
Treating Self and Family Members Preliminary Consultation 
Online Survey Report and Analysis 
 
Introduction: 
 
An external consultation on the existing Treating Self and Family Members policy was held from September 23 
to November 22, 2013.  
 
The purpose of the consultation was to obtain stakeholders’ feedback on the existing policy to assist the College 
in updating the policy. In particular, to help determine how the policy can be improved in order to ensure it 
reflects current practice issues, embodies the values and duties of medical professionalism, and is consistent 
with the College’s mandate to protect the public. 
 
Invitations to participate in the consultation were sent out via email to all physician members and key 
stakeholder organizations, as well as individuals who had previously indicated a desire to be informed of College 
consultations. The consultation was also promoted through social media.   
 
Feedback was collected via email, through a WordPress online discussion forum, via regular mail, and through 
an online survey using the website Survey Monkey. 
 
In accordance with the College’s posting guidelines all feedback received through the consultation is posted 
online. This report summarizes the stakeholder feedback received through the online survey. 
 
Caveats: 
 
321 respondents started the survey (see Table 1 below). Of these, 50 respondents did not complete any of the 
substantive questions1. These respondents were removed from the analysis below. Only 19 respondents 
partially completed the survey, completing at least one of the substantive questions2. The results reproduced 
below capture the responses for both complete and partially complete respondents. 
 
Table 1: Survey Status 

 
 
 
 
 
 
 
 

 
 

                                                           
1 These respondents completed only the demographic or ‘warm-up’ questions and dropped out of the survey before 
answering questions assessing the existing policy. 
2 These 19 respondents completed at least the section of questions assessing the clarity of the policy, but may have 
answered further questions as well.  

Started n=321 

      Complete 252 
79% 

      Partial Complete 19 
6% 

      Incomplete 50 
16% 



The purpose of this online survey was to collect ‘feedback’ from physicians, organizations, and the public 
regarding the existing Treating Self and Family Members policy. Participation in the survey was voluntary and 
one of a few ways in which feedback could be provided. As such, no attempt has been made to ensure that the 
sample is representative of the larger physician, organization or public populations and no statistical analyses 
have been conducted.  
 
The quantitative data shown below is complete and the number of respondents who answered each question is 
provided. 
 
The qualitative data captured below is a summary of the general themes or ideas conveyed through the survey. 
The comments in their entirety are included as Appendix A at the end of this document. Please note that in 
keeping with our consultation processes, feedback has been amended in accordance with our posting 
guidelines. 
 
Respondent Profile: 
 
Nearly all respondents indicated that they were completing the survey on behalf of themselves (see Table 2). 
Only 1 respondent indicated that they were completing the survey on behalf of an organization3. 
 
Table 2: Respondents 

Are you completing this survey on 
behalf of yourself or an organization? n=271 

Self 270 
Organization 1 

 
As shown in Table 3 below, respondents were primarily physicians (83%).  
 
Table 3: Respondents (cont’d) 

Are you a....? n=271 

Physician 225 
83% 

Organization Staff (e.g. policy staff, 
registrar, senior staff) 

18 
7% 

Member of the Public 16 
6% 

Other health care professional (e.g. 
nurse, pharmacist) 

12 
4% 

Other (specify) 0 
0% 

 
 

                                                           
3 Historically organizations tend to provide feedback in written form, usually by way of a formal letter sent directly to the 
CPSO through regular mail or email. These submissions are posted in the WordPress online discussion forum for each 
consultation. 



32% 55% 8% 3% 1% Familiarity

Very familiar Somewhat familiar Neither familiar nor unfamiliar Somewhat unfamiliar Very unfamiliar

Experience with the Policy: 
 
A very strong majority (94%) of respondents indicate that they have read the current version of the Treating Self 
and Family Members policy. 
 
Table 4: Read Policy 

Have you read the current version of the 
Consent to Medical Treatment policy? n=271 

Yes 255 
94% 

No 16 
6% 

 
Familiarity with the policy is fairly high with almost nine-in-ten (87%) reporting that they are either very (32%) or 
somewhat (55%) familiar with the policy (see Figure 1). 
 
Figure 1: Familiarity with Policy 
 
 
 
 
 

 

Q4. Before today, how familiar were you with the College’s Treating Self and Family Members policy? Base: n=271 
 
Over six-in-ten (65%) respondents say they have never turned to this policy to help them address questions or 
circumstances that arise (see Table 5). Among those who do turn to the policy, reasons for doing so varied. 
Several respondents mentioned that they turned to the policy when asked for advice, travelling to foreign 
and/or remote destinations or when family members were in need of medical assistance for minor or urgent 
conditions. As previously noted, the comments in their entirety are included as Appendix A at the end of this 
document. 
 
Table 5: Turn to Policy 

Please tell us when you turn to this policy? (i.e. what 
questions or circumstances prompt you to look it up) n=271 

I have never referred to this policy. 176 
65% 

I refer to this policy when… 95 
35% 
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The definition of 'family member' is
clear.

The policy is clearly written.

The policy clearly articulates physicians'
professional obligations.

The policy is easy to understand.

It is clear when the policy applies.

The definition of 'treating' is clear.

The layout or structure of the policy is
intuitive.

The distinctions between what types of
treatment are, and are not, permitted

are clear.

The policy is free of error.

Strongly agree Somewhat agree Neither agree nor disagree Somewhat disagree Strongly disagree

  69% 

  65% 

  55% 

 
Assessments of the Policy: 
 
As reported in Figure 2 below, more than four-fifths of the respondents think that the definition of ‘family 
member’ is clear (87%). Approximately three-quarters of the respondents think that the policy is clearly written 
(77%), that it clearly articulates physicians’ professional obligations (77%), that the policy is easy to understand 
(75%), that it is clear when the policy applies (74%) and that the definition of ‘treating’ is clear (74%).  
Approximately two-thirds of the respondents think that the layout or structure of the policy is intuitive (69%) 
and the distinctions between what types of treatment are, and are not, permitted are clear (65%). Slightly more 
than half say that the policy is free of error (55%), with many respondents (31%) taking a neutral position with 
respect to this metric. 
 
Figure 2: Clarity of Policy 
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Q6. We’d like to understand whether the policy is clear. Please indicate whether you agree or disagree with each of the following 
statements regarding the clarity of the policy. Base: n=271 
 
Open ended feedback regarding the clarity of the policy was collected from 113 respondents4. Feedback 
included suggestions that: 

• The policy should more precisely define and provide examples of: 
o What are minor conditions; 
o When a physician is readily available; 
o What types of treatment are permitted for self and family; 
o What constitutes an emergency; 
o The scope of the term family members. 

• The policy is clear and should not be changed. 
• The policy is clear but it too restrictive. 
• The application of the policy to physicians in rural areas should be clarified since they are often required 

to treat friends and family members. 
• The application of the policy to physicians in urban areas should be clarified since another physician 

may always be readily available. 
• The policy leaves too much room for interpretation. 
• The policy should leave room for interpretation. 
• The policy should be communicated to pharmacists and other health care professionals. 

 
A number of metrics were used to assess the comprehensiveness of the policy (see Figure 3). Approximately 
two-thirds of the respondents think that: 

• the policy is helpful to physicians (67%);  
• the policy clearly outlines the standards of practice for physicians who provide treatment of minor 

conditions or treatment in emergency situations for themselves or their family members (66%);  
• the expectations for physicians are reasonable (61%);  
• that the policy addresses all of the important issues relating to treating self and family members (60%). 

Fewer, but still a majority of respondents say that the policy addresses all of the relevant issues relating to 
treating self and family members (54%) and that the policy is helpful to the public (54%). 
 
 
 
 
 
 
 
 
 
 
 
 

                                                           
4 How can we improve the policy’s clarity? (Please feel free to elaborate on your answers above or touch on other issues 
relating to clarity). 
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Figure 3: Comprehensiveness of Policy  

Q8. We’d like your thoughts on whether the policy is comprehensive. Please indicate whether you agree or disagree with each of the 
following statements regarding the comprehensiveness of the policy. Base: n=257 
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Open ended feedback regarding the comprehensiveness of the policy was collected from 103 respondents5. 
Some respondents simply indicated that that their response to the previous open ended question would apply 
to this question as well (e.g. “Please see my previous comment”).  Other respondents explicitly addressed issues 
including: 

• The policy is comprehensive and allows for sufficient autonomy. 
• The policy expectations are unreasonable. It ought to provide more leeway and allow for more 

physician discretion. 
• The policy expectations are too vague and the requirements should be more clear cut. 
• The policy should more precisely define and provide examples of: 

o What are minor conditions; 
o When a physician is readily available; 
o What constitutes an emergency; 
o When repeat prescriptions are acceptable; 
o The scope of the term family members. 

• The policy should include a section on treating friends/neighbours/other physicians and/or office staff. 
• By treating themselves and family members, physicians: 

o Save the health care system money;  
o Save time; 
o Reduce the spread of transmissible diseases in waiting rooms and/or schools; 
o Reduce the strain on the health care system due to limited physician availability. 

• The policy should be communicated to pharmacists and other health care professionals. 
• The application of the policy to physicians in rural areas should be clarified since they are often required 

to treat friends and family members. 
• A spouse should not be able to use the policy against a physician spouse in a vindictive way during 

divorce proceedings. 
 
When given the opportunity to provide any feedback they have not yet had the opportunity to voice, 41 
respondents offered a response6. Many of the responses were similar to the other open ended feedback 
questions. Key themes include: 

• The policy offers the appropriate level of guidance to physicians. 
• Revisions to the policy are not required. 
• The policy should provide more leeway and allow for more physician discretion. 
• Physicians should be able to provide short term prescriptions for family members and take care of 

themselves. 
• Physicians should never be allowed to prescribe for themselves. 
• Physicians should never be allowed to prescribe narcotics for family members or themselves. 
• There should be limited exceptions for physicians to prescribe narcotics for family members or 

themselves. 
• Rural and city doctors cannot be held to the same standards. 

  

                                                           
5 What issues or topics did we miss? How can we ensure the policy is helpful to both physicians and the public? How should 
the expectations for physicians be revised? (Please feel free to elaborate on your answers above or touch on other issues 
relating to comprehensiveness) 
6 If you have any additional comments that you have not yet provided, please provide them below, by email or through our 
online discussion forum. 

mailto:consent@cpso.on.ca?subject=Policy%20Feedback
http://policyconsult.cpso.on.ca/?page_id=2010


Appendix A – Open End Responses 
 
Open ended responses were collected for a number of questions. While summaries of this feedback can be 
found above, the verbatim responses for these questions are displayed below.  Please note that in keeping with 
our consultation processes, feedback has been amended in accordance with our posting guidelines. Additionally, 
verbatim responses are reproduced without correcting for any spelling or grammatical errors. 
 
Question 5: Please tell us when you turn to this policy? (i.e. what questions or circumstances prompt you to look 
it up) 
 
# Response 

1 When I have an ill family member & their physician is not available 

2 asked to provide opinion and/or treatment to close friends and family members 

3 

Parent in retirement home-family doc not available over Christmas-flu breakout in home and needed prophlaxis for flu. 
Choices were to have her wait 12 hours in Emergency in flu riddled waiting room or write script myself. Read policy and 
decided this fit under physician not readily available so did write script. 

4 
I needed ventolin for my little kid , have to wait for 2 hours to see a doctor to renew . So I did review the policy to 
confirm that I can't renew a none controlled mesds for self or family member. 

5 Teaching medical students and residents. Addressing questions from physicians or the public about this topic 

6 
when I was looking to see whether I could take on family members as patients and found out that that is not 
recommended by CPSO 

7 myself of family members have minor medical issues and may require a short term prescription medication. 

8 someone I know asks me for medical treatment. 

9 
My child is sick with an ear infection at home on a weekend. Should I prescribe them antibiotics or go to ER or walk-in 
clinic and have to wait for hours until seen by a physician who will give them Antibiotics. 

10 
contemplating treating child for UTI which they freqently get and seeing if ok to prescribe antibiotics which they 
previously received and ordering urine tests 

11 when my family member was sick 

12 

Psychiatry and the Law practice. For example, encountering a situation of an 18 year old with criminal charges being 
treated over some years with long acting stimulants for ADHD by her parent, a family physician. Patient’s other parents 
is also a doctor. Patient had a psychaitric admission last year, stimulants stopped and mood stabilizers started for 
convincing diagnosis of bipolar mania. On record, parents were advised that these stimulants were contraindicated in 
patient’s condition and certainly as a solo agent. Post discharge, parent continued to prescribe an anti depressant and 
stimulant against medical advice by consultant. Patient knows that the parent shouldn't give medication but relies on 
parent financially. Patient also alleges physical abuse but the reliabilty of that is unknown. Patient remains in hypo 
manic state and living in and out of shelters incurring legal consequences. Policy specifically highlights psychotropics 
and regulated drugs. Should this adolescent be convinced to present for care again, I want to be prepared to address 



this complexity. I called CMPA to ask about any duty to report given the possible professional misconduct. Very difficult 
case to supervise a Resident on as well! 

13 when i need medication for myself 

14 ...deciding whether or not to treat myself or family, as well as friends and/or neighbours. 

15 when family members are sick 

16 read it once when last published. remember some of the points 

17 

in the past when I might have been in a position of providing short, episodic care to family or friend for minor 
conditions or in prescribing a refill on a routine medication (not controlled/restricted) to "bridge" a few days until they 
could contact their usual prescriber. I have made myself aware of the policy also when traveling with family to foreign 
or remote destinations where access to medical care was limited or not easily available. 

18 

when family members request antibiotics and cant get appt to see a PCP or the PCP use of EMR and electronic 
prescribing is so disfunctional they cannot get the prescription in a reasonable amount of time without missing work or 
education 

19 I looked at it ~ 8 years ago when I started in family medicine in Ontario. 

20 Concerned about a patient who is being treated by/or I suspect is being treated by a family member 

21 
I am now retired but when I was in practice I was aware of the principles outline here, which were taught to us in 
Medical School. 

22 prescribing non restricted / narcotic/ benzodiazepine Meds to family members on non critical matters 

23 

I referred to this guideline when it was published, and have used it as a reference standard since. I have treated 
members of my own family - in times when there was no other choice, such as canoe trips and back-country ski trips. I 
believe that the focus on objectivity is well placed: I have found it difficult enough treating family members of my 
colleagues, or my colleagues themselves, because of "competing" role demands 

24 To learn current standard of practice 

25 When I needed emergency help from a physician friend. 

26 Family members are in urgent need of medical assistance. 

27 I needed urgent help from a physician family member. 

28 When I am faced with the question. 

29 When deciding whether or not to treat a family member 

30 ...I received the original notice of it being made. 



31 When one. of my pt (spouse’s relative) went on palliative care. 

32 When it applies. 

33 Questioned about physician policies. 

34 Whenever I need a reminder. 

35 Questioned about it. 

36 asked for advice 

37 Whenever I need to refresh my knowledge. 

38 Friends ask advice. 

39 
being pressured to Rx for my relative for recurrent skin and sinus condition previously diagnosed and treated by 
colleagues. 

40 Referred a family member by their physician family member 

41 

treating members of the family where access was an issue. IE: Currently due the shortage of family physicians, it has 
been difficult for some family members to obtain a physician. For simple things, that do not create a patient-doctor 
relationship I see the policy helps. But the definition of the word episodic should be defined more clearly. If a family 
member continually returns for a simple treatment because they are unable to find a family doctor in Ontario, the 
policy should be more forgiving, and allow for the current situation in Ontario where not everyone has been able to 
find a family physician. For emergency use, Narcotics should be allowed for short term cases. IE: someone breaks an 
arm, and there are no physicians available to help the patient, and the drive to the hospital would be very far away. 
There needs to be allowed exceptions under special circumstances for these one time or very limited use of narcotics. 
The existing policies must not be so rigid, that more harm is able to fall on the patient, just because the doctors are 
scared of helping someone in need because they are unsure of the guidelines.  

42 teaching students and residents 

43 asked by an acquaintance to render care 

44 when I wanted to prescribe an antibiotic for my father 

45 Considering prescribing a medication to self or family member 

46 
When I needed clarification in certain situations: -Child was ill after hours and needed antibiotics -Family members 
asked me to renew non-narcotic prescriptions eg topical steroid previously prescribed by dermatologist 

47 
Family members question why I refuse or decline to treat them, using the policy as the rule my profession judges me 
by and that it is not a personal choice I make 

48 when issues arise re the health of family and friends 



49 

reviewing/considering the college complaint made against me in the late 1990s by my then commonlaw spouse after I 
kicked them out for an affair .. they offered to remove their complaint against me that I had "treated them" as a 
patient in exchange for money and when I refused.. it still took the college 2 years before closing the case in my favour. 
I don't think I have ever recovered from the shock of the college taking that long to close the case against my license. I 
wonder if it would have been quicker if this policy had been in place sooner. 

50 
in current practice where i am struggling with a patient who's family member changes my treatment plan/medications 
and communication to me about these changes are incomplete 

51 I learned that a review of the policy is underway. 

52 Treating Family members 

53 
If a family member or a friend asks for medical treatment or medical advice. I always refer them to their primary Care 
provider or other doctor.  

54 when needed to treat relative 

55 When preparing for my exams 

56 
When requested by family members to provide care. The definitions regarding episodic and emergency are clear and 
useful. 

57 I needed to treat a family member for a minor illness to double check the College's rules 

58 Applying for CPSO license. 

59 
rarely refer to this. I live in a small town so occasionally you have to treat relatives or acquaintances. I know what the 
guidelines are and try to follow accordingly. 

60 Minor issues present with my family members. 

61 Self-education, to confirm I continue to be aware of limitations and definitions 

62 Asked by friends and family to provide medical assessment 

63 referred to it once at the beginning of my practice and kept it in mind 

64 Someone in the family tree needs treatment that I would be able to administer 

65 When asked for prescriptions. 

66 I read it when it first came out. 

67 thinking of prescribing a topical steroid cream for eczema for my child 

68 When asked to advise family members on their health. 



69 Minor ailments in my children and renewal of prescritions (e.g. acne therapy) 

70 
I had an asthma exacerbation and needed ventolin. Had an ear infection and needed drops. Spouse needed renewal of 
Ocp and their FMD had moved 

71 

i am in a situation where I might treat a family member - some examples include - acute otitis media in my child at 
10pm at night - do I waste health care resources, or treat when I know what the issue is. Anlther example is when on 
holidays away, and one of the children needs a refill on a medication because its been forgotten at home. Thankfully 
we have a family doc who is available in those situations, but it can be tricky.... 

72 At week ends my family need a prescription, or other intervention of a non critical nature 

73 For emergency situations facing my family members 

74 teaching students/residents 

75 
When a family member has requested a renewal of a non-controlled substance (e.g. Inhaler), or when a family member 
has had the flu, and did not wish to leave the home to be contagious in a walk-in clinic. 

76 I had to treat a family member 

77 Considering treating family members 

78 If treating a family member for a minor issue or in case of emergency 

79 again given to me by email 

80 Prescribing my children/spouse an antibiotic or bronchodilator. 

81 Family member has minor illness requiring medical management 

82 read it in dialogue after reading discipline decision 

83 Just looking at the email 

84 My husband or child or parent has needed treatment for an infection 

85 when I need to treat myself or a family member 

86 i would like to treat myself or family and check if any changes have been made to it. 

87 The question of prescribing controlled drugs comes up. 

88 was considering treating family members for minor chronic conditions 

89 A situation arises that may lead to a treatment decision for myself or a family member. 

90 treating family members 



91 my family is in need of an urgent treatment. 

92 For my own education and to educate my students 

93 Approached by non family members but close friends , or when patients want to broaden into friendship 

94 
I was chastised and indirectly threatened with being reported to the college simply for renewing a prescription 
previously prescribed by a physician. The CMPA told me I was putting myself at risk by doing that 

95 I noticed that you were requesting input for review of this policy. I read it a few years ago, but not in the interim. 

96 training residents, interns and medical students; CME for nurses 

97 When necessary 

98 family members request assessment or prescriptions 

 
 
Question 7: How can we improve the policy’s clarity? (Please feel free to elaborate on your answers above or 
touch on other issues relating to clarity) 
 
# Responses 

1 

abandon the policy . we are surely responsible enough to know when to seek help . this policy is interfering with our 
rights and freedoms. if we are fir to treat the public we should be free to treat ourselves - family and friends. access 
to medical treatment is often difficult and time consuming particularly out of hours - and i think you would do better 
to improve access instead of interfering in our lives and with out liberty . 

2 

What are “minor condition” and “when another qualified health care professional is not readily available”? Is an otitis 
media a minor condition? We know that it may turn to meningitis. Can a physician prescribe antibiotics for his child 
with otitis media? How about vomiting in an 18 months old? If there is an open emergency room in the town, does it 
mean another qualified health care professional is ‘readily’ available? What if the waiting time is 3 hours? How about 
6 or 12 hours? What if it is midnight? Where do we draw these lines? The way I understand it, the policy intends to 
prohibit physicians from treating a family member for a condition requiring ongoing therapeutic relationship or a 
condition with immediate risk of morbidity or mortality where an emergency physician is available. If that is indeed 
the intention, then why wouldn’t we clarify the policy? 

3 clarify the issue of the sexual abuse provisions..."may apply"...in what circumstances would they apply or not. 

4 

The issue of allowing treatment in minor health situations is completely restricted the way the present policy is 
worded. This is unreasonable. There is always another practitioner available under this wording since one can always 
spend time in hospital emergency. Treatment of minor conditions should not be restricted in anyway 

5 

allow more flexibility to physicians when asked for help by family on w/e, holidays or whenever a family members 
own physician is not available - understanding being that all will be reported to and reviewed with their own 
physician, when available 

6 Readily available physician is not clear. I would suggest the policy state the treatment of family member or self is in 



the best interests of the patient based on the physician best judgement 

7 
Further clarify situations the college feels it is ok to treat vs not ok to treat with case examples or more clearly written 
situations. 

8 

I think you need to take out the sentence about "when another physician is not readily available". What does that 
mean? When I am at my cottage half an hour from an ER and 3 people develop conjunctivitis should we all pack up 
and head to the ER for half a day? 

9 

The policy is somewhat ambiguous and should remain so. There is no place for strict rules where judgment is 
required. It is somewhat unclear what constitutes a minor medical problem, but trying to better define that concept 
would be foolish. The whole point of the exercise should be to provoke the treating physician to consider the risk that 
his / her judgment could be clouded by the relationship, and, then leave it to their good judgment how to proceed. 
The notion that you can take the ambiguity out of it with a 'policy' is bureaucratic and sanctimonious. 

10 give a few examples of minor treatment 

11 no need to improve the policy. It is fine 

12 It may be necessary to more fully explain "minor conditions". 

13 The definition about when a physician is allowed to treat a family member needs to be clearer. 

14 definition of treatment and defining what it means when another physician is not available. 

15 

Policy should elaborate more about the kind of medical conditions in which the physician must avoid to treat self or 
any family member such as addictive diseases and or conditions involving ongoing prescription of controlled 
substances. Minor medical condition versus major medical condition and medical urgency versus medical emergency 
distinction should be more precisely defined. A distinction between acute versus chronic medical conditions should 
be made. 

16 Shorter version 

17 

The definition of only allowing self prescribing in "emergency " situations should be relaxed somewhat. If a physician 
develops symptoms which can progress significantly but would not be life threatening, there should be the freedom 
to self prescribe eg an antibiotic. It is not terribly practical to expect a physician to sit in an emergency department /or 
go to a walk-in clinic to be dealt with by a usually far more junior or less experienced physician or nurse practitioner 
simply because the rules state one cant self prescribe. The policy of NEVER prescribing narcotics, controlled drugs 
,sleeping pills,sedatives etc is 100% unquestionable. However when one has been using a drug for many years and the 
prescription from one's physician expires a month before the next visit, there should be no problem with a physician 
extending his/her own prescription .This has become a big problem when pharmacists refuse to do this. 

18 
I think it is pretty clear already. It would be helpful if this policy could be distributed and/or advertised to pharmacies 
so that they may also understand the boundaries of acceptable prescribing. 

19 Under certain situations physicians should be able to treat their family. For example, renewing a prescription. 



20 Make it less wordy Provide concrete examples of minor care (e.g. suturing a minor laceration) 

21 shorten it 

22 Definition of family is too broad 

23 This policy should not get approved as what is the reasons that the physician should not treat family members ?? 

24 

1- Rather than leaving it to the interpretation of the reader about what is meant with "minor condistion', (which 
could really apply to most non-chronic conditions), it is better to clearly define what drugs/conditions should NOT be 
perscrobed to self/family member. 2- it is not uncommon for family members to ask me to explain the results of their 
tests (communicated by their FD or specialist). Under the current document, this is inculded included under 
"Treatment". 3- Should it also include patients who are NOT family members, but whom may ask for your help while 
not being your regular patients (neighbours, etc)? 

25 

The term "readily available", in referring to preferred sources of care to be considered before treating 
self/family/friend may be considered to be open to a variety of interpretations, especially when most communities 
have access to 24/7 emergency department care. For example, many would believe that beginning treatment for a 
simple urinary infection or probable strep pharyngitis or providing basic wound or other minor injury care to be 
straight-forward, minor and should not require a visit to an emergency department or walk-in clinic when travelling or 
when primary care providers are not available. These services may be "readily available" (unless you consider long 
wait times contrary to "readily") but not appropriate for a variety of reasons. 

26 
few examples of what types of treatment are and are not permitted would be helpful to understand the spirit of the 
policy 

27 Give more specific examples. 

28 The policy itself is flawed and should be reconsidered 

29 

How can one say for sure that the policy is "free from error"? Perhaps the policy should have a special paragraph on 
dealing with another physician who becomes a patient. This may present a situation very similar to "dealing with a 

family member" sometimes... Clarification and direction would be most welcome by most M.D.s currently active. 

30 The policy is clear but over restrictive. 

31 The policy is very clear. 

32 The policy is clear. 

33 I think that it is excellent now. 

34 to stringent - more lea way needed 

35 The policy is perfectly clear. 

36 No changes are needed. 



37 The policy is quite clear and comprehensive. 

38 To provide some examples and circumstances. To go through what minor circumstances are. 

39 Your policy needs to changed and more realistic with physicians. It is out of date with the real world. 

40 
The terms Episoic should be clearly defined. The term Family Member is not clearly defined. Is a boyfriend or 
girlfriend a family member? How about the grandmother of your spouse? 

41 specify what are the exception to treat onedself for simple infections 

42 examples of ongoing care, minor incidents.. 

43 current policy is clear. 

44 
Perhaps add a summary to what is not permitted and what is flexible. Reading through the entire document isn't 
always the easiest. 

45 

I would hope that most physicians would not be treating family members who are experiencing "severe suffering". I 
think the practice of prescribing to self or other family members more realistically applies to minor conditions, but the 
definition of what constitutes a minor condition is vague, and the added condition that "only when another qualified 
health care professional is not readily available" is subjective. If your sibling needs a refill on their Acyclovir on a 
Saturday afternoon, although for a minor condition, I'm sure the sibling could find an alternate provider if they 
wanted to spend 2 hours at a walk-in clinic or 8 hours in an Emergency room, or wait until Monday, take a half-day off 
work, and sit in the family doctor's office for 2 hours to get a prescription, so that the family doctor can bill OHIP for a 
visit, while the employer loses out on employee productivity. It is way easier for sibling physician to just call that 
prescription into the pharmacy and save the sibling, the employer, and the health care system, a lot of time and 
money. I don't see the harm in that practice, and it begs the question what exactly the CPSO means by an alternate 
provider being "not readily available". If you live in Toronto, there's always someone available if you really need to 
seek them out. You could argue that this policy condition renders all physicians in a major city unable to prescribe to 
family members, unless they interpret "not readily available" as meaning non-emergency services not available 
"today". 

46 please outline the distinctions more clearly. 

47 Fair 

48 ? 

49 

I disagree with the statement that a physician should not self treat unless in an emergency situation or minor 
condition. I have moved to Ottawa and despite having excellent access to specialist care (since I am in a tertiary care 
hospital) I have yet to find a family GP. I therefore write my own prescription for nasal and pulmonary steroids come 
allergy season. It should be made clear (with specific examples) that the CPSO finds this form of self-treatment 
acceptable. 

50 
Should remove 'minor care' as an option. Make it an absolute for 'emergencies only' or when no other provider is 
available. Leaving the judgement to the practitioner is too risky as every physician has their own measure which leads 



to confusion specifically when confronted by the actions done by others but not by yourself. 

51 I think it is unrealistic 

52 

This policy needs to be very clear especially for the a) rural or isolated location doc (which I was at the time I had a 
college complaint made against me ie I was the only doc in the town). b) I think it should also be crystal clear that I am 
still allowed as a human being to still do the same things medically for my spouse (or kids) that any adult would do for 
a spouse/children for their general health and wellbeing. ie I should still be able to take their temperature, peak in 
their throat and offer suggestions of normal medications ie Tylenol, advil, cold and cough syrup etc. I agree that doing 
"doctor specific" things ie lab tests, prescription drugs should be held to a different standard. But I had a college 
investigation for doing normal "spouse" health care while also being the only doctor in town at the time. I would like 
it to be much clearer in this policy what the college will and wont investigate for when a spouse with no medical 
complications makes a college complaint using this policy as the reference especially when undergoing concurrently 
separation/divorce proceedings. I am left from my experience with this topic area being afraid to do anything of any 
kind for any family member now and I think that is really sad. Why should my family have lesser medical care or 
advice from me then they would if I was not a physician? I understand the policy is to "protect the public/patient" but 
in this specific case we may, especially in rural/isolated settings, be unintentionally hurting them. 

53 

suggest you give concrete examples of 'acceptable' treatment eg antibiotics for a child, NSAID after a sports injury 
suggest you give a "frequency" to indicate that recurrent treatment may raise some sort of flag that there is possibly 
breach of the policy eg prescribing more than 3 times a year 

54 I have no suggestions. It seemed quite clear to me. 

55 I feel the policy is overall unnecessary and unrealistic and frankly a waste of my dues. 

56 

While the policy is clear, some isolated examples to illustrate might assist as well. Other professional organizations 
(pharmacists) seem to feel one cannot treat anyone with the same last name. For example, I felt treating a case of 
shingles on a weekend fell under the category of acute minor problem without long-term ramifications, but could not 
prescribe the Valtrex required. 

57 
Examples may help...i.e. Can ventolin inhalers be refilled? Or Epi-Pens? Glucose test strips? Orthotics or Massage 
Therapy notes? 

58 
Should be ghidelines but not strong policy. Physicians should be able to use their judgment on when to apply or 
disregard policy 

59 What is when no body is available 

60 It is clearly written and does not need to be changed. 

61 The policy is fine as stated. 

62 
I do not accept the premises underlying the policy....therefore the only way to improve it would be to review the 
reality of medical care for family today.  

63 the policy shoukd be more clear about the minor conditions. I don't see any harm in treating my child's OM, or skin 



condition, or prescriping antibiotics for OM or OE. 

64 
clarify that renewal of established prescriptions (non narcotic obviously) acceptable when not able to see regular 
primary care provider. (long waits) 

65 

I found the appendix on evaluating a relationship the most useful in helping to decide what is/is not appropriate in 
terms of helping guide who I should/should not prescribe for (ie directly family member or your neighbour or boss or 
colleague). This is helpful not only in a one- off situation but also at Times when I am asked by people who have some 
"power" in my work environment to take on someone on permemantly as a patient (CEO's partner) 

66 N/A 

67 
out line of when and under what conditions the md should not treat their" family" member and self . the rest should 
be left to the individuals. 

68 

I think the policy itself is clear, as written. I think most physicians understand the policy; they may or may not follow 
the recommendations bec. they may not necessarily agree with the policy or bec they believe that they can treat 
family without bias. or they believe that they are they best physician for that person, rightly or wrongly. You don't 
specifically say what types of procedures are allowed. This leads to individual interpretation. Simple to me may not be 
simple to you. I think there is a difference between self prescribing or prescribing controlled drugs to family. i can see 
rare occasions where this could legitimately be done. Chronic prescribing is a completely different story. 

69 
Provide example of a situation where it is generally acceptable to treat a family member or self (example minor 
cutaneous infection, referral to physiotherapist for muscular injury, steroid cream for dermatitis) 

70 
The situations that are included in 'minor treatments' are not clear. Would it include routine vaccinations? Treating an 
uncomplicated sinusitis is if it met current Canadian guidelines? 

71 

I do not feel that my treatment would be compromised if I treated my wife's brothers child. This policy I believe says 
that this should not be done. So my wife's nephew who I may or may not know that well is considered off the list for 
treatment. I am not certain that this is required. I do not think you give enough credit to the objectivity of physicians 
and their ability to do what is best for the patient if they are remotely related to an individual. Also what is considered 
a minor ailment? If my wife has a small cut can I steristrip it? If it gets infected and she has to see another physician 
for treatment, could I be in trouble? There are so many potential problems for physicians in knowing every CPSO rule 
with its huge legion of workers dedicated to investigating physicians. More detailed rules to remember. 

72 give examples of sickness and medications used for both a family member and self treatment 

73 
I think the policy needs to be more direct, in terms of the language it uses. I find it quite direct in the section on 
prescribing controlled substances. 

74 

It would be important to make sure that pharmacies are aware of the ability of physicians to treat minor, short term 
ailments of family members who have been unable to access care in the present medical system. I have tried to treat 
a son for an infrequent otitis media after hours on a weekend when his family doctor was not available and urgent 
care clinics were closed. I tried to order an antibiotic for him, and the pharmacy refused to accept the prescription 
when I indicated that I was his mother. I think that there definitely needs more clarity and information supplied to 
supporting health care professionals regarding the ability of physicians to treat family members for minor 



intercurrent illness. It seems a misuse of medical resources for a family member to attend an emergency department 
for something like this. 

75 Could give examples 

76 a few examples of "minor" treatments and disqualifying "friendship" 

77 Define "not readily available". 

78 the definitions of a minor ailment and that of "a doctor is not readily available" are open to interpretation. 

79 Speak more about treating self - eg write prescriptions to self rarely for minor issues 

80 

I think that the policy needs revision. It should be understood that for treating our spouses and close family members 
where the problems lie within our specialty we should be able to provide advice and treatment. As a surgeon it 
should be up to my discretion if I feel comfortable in providing the necessary surgical intervention in non emergency 
elective surgery. A separate consent should be drafted and instituted for such occasions. Also the system would save 
a lot of money if we could provide the necessary treatments instead of referring for simple problems. 

81 

Physicians should only be restricted from treating family members in critical situations. Also control drugs should not 
be used by close family. A doctor should be able to prescribe an anti biotic for a family member at a week end or 
evening. Primary care providers are NOT available, as in previous. generations. It is ridiculous for a practicing 
physician to go to a busy Emergency Dept for a small issue like this . Pharmacists are paranoid, and won't give any 
meds for physicians family, even if it is z repeat ! 

82 I think this is really a pretty good policy and needs no improvement. 

83 
Change the policy. I thinks its a mistake in most instances because most of the problems are minor such as antibiotics 
for conjunctivitis.  

84 

The issue of clarity exist in the definition of "minor illness" For instance if a family member had clear symptoms of a 
UTI and was prescribed sulfa, there still exists the potential of life threatening illness due to an adverse drug reaction, 
drug interactions (the family member may not have been forthcoming about), or deterioration due to inappropirate 
follow-up. I think the language should be stronger 

85 

Permitting treatment of family members under certain circumstances appears reasonable but leaves the door open 
for coersion, conflict or abuse. I would prefer a blanket policy that makes it clear to physicians and the public that 
physicians must not treat family members, unless under emergency circumstances, but I imagine I am in the extreme 
minority. 

86 

Does this include cousins, aunts, uncles? Does it include ailing parents? What about bedridden family members who 
need constant attention now that hospital care is often not available!!!!!What about children who need ACUTE and 
INSTANT attention. Why put more attention to what honest MD do. 

87 Adding some examples might be helpful. 

88 Allow physicians discretion on when to treat family members. 



89 Maybe examples of conditions, treatments 

90 
Minor problems that do not require tests & definte follow up Minor problems unrelated to the specialty should be 
avoided by the physician There should be guideline only not rules or laws 

91 
Simplify-No treating family except acute emergency where no other care available and only until other health care 
providers take over. 

92 
Define what is meant by "minor" with some specific examples. And more importantly what is not "minor" - for 
example, ordering a urine test for someone with symptoms of UTI, ordering blood test, prescribing antibiotics, etc 

93 Does making suggestions (soak your foot in epsom salt) qualify as "treatment?| 

94 
Give specific examples of treatments that are considered to be acceptable and unacceptable. Then explain why they 
should be considered so. 

95 

I think the policy is clear. I do think that the area about "ordering tests" may be revisited as some tests are part of 
routing monitoring and as the policy states that this is allowed I think some tests may also be able to be ordered (ie/ 
CBC, electrolytes, liver function tests, obstetrical ultrasounds, TSH). 

96 
It has always been clear, don't treat your family except in emergency. On the other hand it is not wrong to give an 
opinion on a family member's treatment by a colleague  

97 minor condition may be subjective 

98 

Should a physician be able to prescribe antibiotics for self and family? We do know what is required and how much, it 
is also monitored by the pharmacy. In the present scenario, getting a family physician is difficult and by the time an 
appointment is available, the ailment is worse or gone away.........shouldn't a physician be given the right to decide or 
given a spectrum of ailments they can treat within the family to lessen the burden on the FP practise. 

99 

it is clear regarding family members ,what treatment means but the area which needs more clearification is the 
prescribing and minor conditions ,like prescribtion of topicals ,antibiotics and already prescribed medications by the 
Family practioners which is sometime required to complete the course or to continue for more according to the 
symptoms shown by the patient ,which can be done without doing any harm and saving family practioners and 
patients time and inconvenience 

100 

There are two items on the policy that are poorly defined: "a minor condition" and "when another qualified health 
care professional is not readily available". The following scenario illustrates the difficulty with interpreting these 
definitions: More than a year ago, my child had a severe form of a viral gastroenteritis. He was vomiting repeatedly. 
He did not have fever, headache, neck rigidity, or bloody diarrhea to suggest something serious. But the frequency of 
vomiting was such that he would ask for water and food out of thirst and hunger, but would vomit them right away. 
He needed an anti-emetic. It was close to midnight. Is this condition “minor”? There are emergency rooms in the city, 
but they have very long waiting times. Does that mean “another qualified health care professional is not readily 
available”? I ended up erring on the side of taking him to the emergency room. My spouse, my child and myself 
ended up waiting more than 7 hours to receive a prescription for 2 tablets of Zofran. Lack of sleep was now added to 
our child’s ailment. He did well on Zofran for the next two days but as we ran out of Zofran he started vomiting again. 
It was late at night and I was again unsure if I have to treat him or take him to the emergency room. We did take him 



to the emergency room, stayed several hours, lost sleep and got a prescription for 2 tablets of Zofran. I may have 
been over-conscientious with interpreting the policy. However, a clearer and perhaps relaxed policy than the present 
one can prevent such difficulties. 

101 

Definition of emergency is not well defined - e.g. Removal of a Foreign Body (sliver) or Upper Respiratory Tract 
Infection (Cold) when obtaining outside physician appointment is not timely Prescribing of controlled substances is 
clear but not defined with other substances - e.g. yearly influenza immunization, a renewal of a chronic non-
controlled substance Billing of acts only mentioned as a foot note and does not clarify reason for this distinction How 
to handle situation where family member refuses to seek medical attention elsewhere - i.e. refusal to treat when 
alternative treatment options are not available. 

102 

recently one pharmacy in the city declined to fill my self prescription for nasal allergy spray as I did not have a time to 
go to walk in clinic and my family doc was not available for weeks. it was very unpleasant experience for me and 
moreover ! when seasonal allergy hits it is causing a significant amount of discomfort. I suggest that the policy will 
include a disclaimer that temporary (1 month?) self- or family member prescription of non-controlled substances may 
be considered if responsible physician availabilty is an issue. 

103 

The words do not clearly portray the many nuanced variables that may be at play in several of the sub rules. It is not 
entirely clear how the principle lying behind the rules carries forward into the rule itself in the light of the variabilty 
and complexity of the facts to which the rule may be applied. This gives the air of a plocy that will be applied on a 
case bycase basis based on discretions and interpretations unknown to the members who can only read the words. 

104 Clearer definitions. Brevity Avoid potential for ambivalence through strict clear and concise statements. 

105 
give examples of acceptable minor or urgent (like prescribing antibiotic for UTI for self rarely, or family member, or if 
family member or self developed shingles and needs urgent access to antiviral) 

106 More details about types of treatment would be helpful, e.g., renewing a prescription, dressing a wound, etc. 

107 

Notwithstanding the possibility for generalization from a specific case, it might be useful for an example or two of 
"minor" conditions to be listed. For example, treatment of a UTI, particularly where this may be a recurring problem, 
as long as there is appropriate follow-up with a regular primary care physician, would be acceptable to my mind. Or 
refill of an occasionally used bronchodilator. It also bears remembering that there are a number of people who have 
no regular primary care physician, including physicians or family members of physicians. The choices then are limited 
to walk in clinics, emergency departments, or the family-member physician. It may not be possible to satisfy the 
college's request that the treatment be referred to the patient's primary care physician in that case. 

108 What drugs can be prescribed ie) antibiotics. Antibiotic prescriptions should be allowed 

109 Making it plain that it is broader than just family members 

110 

One of the chief sources of confusion pertains to renewing prescriptions. If - purely for convenience and time saving, I 
renew my or my wife's regular prescription ,that originally was initiated by another physician it can be argued that I 
am not " treating" myself or my wife; the diagnosis and treatment recommendation were carried out by another 
physician. I am just repeating the physician's prescription . Currently -this appears to be forbidden . The mandate of 
the CPSO is to protect the public; it should have little or no say in what I do for myself -or my wife-presuming she is 



competent 

111 I dont know 

112 

These days, when it takes 3 weeks to get to see a FP or wait in an ER for hours or be seen in Walkin Clinics where one 
may or may not get proper attention, there needs to be more clarity in what a Physician can treat within his family. 

This would actually reduce unnecessary ER visits and reduce multiple visits to Clinics. 

113 Phy 

 
Question 9: What issues or topics did we miss? How can we ensure the policy is helpful to both physicians and 
the public? How should the expectations for physicians be revised? (Please feel free to elaborate on your 
answers above or touch on other issues relating to comprehensiveness) 
 
# Responses 

1 scrap the policy . we are reasonable adults and do not need this interference. 

2 
It is very vague, the result is nobody dares to do ANY even minor secondary precription by fear of CPSO. It is 
completely vague ( and non relevant) 

3 
This policy is creating a problem for physicians & their families that is unreasonable. Minor conditions should never be 
included in the policy restrictions. 

4 leave policy as is 

5 
The policy should include that the treatment is in the best interest of patient based on the physician best judgement 
at that time. 

6 

i think that there should be more leeway for physicians to treat family members. there are many circumstatnces 
when i think it is not inapproriate for physicians to treat their family memebers. obvoiusly there needs to be some 
professional/common sense, but i think the policy should not be so one sided (as it is now) against treating family 
members. there needs to be more recognition that there are more and many occiasions when this is appropriate. 

7 The policy is fine 

8 Some physicians may benefit from greater elaboration of what is a "minor condition". 

9 

I feel that a physician should be able to treat a family member for minor conditions and when no long term 
relationship is required. This avoids the incovenience of going to the ER or walk-in clinics and long waits. Also, it 
causes less stress on the system. I am sure most physicians will be consciousand take care of their family and will 
move towards consulting another physician if they are uncomfortable. 

10 
this policy does not help public. by not taking my daughter to ER afterhours and adding to expense of health system I 
would be helping the public. 

11 When is it ok to be Self treating for psychiatric conditions when no other qualified physician is readily available? What 



does readily available mean? Is the emergence of early symptoms of relapse of a major disorder a minor problem, say 
if there is a preexisting plan to take this medication for insomnia or anxiety in bipolar disorder? It's Friday pm and self 
prescribe medication because a consultation is not possible? 

12 

For examples giving the vaccination for family members consider minor issue or not? Also order routine blood work 
for regular check up and safe money and time for the health care system and if there is any abnormalities in this case 
he or she can follow up with other physician. Prescribing regular meds like hypertension meds? 

13 

the definition of minor conditions is somewhat unclear and somewhat restrictive-- e.g. is hypercholesterolemia or 
diabetes a minor condition?. Physicians should be allowed to judge for themselves what is safe and not safe to do for 
themselves..  

14 

The policy with respect to narcotics, controlled and addictive drugs is 100% unquestionable. However the definition 
of "minor " and "emergency" needs to be spelt out with way more clarity. Most "minor" conditions should not require 
prescription medication anyway.However physicians should be credited with the intelligence and ability to make an 
objective decision if they have an infection which if untreated will progress significantly. They should not be forced to 
see a probably very junior , way less experienced MD or nurse practitioner in a walk-in clinic to prescribe an antibiotic 
because of these restrictive, impractical and insulting policies. If there truly is an "emergency" one would go to the 
hospital anyway.However if there is a urinary tract infection, it is probably not possible to take the day off with a full 
slate of appointments, but it would be mighty problematic not to start an antibiotic. If a physician has viral induced 
bronchospasm or chronic excema and they run out of their bronchodilator or steroid cream they have used for years, 
the pharmacist should be allowed to renew it without a major hassle. 

15 
with more and more health care providers being allowed to prescribe, it is completely reasonable for physicians to 
prescribe for minor conditions for family and themselves. 

16 

Would be good to include a section on friends/ neighbours. Physicians often get requests from this category as well. 
e.g. How to respond to a request from a friend for a brief medication refill between regular MD appointments, when 
appointments are difficult to get. I think self-prescribing or prescribing to family members for minor conditions and 
emergencies is appropriate and saves system resources and physician time. I think that the wording could be clarified 
regarding what is meant by "when there is no one else" to provide the care for emergencies. No one else where? 
There is always someone else, if you are willing to wait long enough, and travel to find that care. It's just often much 
more convenient not to have to go and wait in ER in these circumstances.  

17 Policy is geared more to physicians. This is appropriate. 

18 There could have been some examples of minor illness and emergency situations 

19 
Again I do not like this policy as it is hard being a physician to keep going and wait for another Physician to have 
service for children as there is no time for that. 

20 

see earlier comment on "readily". The policy should be clear in relation to prescribing practices in order to facilitate 
proper communications between pharmacy staff and physicians prescribing in this circumstance. The policy should be 
made available to pharmacists and technicians. 

21 
I'm from Switzerland (in Toronto for a clinical research fellowship) where physicians can prescribe / order everything 
for themselves deemed necessary and may purchase whatever they need for themselves (ad usum proprium) in any 



pharmacy (and get a discount). To my best knowledge this has not created major problems and respects physicans as 
competent professionals. Compared to this, the CPSO policy seems rather restrictive and I'm not sure whether this is 
really necessary. 

22 

I am no longer in Canada so my perspective my be skewed, there are so many new regulations and directives 
constraining the practice of medicine that many have become mutually exclusive, and lead to less care being 
available. For example in Georgia we are obligated to use electronic prescriptions but the DEA does not allow 
pharmacies to accept electronic prescriptions??? At the same time we are obligated to use special watermark paper 
to print prescrtiptions BUT the paper manufacturers have not been given the "rules" so no such paper exists. By the 
time I see my family and find out they are ill, no one is left with the energy to jump through multiple barriers to 
gaining access to care- so it seems reasonable to help them get antibiotics. I can only imagine how frustrated patients 
without family who are providers, can become working through the maze of conflicting good ideas that health care is 
full of. There are too many poeple and agencies with no medical training dictating how care should be provided, and 
each of them profiting by this illconceived interference. 

23 

I am occasionally asked to prescribe for family members when their physician is not available. The last time was when 
my relative developed renal colic and needed Indocid suppositories on a Sunday evening. This relative’s alternative 
was to go to ER and wait hours, get a script, likely fiind the pharmacies closed, or have me send a prescription to the 
pharmacy. Prior to that, another relative called with a UTI, the 10th in 13 months. This person needed an antibiotic 
and was not able to reach the GP or urologist on a Wednesday afternoon. This person was travelling several hours by 
car and needed a prescription called in to a pharmacy along the way. Both these are violations of the policy, which 
fails to recognise that physician availability is no longer what it was as most family docs don't take call at all, and 
reaching a doctor, even during office hours may be very difficult. Physicians have to provide services as economically 
as possibly, especially in the current situation of pay cuts, and physician availability is one of the places where services 
have been curtailed for most physicians. 

24 

The policy provides no basis for its conclusions - that self and family treatment is flawed and error prone. I agree that 
addictive substances should be regulated - they already are - and subject to review, but procedures, common illness, 
or areas of specialty that the physician may be expert in should be allowed. The physician is still bound ethically and 
professionally to providing good care within their scope of practice. 

25 
You missed "treating other physicians who become our patient". Guidelines would be helpful in thar situation. How is 
"the public" going to be made aware of this policy? 

26 policy too restrictive more non severe illness management permissiveness should be allowed 

27 
The policy is good to provide guidance only. Physicians should be trusted to make appropriate care decisions even for 
family members. 

28 The policy offers enough guidance to physicians without being unnecessarily restrictive. 

29 The policy is comprehensive. 

30 
The policy is comprehensive and allows physicians who are highly trained the appropriate level of autonomy to assist 
those in need. 



31 It is comprehensive. 

32 

At times, when family members are in need for a treatment of an incidental matter like a pink eye for a child, the 
physician can be allowed to prescribe proper medication to allow for a prompt healing and to prevent the spread of 
this condition to other children at school or to avoid prolonged school absence. This and similar conditions might not 
require the parent who is the physician to take the child to his or her doctor and again be subject to infect other 
children in the doctor's office and waist resources in order to obtain the treatment from a nonfamily member 
physician. There are many conditions of that sort that could save the public the risk of transmissible disease and the 
health care system time and money. Physicians should be allowed such treatment without being restricted by the 
CPSO or by pharmacies who at times will object filling a prescription for a minor treatment like an local antibiotic drop 
in the example mentioned above because they are not aware of the policy themselves Physicians should also be 
allowed to prescribe medications for themselves if they are known to require it by their primary health care provider 
if this medication needs to be repeated and there is no associated monitoring needed to renew it , an example is 
puffer for known non-severe asthma, nasal steroid for exacerbation of sinusitis ,insulin for diabetes or local treatment 
for hemorrhoid , and many examples, There should be a better articulation of such examples to both the physicians 
and pharmacists 

33 
Physicians should be allowed to self prescribe routine non controlled substances for self and immediate family; ie 
blood pressure pill, ashma inhalers, nsaids, h2 blockers, antibiotics for noncomplicated situations. 

34 

When we supervise a physician. Are we able to treat them under this policy? Or does another policy exist? Where 
does office staff fall under this policy? Is there a policy for office staff and fellow collegues? Can we treat our child 
who has mouth candiasis/thrush, while we are at the cottage for the month? 

35 

treat oneself is not of public interest= treatment of simple inefctions or condition should be permitted [tonsillitis, 
arthritis, gout, etc] treatment for children or grandchilderen shoul be permitted with parental permission [should not 
be paid by OHIP. but be free of charge, yet porperly filed.] no narcotic prescription permitted for oneself 

36 

A section on "occasional issues" would help e.g. can a physician prescribe to a family member if arrangements are 
made with thr primary treating physician (family goes to a remote areafor a period); physician is expert in a relevant 
area and no-one else is easily available. Is giving an injection prescribed by another physician acceptable? 

37 

Physicians should be able to treat family members and themselves. Treating family members is no different then 
treating good friends or colleagues. It usually comes down to access and I'd much rather a family member see myself 
vs. a walk-in clinic. 

38 

I think it needs to be a bit more clear. I prescribed for my family member (who had GI intolerance to clindamycin for a 
dental abscess) an antibiotic on a Sunday (his dental appointment was Tuesday, two-days later) and the pharmacist 
gave me a hard time. Although it was not an emergency (and this is not defined specifically; as far as I know, the only 
definition of emergency is in the HCCA), I think ordering amoxicillin is an acceptable role as a physician. 

39 nothing missed 

40 Is policy really necessary? 

41 none 



42 Medical advice requested by family members Opinion on treatment given by another physician 

43 
Should be more clear cut. Too much grey zone. Should be subject of a public campaign. It would help our standing in 
the public eye as a good self regulation initiative. 

44 

In a time when there is a wait for everything , constraints on the system , treating one self and family " Free" for 
minor conditions saves time for oneself, the treated person, saves the system money and leaves other doctors 
already in short supply available to serve the many patients out there. 

45 

As stated before, I would like it to include more clarity on isolated/rural/traveling scenarios where alternative medical 
care is not easy to fine/access and as such physician spouses/parents may well "treat" family members.... and more 
clarity on the colleges line in the sand on when they would and would not investigate for a divorcing spouses 
complaint against their physician spouse using this policy as their reference. What spouse (or parent) hasn't done 
some sort of medical advice or care for their family.. I would dare say no one.. so please don't allow this policy to be 
used as a divorce leverage point.. which I know it was for me.. and I know of other physicians where it was also used 
as blackmail during the divorce negotiations. ie pay out in exchange for keeping the spouse from submitting a 
complaint to the college even for "normal" medical care/advice not meeting the "treatment" definition used here. 

46 

There are subtle things that likely do not raise any concern if a family member were to "treat" eg some GP/MDs 
charge for scripts for massage or orthotics (often needed to claim insurance) but family members who are MDs would 
not charge for these scripts. its not "equity" but a "harmless" breach of the policy. 

47 

I feel there should be greater latitude in self/family prescribing. For example, the sanction against prescribing all 
forms of "psychotropic" drugs to self or family seems excessive. And renewing prescriptions for medications that are 
taken over a longer term ( for example, antihypertensive medications, antidepressants,) for short, say one-month 
periods, seems reasonable. There is some controversy over which medications are addictive and i feel the policy 
should be more specific about which drug classes must not be self or family prescribed. 

48 I think the expectations on the physician are draconian, unrealistic, and heavy handed. 

49 
I think a segment on repeating prescriptions, given that pharmacists can also repeat existing prescriptions might be an 
option. 

50 

Emergencies are always in the mind of the beholder. A family member requires an antibiotic for a minor condition on 
the weekend. Lining up in ER for 8 hours for a minor condition is actually a poor option for both the MD, the patient 
and the ER. Do you or do you not treat. On the weekend a family members runs out of her antidepressant, do you or 
do you not give a small supply to tide them over till they can see their FD. In principle I do agree that we should not 
be treating family members, but at the same time, flexibility needs to be there when administering these directives. 

51 All covered 

52 In rural settings where there may only be one physician, this policy becomes more problematic. 

53 

What does the college consider to be "readily accessible" health care? If family dr is 45 mins away and usually doesn't 
have walkin appts? ER is 30 mins away but usually has >4 hr wait? Also the health care system will save money if 
physicians are allowed to treat minor conditions even if other health professionals are readily available. 



54 
Read publication by Dr. Michael Klein in CMAJ about 15 years ago and get a sense of what can happen if doctors do 
niot get involved in care of family members. 

55 

The policy requires that physicians with chronic medical conditions MUST have these disorders managed by a 
colleague. However, two issues arise. Certain disorders (gout, mild asthma, mild hypertension, osteoarthritis, GERD...) 
are probably better managed by the physician-patient himself than by suggesting that the physician visit his MD each 
and every time a change in the symptoms occurs (with all the attendant time loss, cost and so on). Second, I am the 
only specialist in a rural setting; all my colleagues are family doctors. They refer issues of hypertension, asthma, gout 
and so on to me - and I may not agree with their assessment or management plan. Am I supposed to submit myself to 
what I would consider less satisfactory diagnosis and therapy than what I would give to any of my patients? 

56 Ensure pharmacists are aware of the policies 

57 
I live in Toronto- easy for me to ind alternate care for my family and myself- I used to work in a town of 3000- then 
would be more difficult to avoid when awaiting specialist care. 

58 

This policy is too restrictive. Common sense should play a role rather than being usurped by rules. Assumptions of loss 
of objectivity may appear to make sense but this appearance may not be accurate. In this era of multiple contributing 
physicians and an impossible-to-find most responsible physician ( if an MRP can be found), significant input by an 
informed family member is invaluable. Recently, I was on the "table" in the midst of an angiogram and told by my 
cardiologist that there was nothing to be done. I refused to accept his incorrect opinion (in my opinion). Thank 
goodness. Within 4 hours, another cardiologist placed a stent. Had I accepted my "objective" cardiologist's opinion, I 
would presently be disabled or dead. The unintended consequences of excluding significant input (sometimes pushy) 
by oneself for oneself or for a family member is occasionally tragic. 

59 what about ordering and expediting investigations , 

60 

what is a minor condition? acne? sinusitis? pneumonia? back pain? GERD? what constitutes an emergency? If you are 
on holidays and your kid gets sick or sprains an ankle, should you self subscribe or go sit in ER? If your wife is post op 
and vomiting and in pain and the narcotic prescribed by the surgeon isn't working, and it's midnite, do you try to find 
the surgeon? is it wrong to prescribe another narcotic to get you thru the night? is that really an emergency? If you 
live in a small community with limited no. of docs, and your inlaws are not happy with their dr and you feel you could 
provide better care, is that really wrong? The answer is "it all depends" and that is where you are going to run into 
trouble. It's just not that simple, every patient is different, every situation is different. If your grandmother has an 
infected hand and she can't get an appt to see her dr for 2 wks and she refuses to go to ER, are you not providing for 
that pt. if you prescribe something for her (and she has agreed to take it from you)?? 

61 

1 ) What about repeating meds previously prescribed by the family physician of a family member in case of 
inaccessability like long waiting of an appointment or vacation of the Dr. 2 ) What about a female Dr prescribes Viagra 
or viagra-like to her husband, or a husband Dr. make a self prscription 3 ) What in case of leaving Canada for 
unforeseen reason and need a prescription of whatever medication for the travel period? 

62 
what type of documentation would be expected, circumstances of transfer of care, CMPA coverage in these 
circumstances 

63 Give examples of what is considered mild vs moderate. When would there be a close line that a physician could 



unknowingly tip over in treating someone. 

64 The policy is fine. No revision is needed. 

65 

It is a little unclear to me as to what constitutes minor. Are chronic recurrent conditions such as mild eczema or 
bedwetting considered minor and is it appropriate for a physician to prescribe an appropriate strength corticosteroid 
cream or vasopressin.? 

66 

I have received referrals from physicians whom were acting as a family physician for a family member for a non-
urgent issue. My sense is that these physicians either don't know of the existence of the policy or choose to ignore 
the policy. However, the policy talks more of treating in terms of prescription, and does not deal with other forms of 
treatment, such as ordering tests, referring to consultants, etc. in a clear manner except to evoke the term "minor 
condition". 

67 

I believe the intent of the policy is very appropriate. Both our family members and ourselves SHOULD have his/her 
own family doctor. However, I also believe that for non emergent, after hours care, it is very appropriate for the 
physcian to treat their family member rather than go to the ER or urgent care and be attended by a physician who 
doesn't know the patient, or have access to their clinical records. As I have indicated already, the policy as it is written 
is poorly understood by pharmacists--their understanding is that physicians may NEVER treat their family member or 
self are are afraid of disciplinary action if they fill the script. I don't believe that this is the intent of the policy. I am 
very uncertain as to how the PUBLIC is being educated concerning this policy as that is not clear, having read it. 

68 co-workers who ask for medical care hasn't been mentionned but is an issue also 

69 

- where one disagrees with the approach of another physician treating a family member but cannot for various 
reasons "fire" the other physician - where one lives in a small community where there is no other physicians available 
to treat - even in relatively well-serviced communities it can be difficult to find a physician willing to take on another 
physician or a member of his/her family –unfortunately in providing some latitude for difficult situations, some of our 
brethren will consider any exceptions to be carte blanche to carry on with unethical behaviour  

70 
Must be clearer in terms of when it is acceptable to treat a minor condition, particularly in the context of limited 
family physician availability. 

71 

I think a member of the public could use the policy in a vindictive way - ie if a physician makes a judgement that 
treating a family member, in a certain situation, is justified - the resulting disciplinary action might be overly punitive 
(ie a physician in our area who LOST HIS LICENCE to practice for six months and numerous patients in his area lost 
access to a primary health care provider. In this particular situation, it was a vindicitve ex spouse. If a physician makes 
an error in judgment that in no way compromises the care it gives his patients, there must be another way to deal 
with this - perhaps asking that physician to take a course in ethics, or to write some sort of document explaining what 
has been learned. etc etc.. 

72 
More detail on treatment of self Recognize do not have the time and do not want to clog the system with relatively 
minor needs eg steroid nasal spray for allergies 

73 
Policy is too vigorous and should be adjusted to allow greater freedom In providing treatment to our families. This can 
be done with no detrimental effect on the public. 



74 

While I agree with the principles stated and try to adhere to them, the excessive delays for care by attending 
physician or by emergency or walk-in clinics at weekend or evenings for family members puts undue strain on a 
physician to provide temporary care 

75 

One of my expected benefits of working as an experienced and well trained physician is that I can cut through some 
of the red tape inherent in our system, helping myself and close family members solve problems, save time, reduce 
anxiety etc. particularly when care is fragmented or difficult. I understand the close boundary line one approaches in 
a friend or family situation and that clinical judgement may be affected. The benefit to the affected individuals may 
be quite significant however, and actually enhance personal relationships. We need freedom to use our wisdom when 
appropriate. Hard to legislate!! 

76 Without face-to-face dialogue to stimulate ideas, I am not aware of topics Missed 

77 
Please restrict physicians to once off prescriptions for family members. It is only necessary to restrict control meds. 
Please tell the pharmacists to leave it up to the physician, unless its a control drug, or a recurrent theme 

78 

If family health care team members actually provided 24/7 service it would be different but in most instances the 
service is 9-4:30 on weekdays and occasional walk in clinics on the weekend. The ER is a very inappropriate place to 
see most out of hours non emergency problems whether the patient is the public or physician and in the later 
instance at least most of the time the physician knows what they or their family needs. Clearly controlled substances 
should be taboo but that isn't the issue. The policies have more to do with being socially correct and looking good 
than common sense and appropriate. 

79 

Advise the public not to seek the advice or care from friends who are physicians. I recently changed an Ob referral for 
a pt who wanted to see a friend as her MD. I am not in a position to refuse this and dont want to get into a position of 
debate of the issues. However , I am happy I can write myself a prescription for Valtrex if I need it in an emergency. 

80 Policy is too strict. Look at the US state boards, much more flexible. 

81 Why should the public know what doctors do for their own family? 

82 

Treatment of common but infrequent and short term conditions serve both the family member and the public by 
keeping someone out of tge system. Longterm or narcotic related issues should always be restricted from treatment 
of family members 

83 The current policy is too restrictive. Allow physician discretion regarding when and who to treat. 

84 

It is needed a better clarification of what constitutes a minor condition and also on the provision regarding the 
occasional renewal of prescriptions for nonnarcotic medications when the family member physician is unavailable 
and those medications are needed (e.g. diabetes medications, anti-hypertensives) 

85 Does the policy apply to friends, acquaintances and COLLEAGUES who ask personal medical questions? 

86 
I totally disagree with the policy. I see no reason why i cannot treat myself or my child with amoxil for a simple strep 
infection. The policy is good for narcotics and controlled drugs rtc 

87 
Again, the definition of "minor conditions" may be subject to individual physician opinion. Also, it doesn't state what a 
reasonable amount of time is. It states until one can resume or obtain care of another physician. A "reasonable" 



amount of time is also quite subjective. There are also certain conditions, i.e. oral or genital HSV for example, in which 
a physician might wish to treat their family member on more of a long term basis, without any consequence, danger, 
or conflict of interest, or fear of losing objectivity. I believe these types of conditions should be considered exceptions. 
Other examples would be episodic bacterial vaginosis. 

88 Without interpersonal dialogue, I can not think of other circumstances that might have been missed 

89 Will read in detail later 

90 
as I mentioned earlier that area of prescribtion and minor conditions needs to be elaborated more considering the 
physicians professional attitude and prescribing authority which is already under scrutiny all the time 

91 List 'minor' ailments that can be self treated. List meds that can be self prescribed....ex: antibiotics etc 

92 

Overly restrictive. Ambiguous at times. Risks depriving family and physician of timely intervention and treatment. This 
is so especially in a system that has extensive waiting in emergency and long waiting periods to access the most basic 
clinic appointments. Deprives physicians from using their skills to help themselves and those dearest to them. I as a 
physician had to wait 15 months for a gastroscopy. My illness and the discomfort engendered may have had a 
negative effect on caring for my patients. The primacy of treatment for physicians and families is part of our 
Hypocratic Oath. A colleague preoccupied about his family or himself because of illness and inability to render 
treatment in the absence of IMMEDIATE care is in my opinion unconscionable. It is as with much else carrying political 
correctness to ridiculous levels. 

93 

Not sure how this assists the public except in the most indirect way. Does not help docs much since the actually 
application to complex circumstances is not clear. Is this really addressing some need for public protection? Where is 
the evidence for that? If it is addressing a need for guidance of the profession what is it trying to say? In saying 
..Generally don't do this..... but there are many exceptions which are descibed in only the most general of terms .. it 
implies that there will be after the fact, post hoc, evaluation on criteria unknow to the membership. This is 
undesireable both for good guidance and for confidence in self governance. 

94 
Physicians should be allowed to prescribe antibiotics for family members. Helps prevent delays in treatment and/or 
expensive trips to the emergency department. 

95 

As I noted in the previous answer, it also bears remembering that there are a number of people who have no regular 
primary care physician, including physicians or family members of physicians. The choices then are limited to walk in 
clinics, emergency departments, or the family-member physician. It may not be possible to satisfy the college's 
request that the treatment be referred to the patient's primary care physician in that case. 

96 Treating close friends, employees  

97 

I believe the policy is excessively restrictive. Family members frequently request assistance (antibiotic for a minor 
infection, sew a laceration, etc.) It is often unreasonable to refuse these requests, and yet they appear to go against 
College policy. Someone may be regarded as an expert, for example in a given plastic surgical procedure, and yet 
cannot perform it on a relative, but instead must refer the relative to someone that both the relative and the doctor 
view as less qualified to perform the procedure. ETC. 

98 did not outline standards of practice for doctors who treat family members in specific situations. I guess I have 



assumed that the standards are the same as we would provide to all of our other patients 

99 

Prescriptions and testing for minor or chronic low risk conditions should be allowed for self and family members as 
long as general policies and guidelines are observed and appropriate follow up is in place with formal providers. e.g. 
routine refills or monitoring updates for glucose or TSH. In most cases, this would ensure continuity without extra 
burden on providers/system for unnecessary visits without increasing risk. 

100 - 

101 See previous comments 

102 See previous cmment 

103 See my previous comment 

 
Question 10: If you have any additional comments that you have not yet provided, please provide them below, 
by email or through our online discussion forum. 
 
# Responses 

1 

i think that there should be more leeway for physicians to treat family members. there are many circumstatnces when i 
think it is not inapproriate for physicians to treat their family memebers. obvoiusly there needs to be some 
professional/common sense, but i think the policy should not be so one sided (as it is now) against treating family 
members. there needs to be more recognition that there are more and many occiasions when this is appropriate. 

2 
There are too many wordy policies and guidelines out there. If anything, you should try to make this policy shorter, 
more concise and less restrictive. Only a fool wants precise guidance where judgment is required. 

3 
I find myself in the position of treating my wife's parents. I do not feel that my impartiality or judgment is 
compromised. 

4 

A blanket policy such as this insults the professional integrity of all of your members. The implication that a physician 
herself can not determine what she can treat and who she can treat is a paternalistic affront to the profession and its 
members. Knowing when to refer elsewhere or when you are at risk for the aforementioned concerns found in the 
policy is part of good judgment and should be judged on an individual basis. 

5 

I believe the current regulations allow for the abuse of physicians who may be in a position wherein a family member 
may not have reasonable access to meds and a physician provides a prescription for this. I believe the rules need to be 
relaxed such that a family member physician can prescribe a short term prescription for a family member when their 
treating physician is not available in a timely manner. The matter of discussing and giving advice on treatment should 
be stricken entirely as all family members discuss proposed investigations and treatments with physican relatives. I 
think it would be remiss for a physician to refuse to offer advice to a family member providing the physician preface 
any discussion with a description of their level of expertise with the subject. 

6 
The policy should be toned down and act only as a guideline. Physicians should be free to treat family members for 
minor conditions as long as they don't prescribe narcotics or psychoactive drugs. 



7 

We trust physicians to look after ourselves and those we care about. Making a policy for every rare extenuating 
circumstance makes no sense. The current policy is clear and offers the appropriate level of guidance and respect to 
these highly trained professionals. 

8 
Most USA states allow limited self prescibing for non controlled substances. Further most MDs can get medicaton 
samples from their colleagues or even pharmaceutical rpresentatives. Loosen up folks! 

9 

Provisions for family members that have trouble finding a family doctor should be in place. It should be spelled out the 
reasons behind the policy - Ie: to avoid creating a doctor-patient relationship. It should be clear that if no doctor 
relationship is being formed, that the policy is not being broken. Exceptions should be made for special circumstances. 
A blanket no narcotic policy on family members is not ethical or in the best interest of the patient. There are always 
exceptions to every case. The same way it is unethical to put in the office a (NO Narcotics POLICY). 

10 

When I am prescribed by specialists medications and they run out I have no hesitation in prescribing for myself the 
same medications in the same doses as the cardiologists prescribed eg. BP Rx diuretics K+ ASA etc. It would be 
however completely out of order to prescribe non prescribed medications especially narcotics or psychiatric drugs if 
that were the case. Similarly I prescribe for my wife cardiac arrhythmics which were prescribed by her cardiologists. I 
trust this is OK. I would not alter the dose or the drug without the cardiologist's OK. 

11 

I have no family GP for several years now, despite using the various services provided specifically for physicians to find 
GPs. I therefore write all my prescriptions. It should be understood that any doctor can treat themselves for chronic 
well controlled illnesses (i.e. well controlled Asthma or Hypertension). As long as we are following best practice 
guidelines and avoiding the small group of medications that are addictive/controlled the CPSO should allow physicians 
to take care of themselves. 

12 

Take the grey out. Make it absolute, that way it is easier to police. Emergency when no other provider available ONLY. 
Need to be more diligent on this matter as there is a lot of abuse of this matter by members which greatly under minds 
the profession's reputation. Self prescribing is at the root of many addiction problems for members themselves. IT IS 
CLEAR, PHYSICIANS SHOULD NEVER PRESCRIBE FOR THEMSELVES. We should be forced to have a primary care 
physician ourselves and to see them at least once a year (like psychologist do). 

13 

Its all a lot easier when you live in a city and your family has easy access to get alternative medical advice/care to your 
own. Please ensure this policy has full clarity and detailed understanding of the realities for rural/isolated docs that are 
the family doc and the emerg doc and often the only doc in the community. You can not ask that group to be held to 
the same standards as the city docs. you are guaranteeing LESSER care for physician family members. Likewise, 
protecting the public has to be looked at from both sides of the coin. Having a physician spouse/parent shouldn't mean 
you have lesser medical care/advice/access then having a non-physician spouse/parent and knowing the cases like 
mine where the college still went after us for normal family medical care provision makes physicians scared to do ANY 
medical care/advice to a family member and that is as, if not more, wrong as providing too much care. 

14 

I respect the CPSO for establishing rules and regulations in a number of domains. However, just as it went too far, 
years ago, with its rules about boundaries with patients, and then had to soften them because it deprived doctors, esp. 
those in rural practice, of basic social rights, so does the present proposal, while theoretically logical, is not practical. 
Doctors do not seek out the burden of caring for family members, but until doctors can be sure that their family 
members are comprehensively and rapidly cared for by others, it is not likely that they will adhere to this proposal. 



15 Thanks for asking!! 

16 be clear of what not to do only 

17 Thanks 

18 

I believe minor treatments should include simple one time short treatments where a clear guideline exists and person 
meets the criteria recommended by the guidelines. The treatment should be reflected in the chart of the family 
physician if one exists. 

19 Please continue to educate physicians and protect the public with dignity for all sides. 

20 The policy is clear and concise. 

21 No change is needed. The policy is clear and comprehensive. 

22 
The current policy provides clear guidelines and addresses all relevant pitfalls. I do not believe revision of the policy is 
required. 

23 
An unclear wording such as the current one creates uncertainty and stress for physicians and disatisafaction and even 
resentment from family members which further compounds the physician's stress. 

24 
Acknowledge that physicians of family members may treat the patient differently from other patients - for better or 
worse. In cases of the latter, there are gaps left for the MD relative to manage. Eg patient education 

25 

This has always been a tough area - physicians do not like to overload the healthcare system (for example, trips to ER 
for something that is easily dealt with otherwise (croup in the middle of the night needing Dexamethasone, for 
example) I agree that any physician who chooses to EVER treat a family member walks a fine line - clearer guidelines 
might prevent misunderstanding or abuse. They do also risk not having the objective clarity that they might otherwise 
have - but we could argue there are many situations where objective clarity might be in question (difficult or 
demanding patient, to name one example). Physicians do get left to make a lot of very difficutlt decisions - oversight 
and guidance are appreciated - to the degree they help us work in an ethical manner, not where they make us afraid of 
litigation or discipline. 

26 

The current policy is not realistics, especially in the situation of the shortage of physicians. Many physicians or their 
family members do not even have their family doctors. What are they supposed to do; to whom are they to refer 
themselves or their family member? The policy should allow the physician to treat themselves and their family 
members, while providing clear exceptions, such as prescribing narcotics. 

27 

I think the College needs to revisit the issue by inviting all physicians to come forth with their opinions without inviting 
public scrutiny much as the FAA (Federal Aviation Association) does when assessing AC accidents in the US. The idea is 
to learn 

28 

The current policy is too restrictive. Physicians are professionals who have the intellect to decide in what circumstances 
to treat family members. The current policy that outlines that one should not treat a familly member if another HCP is 
available is not in tune with the current state of health care. If a RN (EC) is available does this count as another HCP? 
The question arises if I am a family doctor isn't my training and expertise superior to that of the RN(EC) or physician 
assistant etc. ? I think it is completely unfair not to be able to help family members in a time of need if I spend day after 



day night after night caring for others. Does not my family count?  

29 
Case example: A physician's wife sometimes has trouble sleeping. He prescribes 30 tablets of a small dose of a 
benzodiazepine about once every 18 months (i.e., fewer than 2 per month). What's wrong with this? 

30 
The college should address the issue and obligation on members to attempt to change the behavior of self treating 
MDs and those who treat their own families. 

31 

Please refer to my previous comment. I believe there should be exceptions for episodic treatment of certain 
conditions, i.e. HSV (oral or genital), episodic bacterial vaginosis, etc. I don't see any issues with treating self or a family 
member for these minor, recurrent conditions.  

32 
With respect to narcotic analgesics, perhaps it would be useful to differentiate between a one-off (e.g., a fracture or a 
kidney stone) and a pattern of repeated self-prescribing. 

33 

The boundary between treating one's self or seeking the treatment form a colleague is often blurred. The colleague 
may believe that a doctor can simply continue to get medication and follow his own bold pressure, returning for less 
frequent check ups than other patients, etc. The policy is generally overly restrictive. 

34 

I believe this policy should apply not just to treatment of family members but also to treating members of the general 
public in a non-life threatening situation where they are not ones patients. For instance, walk in clinic MDs who treat 
staff there and investigate them for clinical problems. 

35 See prior box 

36 none 

37 No 

38 - 

39 No further comments 

40 None 

41 see above 

 


