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Abstract

Medical malpractice and patient safety are critical and interdependent concepts in

modern healthcare governance. In Nigeria, the legal and ethical frameworks that govern

clinical accountability remain fragmented, underdeveloped, and weakly enforced. This

study critically examines the intersection between medical malpractice and patient

safety, with particular focus on the Nigerian legal system and its responsiveness to

global standards. The research explores how medical negligence undermines patient

safety and analyses the extent to which current legal provisions, institutional

mechanisms, and ethical norms protect patients from harm. Drawing on doctrinal and

comparative methodologies, the study engages with statutes such as the National

Health Act 2014, the Medical and Dental Practitioners Act, and constitutional provisions

on the right to life and dignity, while juxtaposing Nigeria’s approach with legal

frameworks from the United Kingdom, United States, and South Africa.

The work also interrogates ethical principles such as duty of care, transparency, and

informed consent, highlighting tensions between professional conduct expectations and

real-world clinical practices. By reviewing relevant case law, disciplinary tribunal



decisions, and international instruments such as the WHO’s Global Patient Safety Action

Plan, the research exposes systemic gaps and legal ambiguities that perpetuate

impunity and compromise patient welfare. The findings reveal that while Nigeria

possesses some legal instruments for regulating malpractice, these are undermined by

poor enforcement, lack of patient awareness, and institutional inertia. The study

concludes by recommending robust legal reforms, enhanced ethical compliance

mechanisms, and institutional capacity strengthening to ensure safer healthcare

delivery and improved legal accountability in the Nigerian health sector.

INTRODUCTION

1.1 Background to the Study

The provision of health care services is predicated on the ethical imperative to “do no

harm.” However, despite this foundational ideal, instances of harm to patients due to

medical negligence continue to pose a serious global concern. The concept of patient

safety, which denotes the minimization or prevention of harm in healthcare delivery, is

intricately linked to the issue of medical malpractice. Medical malpractice refers to a

breach of duty by a healthcare professional through acts of omission or commission

which deviate from acceptable standards of care and result in injury to the patient.

Globally, the World Health Organization (WHO) has consistently emphasized the

urgency of addressing patient safety, revealing that millions of patients suffer



preventable harm annually due to medical errors. In response, many jurisdictions have

instituted legal frameworks to address medical negligence and enforce professional

accountability. In developed systems such as those in the United Kingdom and the

United States, elaborate tort and professional regulations exist to protect patients and

ensure that breaches in care attract consequences. These systems not only emphasize

legal sanctions but also advance ethical best practices aimed at promoting safe health

care environments.

In Nigeria, however, the healthcare system faces endemic structural, institutional, and

legal challenges that hinder the realization of safe medical practices. Medical

malpractice, while under-reported, remains a latent problem—fueled by poor regulation,

inadequate enforcement of professional standards, limited awareness of patients’

rights, and systemic underdevelopment in legal remedies. The consequences are far-

reaching, affecting patient trust, healthcare quality, and the integrity of medical

institutions. While the 1999 Constitution As amended guarantees the right to life and

dignity, there remains a legislative and enforcement gap regarding the safety and

accountability obligations of healthcare professionals.

Moreover, the ethical codes issued by the Medical and Dental Council of Nigeria (MDCN)

set professional conduct standards but lack the statutory force and institutional vigor

required for consistent application and deterrence. Many cases of harm caused by

negligence never reach the courts, and when they do, the evidentiary and procedural

hurdles are often insurmountable for affected patients. Hence, understanding how legal



standards and ethical practices intersect to promote or undermine patient safety in

Nigeria is not only important—it is necessary for reforming both health and legal

systems.

1.2 Statement of the Problem

In Nigeria, the incidence of medical errors is a growing concern, yet the corresponding

legal and ethical accountability mechanisms remain weak and underutilized. Medical

malpractice suits are rare, and when pursued, they suffer from delayed adjudication,

lack of expert testimony, and institutional non-cooperation. The absence of clear patient

safety laws, combined with outdated or under-enforced malpractice regulations,

perpetuates an environment where healthcare professionals are seldom held to account

for negligent practices.

One significant problem lies in the lack of a standardized definition and enforcement

mechanism for “acceptable medical practice” under Nigerian law. Unlike in jurisdictions

where the Bolam test or similar legal standards offer courts a structured approach to

determining medical negligence, Nigerian judges often struggle to apply consistent

criteria. Additionally, patients frequently face an imbalance of power, as they lack

access to their own medical records, cannot afford expert witnesses, or are simply

unaware that they possess legal rights to redress.

Ethically, while the MDCN’s Code of Ethics encourages accountability, patient protection,

and error disclosure, these ideals are more aspirational than enforceable. This has



created a culture of silence around medical errors and a reluctance within institutions to

admit liability or report unsafe practices. The result is a dual problem: one legal, and the

other ethical—both undermining patient safety and justice.

1.3 Aim and Objectives of the Study

The aim of this research is to critically interrogate the legal and ethical dimensions of

medical malpractice in relation to patient safety in Nigeria.

Specifically, the objectives of the study are:

i. To analyze the Nigerian legal standards applicable to medical malpractice.

ii. To examine the ethical obligations imposed on medical professionals in

promoting patient safety.

iii. To evaluate the effectiveness of institutional enforcement mechanisms such

as courts, professional councils, and hospital ethics committees.

iv. To carry out a comparative analysis of medical malpractice regulation and

patient safety enforcement in selected jurisdictions (UK, US, and South Africa).

v. To propose legal and policy reforms that will enhance patient safety and

reduce incidences of malpractice in Nigeria.

1.4 Research Questions

This study seeks to answer the following research questions:



i. What are the prevailing legal standards that govern medical malpractice in

Nigeria?

ii. How do ethical norms shape or challenge the protection of patient safety in

healthcare delivery?

iii. What are the institutional responses to breaches of patient safety in Nigeria?

iv. How does Nigeria’s framework compare with other common law jurisdictions

in terms of patient protection?

v. What reforms can be instituted to strengthen patient safety and medical

accountability?

1.5 Scope of the Study and Limitations of the Study

The study focuses on medical malpractice and patient safety within the Nigerian legal

and healthcare framework. It considers constitutional rights, statutory provisions (such

as the National Health Act 2014), professional guidelines, and judicial decisions. The

analysis will be informed by selected case law and disciplinary records from the

Medical and Dental Council of Nigeria. Comparative insights will be drawn from the

legal frameworks in the United Kingdom, the United States, and South Africa.

The study acknowledges certain limitations. First, there is a dearth of accessible

empirical data on medical malpractice in Nigeria due to underreporting and institutional

opacity. Second, many malpractice cases are settled privately or go unrecorded, limiting



the availability of precedents for legal analysis. Third, ethical considerations in clinical

practice are sometimes subjective and influenced by cultural and religious factors,

making uniform interpretation difficult.

1.6 Significance of the Study

This research makes a timely and significant contribution to Nigerian legal scholarship

by offering a critical exploration of the relationship between medical malpractice and

patient safety. It identifies weaknesses in existing legal structures and ethical

frameworks and proposes pathways for strengthening accountability in the health

sector. The findings of this study will be useful to legal practitioners, policymakers,

healthcare professionals, human rights advocates, and scholars interested in health law

reform.

For patients, it raises awareness of their rights and avenues for redress. For medical

practitioners, it underlines the importance of aligning clinical decisions with both ethical

and legal standards to avoid liability and preserve patient welfare.

1.7 Research Methodology

This research adopts a doctrinal legal methodology, relying on primary sources such as

statutes, judicial decisions, and constitutional provisions. Textual and content analysis

of professional codes, particularly those issued by the MDCN and the Nigerian Medical

Association (NMA), will complement legal analysis. A comparative legal method will be

employed to evaluate best practices from foreign jurisdictions, while limited empirical



references—such as tribunal reports and institutional statements, will serve as

illustrative supplements.

1.8 Chapter Summary

Chapter One provides the background, scope, and aims of the study, alongside

key definitions and methodology.

Chapter Two offers conceptual clarifications, theoretical frameworks, and a

review of relevant literature.

Chapter Three presents the international, Nigerian, and comparative legal and

institutional frameworks on medical malpractice and patient safety.

Chapter Four explores critical legal and ethical issues, systemic barriers, and case

studies of malpractice and institutional responses.

Chapter Five concludes the study, summarizes findings, identifies contributions

to knowledge, and offers recommendations for reform and further research.



CHAPTER TWO

CONCEPTUAL CLARIFICATIONS, AND THEORETICAL FOUNDATIONS AND LITERATURE

REVIEW

2.1 Conceptual Clarifications

2.1.1 Meaning and Nature of Medical Malpractice

Medical malpractice refers to the failure of a medical professional to exercise the

standard of care that a reasonably competent practitioner would provide under similar

circumstances, resulting in harm to a patient. It typically arises in situations involving

misdiagnosis, surgical errors, improper treatment, or failure to inform patients of risks.

Under Nigerian common law principles—largely inherited from English law—medical

malpractice is treated as a species of professional negligence. A cause of action is

established where a duty of care exists, the duty is breached, and the breach causes

harm to the patient.

The Nigerian courts have gradually recognized medical malpractice suits, although the

jurisprudence remains sparse. In Ojo v. Gharoro & Ors, the Supreme Court acknowledged

the duty of a medical professional to exercise reasonable skill and care, affirming

liability where such duty is breached. Thus, malpractice is not merely a question of

professional ethics but a legally enforceable standard with civil consequences. However,

unlike other jurisdictions with more defined legislative frameworks, Nigeria’s approach



still heavily depends on common law tort principles and a few statutory interventions.

2.1.2 Defining Patient Safety

Patient safety denotes the prevention of errors and adverse effects to patients

associated with healthcare. It is both a principle and a goal of healthcare regulation and

is concerned with minimizing avoidable harm during the delivery of health services. The

World Health Organization (WHO) defines patient safety as “the absence of preventable

harm to a patient during the process of health care and reduction of risk of unnecessary

harm associated with health care to an acceptable minimum”.

In the Nigerian context, patient safety has not received the statutory attention it

deserves. Although Section 23 of the National Health Act 2014 imposes a duty on

health establishments to maintain “safety and quality,” there are no enforceable

standards defining what constitutes a breach of patient safety or the legal

consequences thereof. As such, the concept remains more policy-oriented than judicially

actionable, despite being fundamental to the right to life and health under the

Constitution.

2.1.3 Standard of Care and Breach in Medical Context

The “standard of care” refers to the level and type of care that a reasonably competent

and skilled healthcare professional, with a similar background and in the same medical



community, would have provided under the circumstances that led to the alleged

malpractice. This standard serves as the benchmark for assessing liability in

malpractice cases.

In Bolam v. Friern Hospital Management Committee, the English court established the

famous Bolam test, which holds that a medical practitioner is not negligent if they acted

in accordance with a practice accepted as proper by a responsible body of medical

professionals skilled in that particular art. Though not codified in Nigeria, this standard

is often referenced in local jurisprudence. For instance, Nigerian courts have cited Bolam

in determining whether the conduct of a medical practitioner fell below the requisite

threshold of care.

A breach of this standard occurs when the healthcare provider acts in a manner that

deviates from this benchmark—whether through omission, commission, or recklessness

—and such breach results in injury or death. Establishing breach requires expert

testimony, which remains one of the most significant challenges in Nigerian malpractice

litigation.

2.1.4 Negligence and Liability in Healthcare

Negligence in medical law arises where a healthcare provider owes a duty to a patient,

fails to exercise reasonable care, and thereby causes harm. The liability is civil and may

give rise to claims in tort. To succeed in a claim, a patient must prove four elements: the

existence of a duty of care, breach of that duty, causation, and resulting damage.



In Donoghue v. Stevenson, the foundational elements of negligence were established,

including the duty to take reasonable care to avoid acts or omissions that can

foreseeably injure one’s neighbor. This principle, though arising from a product liability

case, has become essential in healthcare litigation globally, including in Nigeria.

In medical contexts, the relationship between a doctor and a patient automatically

establishes a duty of care. However, liability only arises where it can be shown that the

duty was breached and that the breach directly caused harm. This causation

requirement is often difficult to establish in the Nigerian setting due to the scarcity of

expert witnesses and poor medical documentation.

2.1.5 Error Disclosure and Ethical Obligations

One of the core principles of medical ethics is the duty to disclose errors. This duty

stems from the ethical imperatives of honesty, accountability, and respect for patient

autonomy. Disclosure involves informing the patient of any adverse event, including its

nature, cause, and the remedial actions being taken. While this is a routine expectation

in developed healthcare systems, in Nigeria, disclosure is rare and often avoided due to

fear of litigation, professional sanction, or reputational harm.

Ethically, the Nigerian Code of Medical Ethics requires that doctors act in their patients'

best interests and uphold transparency. However, because this duty is primarily ethical

and lacks clear legal enforceability, breaches of this obligation are seldom punished

unless gross negligence or fraud is proven. This gap between ethical norms and legal



enforcement limits the scope of patient protection in the Nigerian system.

2.2 Theoretical Framework

2.2.1 Utilitarianism and Risk-Benefit Analysis in Medicine

Utilitarianism, propounded by Jeremy Bentham and later refined by John Stuart Mill,

holds that actions are right if they promote the greatest happiness for the greatest

number. In medical practice, this theory justifies decisions that balance the risks of

treatment against its potential benefits. For instance, a risky surgery may be justified if it

has a high chance of saving lives.

However, in malpractice contexts, utilitarian reasoning can lead to moral hazards, where

doctors overlook individual harm in pursuit of broader medical efficiency. Legal

standards thus act as a safeguard, ensuring that no individual is sacrificed for

aggregate benefit without informed consent or procedural safeguards.

2.2.2 Deontological Ethics and Duty of Care

Deontology, associated with Immanuel Kant, emphasizes that actions must be judged

by their adherence to rules or duties, rather than by their consequences. In medical

ethics, this manifests as the duty to do no harm, to obtain informed consent, and to act

in the patient's best interest irrespective of outcomes.

The law reflects this in the imposition of duties on medical professionals to exercise due

care, honor confidentiality, and disclose material risks. A breach of these duties attracts



liability not because of harm alone, but because the act itself is wrongful and violates a

legally and ethically mandated duty.

2.2.3 Legal Positivism and Statutory Regulation of Medical Conduct

Legal positivism asserts that law is a body of rules laid down by a sovereign authority

and is valid regardless of its moral content. In healthcare, this theory underscores the

need for clear statutory standards defining professional conduct, malpractice, and

patient safety obligations.

The National Health Act, the MDCN Code, and tort principles are positivist instruments.

However, in Nigeria, their enforcement remains inconsistent, and legal positivism thus

reveals the disjunction between “law in books” and “law in action” in the regulation of

medical malpractice.

2.2.4 Human Rights-Based Approach to Patient Safety

A human rights framework treats patient safety not just as a policy goal, but as a

derivative of the right to life, dignity, and health. This perspective is supported by Article

16 of the African Charter on Human and Peoples’ Rights, which guarantees the right to

health, and Section 33 of the Nigerian Constitution, which guarantees the right to life.

This approach obligates the state to ensure that its health system protects individuals

from avoidable harm. Failure to regulate malpractice or ensure redress for negligence

can therefore amount to a violation of human rights, making governments accountable



at both domestic and international levels.

2.2.5 Systems Theory in Medical Error and Safety

Systems theory posits that errors in healthcare are rarely the result of individual

misconduct but arise from complex system failures—such as poor protocols, weak

supervision, and inadequate training. This theory encourages reform that focuses on

organizational change rather than personal blame.

The WHO’s Patient Safety Action Plan is grounded in this model. For Nigeria, embracing

a systems theory approach would require institutional reform in hospital administration,

health regulation, and professional oversight to address systemic causes of malpractice.

2.3 Literature Review

2.3.1 Global Trends in Medical Malpractice and Patient Safety

The intersection of medical malpractice and patient safety has attracted considerable

scholarly attention across jurisdictions. In many developed countries, medical

malpractice is treated not only as a civil wrong but also as a critical component of

patient safety strategy. In the United States, the Institute of Medicine’s landmark report,

To Err is Human, estimated that over 98,000 people die annually from preventable

medical errors, highlighting the urgent need for systemic reforms in hospital safety

practices.

In response, many countries have developed patient safety protocols and malpractice



litigation models that promote transparency, accountability, and compensation. For

instance, Sweden’s no-fault compensation system shifts the focus from blame to

rehabilitation and learning, thereby encouraging healthcare professionals to report errors

without fear of retribution. Similarly, the United Kingdom’s National Health Service

(NHS) implemented the “Duty of Candour” regulation, which legally obliges medical

institutions to disclose adverse events to patients and families.

These global innovations demonstrate a shift from individual blame to institutional

responsibility. Scholars such as Vincent and Amalberti argue that a culture of safety

cannot be achieved without legal structures that balance justice for harmed patients

with incentives for professional learning. This has influenced debates in countries like

Nigeria, where the focus is still predominantly on punishing practitioners rather than on

system reform.

2.3.2 Academic Debates on Legal Enforcement and Ethical Dilemmas

Legal scholars have raised concerns about the limitations of tort-based systems in

delivering justice to victims of medical negligence. Access to justice in malpractice

cases is often hindered by high evidentiary standards, lengthy procedures, and the cost

of litigation. In jurisdictions where legal enforcement is weak, victims either suffer in

silence or resort to informal settlements that rarely lead to systemic changes. This is

particularly true in Nigeria, where very few medical negligence cases are pursued to

conclusion in court.



Ethically, there is a growing body of literature advocating for disclosure, apology, and

fair compensation as alternatives or complements to litigation. Ethical error disclosure

protocols can improve patient trust and reduce litigation risks. However, such protocols

require a supportive institutional environment—something largely absent in Nigeria’s

healthcare sector.

Another dimension of the debate centers on the doctor-patient power dynamic.

Ogunbanjo and Knapp observe that many patients in African contexts do not question

doctors out of cultural deference, making informed consent a perfunctory rather than

substantive practice. This cultural dynamic has legal implications, as it affects whether

consent can be deemed truly voluntary and informed.

2.3.3 Gaps in the Nigerian Literature

Although there is some emerging literature on medical ethics and negligence in Nigeria,

the scholarship remains limited in both scope and depth. However, there is still a lack of

empirical studies, case law analysis, and doctrinal exploration of how Nigerian courts

apply legal standards to malpractice cases.

Additionally, little attention has been given to the systemic drivers of medical error in

Nigeria, such as institutional underfunding, inadequate supervision, poor record-keeping,

and lack of training in medical ethics. Most discussions have been theoretical, with

minimal engagement with how existing laws can be practically enforced to improve

patient safety.



Even more concerning is the near absence of scholarly literature on patient safety as a

human rights issue in Nigeria. While international authors have linked the right to health

with institutional obligations to ensure safety, Nigerian legal scholars have not

sufficiently interrogated how the Constitution and human rights frameworks can be

leveraged to litigate or reform unsafe practices.

2.4 Gaps in the Literature

From the reviewed materials, several critical gaps emerge. Firstly, there is a lack of

integrated analysis that brings together the legal, ethical, and institutional aspects of

medical malpractice and patient safety in the Nigerian context. Most available literature

treats these issues in isolation, thereby missing the intersectionality that this research

aims to uncover.

Secondly, there is inadequate case law commentary on how Nigerian courts interpret the

standard of care, causation, and burden of proof in medical negligence suits. Without

such analysis, legal reform efforts lack direction, and judicial decisions remain

unpredictable.

Thirdly, little empirical work has been done to document patient experiences,

institutional responses, and the functionality of disciplinary bodies like the Medical and

Dental Council of Nigeria (MDCN). Such data are critical for evidence-based reform.

Lastly, while there is growing recognition of the need for a patient safety framework in

Nigeria, there is a gap in proposing actionable legal models—whether through statutory



reform, administrative regulations, or hybrid systems that combine litigation with

alternative dispute mechanisms.

This research seeks to fill these gaps by providing a comprehensive doctrinal, ethical,

and comparative analysis of medical malpractice and patient safety, while proposing

viable reforms grounded in Nigerian realities and international best practices.

CHAPTER THREE

LEGAL AND INSTITUTIONAL FRAMEWORK

3.1 International Legal Instruments and Standards

3.1.1 WHO’s Global Patient Safety Action Plan



The World Health Organization (WHO) has been instrumental in shaping the global legal

and policy discourse on patient safety. In 2021, the WHO adopted the Global Patient

Safety Action Plan 2021–2030, which outlines strategic objectives for preventing harm

in healthcare delivery across all nations. The Plan recognizes patient safety as a

fundamental healthcare principle and frames it within the broader human right to health.

Though not legally binding, this Action Plan is a persuasive authority for countries like

Nigeria seeking to reform their safety frameworks. The WHO recommends that member

states institutionalize a safety culture through legal reforms, mandatory error reporting

systems, and professional education. Nigeria has yet to fully implement the Action

Plan’s core recommendations, particularly in areas of accountability and legal recourse

for medical harm.

3.1.2 The Universal Declaration of Human Rights

Adopted in 1948, the Universal Declaration of Human Rights (UDHR) is the foundational

international instrument guaranteeing the right to life (Article 3) and the right to health-

related well-being (Article 25). These rights, though broadly worded, have been

interpreted to include protection from harm during healthcare delivery.

In medical malpractice discourse, the UDHR provides a moral and interpretive basis for

asserting that failure to provide safe care constitutes a violation of basic human dignity.

Courts and lawmakers increasingly rely on this declaration, alongside regional human

rights instruments, to hold states accountable for systemic healthcare failures.



3.1.3 The UNESCO Declaration on Bioethics and Human Rights (2005)

The Universal Declaration on Bioethics and Human Rights, adopted by UNESCO in 2005,

further strengthens the patient safety discourse. Article 4 mandates that all medical

interventions respect the autonomy, dignity, and rights of individuals, while Article 8

obliges states to put in place measures that ensure “appropriate standards of care”.

Although Nigeria is a signatory, implementation has been largely nominal. The ethical

principles outlined in the Declaration—such as informed consent, transparency, and

accountability—have yet to be domesticated into enforceable statutory frameworks in

Nigeria. Still, the Declaration remains a potent advocacy tool for framing patient safety

within legal and ethical dimensions.

3.1.4 International Medical Liability and Safety Standards

International organizations such as the World Medical Association (WMA) have

developed guidelines and declarations—like the Declaration of Geneva and the WMA

Statement on Medical Liability—emphasizing doctors’ duties to minimize harm and

uphold patient safety. These instruments, though not binding, serve as soft law that

shapes national standards, court decisions, and professional regulation globally.

In jurisdictions like the UK and South Africa, courts frequently cite these international

standards to contextualize national liability rules. For Nigeria, these instruments provide

a template for developing a homegrown medico-legal framework that aligns with

international best practices.



3.2 Nigerian Legal Framework

3.2.1 The Constitution of the Federal Republic of Nigeria (1999)

The Nigerian Constitution is the supreme law and guarantees several rights that

intersect with patient safety. Section 33 guarantees the right to life, while Section 34

ensures the right to dignity and freedom from inhuman treatment. These rights are

implicated when patients suffer harm due to negligent medical practices.

Although the Constitution does not explicitly reference healthcare safety, courts have

interpreted these rights to include state obligations to prevent avoidable deaths,

including those resulting from substandard medical care. In Medical and Dental

Practitioners Disciplinary Tribunal v. Dr. Okonkwo, the Supreme Court recognized that

while a patient has a right to refuse treatment, medical decisions must still be guided by

professional responsibility and human dignity.

3.2.2 National Health Act 2014 – Quality and Safety Provisions

The National Health Act (NHA) 2014 is Nigeria’s principal statute on health care

regulation. Section 23 mandates that all health establishments implement quality

assurance systems and comply with prescribed safety standards. However, the Act

lacks a detailed enforcement mechanism for breaches of patient safety, and no explicit

penalties are attached to violations of its quality assurance provisions.

Furthermore, Section 20 of the NHA requires informed consent before any treatment,



establishing a legal foundation for patient autonomy and safety. Despite this,

enforcement remains a challenge due to lack of awareness, institutional resistance, and

judicial passivity.

3.2.3 The Medical and Dental Practitioners Act

This Act establishes the Medical and Dental Council of Nigeria (MDCN), which regulates

the practice of medicine and dentistry in Nigeria. It empowers the MDCN to set

professional standards and discipline erring practitioners. The MDCN’s Code of Medical

Ethics provides guidelines on standard of care, negligence, and the handling of patient

complaints.

While the Council has sanctioned some practitioners over gross negligence, its

enforcement record remains inconsistent, and many infractions go unpunished.

Moreover, decisions of the Tribunal can only be challenged at the Court of Appeal,

limiting access to redress for many patients.

3.2.4 Tort Law Principles Applicable to Malpractice

Medical malpractice in Nigeria is largely adjudicated under the tort of negligence.

Claimants must prove duty, breach, causation, and damage. Nigerian courts have

followed the English common law tradition, using cases such as Bolam v. Friern

Hospital and Roe v. Minister of Health as guiding precedents.

In Igbokwe v. University College Hospital, the court dismissed the plaintiff’s claim due to



failure to establish causation, showing how technical legal requirements hinder access

to justice. The legal framework lacks special procedural provisions for medical cases,

making it difficult for laypersons to navigate.

3.2.5 Ethical Codes by the MDCN

The MDCN Code of Ethics mandates that practitioners adhere to the principles of non-

maleficence, beneficence, and respect for autonomy. The Code requires immediate

reporting of errors and transparency in dealing with patient harm. However, the Code

lacks statutory backing and does not provide clear mechanisms for enforcement.

The absence of a regulatory culture that encourages self-reporting and institutional

accountability continues to undermine the ethical value of the Code. Without legal

incentives or protections, practitioners often avoid admitting fault, thus compromising

patient safety.

3.3 Comparative Legal Framework

3.3.1 United Kingdom: Bolam Test and Clinical Negligence Law

The United Kingdom has one of the most structured and judicially developed systems

for addressing medical malpractice. The primary legal tool for evaluating negligence is

the Bolam test, established in Bolam v. Friern Hospital Management Committee. Under

this test, a medical professional is not deemed negligent if their actions align with a

responsible body of medical opinion. This has served as the benchmark for determining



whether standard care was met in clinical settings.

However, the UK Supreme Court modified this position in Montgomery v. Lanarkshire

Health Board, where it held that a failure to inform a patient of material risks and

reasonable alternatives breaches the duty of care—even if it conforms to professional

standards. This shift aligns the standard of care with patient autonomy, extending

liability beyond mere clinical judgment to communication and informed consent.

The National Health Service (NHS) has also institutionalized the Duty of Candor, a

statutory requirement obliging healthcare providers to inform patients when safety

incidents occur. This legal evolution integrates ethics with enforceable obligations,

thereby creating a patient-centered framework.

3.3.2 United States: Malpractice Law and Patient Safety Organizations (PSOs)

In the United States, medical malpractice law is regulated at the state level but unified

around common tort principles. Unlike the UK’s reliance on judicial precedent alone, U.S.

malpractice suits are often governed by specific statutes, which set out damage’s caps,

procedural requirements, and expert affidavit mandates.

One remarkable innovation is the creation of Patient Safety Organizations (PSOs) under

the Patient Safety and Quality Improvement Act of 2005. PSOs collect and analyze data

on medical errors, offering a non-punitive space for learning while maintaining legal

confidentiality of disclosures. This has significantly enhanced institutional learning and

system-wide reforms.



Jurisprudence such as Canterbury v. Spence shifted the standard of informed consent

from a physician-based model to a patient-centered approach, thereby strengthening

patient rights. U.S. courts have consistently upheld that a doctor’s duty includes full

disclosure of risks, alternatives, and possible outcomes, regardless of customary

practice.

3.3.3 South Africa: Medical Negligence and the Health Professions Council

South Africa’s approach to medical malpractice closely mirrors the common law

tradition but with greater statutory oversight. The Health Professions Council of South

Africa (HPCSA) is tasked with monitoring ethical and professional conduct. Malpractice

claims are litigated in civil courts under delicta liability.

The South African legal framework follows the principle established in MTO Forestry v.

Swart, which emphasizes foreseeability and preventability in determining medical

negligence. Like Nigeria, litigation challenges include high legal costs, procedural

complexity, and unequal access to expert witnesses.

However, South Africa has made strides in institutionalizing patient safety through the

National Core Standards for Health Establishments, which provide measurable

benchmarks for quality and safety. These standards are enforceable and monitored,

placing South Africa ahead of Nigeria in terms of proactive regulation.

3.4 Institutional Framework

3.4.1 Role of the Medical and Dental Council of Nigeria (MDCN)



The MDCN is the principal professional regulatory body for doctors and dentists in

Nigeria. It oversees licensing, disciplinary actions, and professional standards through

the Medical and Dental Practitioners Disciplinary Tribunal (MDPDT). The Tribunal hears

complaints of professional misconduct, including gross negligence leading to patient

harm.

In theory, the MDCN’s functions provide a robust mechanism for maintaining

professional accountability. However, in practice, the body is plagued by resource

constraints, political interference, and limited transparency. Decisions of the Tribunal are

not always publicized, and sanctions are inconsistently applied, thereby limiting the

deterrent effect.

While the MDCN Code requires doctors to “always place the interests of the patient first,”

enforcement has been largely symbolic. Additionally, many aggrieved patients are

unaware of their right to file complaints or lack the resources to pursue them through

the Council.

3.4.2 Nigerian Medical Association (NMA) and Ethical Monitoring

The Nigerian Medical Association (NMA) functions as a professional union and

advocacy body rather than a statutory regulator. While it promotes ethical conduct

among its members and collaborates with the MDCN, it lacks disciplinary authority. The

NMA has issued position papers on improving healthcare delivery but remains largely

reactive in addressing patient safety concerns.



Its influence lies more in professional peer pressure and public engagement than in

legal enforcement. A more proactive NMA could serve as a bridge between institutional

policy and ethical accountability.

3.4.3 Courts and Judicial Enforcement

The judiciary plays a pivotal role in adjudicating medical malpractice claims under tort

law. Courts determine liability, award damages, and interpret statutory provisions.

However, Nigerian courts face several challenges, including case backlogs, shortage of

medical expert witnesses, and judicial unfamiliarity with complex medical issues.

The high evidentiary standard required to prove negligence—especially causation—has

made malpractice suits extremely difficult to win. In Okonkwo v. Medical and Dental

Practitioners Tribunal, the court emphasized the patient’s right to refuse treatment but

also highlighted the need for practitioners to exercise due diligence. Yet, few cases reach

appellate levels, and many victims are denied access to justice.

Judicial training in medical jurisprudence and reforms in court procedure (such as

medical expert panels) could enhance the judiciary’s capacity to uphold patient safety.

3.4.4 Ministry of Health and Regulatory Oversight

The Federal Ministry of Health is charged with setting health policy and regulatory

oversight. Through bodies like the Department of Hospital Services, it develops

guidelines on quality assurance, licensing, and monitoring. However, these functions are



rarely performed with legal accountability in mind. The Ministry lack enforcement teeth,

and its regulations are often not backed by statutory sanctions.

Furthermore, the decentralization of healthcare governance under Nigeria’s federal

structure has created a policy vacuum. State ministries vary widely in capacity,

commitment, and legal authority to regulate patient safety effectively.

3.4.5 Hospital Ethics Committees and Patient Safety Committees

Hospital Ethics Committees (HECs) and Patient Safety Committees (PSCs) are virtually

non-existent in many Nigerian public hospitals. Where they exist, they operate informally

and without legal authority. In advanced jurisdictions, these bodies serve as internal

mechanisms for addressing ethical dilemmas, reviewing safety incidents, and

recommending reforms.

Institutionalizing HECs and PSCs through statutory backing or health policy directives

could significantly improve patient protection and reduce litigation by resolving issues

at the internal level before they escalate.



CHAPTER FOUR

LEGAL AND ETHICAL ISSUES IN MEDICAL MALPRACTICE AND PATIENT SAFETY

4.1 Legal Dimensions of Medical Malpractice in Nigeria

4.1.1 Duty of Care and Medical Negligence

The cornerstone of malpractice law is the duty of care owed by medical practitioners to

their patients. In Nigeria, the existence of this duty has long been recognized under both

tort law principles and statutory enactments. Once a doctor-patient relationship is

established, the law imposes an obligation on the practitioner to exercise reasonable

skill and care in treatment. This duty extends to diagnosis, advice, treatment, post-

operative monitoring, and disclosure of material risks.

The Nigerian courts have followed the common law tradition, requiring claimants to

prove the elements of negligence—duty, breach, causation, and damage. In Ojo v.

Gharoro & Ors, the Supreme Court reaffirmed that medical professionals are not insurers

of successful outcomes but are liable if their conduct falls below the standard expected

of reasonably competent practitioners in the circumstances.

Negligence is therefore not established by the mere occurrence of harm; rather, it arises

where a patient can demonstrate that the harm was a foreseeable result of the

practitioner’s deviation from the requisite standard of care.



4.1.2 Proof of Standard and Breach in Court

Proving malpractice in Nigeria is complicated by the professional nature of medical

evidence. Courts often rely on expert testimony to establish whether the defendant

acted in accordance with acceptable medical practice. The Bolam v. Friern Hospital

Management Committee decision remains influential, holding that a doctor is not

negligent if he acted in line with a practice accepted by a responsible body of medical

opinion. Nigerian courts have adopted this test, as seen in Igbokwe v. University College

Hospital, where the lack of persuasive expert testimony weakened the plaintiff’s case.

However, reliance on the Bolam test has been criticized for being overly deferential to

medical discretion. Comparative jurisprudence, especially Montgomery v. Lanarkshire

Health Board, now requires disclosure of all material risks to patients irrespective of

professional consensus, shifting emphasis towards patient autonomy. Nigerian courts

are yet to embrace this patient-centered model, which would enhance accountability and

promote safer healthcare practices.

4.1.3 Causation and Damages in Medical Litigation

Causation in malpractice suits requires establishing that the breach of duty directly

caused the injury complained of. This is often challenging in complex medical

scenarios where multiple factors may contribute to harm. In Ojo v. Gharoro, the plaintiff

was unable to prove that delays in treatment directly caused his wife’s death, despite



evidence of negligence in hospital processes.

Damages, when awarded, remain modest by international standards. Nigerian courts

have traditionally adopted a conservative approach, awarding limited compensation

even in severe cases of malpractice. This judicial restraint undermines deterrence and

discourages litigation, effectively weakening patient protection.

4.2 Ethical Issues and Dilemmas

4.2.1 Ethical Duty to Disclose Medical Errors

Ethically, practitioners are obliged to disclose adverse events and errors to patients or

their families. This duty arises from the principles of honesty, transparency, and respect

for patient autonomy. Yet, in Nigeria, a pervasive culture of silence discourages open

disclosure of errors. Many practitioners’ fear litigation or disciplinary action, leading to

concealment.

The Code of Medical Ethics in Nigeria mandates that practitioners act with honesty and

integrity in all professional interactions. Nevertheless, the absence of statutory

provisions compelling disclosure of medical errors has created a grey area where ethical

obligations are often subordinated to institutional protectionism.

4.2.2 Confidentiality vs. Patient Safety Concerns

Medical confidentiality is a fundamental ethical and legal obligation, protecting patient

privacy. However, dilemmas arise when confidentiality conflicts with patient safety or



public interest. For example, withholding critical information about communicable

diseases may endanger others. Nigerian law, particularly the National Health Act 2014,

permits disclosure where it is necessary to protect public health.

Balancing confidentiality with safety requires a proportionality approach, ensuring that

disclosure is limited to what is strictly necessary and justifiable.

4.2.3 Whistleblowing and Institutional Transparency

Whistleblowing in healthcare remains a significantly underdeveloped concept in Nigeria.

Despite its critical importance in advancing patient safety and ensuring accountability,

practitioners who dare to expose unsafe practices often face severe institutional

backlash, stigma, or professional isolation. This hostile environment discourages

healthcare professionals from speaking out, even when they witness egregious errors or

misconduct that puts patients' lives at risk.

Whistleblowers play a vital role in promoting patient safety and accountability within

healthcare institutions. By exposing unsafe practices, they help to identify systemic

problems and prevent future errors. Whistleblowers can provide valuable insights into

the root causes of medical errors, allowing institutions to implement corrective

measures and improve patient care. Moreover, whistleblowers can serve as a catalyst

for cultural change, promoting a more transparent and accountable healthcare

environment.

In contrast to Nigeria, many comparative jurisdictions have implemented robust



whistleblower protection laws and policies. For example, the United States has the

Patient Safety and Quality Improvement Act of 2005, which provides statutory

protections for healthcare providers who report errors or near misses. This law

encourages error reporting and promotes a culture of transparency and accountability

within healthcare institutions. Similarly, other countries have implemented laws and

policies that protect whistleblowers and promote patient safety.

Unfortunately, Nigeria currently lacks equivalent legal safeguards for whistleblowers.

Healthcare professionals who speak out about unsafe practices or errors often face

retaliation, including professional isolation, disciplinary action, or even termination. This

lack of protection discourages whistleblowing and creates a culture of silence, where

errors and misconduct can thrive unchecked. The absence of robust whistleblower

protection laws and policies in Nigeria is a significant barrier to advancing patient

safety and promoting accountability within the healthcare system.

The consequences of a hostile environment for whistleblowers are far-reaching and

devastating. When healthcare professionals are discouraged from speaking out, errors

and misconduct can go unchecked, putting patients' lives at risk. The lack of

transparency and accountability can also erode trust in the healthcare system, making it

more difficult for patients to receive the care they need. Furthermore, the absence of

robust whistleblower protection laws and policies can lead to a culture of cover-ups and

secrecy, where errors are hidden rather than learned from.

To promote whistleblowing and institutional transparency, Nigeria must implement



robust laws and policies that protect healthcare professionals who speak out about

unsafe practices or errors. This includes providing statutory protections for

whistleblowers, ensuring confidentiality and anonymity, and promoting a culture of

transparency and accountability within healthcare institutions. By protecting

whistleblowers and promoting institutional transparency, Nigeria can take a significant

step towards advancing patient safety and promoting accountability within the

healthcare system.

In conclusion, whistleblowing is a critical component of promoting patient safety and

accountability within healthcare institutions. However, in Nigeria, whistleblowers often

face significant barriers, including institutional backlash, stigma, or professional

isolation. To address this issue, Nigeria must implement robust laws and policies that

protect whistleblowers and promote institutional transparency. By doing so, Nigeria can

create a more transparent and accountable healthcare environment, where patients can

receive the care, they need without fear of harm or neglect. This requires a fundamental

shift in the way healthcare institutions approach whistleblowing, from one of hostility

and retaliation to one of support and protection. By protecting whistleblowers and

promoting transparency, Nigeria can take a significant step towards improving patient

safety and promoting accountability within the healthcare system.

4.3 Systemic and Cultural Challenges

4.3.1 Resource Constraints and Infrastructural Deficits



Nigeria’s healthcare system suffers chronic underfunding, poor infrastructure, and

shortages of trained personnel. These systemic deficiencies often contribute more to

patient harm than individual negligence. In Chukwuma v. Federal Medical Centre

Umuahia, a woman died in childbirth due to power failure that rendered life-saving

equipment unusable; the court acknowledged systemic failure but struggled to assign

liability.

Legal doctrine must therefore evolve towards recognizing corporate negligence, where

institutions bear responsibility for unsafe systems, not just individual practitioners.

4.3.2 Poor Medical Documentation and Record-Keeping

Accurate documentation is central to both patient safety and legal accountability. Yet

Nigerian hospitals frequently maintain poor, incomplete, or missing records. In Igbokwe

v. University College Hospital, the absence of complete records fatally weakened the

plaintiff’s malpractice claim.

The MDCN Code requires proper documentation and retention for at least five years, but

compliance remains inconsistent. Adoption of Electronic Medical Records (EMRs)

would improve continuity of care and strengthen medico-legal accountability.

4.3.3 Cultural Attitudes to Patient Rights and Medical Authority

Cultural deference to medical professionals in Nigeria fosters unquestioning acceptance

of medical decisions. Patients rarely demand explanations, consent procedures, or



redress. This environment impedes the enforcement of legal rights and perpetuates

paternalistic practices. As observed by Ogunbanjo and Knapp, questioning doctors is

often perceived as disrespectful, further silencing patients.

Legal and policy reforms must therefore be complemented by public education

campaigns on patient rights and health literacy to counterbalance entrenched cultural

hierarchies.

4.4 Case Studies and Judicial Precedents

4.4.1 Medical and Dental Practitioners Disciplinary Tribunal v. Dr. Okonkwo (2001)

This landmark Supreme Court case affirmed the right of competent adults to refuse

treatment on religious or personal grounds, even if refusal leads to death. Dr. Okonkwo

was exonerated for respecting a Jehovah’s Witness patient’s refusal of blood

transfusion. The Court held that patient autonomy and freedom of religion outweigh

professional paternalism.

This precedent entrenched informed consent and autonomy as constitutional

imperatives in Nigeria.

4.4.2 Ojo v. Gharoro & Ors (2006) 10 NWLR (Pt. 987) 173

Here, the Supreme Court clarified that negligence requires proof of breach and

causation, not merely an adverse outcome. The decision reflects judicial conservatism

but also underscores the evidentiary hurdles facing malpractice claimants.



4.4.3 Comparative Precedents: Bolam v. Friern Hospital and Roe v. Minister of Health

In Bolam v. Friern Hospital Management Committee, the English court developed the

Bolam test, which has guided Nigerian courts in determining professional negligence.

Similarly, in Roe v. Minister of Health, the court held that doctors cannot be held liable

for risks not reasonably foreseeable at the time of treatment.

These cases continue to shape Nigerian jurisprudence but have been critiqued for

prioritizing professional discretion over patient rights.

4.4.4 Institutional Reports and Disciplinary Outcomes

Beyond court decisions, institutional bodies such as the MDCN have disciplined

practitioners for gross negligence, professional misconduct, and ethical breaches.

However, many of these outcomes remain unpublished, limiting transparency and

systemic learning. Strengthening institutional reporting and publicizing disciplinary

outcomes would bolster accountability and enhance patient safety.

4.5 Regulatory and Professional Standards Framework

4.5.1 Medical and Dental Council of Nigeria (MDCN) Guidelines

The Medical and Dental Council of Nigeria (MDCN) serves as the primary regulatory

body for medical practice in Nigeria, established under the Medical and Dental

Practitioners Act Cap M8 Laws of the Federation of Nigeria 2004. The MDCN's

regulatory framework encompasses several critical dimensions of professional



standards and patient safety.

Professional Registration and Licensing Requirements

The MDCN maintains strict requirements for professional registration, including

verification of medical qualifications, completion of mandatory internship programs,

and demonstration of continuing professional competence. The Council's guidelines

mandate that all practicing physicians maintain valid practicing licenses, which must be

renewed annually with evidence of continuing medical education (CME) participation.

This regulatory approach aims to ensure that only qualified practitioners provide

medical services to the Nigerian population.

Clinical Practice Guidelines and Standards

The MDCN has developed comprehensive clinical practice guidelines that establish

minimum standards for patient care across various medical specialties. These

guidelines address diagnostic procedures, treatment protocols, patient communication

requirements, and documentation standards. The Council regularly updates these

guidelines to reflect advances in medical knowledge and international best practices,

though implementation challenges persist in resource-constrained environments.

Disciplinary Framework and Professional Conduct

The MDCN operates a robust disciplinary framework through its Professional Conduct

Committee and the Medical and Dental Practitioners Disciplinary Tribunal. This system



addresses complaints against medical practitioners, investigates allegations of

professional misconduct, and imposes appropriate sanctions ranging from warnings

and fines to temporary suspension or permanent erasure from the medical register. The

disciplinary process emphasizes due process while prioritizing public safety and

professional accountability.

4.5.2 Nursing and Midwifery Council Disciplinary Procedures

The Nursing and Midwifery Council of Nigeria (NMCN) regulates nursing and midwifery

practice through comprehensive disciplinary procedures designed to maintain

professional standards and protect public health. The Council's approach recognizes

the critical role of nurses and midwives in healthcare delivery and patient safety.

Professional Standards and Code of Conduct

The NMCN has established detailed professional standards that govern nursing and

midwifery practice, including ethical conduct, clinical competence, and professional

relationships. The Code of Conduct for nurses and midwives emphasizes patient-

centered care, professional integrity, and collaborative practice within healthcare teams.

These standards provide the foundation for disciplinary proceedings and professional

development initiatives.

Complaint Investigation and Resolution Process

The Council operates a systematic complaint investigation process that ensures fair



and thorough examination of allegations against nurses and midwives. This process

includes preliminary assessment of complaints, formal investigation procedures, and

hearings before disciplinary committees. The NMCN emphasizes remedial approaches

where appropriate, focusing on professional development and improvement rather than

purely punitive measures.

Sanctions and Rehabilitation Programs

The NMCN's disciplinary framework includes various sanctions proportionate to the

severity of professional misconduct, ranging from professional counseling and

additional training requirements to suspension or removal from the professional

register. The Council has developed rehabilitation programs that support professional

development and facilitate return to practice for practitioners who demonstrate

commitment to improved standards.

4.5.3 Hospital Accreditation and Quality Assurance Standards

Hospital accreditation systems in Nigeria have evolved to address quality assurance

and patient safety concerns through systematic evaluation and improvement processes.

These standards represent collaborative efforts between government agencies,

professional organizations, and international quality assurance bodies.

National Health Insurance Scheme (NHIS) Accreditation Requirements

The NHIS has established accreditation requirements for healthcare providers



participating in the national insurance program. These requirements address

infrastructure standards, clinical protocols, staff qualifications, and quality improvement

processes. Accredited hospitals must demonstrate compliance with minimum

standards for patient care, safety protocols, and administrative procedures.

Joint Commission International (JCI) Standards Adoption

Several Nigerian hospitals have pursued accreditation under international standards,

particularly Joint Commission International (JCI) requirements. This process involves

comprehensive evaluation of patient safety systems, quality improvement programs,

infection control measures, and clinical governance structures. While adoption remains

limited due to resource constraints, these standards represent best practice benchmarks

for the Nigerian healthcare system.

Continuous Quality Improvement Programs

Accreditation frameworks emphasize continuous quality improvement through

systematic monitoring, evaluation, and enhancement of healthcare processes. These

programs include clinical audit procedures, patient satisfaction surveys, adverse event

reporting systems, and performance indicator tracking. The focus on continuous

improvement helps healthcare institutions identify and address systemic issues that

may compromise patient safety.

4.5.4 Professional Indemnity and Institutional Liability



Professional indemnity insurance and institutional liability frameworks provide financial

protection for healthcare providers while ensuring compensation mechanisms for

patients who suffer harm due to medical negligence. These systems balance

practitioner protection with patient rights and access to remedies.

Mandatory Professional Indemnity Requirements

The MDCN requires all registered medical practitioners to maintain professional

indemnity insurance coverage as a condition of annual license renewal. This

requirement ensures that patients have access to compensation in cases of proven

medical negligence while protecting practitioners from personal financial liability.

However, the availability and affordability of comprehensive indemnity coverage remain

challenges for many practitioners, particularly those in private practice.

Institutional Liability and Risk Management

Healthcare institutions bear vicarious liability for the actions of their employees and

agents, creating incentives for robust risk management programs. Institutional liability

frameworks encourage hospitals and clinics to implement comprehensive patient safety

systems, staff training programs, and quality assurance measures. This approach

promotes systemic improvements in patient safety rather than focusing solely on

individual practitioner accountability.

Insurance Market Development and Accessibility



The development of robust insurance markets for healthcare liability remains an

ongoing challenge in Nigeria. Limited insurance capacity, high premium costs, and

inadequate risk assessment capabilities constrain the availability of comprehensive

coverage. Efforts to develop specialized healthcare liability insurance products and

improve market accessibility are essential for strengthening the overall liability

framework.

4.6 Contemporary Challenges and Emerging Issues

4.6.1 Telemedicine and Remote Care Legal Implications

The rapid expansion of telemedicine services in Nigeria, particularly accelerated by the

COVID-19 pandemic, has created complex legal and regulatory challenges that

traditional medical malpractice frameworks were not designed to address. These

challenges require comprehensive legal and policy responses to ensure patient safety

while enabling beneficial technological innovations.

Jurisdictional Issues and Cross-Border Practice

Telemedicine enables healthcare providers to deliver services across state and national

boundaries, creating jurisdictional complexity in medical malpractice cases. Questions

arise regarding which jurisdiction's laws apply when a physician licensed in Lagos

provides telemedicine services to a patient in Kano, or when Nigerian patients access



international telehealth platforms. The absence of clear jurisdictional frameworks

creates uncertainty for both practitioners and patients regarding applicable standards of

care and available legal remedies.

Standard of Care in Virtual Consultations

Establishing appropriate standards of care for telemedicine consultations presents

unique challenges, as traditional in-person examination protocols may not be directly

applicable to virtual interactions. Courts must determine whether telemedicine

practitioners should be held to the same diagnostic and treatment standards as in-

person care, considering the inherent limitations of remote assessment. The

development of telemedicine-specific clinical guidelines and standards of care is

essential for providing legal clarity and ensuring patient safety.

Documentation and Record-Keeping Requirements

Telemedicine platforms generate digital records that may differ significantly from

traditional medical documentation, raising questions about adequacy, accessibility, and

legal admissibility. The integration of telemedicine records with existing electronic

health record systems presents technical and legal challenges, particularly regarding

data integrity, patient privacy, and evidence preservation for potential litigation.

4.6.2 Artificial Intelligence in Healthcare and Liability

The integration of artificial intelligence (AI) technologies in Nigerian healthcare systems



introduces novel liability questions that existing legal frameworks are not equipped to

address. These technologies range from diagnostic imaging analysis to treatment

recommendation systems and predictive analytics platforms.

Algorithmic Decision-Making and Professional Responsibility

The use of AI-powered diagnostic and treatment recommendation systems raises

fundamental questions about the allocation of responsibility between human

practitioners and automated systems. When an AI algorithm provides incorrect

diagnostic recommendations that lead to patient harm, determining whether liability

rests with the treating physician, the healthcare institution, the AI developer, or the

algorithm itself requires new legal frameworks that balance technological benefits with

accountability mechanisms.

Data Quality and Training Bias Implications

AI systems used in healthcare are only as reliable as the data used to train them, and

biases in training datasets can lead to discriminatory or inadequate care for certain

patient populations. In the Nigerian context, where medical AI systems may be trained

primarily on data from different populations or healthcare systems, questions arise

about the appropriateness and safety of applying these technologies to local patient



populations.

Transparency and Explainability Requirements

The "black box" nature of many AI algorithms creates challenges for medical

malpractice litigation, as it may be difficult or impossible to understand how the system

reached particular conclusions or recommendations. Legal frameworks must balance

the proprietary interests of AI developers with the need for transparency and

explainability in medical decision-making, particularly when AI recommendations

contribute to adverse patient outcomes.

4.6.3 Data Protection and Patient Privacy in Digital Health

The digitization of healthcare records and the proliferation of health technology

applications have created new dimensions of patient privacy and data protection that

intersect with medical malpractice law. Nigeria's adoption of the Nigeria Data Protection

Regulation (NDPR) in 2019 provides a foundation for addressing these issues, but

healthcare-specific applications remain underdeveloped.

Patient Consent and Data Use

Digital health platforms often collect and utilize patient data in ways that extend

beyond traditional clinical care, including for research, quality improvement, and



commercial purposes. The adequacy of patient consent mechanisms and the scope of

permissible data use raise both ethical and legal questions, particularly when data

breaches or misuse contribute to patient harm or privacy violations.

Cross-Border Data Transfers and Cloud Storage

Many healthcare institutions and digital health platforms utilize cloud storage services

and data processing systems located outside Nigeria, creating complex questions about

data sovereignty, applicable privacy laws, and patient rights. The storage of sensitive

health information on international platforms raises concerns about data security,

access by foreign governments, and compliance with Nigerian data protection

requirements.

Integration Challenges and Interoperability

The lack of standardized data formats and interoperability protocols among different

healthcare systems creates risks of data loss, miscommunication, and clinical errors.

When patients move between healthcare providers using incompatible systems, critical

health information may be lost or misinterpreted, potentially contributing to medical

errors and adverse outcomes.

4.6.4 COVID-19 Pandemic Impact on Malpractice Standards

The COVID-19 pandemic has fundamentally altered healthcare delivery patterns and

created unprecedented challenges for medical malpractice law. The pandemic's impact



extends beyond immediate health concerns to encompass long-term changes in

healthcare practice, legal standards, and patient expectations.

Emergency Standard of Care Modifications

During pandemic conditions, healthcare providers often operated under resource

constraints and emergency protocols that differed significantly from normal standards

of care. Legal systems must determine whether traditional malpractice standards

should be modified during public health emergencies, and if so, what criteria should

govern such modifications. The concept of "crisis standards of care" requires legal

recognition and clear implementation guidelines.

Resource Allocation and Triage Decisions

The pandemic forced healthcare systems to make difficult resource allocation

decisions, including ventilator allocation, intensive care unit bed assignments, and

treatment prioritization. These decisions, while guided by clinical and ethical protocols,

create potential liability issues when patients who might have survived under normal

circumstances die due to resource constraints.

Delayed and Deferred Care Consequences

The pandemic led to widespread delays and deferrals of routine medical care,

diagnostic procedures, and elective surgeries. Patients who suffered adverse outcomes

due to delayed care may seek legal remedies, raising questions about the allocation of



responsibility between individual practitioners, healthcare institutions, and public health

authorities who implemented pandemic response measures.

4.7 Reform Recommendations and Future Directions

4.7.1 Legislative Reform Proposals

The current legal framework governing medical malpractice in Nigeria requires

comprehensive legislative reform to address systemic deficiencies and emerging

challenges. These reforms should balance patient protection with provider

accountability while fostering an environment conducive to quality healthcare delivery.

Comprehensive Medical Liability Act

Nigeria needs a comprehensive Medical Liability Act that consolidates and modernizes

existing legal provisions scattered across various statutes and common law principles.

This legislation should establish clear standards for medical malpractice claims, define

the scope of healthcare provider duties, and create uniform procedures for handling

medical liability cases across all jurisdictions. The Act should incorporate provisions for

alternative dispute resolution, expert testimony requirements, and damages calculation

methodologies appropriate for the Nigerian context.

Statutory Framework for Healthcare Quality and Safety

Legislative reform should establish a statutory framework for healthcare quality and

safety that mandates systematic approaches to patient safety, adverse event reporting,



and quality improvement. This framework should include legal protections for

healthcare providers who participate in good faith quality improvement activities, while

maintaining accountability for negligent conduct. The legislation should also establish

clear authority and funding mechanisms for national patient safety initiatives.

Digital Health and Technology Governance

New legislation should address the governance of digital health technologies, including

telemedicine, artificial intelligence, and health data management. This legislation

should establish licensing requirements for digital health platforms, standards for

clinical decision support systems, and liability frameworks for technology-assisted care.

The law should also address cross-border digital health services and data protection

requirements specific to healthcare applications.

4.7.2 Institutional Capacity Building for Patient Safety

Strengthening institutional capacity for patient safety requires coordinated efforts

across multiple levels of the healthcare system, from individual healthcare facilities to

national regulatory bodies. These capacity building initiatives should focus on creating

sustainable systems for continuous improvement in patient safety and quality of care.

National Patient Safety Authority

The establishment of a National Patient Safety Authority would provide centralized

leadership for patient safety initiatives across Nigeria's healthcare system. This



authority should coordinate patient safety research, develop national patient safety

standards, and facilitate sharing of best practices among healthcare institutions. The

authority should also maintain a national database of patient safety incidents and

coordinate responses to systemic safety issues.

Healthcare Institution Accreditation Systems

Strengthening healthcare institution accreditation systems requires significant

investment in human resources, technology infrastructure, and quality assurance

processes. Accreditation bodies should receive enhanced funding and technical

assistance to develop comprehensive evaluation criteria, train qualified surveyors, and

maintain ongoing monitoring of accredited institutions. The accreditation process

should emphasize continuous improvement rather than simple compliance assessment.

Professional Development and Training Programs

Comprehensive professional development programs should address patient safety

competencies for all healthcare workers, from entry-level training through continuing

education requirements. These programs should incorporate simulation-based training,

interprofessional education, and systems thinking approaches to patient safety. Medical

and nursing schools should integrate patient safety curricula throughout their



educational programs rather than treating it as a separate subject.

4.7.3 Public Health Policy Integration

Effective medical malpractice reform requires integration with broader public health

policy initiatives that address the underlying determinants of healthcare quality and

patient safety. This integration ensures that legal and regulatory reforms support rather

than undermine public health objectives.

Health System Strengthening Initiatives

Medical malpractice reform should be coordinated with health system strengthening

initiatives that address infrastructure deficits, human resource shortages, and supply

chain challenges. Legal reforms that impose new requirements on healthcare providers

must be accompanied by corresponding investments in system capacity to meet those

requirements. This coordination prevents the creation of unrealistic legal standards that

may discourage healthcare provision rather than improving patient safety.

Primary Healthcare Integration

The integration of medical malpractice standards with primary healthcare policy

ensures that quality and safety requirements are appropriate for different levels of

healthcare delivery. Primary healthcare centers often operate with limited resources and

staffing, requiring adapted standards that maintain patient safety while recognizing



operational constraints. This integration should include specific provisions for rural and

underserved areas where healthcare access is limited.

Public Health Emergency Preparedness

Medical malpractice law should incorporate provisions for public health emergencies

that provide appropriate flexibility while maintaining essential patient protections. This

includes development of crisis standards of care, resource allocation protocols, and

liability protections for healthcare providers operating under emergency conditions.

These provisions should be developed in advance of emergencies and regularly updated

based on lessons learned from previous events.

4.7.4 International Best Practices and Adaptation Strategies

Learning from international best practices in medical malpractice law and patient safety

can inform Nigerian reform efforts, but such practices must be carefully adapted to

local contexts and constraints. This adaptation process should consider Nigeria's legal

system, healthcare infrastructure, cultural factors, and economic conditions.

Comparative Legal Analysis and Adaptation

Systematic analysis of medical malpractice systems in comparable jurisdictions can

identify effective approaches that might be adapted for Nigeria. This analysis should

consider both common law and civil law systems, as well as countries with similar

healthcare development levels and resource constraints. Key areas for comparative



analysis include alternative dispute resolution mechanisms, expert testimony

requirements, damages calculation methods, and professional regulation systems.

International Cooperation and Technical Assistance

Nigerian reform efforts should leverage international cooperation and technical

assistance programs that support healthcare quality and patient safety improvements.

This includes collaboration with international organizations, professional associations,

and development partners who can provide expertise, funding, and best practice

sharing. Such cooperation should focus on building local capacity rather than simply

transplanting external models.

Gradual Implementation and Pilot Programs

Major reforms should be implemented gradually through carefully designed pilot

programs that allow for testing, evaluation, and refinement before full-scale

implementation. This approach enables identification and resolution of implementation

challenges while building stakeholder support for reform initiatives. Pilot programs

should include diverse healthcare settings and geographic areas to ensure that reforms

are effective across different contexts.

Monitoring and Evaluation Systems



Comprehensive monitoring and evaluation systems should be established to assess the

effectiveness of reform initiatives and guide ongoing improvements. These systems

should track key indicators of healthcare quality, patient safety, legal system

performance, and stakeholder satisfaction. Regular evaluation findings should inform

policy adjustments and ensure that reform efforts achieve their intended objectives

while minimizing unintended consequences.

The successful implementation of these reform recommendations requires sustained

political commitment, adequate resource allocation, and coordinated action among

multiple stakeholders. While the challenges are significant, the potential benefits of

comprehensive medical malpractice reform—including improved patient safety,

enhanced healthcare quality, and stronger public confidence in the healthcare system—

justify the necessary investments in systemic change.

CHAPTER FIVE

CONCLUSION AND RECOMMENDATIONS

5.1 Summary of Findings

This research critically examined the intersection between medical malpractice and



patient safety within the Nigerian context, using doctrinal, comparative, and ethical

analysis. Several findings emerged.

First, the study found that Nigeria possesses legal standards governing medical

practice, such as the Constitution (1999), the National Health Act 2014, and the Medical

and Dental Practitioners Act. These provisions, while recognizing the right to life, dignity,

and quality healthcare, remain weakly enforced. Patients continue to face barriers to

legal redress due to evidentiary hurdles, poor record-keeping, and the absence of

specialized procedures for malpractice litigation.

Second, ethical principles such as the duty to disclose errors, informed consent, and

transparency are enshrined in the Code of Medical Ethics. However, they remain largely

aspirational, without the statutory force to compel compliance. The culture of silence in

Nigerian hospitals discourages disclosure of medical errors, undermining accountability

and patient safety.

Third, institutional enforcement mechanisms, particularly the Medical and Dental

Council of Nigeria (MDCN), have demonstrated limited effectiveness. While the Tribunal

has sanctioned a few erring practitioners, enforcement is inconsistent, and many

disciplinary outcomes are unpublished, reducing transparency. Courts, on their part,

have adopted a conservative approach to malpractice damages, thereby limiting

deterrence.

Fourth, comparative jurisdictions such as the United Kingdom, the United States, and



South Africa demonstrate more robust frameworks. The UK’s Montgomery v.

Lanarkshire decision and the statutory Duty of Candor strengthen patient autonomy.

The U.S. employs Patient Safety Organizations (PSOs) to balance confidentiality with

systemic learning. South Africa enforces National Core Standards for patient safety

through statutory instruments. Nigeria has not implemented equivalent mechanisms,

placing it behind global best practices.

Finally, systemic and cultural challenges—such as resource constraints, infrastructural

deficits, inadequate documentation, and cultural deference to medical authority—

compound legal and ethical shortcomings. These barriers perpetuate impunity,

compromise patient welfare, and erode trust in the health system.

Based on the findings of this study, several recommendations are proposed to improve

patient safety, strengthen legal and institutional frameworks, and enhance medical

education in Nigeria.

Legal Reforms

To address the existing gaps in patient safety and rights, it is recommended that the

National Health Act 2014 be amended to explicitly provide sanctions for breaches of

patient safety and to establish enforceable patient rights. This would ensure that

healthcare providers are held accountable for their actions and that patients' rights are

protected. Additionally, international instruments such as the UNESCO Declaration on

Bioethics and Human Rights should be domesticated to strengthen statutory backing



for ethical principles. This would provide a clear framework for healthcare providers to

operate within and ensure that patients receive care that is respectful of their rights and

dignity.

Furthermore, the tort framework for malpractice should be reformed by lowering

evidentiary burdens through expert panels or medical review boards. This would make it

easier for patients to seek redress when they have been harmed due to medical

negligence. The judicial standards for determining medical negligence should also be

updated by moving from the Bolam test towards a patient-centered standard akin to

Montgomery v. Lanarkshire. This would ensure that patients' rights and interests are

prioritized in medical decision-making.

Policy Recommendations

To improve patient safety and accountability, a National Patient Safety Policy should be

institutionalized, mandating error reporting, disclosure, and learning systems in

hospitals. This would create a culture of transparency and accountability in healthcare,

where errors are reported and learned from, rather than hidden. A no-fault compensation

scheme for malpractice should also be introduced to provide swift relief to victims while

encouraging reporting. This would ensure that patients who have been harmed due to

medical negligence receive the support and compensation they need in a timely manner.

Hospitals should also be required to adopt Electronic Medical Records (EMRs) to

improve documentation and accountability. EMRs would provide a clear and accurate



record of patients' medical history, treatment, and care, reduce the risk of errors and

improving patient safety.

Institutional Strengthening Measures

To ensure that healthcare providers are held to high standards of professionalism and

accountability, the Medical and Dental Council of Nigeria (MDCN) should be

strengthened with resources and independence to enforce disciplinary standards

transparently. This would enable the MDCN to effectively regulate the medical

profession and ensure that healthcare providers who engage in misconduct are held

accountable.

Hospital Ethics Committees and Patient Safety Committees should be established in all

tertiary hospitals, backed by statutory mandates. These committees would provide a

framework for hospitals to address ethical dilemmas and ensure that patients receive

safe and respectful care.

Judicial training in medical jurisprudence should also be enhanced to improve

adjudication of malpractice cases. This would ensure that judges have the necessary

knowledge and expertise to effectively handle complex medical cases and provide

justice to patients who have been harmed.

Medical Education and Ethical Orientation

To ensure that healthcare providers are equipped with the necessary knowledge and



skills to provide safe and respectful care, medical law and ethics should be integrated

into the core curriculum of medical schools. This would provide medical students with a

solid foundation in the principles of medical ethics and law, enabling them to navigate

complex ethical dilemmas and provide care that is respectful of patients' rights and

dignity.

Continuing professional development on patient safety, error disclosure, and

communication should also be promoted to ensure that healthcare providers stay up to

date with the latest developments in patient care. This would enable healthcare

providers to provide high-quality care that is safe, effective, and respectful of patients'

rights and dignity.

Public education campaigns should also be launched to raise awareness of patient

rights and encourage patients to demand accountability. This would empower patients

to take an active role in their care, ensuring that they receive safe and respectful

treatment.

By implementing these recommendations, Nigeria can improve patient safety,

strengthen legal and institutional frameworks, and enhance medical education,

ultimately providing better care for patients and promoting a culture of accountability

and transparency in healthcare.

5.2 Contributions to Knowledge



This study makes several scholarly and practical contributions:

1. Integrated Analysis – It bridges law, ethics, and institutional studies, offering a

holistic framework for understanding malpractice and patient safety in Nigeria.

2. Case Law Expansion – It provides detailed doctrinal commentary on Nigerian

malpractice jurisprudence, including Ojo v. Gharoro, Okonkwo, and Igbokwe v.

UCH, highlighting how courts interpret standard of care, causation, and damages.

3. Human Rights Dimension – It situates patient safety within constitutional and

international human rights obligations, reinforcing that unsafe healthcare can

constitute a violation of fundamental rights.

4. Comparative Lessons – It draws lessons from the UK, U.S., and South Africa,

proposing adaptable models for Nigeria, such as the Duty of Candor, patient

safety organizations, and enforceable institutional standards.

5. Policy-Relevant Insights – It identifies concrete gaps in Nigeria’s institutional

frameworks and suggests actionable reforms that can inform both legal

scholarship and legislative debates.

5.3 Areas for Further Research

While this study has made significant contributions, some areas require further

investigation:

1. Empirical Studies on Malpractice in Nigeria – Data on the frequency

and impact of medical negligence cases remains scarce due to

underreporting. Future research should document patient experiences,



settlements, and systemic failures.

2. Economic Cost of Unsafe Care – A study of the financial burden of

malpractice on the Nigerian health sector and economy would be valuable

for policymaking.

3. Comparative African Perspectives – Research could explore malpractice

and patient safety frameworks across other African countries (e.g., Kenya,

Ghana) to enrich regional dialogue.

4. Alternative Dispute Resolution (ADR) in Malpractice – Future inquiry

should assess the potential of mediation or no-fault compensation

schemes in Nigeria to complement litigation.

5.4 Conclusion

This research has unequivocally demonstrated that medical malpractice and patient

safety are inextricably linked, with the Nigerian legal system, despite its constitutional

and statutory foundations, falling woefully short in enforcing patient protection. The

weak enforcement of existing laws and regulations, coupled with a cultural deference to

medical authority and systemic deficiencies within the health sector, creates an

environment where medical errors can thrive with little to no accountability. This is

further exacerbated by a lack of transparency, inadequate institutional learning, and a



general lack of emphasis on patient-centered care.

The consequences of this are far-reaching and devastating. Patients are subjected to

substandard care, and when errors occur, they are often not reported, investigated, or

learned from. Healthcare providers are not held accountable for their actions, and

patients are left to suffer the consequences of medical negligence. This not only

undermines trust in the healthcare system but also perpetuates a culture of impunity

and complacency.

Comparative Analysis

A comparative analysis of jurisdictions that have reformed their malpractice laws to

prioritize patient safety, transparency, and institutional learning reveals that Nigeria lags

significantly behind. Countries that have implemented robust patient safety protocols,

no-fault compensation schemes, and mandatory error reporting systems have seen a

marked improvement in patient outcomes and a reduction in medical errors. For

instance, in the United States, the implementation of the Patient Safety and Quality

Improvement Act of 2005 has led to a significant reduction in medical errors and

adverse events. Similarly, in Australia, the introduction of no-fault compensation

schemes has provided swift relief to victims of medical negligence while encouraging

reporting and learning from errors.

In contrast, Nigeria's continued reliance on outdated legal frameworks, such as the

Bolam test, illustrates a lack of understanding of the complexities of modern healthcare



and the need for a more nuanced approach to medical malpractice. The Bolam test,

which places undue emphasis on medical discretion and professional standards, has

been widely criticized for its paternalistic approach and failure to account for patient

autonomy and dignity. This test has been used to shield healthcare providers from

liability, even in cases where they have clearly deviated from accepted standards of care.

The dominance of the Bolam test in Nigerian courts highlights the need for a paradigm

shift in the way medical malpractice is approached. There is a pressing need for a more

patient-centered approach, one that prioritizes transparency, accountability, and

systemic learning. This requires a fundamental transformation of the healthcare

system, from a culture of blame and shame to one of openness and transparency.

Healthcare providers must be encouraged to report errors and near misses, and patients

must be empowered to take an active role in their care.

Ultimately, ensuring patient safety in Nigeria requires both legal reform and institutional

culture change. The law must go beyond symbolic provisions and create enforceable

obligations that prioritize patient safety and well-being. Medical institutions must also

adopt a culture of transparency, accountability, and systemic improvement, recognizing

that patient safety is a collective responsibility that requires a multifaceted approach.

This includes implementing robust patient safety protocols, providing ongoing

education and training for healthcare providers, and fostering a culture of openness and

transparency.

Patient-centered care is a critical component of a modern and effective healthcare



system. It requires healthcare providers to prioritize patient needs, preferences, and

values, and to involve patients in decision-making processes. This approach not only

improves patient outcomes but also enhances patient satisfaction and trust in the

healthcare system. In Nigeria, where patient-centered care is often lacking, there is a

pressing need for healthcare providers to adopt this approach and prioritize patient

needs and preferences.

Technology also has a critical role to play in improving patient safety and reducing

medical errors. Electronic health records, for example, can improve documentation and

reduce errors, while telemedicine can increase access to healthcare services and

improve patient outcomes. In Nigeria, where healthcare resources are often limited,

technology can help bridge the gap and improve patient care. However, the adoption of

technology must be accompanied by robust safeguards to protect patient data and

ensure confidentiality.

This research has highlighted the need for urgent legal reform and institutional culture

change in Nigeria's healthcare system. The current system is woefully inadequate, and

patients continue to suffer as a result of medical errors and negligence. By prioritizing

patient safety, transparency, and accountability, Nigeria can improve patient outcomes

and reduce the incidence of medical malpractice. This requires a multifaceted approach

that involves legal reform, institutional culture change, and a commitment to patient-

centered care. Without these changes, the constitutional right to life and dignity will

remain undermined in practice, and patients will continue to suffer the consequences of



a broken healthcare system.

The Nigerian government must take immediate action to address the systemic

deficiencies in the healthcare system and ensure that patients receive the care and

protection they deserve. This includes reforming the country's malpractice laws,

implementing robust patient safety protocols, and promoting a culture of transparency

and accountability. Healthcare providers must also take responsibility for their actions

and prioritize patient safety
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