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 Although the Hippocratic Oath is an oath of ethics, 
the State chose the same Oath to legally confer the title 
of “Physician” to an individual. No one can be included 
in the Roll of registered physician unless he has taken this 
oath. There must be a reason, no doubt. For thousands of 
years, evidenced by the Hippocratic Oath, a physician’s 
first duty is to do no harm. In fact, practice of medicine 
enjoys a status as an autonomous profession concerned 
with doing right and avoiding wrong.1 

 When called to “compulsory service” in times of 
epidemics or national emergencies, the State expects 
nothing less from a physician but to heed the call to arms. 
Perhaps that is the rationale why the State requires an 
individual to take the Oath of Hippocrates before granting 
the necessary license to practice medicine. But behind the 
seemingly straight forward demand, individual physician 
delicately balance his duty to treat and his instinct for 
life-preservation. One wonders if the framers of the law, 
the Code of Ethics and the Courts consciously balanced 
the legal duty to treat communicable disease and the risk 
of bodily harm.

 It is interesting to note though that “[r]efusal of a 
physician to attend a patient in danger of death is not 
a sufficient ground for revocation or suspension of his 
registration certificate if there is a risk to the physician’s 
life.”2 Furthermore, the Code of Ethics states that “[i]n an 
emergency, provided there is no risk to his or her safety, 
a physician should administer at least first aid treatment 
and then refer the patient to the primary physician and/
or to a more competent health provider and appropriate 
facility if necessary.”3 It would appear then, in its simplest 
interpretation, that if “there is a risk to the physician’s life” 
there is no legal compulsion to treat. Stated otherwise, 
if “there is no risk to his or her safety,” one has the legal 
compulsion to treat.

 Though stated in a direct manner, one must define 
what degree of risk would give an unequivocal meaning 
to the two aforementioned statements. At first blush, one 
can be tempted to construe that the degree of “risk to 
the physician’s life” is left or should be left to one’s own 
definition. However, that is not so. The case of Bragdon 
v. Abbott4 is instructive in defining the degree of risk 
mentioned in the Code of Ethics and the Medical Act of 
1959. In this case, a dentist refused to provide treatment 
to an HIV infected patient because he concluded that 
rendering treatment poses a significant risk to his health 
and safety.

 The basic argument addressed by the Supreme 
Court is should the court defer to a [treating physician’s] 
professional judgment in determining whether or not a 
medical treatment poses a direct threat to the health or 

safety of others. “Direct threat” is “a significant risk to the 
health or safety of others that cannot be eliminated by 
a modification of policies, practices, or procedures or by 
the provision of auxiliary aids or services.”5 Because few, 
if any, activities in life are risk free, the argument do not 
ask whether a risk exists, but whether it is significant.6 

 The Supreme Court ruled that “[t]he existence, or 
nonexistence, of a significant risk must be determined from 
the standpoint of the person who refuses the treatment or 
accommodation, and the risk assessment must be based 
on medical or other objective evidence.  As a health 
care professional, [he] had the duty to assess the risk of 
infection based on the objective, scientific information 
available to him and others in his profession. His belief that 
a significant risk existed, even if maintained in good faith, 
would not relieve him from liability. To use the words of the 
question presented, [the healthcare provider] receives 
no special deference simply because he is a health 
care professional.”7 (internal quotations and citations 
omitted) “A health care professional who disagrees with 
the prevailing medical consensus may refute it by citing a 
credible scientific basis for deviating from the accepted 
norm.”8

 In conclusion, “a risk to the physician’s life” before it 
becomes a lawful and valid reason not to render treatment 
to a patient with a communicable disease must first satisfy 
the condition that such risk “cannot be eliminated by 
a modification of policies, practices, or procedures or 
by the provision of auxiliary aids or services.” Moreover, 
“the risk assessment must be based on medical or other 
objective evidence” and not merely on one’s arbitrary 
and capricious assessment. 

References

1. Kevin H. Theriot & Ken Connelly, “Free to do no harm: Con-
science Protections for Healthcare Professionals,” 550 Arizona 
State Law Journal 49:0549 [2017]

2. Section 24, The Medical Act of 1959 [R.A. 2382, as amended]
3. Article II, Section 3, Code of Ethics of the Philippine Medical 

Association 2008
4. 524 U.S. 624, 1998
5. Id.
6. Id.

XV

Philippine Journal of Internal MedicineLegal Prescription


