic Surgical Society (Myanmar)
-	 Myanmar Colorectal Surgical Society
-	 Myanmar Gastroenterologic Surgical 	
	 Society

One of my late teachers who served the Country as 
President of Myanmar Medical Council, Rector of 
University of Medicine 1, Head of the Department 
of Orthopaedics Surgery and Pioneer of Micro 
vascular Surgery in Myanmar reminded us that-
Quality is never an accident; it is always the result 
of high intention, sincere effort, intelligent direction, 
and skillful execution. (Quotes by John Ruskin) 
In conclusion, to improve the quality of Surgical 
care
-	 Knowledge can be improved
-	 Skills can be trained
-	 However, it is difficult to influence attitude.

Professor  Htun Oo
 Professor and Head (Rtd)

Department of Surgery, 
University of Medicine 1, Yangon                                                          

Past President, Myanmar Surgical Society
					   

Professor Moe Moe Tin
Professor and Head

Department of Surgery,
University of Medicine 1, Yangon 
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	 Good surgical practice rests on four domains 
adapted from the General Medical Council’s 
guidance: knowledge, skills and performance; 
safety and quality; communication, partnership 
and teamwork, and maintaining trust. Clinical 
governance sustains these domains through audit, 
education, risk management, and clear standards, 
so that surgeons continuously improve their care. 
This holistic approach ensures that technical skill 
is matched by professionalism, ethical conduct, and 
effective teamwork, forming the foundation for safe 
and competent surgical care.”
	 The pursuit of excellence in surgery is a 
universal principle, yet its application is profoundly 
local, shaped by the unique cultural, economic, 
and institutional landscapes of each nation. In 
Myanmar, this pursuit is guided by the dual pillars 
of internationally recognized surgical standards 
and the foundational regulations of the Myanmar 
Medical Council (MMC). Established under the 
Myanmar Medical Council Law of 2000, which 
replaced the earlier Burma Medical Council Act of 
1957, the MMC serves as the national regulatory 
authority governing medical practice. This article 
explores the symbiotic relationship between these 
pillars, arguing that the principles of good surgical 
practice are not an external imposition but a natural 
extension of the MMC’s mandate to ensure safe, 
ethical, and competent medical care for all citizens, 
a mission it has pursued since its reformation as a 
more independent body in 2015.
	 The fundamental duty of any medical council 
is to protect patients and uphold the integrity of the 
profession. The MMC fulfils this duty through its 
crucial functions: maintaining a register of qualified 
doctors, setting standards for undergraduate and 
postgraduate education, accrediting continuous 
professional development (CPD) programs, and, 
most significantly, handling disciplinary matters 
concerning professional misconduct. These functions 
collectively create a framework for accountability. 
However, a framework that only defines minimum 
standards and punitive measures for transgression 
is inherently limited. This is where the concept of 
“Good Surgical Practice” becomes indispensable. 
It moves beyond the basic question of “What must 
I avoid?” to answer the more aspirational one: 

Advancing Surgical Excellence in Myanmar: The Confluence of Good Practice and 
National Medical Governance

“How can I excel?” It provides a positive, practical 
roadmap for surgeons to not only meet but exceed 
their professional obligations as outlined by the 
MMC, thereby transforming regulatory compliance 
into a conscious commitment to quality. The 
MMC’s mission explicitly supports this, aiming to 
“foster good medical practice” and promote “high 
standards of medical education and training”.        
	 Good  surgical practice, at its core, is built upon 
a triad of principles: knowledge and skill, safety and 
quality, and professional integrity. For the Myanmar 
surgeon, the practical application of these principles 
begins with a dedication to lifelong learning, a 
concept central to the MMC’s emphasis on CPD. The 
MMC, in collaboration with international partners, 
has launched free online platforms and mobile apps 
to provide access to CPD resources for all medical 
practitioners, making continuous learning more 
accessible than ever. In a rapidly advancing field 
like surgery, maintaining competence is an active 
process. This involves systematically recording 
surgical outcomes and complications, engaging in 
regular audit cycles to compare personal practice 
against established standards, and dedicating time 
to learn new techniques and refresh old ones. This 
continuous improvement cycle directly supports 
the MMC’s goal of ensuring doctors remain fit to 
practice throughout their careers. It is a personal 
commitment that feeds into a collective elevation of 
the national standard of care.          
	 Furthermore, these principles champion 
a culture of teamwork and open communication. 
The modern surgeon does not operate in isolation 
but is the leader of a multidisciplinary team. Good 
practice demands clear communication with this 
team before, during, and after procedures to ensure 
everyone is aligned towards the single goal of 
patient safety. This includes structured briefings, 
respectful debriefings, and a psychologically safe 
environment where any team member can voice 
concerns. This cultural shift towards collective 
responsibility significantly reduces errors and 
improves outcomes. It also aligns perfectly with the 
MMC’s ethical codes that emphasize collegiality 
and respect within the profession. By fostering 
such environments, surgeons preemptively address 
issues that could otherwise lead to patient harm and 



Sept 2025, Vol : 1 , No 2Page - 17

Newsletter Myanmar Medical Council

subsequent disciplinary procedures. This is crucial 
in the context of Myanmar’s surgical community, 
which has a long history of fostering collaboration 
through entities like the Surgical Society.       
 	 The practical application of these 
international guidelines must be thoughtfully adapted 
to the Myanmar context. Resource constraints, 
varying levels of infrastructure between urban and 
rural settings, and specific public health challenges 
require a pragmatic approach. For instance, the 
principle of maintaining a surgical logbook can 
be adhered to through both digital platforms and 
simple, well-organized paper records—the key is 
consistent documentation, not the medium. Audit 
and quality improvement projects can start small, 
focusing on a single ward or a common procedure 
like antibiotic prophylaxis for laparotomies, 
generating valuable local data to guide practice. The 
MMC can play a catalytic role here by recognizing 
and accrediting such local, context-specific quality 
improvement activities as valid forms of CPD, 
thereby providing incentives for surgeons to engage 
in them. Furthermore, surgeons can utilize locally 
developed clinical guidelines and medical resources 
tailored for the Myanmar context to improve their 
practice.          
	 Finally, the aspect of maintaining trust—
through honesty, integrity, and respect for patients—
is the bedrock of both good surgical practice and the 
MMC’s ethical guidelines. This becomes practically 
evident in the process of informed consent, 
which in surgery is not a mere formality but a 
continuous conversation. It involves explaining 
complex information in a culturally sensitive and 
understandable manner, managing expectations, and 
ensuring the patient’s values and preferences and 
guiding decision-making. In a diverse country like 
Myanmar, this may involve engaging with family 
structures respectfully while ultimately prioritizing 
the patient’s autonomy. A robust consent process, 
documented thoroughly, is the strongest defense 
against misunderstandings and disputes, protecting 
both the patient and the surgeon and minimizing 
complaints that would otherwise come before the 
Council. The MMC’s authority to investigate and 
take action in cases of failure in conduct and ethics 
underscores the importance of this trust.
	 In conclusion, the adoption of good surgical 
practice principles is not a separate endeavor from 
compliance with the Myanmar Medical Council’s 

regulations; it is its highest expression. The MMC 
provides the essential “why”—the ethical and 
regulatory imperative for quality—while good 
surgical practice provides the “how”—a practical, 
actionable guide for daily professional life. By 
embracing these principles, Myanmar’s surgical 
community can proactively shape a future where 
exemplary patient care, professional pride, and 
a robust culture of safety are the norm. This 
commitment ensures that the trust placed in the 
medical profession by the people of Myanmar is 
not only preserved but strengthened, fulfilling the 
highest calling of both the surgeon and the national 
council that guides them.
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Introduction	
	
	 Ensuring patient safety in the operating 
theatre remains one of the most critical priorities 
in modern healthcare. Over the past decade, the 
Surgical Safety Checklist (SSC) has emerged as 
an invaluable tool in reducing preventable harm, 
improving communication, and strengthening 
teamwork among surgical teams. Introduced by the 
World Health Organization (WHO) in 2008, the 
checklist has been adopted globally and adapted to 
meet local needs — including within Myanmar’s 
surgical practice.
The Rationale for a Checklist in Surgery 
Surgical	 procedures	 inherently	 carry	
risks, whether the case is elective or emergency. 
Potential	 complications	 include		
wrong-site surgery, anaesthetic mishaps, retained 
swabs and instruments, and postoperative 
infections — events that can have devastating, often 

Surgical Safety Checklist: Cornerstone for Safer Patient Care
irreversible consequences. In busy operating rooms, 
especially where multiple surgeries are performed 
in rapid succession, the risk of human error rises. 
The checklist was designed as a structured safeguard 
to slow down critical moments just enough for the 
team to verify key details, align on the plan, and 
anticipate possible challenges.
Benefits of using Surgical Safety Checklist
Reduced Surgical Errors:
The checklist helps prevent errors like operating 
on the wrong site, wrong patient, or performing the 
wrong procedure.
Improved Communication:
It encourages better communication and teamwork 
among surgical staff, ensuring everyone is aware of 
the patient’s status and the planned procedure.
Lower Mortality and Morbidity:
Studies have shown that the checklist can 
significantly reduce both mortality and morbidity 
rates associated with surgical procedures.
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Enhanced Patient Safety:
By addressing potential risks and ensuring proper 
procedures are followed, the checklist ultimately 
enhances overall patient safety.
Multiple international studies have demonstrated that 
implementing the surgical safety checklist reduces 
surgical mortality by up to 47% and complications 
by more than one third. Beyond these numbers, the 
checklist fosters a cultural shift — moving the team 
away from “assumed understanding” to explicit, 
open communication. In resource limited settings 
similar to ours, studies have shown even greater 
impact, as the checklist compensates for variability 
in equipment, training, and staffing.
Structure of the Surgical Safety Checklist
•	 The WHO Surgical Safety Checklist consists of 

three distinct “pause points,” each with its own 
purpose:

1.Sign In (Before Induction of Anaesthesia)
•	 Confirm patient identity, planned procedure,and 

surgical site.
•	 Review allergies, airway risk, and risk of 

significant blood loss.
•	 Verify functioning of anaesthetic machine and 

monitoring equipment
2.Time Out (Before Skin Incision)
•	 Introducing all team members by name and role.
•	 Reconfirm patient and procedure, and ensure 

consent is in place. 
•	 Discuss anticipated critical steps, expected 

duration, and special equipment needs.
•	 Ensure antibiotic prophylaxis has been given 

within the optimal time frame.
3.Sign Out (Before Patient Leaves Operating 

Room)
•	 Count all instruments, sponges, and sharps
•	 Confirm the procedure performed and label 

specimens accurately.
•	 Review any key intraoperative findings and plan 

postoperative care.
Implementation in Myanmar
While the checklist’s structure is universal, 
successful use requires adaptation to local conditions. 
In Myanmar, factors such as multilingual surgical 
teams, occasional shortages of consumables, and 
variable operating room layouts must be considered. 
	 Our department has been implementing 
the checklist since its introduction and has been 

encouraging all the surgical wards to adapt to the 
culture of safety.
Barriers and Solutions
Some teams  perceive	thechecklist as an 
administrative burden or a delay to starting surgery. 
Addressing this requires:
•	 Demonstrating real world benefits with local 

data.
•	 Emphasizing that the Surgical Safety Checklist 

takes less than two minutes at each pause point.
•	 Recognizing and rewarding teams who 

exemplify good checklist practice.
Cultural and Professional Impact
•	 One of the most profound benefits of the 

Surgical Safety Checklist is the shift in 
operating theatre culture. It legitimizes speaking 
up across hierarchies: nurses can alert surgeons 
to concerns without hesitation; junior doctors 
can raise discrepancies in consent forms. This 
collaborative environment strengthens trust, 
reduces miscommunication, and unites all team 
members around a single priority — the patient’s 
well being.

Conclusion
The Surgical Safety Checklist is far more than a 
procedural formality — it is a daily affirmation of 
our commitment to safe, respectful, and coordinated 
patient care. For Myanmar’s surgical community, its 
consistent and sincere application offers a tangible 
path to reducing avoidable harm and improving 
outcomes. As educators and practitioners, we have 
both the privilege and responsibility to model this 
practice for the next generation of surgeons.                          
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	 Medical professional liability in obstetrics 
arises when a healthcare provider’s negligence 
during pregnancy, childbirth, or postpartum care 
results in harm to the mother or child. This can 
be triggered by errors in diagnosis, treatment, or 
management of complications, potentially leading 
to lawsuits and financial repercussions.
Common aspects of medical professional or 
medicolegal liability in obstetrics
(1)	 Negligence: A healthcare provider’s failure to 

meet the accepted standard of care, leading to 
patient harm. This can be failure of the care 
giver to give standard procedure or to the level 
expected.

(2) Causation: Establishing that the resulting 
injury or injuries has a direct link between 
the provider’s negligence or lack of clinical 
training. Example: ureter injury, bladder injury 
and bowel injuries. These possible injuries 
should be explained and counseled beforehand. 

(3) Quantifiable harm: extent of physical and 
psychological effects, including physical injury, 
emotional distress, and financial losses.

Common areas of liability
Fetal distress:  Failure to recognize and respond 
to signs of fetal distress during labor and delivery. 
This can be caused by primary care person, assistant 
to responsible Obstetrician and Obstetrician 
themselves.
Birth injuries: Injuries to the baby during delivery 
due to improper use of instruments or inadequate 
management of labor causing fracture of clavicle, 
humerus and femur etc.
Medication errors: Administering incorrect 
medications or dosages to the mother.
Failure to diagnose or manage complications: 
Not identifying and addressing conditions like 
pre-eclampsia, gestational diabetes, or postpartum 
hemorrhage. 
Inadequate prenatal care: Failing to provide 
appropriate monitoring, screenings, and counseling 
during pregnancy. 
Defensive Medicine:
The practice of ordering unnecessary tests or 
procedures to avoid potential liability, which can 
increase healthcare costs and potentially expose 

Medical Professional Liability in Obstetrics

patients to unnecessary risks.  
Impact on healthcare
Importance of patient safety initiatives:
Efforts to improve communication, teamwork, 
and adherence to protocols can reduce errors and 
potentially mitigate liability risks. 
Legal recourse:
	 Patients who have suffered harm due to 
negligence in obstetrics may pursue legal action to 
seek compensation for their damages.
General View
	 A surgical procedure has potential hazards 
not only for the patient but also for the surgeons, 
obstetricians and gynecologists and also the 
anesthesiologists in case of a medical error. 
Especially in obstetrics, there is a risk of bodily 
injury or death of both the mother and the fetus 
or newborn, with a potential claim of medical 
negligence. Maternal and perinatal deaths are 
unfortunate events for obstetricians globally and can 
be linked to negligence and litigation. The potential 
threat of a legal dispute and possible monetary 
compensation is ever present in everyday practice, 
and the monetary awards are often exorbitant.
It is worth noting that medical errors can occur 
regardless of the doctors’ experience. According 
to Vincent C et al.1994, 75% of obstetricians and 
gynecologists practicing in the North Thames 
region, United Kingdom, had been involved in 
litigation. This has resulted in doctors, especially 
obstetricians, having one of the highest insurance 
rates compared to any medical specialty.
Changes In Practice Patterns of Individual 
Obstetricians
	 There is no question that obstetricians 
themselves firmly believe that the current medical 
liability climate has prompted them to change the 
way in which they practice obstetrics. According 
to a 1985 survey by the American College of 
Obstetricians and Gynecologists (ACOG), 41 
percent of obstetricians surveyed reported that 
they have altered the way in which they practice 
obstetrics as a result of the risk of medical liability 
(ACOG, 1985).
Among these practices changes reported are 
(1)	increased use of testing and other diagnostic and 

monitoring procedures,
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(2)	increased use of written informed consent,
(3)	increased frequency of consultations with ther 

physicians,
(4)	increased attempts to provide written or taped 

information to patients, and 
(5)	more frequent explanation of potential risks of 

a recommended procedure (ACOG, 1985). The 
ACOG believes that, for the most part, these are 
examples of how the current liability climate has 
led to better patient care and has enhanced the 
physician-patient relationship.

Impact of Medical Professional Liability on the 
Obstetricians-Patient Relationship
The Importance of Trust:
Central to any discussion of the doctor-patient 
relationship since the time of Greek philosophers is 
the importance of mutual trust. Both observation and 
clinical research confirm that a patient’s confidence 
in his or her physician is central to the healing process 
(Cassell, 1976). Indeed, research has demonstrated 
the importance of the placebo effect, that is, clinical 
benefits that are associated with medical therapy but 
are not ascribed to the therapy itself. The placebo 
effect derives from the patient’s confidence in the 
doctor and in the therapeutic process.
	 In a survey of a sample of physicians who 
had been sued for medical malpractice in Cook 
County, Illinois, between 1977 and 1981, Charles, 
Wilbert, and Kennedy concluded that a medical 
malpractice suit was considered to be a serious 
and often devastating event in the personal and 
professional lives of the respondents. The results 
of their survey strongly indicate that the prevalence 
of medical malpractice litigation is perceived as 
undermining physicians’ self-confidence and career 
satisfaction (Charles et al., 1985).
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1.	A 45-year-old woman with a history of rheumatic 
fever presents with breathlessness and fatigue. 
ECG shows atrial fibrillation. What complication 
of mitral stenosis is most likely responsible for 
her arrhythmia? 
A. Coronary artery disease
B. Left atrial enlargement  
C. Left ventricular hypertrophy 
D. Pulmonary embolism 
E. Right bundle branch block 

2.	Papillary thyroid carcinoma is most likely to 
metastasize to:
A. Liver
B. Spleen
C. Lungs and lymph nodes 
D. Brain
E. Bone

3. An anxious 26-year-old primigravid woman in 
antenatal clinic, asks you about the benefits of 
breastfeeding. Which of the following is correct?
A. Breastfeeding should be initiated within ten         	

  hours of birth to maximize success
B. Colostrum has high levels of carbohydrates
C. Colostrum is especially rich in IgE
D. Colostrum is produced in small quantities    
     after the birth of the baby 
E. Mothers are advised to give exclusive 
    breastfeeding to their babies up to three     
    months

	
4.	A 6-month-old infant develops rhinorrhea, cough, 

wheezing, and chest retractions during winter. 
Chest X-ray shows hyperinflated lungs. Which is 
the best management strategy?
A.	Azithromycin for suspected bacterial      

superinfection
B. Intravenous immunoglobulin
C. Inhaled corticosteroids
D. Ribavirin antiviral therapy

Quiz Corner
E. Supportive care with nasal suctioning and 
     hydration. 

5. Primordial prevention is given special attention 
in the prevention of chronic diseases. Which of 
following is the primordial prevention of disease?
A. Preventing the complication and   consequences 

of disease 
B. Preventing the emerging of risk factors of  

disease  
C. Reducing incidence and prevalence of disease 
D. Preventing occurrence of new disease
E. Preventing permanent disability

6.	 Individuals with diminished capacity for 
healthcare decision making should have
A. Additional consent 
B. Additional counseling
C. Additional discussion
D. Additional protection. 
E. Additional restriction
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Three Pillars of Myanmar Medical Council Law 
Quality, Effectiveness, and Safety

•	 Patient-Centered: Focused on the individual needs and preferences of patients. 
•	 Evidence-Based: Uses the latest research and medical guidelines. 
•	 Efficient: Minimizes delays and unnecessary procedures. 
•	 Equitable: Accessible to all patients regardless of background.

•	 Accurate Diagnosis: Proper assessment and testing to identify health issues. 
•	 Appropriate Treatment: Using the best available treatments for specific 

conditions. 
•	 Follow-up and Monitoring: Ensuring continued care and recovery. 
•	 Preventative Care: Encouraging vaccinations, screenings, and healthy lifestyles. 

•	 Minimizing Errors: Reducing medical mistakes in diagnosis, prescription, and procedures. 
•	 Infection Control: Implementing strict hygiene and sterilization practices. 
•	 Proper Medication Use: Ensuring correct dosages and avoiding harmful interactions.

Pillar 1. Quality healthcare

Pillar 2. Effective medical care 

Pillar 3. Patient safety 
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