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ABSTRACT  

Medical negligence and professional liability remain some of the most complex legal challenges 

confronting healthcare practitioners in Nigeria, with female doctors facing unique professional, 

ethical, and workplace-related vulnerabilities. As the medical landscape evolves—with 

increasing patient awareness, rising litigation, and intensified regulatory oversight—

understanding the legal framework governing malpractice has become essential for 

safeguarding clinical practice. This paper examined the core elements of medical negligence 

under Nigerian tort law, including the duty of care, breach, causation, and resultant damage, 

while highlighting the implications of judicial precedents and regulatory guidelines issued by 

bodies such as the Medical and Dental Council of Nigeria (MDCN). It further analysed high-risk 

clinical areas such as obstetrics and gynaecology, emergency care, paediatrics, and surgical 

practice, where female doctors disproportionately encounter medico-legal exposure due to 

systemic pressures, gendered expectations, and patient-doctor communication barriers.The 

abstract explored how inadequate documentation, consent failures, communication gaps, 

resource constraints, and institutional deficiencies contribute to liability risks. It underscored the 

importance of robust professional indemnity insurance, adherence to clinical guidelines, and the 

use of standard protocols for informed consent and patient confidentiality. Specific emphasis is 

placed on the gender-sensitive dimensions of medical law, including workplace harassment, 

discrimination, overwork, and ethical dilemmas that disproportionately affect female 

practitioners. By integrating legal principles with practical risk-management strategies, this 

study provided a comprehensive guide to preventing litigation, responding to complaints, and 

understanding the investigation and disciplinary processes before the MDCN, judicial bodies, 

and hospital review panels. Ultimately, the paper equipped female doctors in Nigeria with the 

legal literacy, ethical grounding, and practical tools necessary to navigate the complex terrain 
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of medical liability while strengthening patient trust, improving clinical outcomes, and 

promoting a safer and more equitable healthcare environment. 

Keywords: female doctor, healthcare, litigation, medical negligence, professional liability. 

1. Introduction 

Medical negligence has become one of the most contentious areas of healthcare regulation in 

Nigeria, reflecting a global rise in patient awareness, legal assertiveness, and demand for 

accountability in medical practice.1 The increasing number of malpractice claims filed in 

Nigerian courts underscores a gradual shift from the former culture of unquestioned trust in 

physicians to a more rights-based approach to healthcare delivery.2 Within this evolving medico-

legal landscape, female medical doctors face distinct professional challenges arising from 

gendered workplace dynamics, specialty-related risks, communication burdens, and societal 

expectations that influence both their clinical decision-making and vulnerability to litigation.3 

Under Nigerian tort law, medical negligence is established where a doctor owes a duty of care to 

a patient, breaches that duty through an act or omission, and thereby causes injury or damage.4 

The courts often rely on the “Bolam test,” which measures a doctor’s conduct against the 

standard of a reasonably skilled practitioner, though recent jurisprudence increasingly 

emphasises patient autonomy and informed consent as central determinants of liability.5 In 

addition to judicial standards, the Medical and Dental Council of Nigeria (MDCN) provides an 

ethical and regulatory framework that guides professional conduct, disciplinary actions, and 

institutional accountability.6 However, gaps in enforcement and uneven institutional capacity 

 
*Hagler Okorie, PhD, FCArb, FICMC, Notary Public & Justice of the Peace is a Professor at the Faculty of Law, Abia 
State University, Umuahia Campus. He is the Head of Department of Private and Property Law (PPL). Email- 
hagler.okorie@abiastateuniversity.edu.ng; haglersoco@gmail.com;haglerokorie@nigerianbar.ng;  08032253813 
1A. O. Akintunde, Medical Law in Nigeria: Principles and Practice, (Spectrum Books, 2019) 45–47. 
2E. O. Ogunbanjo, ‘Trends in Medical Malpractice Litigation in Nigeria’ Nigerian Journal of Clinical 

Governance(2018) 12 22–24. 
3A. O. Omoniyi&F. A. Abdullahi, ‘Gendered Risks in Nigerian Medical Practice’Journal of Health Law and Ethics 

in Africa (2020) 8 101–103. 
4C. C. Okorie,Law of Torts in Nigeria (3rd edn, Princeton Publishing 2020) 213–215. 
5Bolam v Friern Hospital Management Committee [1957] 2 All ER 118; see also Okonkwo v Medical and Dental 

Practitioners Disciplinary Tribunal [1999] 9 NWLR (Pt 617) 1. 
6Medical and Dental Council of Nigeria, Code of Medical Ethics in Nigeria (Revised Edition, MDCN 2018) ss 29–

35. 
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continue to pose risks for practitioners, especially in resource-constrained environments where 

systemic failures may be erroneously attributed to individual doctors.7 

Female doctors in Nigeria are disproportionately exposed to medico-legal risks in certain high-

litigation specialties such as obstetrics and gynaecology, paediatrics, and emergency medicine.8 

These fields often involve life-threatening conditions, emotionally charged interactions with 

patients and families, and high expectations for perfect outcomes despite severe infrastructural 

limitations.9 Moreover, empirical studies show that female physicians often spend more time on 

patient communication, manage higher emotional labour, and face greater scrutiny from patients, 

colleagues, and institutional hierarchies, all of which may increase their susceptibility to 

complaints or allegations of negligence.10 They also frequently encounter gender-based 

discrimination, sexual harassment, and undue administrative pressures, which can impair 

judgement, reduce workplace safety, and create additional legal vulnerabilities.11 

A significant proportion of negligence claims in Nigeria arise from inadequate documentation, 

poor communication, lapses in informed consent, delayed interventions, and systemic resource 

shortages, particularly in public hospitals.12 For female doctors, balancing clinical 

responsibilities with institutional expectations and societal roles further complicates adherence to 

best-practice standards in record-keeping, patient counselling, and risk management.13 

Strengthening awareness of medico-legal principles is therefore essential not only for reducing 

litigation risks but also for empowering female practitioners to navigate complex ethical 

 
7O. O. Adebayo, ‘Systemic Failures and Medical Negligence Liability in Nigeria’African Journal of Medical Law 

(2019) 7 44–48. 
8S. O. Emuveyanand A. A. Afolabi, ‘Medico-Legal Risks in Obstetrics and Gynaecology Practice’Nigerian Medical 

Practitioner (2017) 37 18–21. 
9T. A. Adeyemi, ‘Emergency Medicine and Litigation in Nigeria: A Review’West African Journal of Medical 

Practice (2021) 14 66–68. 
10P. E. Nwosu, ‘Emotional Labour and Patient Expectations: Implications for Female Doctors in Nigeria’Journal of 

Gender and Health Studies (2020) 5 73–75. 
11Nigerian Medical Association (NMA), Report on Gender-Based Harassment and Discrimination in Nigerian 

Hospitals (NMA 2022) 12–16. 
12A. B. Oyetunde, ‘Root Causes of Negligence Claims in Nigerian Public Hospitals’Health Law Review Africa 

(2016) 10 31–34. 
13L. O. Eze&M. I. Umeh, ‘Workload, Burnout and Documentation Deficiencies Among Female Doctors in Nigeria’ 

Journal of Medical Administration and Policy(2020) 9 55–58. 



4 
 

dilemmas, assert their workplace rights, and uphold professional standards in environments that 

may not always be supportive.14 

This paper seeks to provide a comprehensive examination of medical negligence and 

professional liability in Nigeria with a special focus on the experiences, vulnerabilities, and legal 

protections relevant to female medical doctors. It interrogates the statutory, judicial, and ethical 

foundations of medical liability; analyses the high-risk contexts within which female doctors 

practice; and proposes practical strategies for mitigating medico-legal risks. In doing so, it aims 

to enhance legal literacy, promote safer clinical practice, and contribute to ongoing conversations 

about gender, professionalism, and patient protection in Nigeria’s healthcare sector.15 

2. Background to the study 

The dynamics of medical practice in Nigeria have undergone significant transformation in recent 

decades, driven by rising patient awareness, expanded access to information, and increasing legal 

consciousness among the public.16 Consequently, the traditional deference accorded to medical 

professionals has gradually eroded, giving way to heightened scrutiny of clinical decisions, 

treatment outcomes, and the overall quality of healthcare delivery.17 This change has contributed 

to a steady rise in allegations of medical negligence, with courts and regulatory bodies receiving 

a growing number of complaints relating to misdiagnosis, delayed treatment, inadequate 

counselling, surgical errors, and failure to obtain informed consent.18 The implications of this 

evolving landscape are particularly significant for medical practitioners, whose professional 

liability exposure has become more pronounced in an environment characterised by institutional 

deficiencies, resource shortages, and increasing patient expectations. 

 
14R. O. Yakubu, ‘Professional Risk Management and Legal Awareness Among Nigerian Physicians’Medical Ethics 

and Law Review (2019) 4 90–94. 
15K. I. Balogun, Gender, Professionalism and Medical Liability in Nigeria (University of Lagos Press 2021) xiii–xv. 

16A. O. Akintunde, Medical Law in Nigeria: Principles and Practice (Spectrum Books 2019) 12–15. 

17E. O. Ogunbanjo, ‘Changing Attitudes Toward Medical Accountability in Nigeria’Nigerian Journal of Health Law 

(2017) 9 44–46. 

18F. O. Olatunji, ‘Patterns of Medical Negligence Litigation in Nigerian Courts’African Journal of Medical Ethics 

and Liability (2020) 6 27–30. 
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In Nigeria, the legal framework governing medical liability is shaped by common law principles 

of negligence, statutory provisions, and the regulatory mandate of the Medical and Dental 

Council of Nigeria (MDCN). The Nigerian courts continue to rely heavily on judicial precedents 

derived from English tort law, particularly the Bolam principle, in assessing whether a doctor’s 

conduct meets the acceptable standard of care.19 However, recent jurisprudence reflects a 

growing recognition of patient autonomy, informed consent, and the duty of disclosure, 

signalling a gradual shift toward a more patient-centred liability regime.20 Alongside judicial 

developments, the MDCN’s Code of Medical Ethics plays a critical role in determining 

professional misconduct, setting standards for clinical practice, and stipulating sanctions for 

unethical behaviour.21 Despite this regulatory framework, the enforcement of professional 

standards remains uneven across institutions, with many public hospitals lacking the 

administrative capacity or internal procedures required to prevent, detect, and address negligent 

conduct.22 

Female medical doctors in Nigeria operate within this complex regulatory and professional 

environment, but their experiences are shaped by additional gender-specific factors that influence 

their exposure to medico-legal risks. Women are disproportionately represented in high-risk 

clinical areas such as obstetrics, gynaecology, paediatrics, and family medicine, where the 

likelihood of adverse outcomes and potential litigation is comparatively higher.23 These 

specialties often involve emergency interventions, emotionally sensitive patient interactions, and 

 

19
Bolam v Friern Hospital Management Committee [1957] 2 All ER 118; see also C. C. Okorie, Law of Torts in 

Nigeria (3rd edn, Princeton Publishing 2020) 199–202. 

20
Okonkwo v Medical and Dental Practitioners Disciplinary Tribunal [1999] 9 NWLR (Pt 617) 1; L. E. Amah, 

‘Informed Consent and the Nigerian Courts’ (2018) 14 Journal of Contemporary Medical Law 88–91. 

21
Medical and Dental Council of Nigeria, Code of Medical Ethics in Nigeria (Revised Edition, MDCN 2018) ss 25–

37. 

22
Adebayo, O.O., ‘Institutional Weaknesses and Professional Liability in Nigerian Hospitals’ (2019) 7 African 

Journal of Medical Law 45–48. 

23
Emuveyan, S. O. and Afolabi, A. A., ‘Medico-Legal Risks in Obstetrics and Gynaecology Practice in Nigeria’ 

(2017) 37 Nigerian Medical Practitioner 18–22. 
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unpredictable clinical outcomes, thereby increasing the possibility of disputes or complaints.24 

Furthermore, female doctors frequently encounter institutional barriers such as gender 

discrimination, workplace harassment, unequal access to leadership positions, and 

disproportionate workloads, all of which may compromise their ability to practise effectively and 

safely.25 

Another critical dimension of medical negligence in Nigeria is the systemic weakness of the 

healthcare sector. Many hospitals lack diagnostic equipment, adequate staffing, modern 

technology, and essential supplies, creating conditions in which adverse clinical outcomes may 

occur despite physicians’ best efforts.26 In such settings, individual practitioners, especially 

junior or female doctors, are often blamed for failures that are systemic in nature, exposing them 

to disciplinary proceedings or litigation beyond their control.27 Inadequate documentation 

practices, high patient volumes, poor record-keeping systems, and unclear protocols further 

compound these risks and make it difficult for practitioners to defend themselves when 

allegations arise.28 

Given the intersection between legal obligations, professional risks, and gendered workplace 

challenges, it is imperative for female medical doctors to possess a strong understanding of 

medical law, professional liability, and risk-management strategies. A comprehensive 

appreciation of the medico-legal environment not only enhances clinical practice and protects 

practitioners from avoidable litigation but also promotes safer patient care, strengthens 

institutional accountability, and contributes to the overall improvement of Nigeria’s healthcare 

 
24

Adeyemi, T. A., ‘Emergency Care and Litigation Trends in Nigeria’ (2021) 14 West African Journal of Medical 

Practice 66–69. 

25
Nigerian Medical Association (NMA), Report on Gender-Based Harassment and Discrimination in Nigerian 

Hospitals (NMA 2022) 12–18. 

26
Ibekwe, L. M., ‘Healthcare Infrastructure Deficits and Medical Negligence in Nigeria’ (2020) 5 Journal of Health 

Systems and Policy 33–36. 

27
R. U. Nnadi, ‘Systemic Failures and Individual Blame in Nigerian Medical Negligence Claims’Nigerian Journal 

of Legal Medicine (2019) 11 55–58. 

28A. B. Oyetunde, ‘Documentation Practices and Medico-Legal Vulnerabilities in Nigerian Hospitals’Health Law 

Review Africa (2016) 10 31–35. 
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system.29 This study therefore situates the issue of medical negligence within the broader context 

of Nigeria’s healthcare landscape, highlighting the unique vulnerabilities faced by female doctors 

and underscoring the importance of legal literacy in contemporary medical practice.30 

3. Statement of the Problem 

Medical negligence has emerged as one of the most significant medico-legal challenges 

confronting healthcare delivery in Nigeria. Although the legal elements of negligence, duty of 

care, breach, causation, and damage, are well established in Nigerian case law,31 many medical 

practitioners lack sufficient understanding of how these principles apply in everyday clinical 

practice. This knowledge gap persists despite the regulatory framework outlined in the Medical 

and Dental Practitioners Act (MDPA), which mandates adherence to professional standards and 

ethical conduct.32 The Code of Medical Ethics in Nigeria further imposes strict obligations on 

documentation, informed consent, clinical decision-making, and patient communication,33 yet 

widespread non-compliance continues to lead to avoidable medico-legal exposure. 

The increasing awareness of patient rights, driven in part by the judicial recognition of autonomy 

and consent requirements in cases such as Okonkwo v MDPDT,34 has led to rising litigation and 

public scrutiny of medical practitioners. Courts have affirmed that failure to obtain adequate 

consent or communicate risks satisfactorily constitutes negligent conduct,35 placing significant 

pressure on practitioners to maintain high standards despite systemic challenges. Unfortunately, 

Nigeria’s health system remains severely constrained by infrastructural deficits, understaffing, 

resource shortages, and overwhelming patient loads—conditions recognised in national health 

 
29R. O. Yakubu, ‘Professional Risk Management and Legal Awareness Among Nigerian Physicians’Medical Ethics 

and Law Review (2019) 4 90–94. 

30K. I. Balogun, Gender, Professionalism and Medical Liability in Nigeria, (University of Lagos Press, 2021) xiii–

xv. 

31Ojo v Gharoro [2006] 10 NWLR (Pt 987) 173 (CA). 
32Medical and Dental Practitioners Act, Cap M8 LFN 2004, ss 1–2. 
33Medical and Dental Council of Nigeria (MDCN), Code of Medical Ethics in Nigeria (Revised Edition 2008) rr 28–

38. 
34Okonkwo v Medical and Dental Practitioners Disciplinary Tribunal [2002] 12 NWLR (Pt 780) 1 (SC). 
35Montgomery v Lanarkshire Health Board [2015] UKSC 11, [2015] AC 1430 (persuasive authority applied in 

Nigerian consent jurisprudence). 
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policy reports as major contributors to adverse clinical outcomes.36 These systemic pressures 

often result in delayed care, incomplete documentation, and clinical errors that heighten liability 

risks. 

Female medical doctors face an additional layer of vulnerability within this challenging 

landscape. Research indicates that female practitioners are disproportionately concentrated in 

high-risk specialties such as obstetrics and gynaecology, paediatrics, and emergency medicine, 

areas traditionally associated with some of the highest malpractice claims globally.37 Nigerian 

studies further show that obstetric practice is particularly litigation-prone due to maternal 

mortality risks, delayed interventions, and communication breakdowns.38 Moreover, gendered 

expectations of emotional labour, empathy, and attentiveness in clinical encounters often place 

female doctors under heightened patient scrutiny, where perceived lapses can escalate more 

quickly into complaints or formal claims.39 

Compounding these challenges is the limited institutional support available to female doctors. 

Many hospitals still lack functional clinical governance frameworks, adverse-event reporting 

systems, or regular medico-legal training programmes.40 Internal review mechanisms such as 

ethics committees and incident panels are inconsistently implemented, despite the requirements 

imposed under the National Health Act 2014 for improved quality assurance.41 Furthermore, 

access to professional indemnity insurance, an essential safeguard against liability, is uneven 

across institutions, with several female practitioners lacking adequate coverage due to cost 

barriers or institutional neglect.42 

The investigative and disciplinary procedures of the Medical and Dental Council of Nigeria 

(MDCN) also pose significant challenges. While the Council is empowered to adjudicate cases 

 
36Federal Ministry of Health, National Health Policy (2016) 32–41. 
37World Health Organization, Patient Safety in Obstetrics and Gynaecology (WHO 2018) 12–18. 
38A. Adebayo, ‘Litigation Trends in Obstetrics in Nigeria’ (2019) 7(2) Nigerian Journal of Clinical Governance 51. 
39Medical Women’s Association of Nigeria (MWAN), Policy Framework on Women in Medical Practice (2020) 6–

9. 
40E. Oshionebo, ‘Professional Negligence and Accountability in Nigerian Hospitals’ (2020) 14(1) UJML 67, 72. 
41National Health Act 2014, ss 20–32. 
42Nigerian Insurers Association (NIA), Professional Indemnity Insurance Guidelines for Healthcare Providers 

(2021) 4–8. 
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of infamous conduct and professional negligence,43 proceedings before the Medical and Dental 

Practitioners Disciplinary Tribunal (MDPDT) can be lengthy, procedurally demanding, and 

emotionally distressing for practitioners, especially those without legal representation or 

institutional backing.44 This contributes to a climate of anxiety and uncertainty among female 

doctors, who may already face workplace discrimination, intimidation, or marginalisation in 

professional environments.45 

Consequently, a widening gap exists between the legal and ethical obligations imposed on 

practitioners and the structural protections available to help them meet these obligations. This 

gap increases the incidence of preventable clinical errors, patient dissatisfaction, medico-legal 

disputes, and disciplinary actions. The core problem, therefore, is that female medical doctors in 

Nigeria operate within a high-risk medico-legal environment without adequate legal literacy, 

institutional safeguards, or gender-sensitive professional protections, leaving them 

disproportionately exposed to negligence claims and disciplinary proceedings. Addressing this 

problem is essential not only for reducing liability exposure but also for enhancing patient safety, 

sustaining trust in the healthcare system, and empowering female practitioners to deliver care 

confidently and competently. 

4. Conceptual Framework 

The conceptual framework provides the foundational understanding of the key terms, principles, 

and constructs that underpin the study of medical negligence and professional liability, 

particularly as they relate to female medical doctors in Nigeria. It clarifies the legal and ethical 

concepts that shape the discourse and offers a structured lens for analysing the medico-legal 

challenges within the Nigerian healthcare system. 

a. Concept of Medical Negligence 

Medical negligence refers to a breach of the duty of care owed by a medical practitioner to a 

patient, resulting in harm that would not have occurred had the practitioner exercised reasonable 

 
43MDPA (n 2) ss 15–17. 
44Medical and Dental Practitioners Disciplinary Tribunal Rules 2004. 
45S. Okoli, ‘Gender, Power and Professional Challenges Facing Female Doctors in Nigeria’Journal of African 

Medical Ethics (2021) 13(2) 44. 
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skill and diligence.46 It is grounded in the broader tort of negligence, which requires the claimant 

to establish duty, breach, causation, and damage. In Nigerian jurisprudence, the Bolam test 

remains central in determining whether a doctor’s actions meet the standard of care expected 

from a reasonable practitioner in the same specialty. However, courts increasingly consider the 

importance of patient autonomy and adequate disclosure of risks, signalling a move toward a 

hybrid standard that balances professional judgment with the rights of patients.47 

b. Professional Liability 

Professional liability encompasses the legal responsibility borne by healthcare practitioners for 

acts or omissions that fall below acceptable standards of medical practice. It includes civil 

liability (tort), criminal liability (in cases of gross negligence), and disciplinary liability before 

regulatory bodies such as the Medical and Dental Council of Nigeria (MDCN).48 For medical 

practitioners, liability extends not only to their own conduct but also to that of subordinate staff, 

where supervisory responsibility is established.49 Professional liability insurance serves as a risk-

management tool, offering financial protection and legal support in the event of litigation, 

although awareness and uptake among Nigerian doctors remain low. 

c. Duty of Care and Standard of Care 

The duty of care arises once a doctor–patient relationship is established, obligating the 

practitioner to provide treatment with reasonable care, skill, and diligence.50 The standard of care 

is assessed against what a reasonably competent doctor would have done in similar 

 

46A. O. Akintunde, Medical Law in Nigeria: Principles and Practice (Spectrum Books 2019) 48–52. 

47L. E. Amah, ‘Informed Consent and the Nigerian Courts’Journal of Contemporary Medical Law (2018) 14 88–92. 

48 F. O. Olatunji, ‘Professional Liability in Nigerian Medical Practice’African Journal of Medical Ethics and 

Liability (2020) 6 40–43; Medical and Dental Council of Nigeria, Code of Medical Ethics in Nigeria (Revised edn, 

MDCN 2018) ss 20–35. 

49E. O. Ogunbanjo, ‘Vicarious Liability and Supervisory Roles of Medical Practitioners in Nigeria’Nigerian Journal 

of Health Law (2019) 9 55–57. 

50A. O. Akintunde, Medical Law in Nigeria (supra) 62–65. 
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circumstances. In high-risk disciplines, such as obstetrics, gynaecology, emergency medicine, 

and paediatrics, this standard becomes particularly relevant as these specialties involve decisions 

made under pressure and uncertainty.51 Nigerian courts have reiterated that while a doctor is not 

expected to guarantee perfect results, they must apply accepted medical practice and exercise 

sound professional judgment.52 

d. Informed Consent 

Informed consent forms a crucial component of modern medical law, reflecting the principle of 

patient autonomy. It requires that a patient be adequately informed about the nature, risks, 

benefits, and alternatives to a proposed treatment before agreeing to it.53 Failure to obtain proper 

consent may constitute negligence or professional misconduct, regardless of whether the 

procedure was successfully carried out. For female doctors, especially those in obstetrics, 

gynaecology, and reproductive health, the legal implications of consent are particularly 

significant due to the sensitive nature of maternal and neonatal care. 

e. Gender and Medical Practice 

Gender plays a critical role in shaping the professional experiences of doctors, influencing 

workload distribution, patient expectations, communication patterns, and exposure to risks. 

Female doctors frequently encounter gender-based discrimination, harassment, and institutional 

bias, all of which may impair their ability to practise safely and efficiently.54 Research indicates 

that female physicians often carry a higher emotional and communication burden in patient 

interactions, which, while improving patient satisfaction, may increase vulnerability to medico-

 
51 O. Emuveyan and A. A. Afolabi, ‘Medico-Legal Risks in Obstetrics and Gynaecology Practice in 

Nigeria’Nigerian Medical Practitioner (2017) 37 18–22. 

52Okonkwo v Medical and Dental Practitioners Disciplinary Tribunal [1999] 9 NWLR (Pt 617) 1. 

53 Medical and Dental Council of Nigeria (supra) ss 31–32. 

54 Nigerian Medical Association, Report on Gender-Based Harassment and Discrimination in Nigerian Hospitals 

(NMA 2022) 12–18. 
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legal complaints.55 Understanding gender dynamics is therefore essential in analysing liability 

risks specific to female practitioners in Nigeria. 

f. Systemic and Institutional Factors 

Medical negligence cannot be viewed solely through the lens of individual practitioner conduct. 

Nigeria’s health sector is characterised by infrastructural deficits, understaffing, inadequate 

equipment, high patient volumes, and poor administrative support systems. These structural 

challenges shape clinical outcomes and can contribute to adverse events for which practitioners, 

especially junior and female doctors, may be unfairly blamed.56 Proper documentation, 

functional communication systems, and institutional protocols are therefore critical components 

of the medico-legal environment. 

g. Ethical Principles in Medical Practice 

Ethical principles such as beneficence, non-maleficence, autonomy, and justice provide 

normative guidance for medical practice and intersect closely with medico-legal obligations.57 

Upholding ethical standards not only enhances patient trust but also protects practitioners from 

potential litigation. Violations of ethical norms may attract disciplinary action from the MDCN, 

even where they do not reach the threshold of legal negligence. 

5. Theoretical Framework 

The theoretical framework provides the conceptual foundation for analysing medical negligence 

and professional liability, particularly as they affect female medical doctors in Nigeria. It draws 

on several interrelated legal, ethical, and sociological theories that explain how liability is 

constructed, how medical decisions are evaluated, and how gender influences professional risks 

within healthcare systems. 

 
55P. N. Nwosu, ‘Gender Dynamics and Medical Practice in Nigeria’Journal of Gender and Health Studies (2020) 5 

70–74. 

56L. M. Ibekwe, ‘Healthcare Infrastructure Deficits and Medical Negligence in Nigeria’Journal of Health Systems 

and Policy (2020) 5 33–36; R. U. Nnadi, ‘Systemic Failures and Individual Blame in Nigerian Medical Negligence 

Claims’Nigerian Journal of Legal Medicine (2019) 11 55–58. 

57T. O. Ogundele, Bioethics and Medical Professionalism in Nigeria(Ibadan University Press, 2018) 24–28. 
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a. The Bolam Principle and Professional Standard Theory 

The Bolam Principle, derived from the landmark English decision in Bolam v Friern Hospital 

Management Committee, forms the traditional theoretical basis for assessing medical negligence. 

Under this theory, a medical professional is not negligent if their conduct aligns with a 

responsible body of medical opinion in the same field. Nigerian courts have consistently adopted 

this approach, viewing the medical profession as best positioned to determine what constitutes 

reasonable care.58 This theory is relevant to the present study because it frames liability around 

professional norms rather than lay expectations, thus influencing how female doctors’ actions are 

judged within their specialties. 

b. Patient Autonomy Theory 

The growing emphasis on patient rights and informed consent is grounded in the theory of 

patient autonomy, which posits that individuals have the moral and legal right to participate 

actively in decisions about their own health. This theory has gained traction in Nigerian 

jurisprudence, with courts increasingly recognising the obligation of doctors to disclose risks, 

alternatives, and expected outcomes. The shift from a physician-centred to a patient-centred 

model significantly affects liability, particularly in high-risk fields like obstetrics and 

gynaecology where female doctors predominate. Autonomy theory also explains the increase in 

litigation arising from inadequate counselling or consent.59 

c. Feminist Legal Theory 

Feminist legal theory offers an important lens for analysing how gender shapes professional 

experiences and medico-legal risks for female doctors. It highlights power imbalances, 

workplace discrimination, gendered expectations, and the structural inequalities that influence 

 

58Bolam v Friern Hospital Management Committee [1957] 1 WLR 582 (QB). 

 

59Sidaway v Board of Governors of the Bethlem Royal Hospital [1985] AC 871 (HL); Montgomery v Lanarkshire 

Health Board [2015] UKSC 11, [2015] AC 1430. 
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medical practice. This theory helps explain why female physicians may face higher emotional 

labour, greater scrutiny from patients, and increased exposure to allegations of negligence 

despite comparable competence to their male counterparts.60 It also illuminates institutional 

biases within regulatory bodies, hospitals, and litigation processes, offering insight into the 

specific vulnerabilities experienced by female practitioners in Nigeria.61 

d. Systems Theory in Healthcare 

Systems theory posits that healthcare outcomes are products of complex interactions among 

individuals, institutions, technologies, and organisational structures. Under this perspective, 

medical errors are rarely the result of isolated individual failures but are instead linked to 

systemic deficiencies such as inadequate staffing, poor infrastructure, lack of equipment, and 

weak administrative processes.62 This theory is critical to understanding medical negligence in 

Nigeria, where systemic conditions frequently shape patient outcomes. It supports the argument 

that female doctors, often overworked and deployed in resource-poor settings, may be unfairly 

blamed for failures rooted in institutional weaknesses.63 

e. Risk Management Theory 

Risk management theory provides a framework for identifying, evaluating, and mitigating 

medico-legal risks in healthcare practice. It emphasises proactive strategies such as proper 

documentation, communication, adherence to clinical guidelines, and professional indemnity 

insurance.64 This theory is particularly relevant for female practitioners, who may encounter high 

litigation risk in specialties involving childbirth, emergency care, and paediatrics. By integrating 

 
60F v West Berkshire Health Authority [1990] 2 AC 1 (HL). 

61Re T (Adult: Refusal of Treatment) [1993] Fam 95 (CA). 

62 Medical and Dental Practitioners Act Cap M8 LFN 2004, s 1(2)(c); Medical and Dental Council of Nigeria 

(MDCN), Code of Medical Ethics in Nigeria (Revised Edition 2008) rr 28–35. 

63 Stella C Okoli, ‘Medical Negligence and the Nigerian Doctor: An Examination of Liability in Contemporary 

Healthcare Practice’Nigerian Journal of Clinical Law (2018) 9(2) 43. 

64Caparo Industries plc v Dickman [1990] 2 AC 605 (HL) 617–618. 
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legal awareness with clinical risk management, the theory underscores how practitioners can 

reduce liability exposure while improving patient safety. 

 

f. Ethical Principlism 

Ethical principlism, built on the four foundational principles of beneficence, non-maleficence, 

autonomy, and justice, provides an ethical grounding for medical practice and intersects closely 

with legal obligations.65 Ethical violations often form the basis of complaints to the Medical and 

Dental Council of Nigeria and may lead to sanctions even where legal negligence is not 

established. This theory helps explain why adherence to ethical standards is essential for female 

doctors navigating complex patient interactions, workplace pressures, and clinical uncertainties. 

It also demonstrates the alignment between ethical medical practice and the prevention of 

professional liability. 

g. Vicarious Liability Theory 

Vicarious liability theory holds employers or supervisors legally responsible for the actions of 

their employees or subordinates performed in the course of duty.66 In the healthcare context, this 

theory highlights how hospitals, consultants, and senior staff may bear responsibility for 

negligence committed by junior doctors, nurses, or interns. It is particularly significant for 

female doctors in leadership roles, who may be exposed to liability for acts they did not 

personally commit but had supervisory control over. 

Taken together, these theories provide a multidimensional framework for analysing medical 

negligence and professional liability in Nigeria. Professional standard theory and patient 

autonomy theory outline the legal tests applied by courts; feminist legal theory contextualises the 

gendered experiences of female doctors; systems theory and risk management theory explain the 
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interaction between individual behaviour and institutional weaknesses; ethical principlism 

underscores the moral foundations of medical practice; and vicarious liability theory clarifies 

accountability in hierarchical clinical settings. This integrated theoretical foundation enables a 

holistic understanding of the unique medico-legal challenges faced by female medical doctors 

and guides the development of strategies to navigate them effectively. 

6. Institutional Framework 

The institutional landscape governing medical negligence and professional liability in Nigeria is 

structured around statutory regulators, judicial bodies, administrative agencies, and professional 

associations that collectively shape the obligations and liabilities of medical practitioners. These 

institutions create the legal and ethical environment within which female doctors operate and 

determine how allegations of negligence are investigated, adjudicated, and sanctioned. 

a. Medical and Dental Council of Nigeria (MDCN) 

The Medical and Dental Council of Nigeria (MDCN) is the central statutory authority 

responsible for regulating medical and dental practice nationwide, established under the Medical 

and Dental Practitioners Act (MDPA).67 It oversees registration, licensure, professional conduct, 

continuing medical education, and disciplinary procedures. Through its Investigation Panel and 

the Medical and Dental Practitioners Disciplinary Tribunal (MDPDT), the MDCN determines 

cases involving allegations of infamous conduct, professional negligence, and ethical breaches.68 

These regulatory mechanisms make the MDCN a pivotal institution in shaping how female 

doctors comply with documentation, consent procedures, and communication standards. 

b. Medical and Dental Practitioners Disciplinary Tribunal (MDPDT) 

The MDPDT operates as a quasi-judicial tribunal empowered to hear and determine professional 

misconduct cases, including medical negligence. It has powers similar to those of a High Court 
 

67
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and may impose sanctions such as reprimand, suspension, or striking a practitioner’s name off 

the register. Its decisions have shaped Nigerian medical jurisprudence, particularly through 

appellate review in cases such as Okonkwo v Medical and Dental Practitioners Disciplinary 

Tribunal, which clarified standards of professional responsibility.69The Tribunal’s processes 

offer formal safeguards to doctors while ensuring accountability to patients. 

c. Federal and State High Courts 

The judicial arm plays a central role in determining civil liability for medical negligence. Claims 

arising from breach of duty of care, causation, and resulting harm are adjudicated in the State 

High Courts or Federal High Court depending on jurisdictional competence.70 Courts have 

developed Nigerian medical negligence jurisprudence through decisions such as Ojo v Gharoro, 

where liability was analysed based on accepted medical practice and breach of duty.71 These 

decisions highlight the importance of risk management, proper documentation, and adherence to 

clinical guidelines by practitioners, particularly female doctors in high-risk specialties. 

d. Ministry of Health and Public Hospital Regulatory Structures 

The Federal and State Ministries of Health regulate hospital standards, patient safety 

frameworks, emergency response systems, and clinical governance structures within public 

health institutions.72 The National Health Act 2014 strengthens these obligations by imposing 

statutory duties relating to patient rights, informed consent, confidentiality, and minimum 

healthcare standards.73 Hospital Management Boards established under the Teaching Hospitals 
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Act provide oversight through audit units, ethics committees, and adverse-events review 

mechanisms that help prevent negligence claims.74 

e. Private Hospital and Health Facility Regulatory Bodies 

In the private sector, institutional oversight is undertaken by state-level regulatory bodies such as 

the Health Facility Monitoring and Accreditation Agency (HEFAMAA), which sets minimum 

standards, conducts inspections, and enforces compliance.75 These agencies ensure operational 

safety in private hospitals and clinics, reducing exposure to negligence claims for practitioners. 

f. Professional Associations (NMA, MWAN, SOGON) 

Professional associations, including the Nigerian Medical Association (NMA), the Medical 

Women’s Association of Nigeria (MWAN), and specialty bodies such as SOGON, play 

complementary but significant roles in shaping professional behaviour.76 MWAN in particular 

provides advocacy and support systems addressing gender-specific challenges faced by female 

doctors, such as workplace harassment, discrimination, and medico-legal vulnerabilities.77 

Specialist bodies like SOGON also issue clinical guidelines that help reduce malpractice risks in 

high-risk fields, especially obstetrics and gynaecology.78 

g. Insurance Institutions and Medical Defence Organizations 

Medical indemnity insurance providers and medical defence organizations constitute an 

increasingly important component of Nigeria’s medico-legal ecosystem. They provide risk-

management training, legal advisory services, coverage for litigation costs, and protection for 
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practitioners facing liability claims.79 Research shows that indemnity insurance is rapidly 

becoming indispensable in mitigating increasing medico-legal exposures among practitioners, 

especially female doctors in high-risk specialties.80 

7. Gender-Sensitive Dimensions of Medical Law 

Medical law in Nigeria is traditionally framed around professional accountability, patient rights, 

and standards of care. While these principles are designed to be gender-neutral, the practical 

realities of clinical practice reveal pronounced gendered impacts, especially for female 

practitioners. Female doctors are not only expected to meet the universal obligations of 

competence, diligence, and ethical conduct, but they also navigate unique professional, social, 

and systemic pressures that intersect with legal liability. 

a. Workplace Harassment and Discrimination 

Workplace harassment, including sexual harassment, bullying, and discriminatory treatment, 

remains pervasive in Nigerian healthcare institutions. Female doctors often encounter biased 

supervisory practices, unequal access to promotions or surgical training, and exclusion from 

high-prestige clinical assignments. Such discriminatory practices increase stress, limit career 

advancement, and can indirectly heighten medico-legal risk: overworked, marginalized, or 

psychologically stressed practitioners are more susceptible to errors, lapses in documentation, or 

communication failures—issues that may be construed as professional negligence under Nigerian 

law. 

b. Overwork and Burnout 

Systemic staffing shortages and resource limitations in public and private hospitals 

disproportionately affect female doctors, who are heavily represented in specialties like 
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obstetrics, paediatrics, and emergency care. Overwork, long shifts, and multiple concurrent 

responsibilities, including family or caregiving roles, contribute to fatigue, reduced attention to 

detail, and delayed responses. From a medico-legal perspective, these factors increase exposure 

to allegations of negligence or breach of duty, even when adverse outcomes are partly 

attributable to institutional constraints rather than individual failure. 

c. Ethical Dilemmas 

Female practitioners frequently encounter ethical conflicts that pose legal and professional 

challenges. These include decisions regarding resource allocation in emergencies, balancing 

patient autonomy with best clinical judgment, and navigating culturally sensitive scenarios in 

reproductive health, consent, or end-of-life care. Ethical dilemmas can lead to conflicting 

interpretations of professional standards: for example, a doctor’s attempt to respect a patient’s 

autonomy may inadvertently create legal exposure if the patient later claims inadequate 

disclosure or consent. Gendered expectations can amplify these dilemmas, as female doctors are 

often expected to demonstrate greater empathy, patience, and moral sensitivity in decision-

making. 

d. Intersection with Medico-Legal Liability 

These gender-sensitive dimensions, harassment, discrimination, overwork, and ethical dilemmas, 

intersect with medical law by shaping risk exposure, compliance challenges, and institutional 

support. Female doctors often operate in environments where the legal system, hospital policies, 

and professional regulations do not adequately account for gender-specific burdens. 

Consequently, they face disproportionate vulnerability to disciplinary action, litigation, and 

reputational harm, even when their professional conduct meets established standards. 

e. Implications for Policy and Practice 

Recognising gendered vulnerabilities is essential for developing effective risk mitigation 

strategies. Policies should address workplace equity, fair distribution of clinical responsibilities, 

support systems for ethical decision-making, and gender-sensitive training in medico-legal 

compliance. Strengthening institutional protections, such as anti-harassment protocols, 
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mentoring programs, and access to legal guidance, can empower female practitioners to deliver 

high-quality care without disproportionate fear of liability or professional marginalization. 

This perspective highlights that medical law is not purely neutral in practice: gendered 

workplace realities interact with legal obligations, creating distinct challenges for female doctors 

in Nigeria. Addressing these dimensions is critical to both reducing liability exposure and 

fostering equitable, safe, and ethical clinical practice. 

8. High-Risk Clinical Areas and Gender-Sensitive Dimensions 

Female medical practitioners in Nigeria face unique medico-legal challenges, particularly in 

high-risk clinical specialties and through the lens of gender-sensitive workplace dynamics. These 

factors intersect to increase professional liability exposure and highlight the importance of legal 

awareness, institutional support, and personal risk management. 

a. High-Risk Clinical Areas 

Certain specialties have inherently greater liability risks due to the complexity, urgency, and 

potential for adverse outcomes: 

i. Obstetrics and Gynaecology (O&G): 

a. Maternal and neonatal care carries high litigation potential due to emergencies, 

birth complications, and maternal mortality risks. 

b. Female doctors, who dominate this field, face heightened patient expectations for 

empathy, communication, and attentiveness, which can exacerbate liability 

exposure if outcomes are poor. 

ii. Emergency Medicine: 

a. Time-sensitive, high-pressure decisions, often with incomplete patient histories, 

make errors more likely. 

b. Gendered biases can undermine the perceived authority of female doctors in 

emergency settings, affecting patient trust and increasing scrutiny. 

iii. Paediatrics: 
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a. Parents’ high emotional involvement and vigilance make paediatric practice prone 

to complaints. 

b. Female paediatricians are expected to exhibit both professional expertise and 

nurturing communication, placing them under dual pressures that can contribute 

to medico-legal risk. 

iv. Surgical Practice: 

a. Surgical interventions carry significant intraoperative and postoperative risks. 

b. Female surgeons may face institutional biases, limited mentorship, and 

stereotyping, which can compromise teamwork, communication, and professional 

authority—factors linked to malpractice claims. 

 

b. Gender-Sensitive Dimensions 

Female doctors experience systemic and socio-cultural pressures that amplify their exposure to 

medico-legal liability: 

i. Workplace Harassment and Discrimination: 

Sexual harassment, bias in promotions, and unequal access to training opportunities create 

professional stress and may indirectly increase the risk of clinical error. 

ii. Overwork and Burnout: 

Staffing shortages, long shifts, and additional domestic responsibilities disproportionately affect 

female doctors, compromising attention to detail and patient care. 

iii. Ethical and Professional Dilemmas: 

Decisions about resource allocation, reproductive health, and patient consent often place female 

practitioners at the intersection of legal and moral obligations, heightening risk of perceived 

professional misconduct. 
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iv. Communication and Patient Expectations: 

Cultural norms and gendered expectations can increase scrutiny over communication, empathy, 

and bedside manner. Misinterpretations can escalate to complaints or claims, even when clinical 

care is competent. 

The intersection of high-risk specialties and gendered workplace realities creates a distinct 

vulnerability for female doctors in Nigeria. Obstetrics, emergency medicine, paediatrics, and 

surgical practice present tangible clinical risks, while harassment, discrimination, overwork, and 

ethical dilemmas amplify potential liability. Recognizing these combined pressures is essential 

for legal literacy, institutional reform, and proactive risk management, empowering female 

practitioners to provide safe, ethical, and legally compliant care. 

9. Conclusion 

Medical negligence and professional liability in Nigeria present complex challenges, particularly 

for female doctors, whose experiences are shaped not only by the universal demands of 

competence and ethical practice but also bygender-specific vulnerabilities. High-risk specialties, 

such as obstetrics and gynaecology, emergency medicine, paediatrics, and surgical practice, 

expose female practitioners to elevated medico-legal risks due to systemic pressures, resource 

constraints, and heightened patient expectations. These risks are compounded by workplace 

harassment, discrimination, overwork, and ethical dilemmas, which disproportionately affect 

female doctors and intersect with the legal and regulatory frameworks governing medical 

practice. 

The Nigerian legal system, through statutory instruments such as the Medical and Dental 

Practitioners Act, the National Health Act 2014, and the Medical and Dental Council of 

Nigeria’s Code of Ethics, provides clear professional standards. Yet, institutional deficiencies, 

weak enforcement mechanisms, and gender-blind approaches to professional support limit the 

effectiveness of these protections for female practitioners. Judicial guidance, while valuable in 

clarifying the duties of care and consent obligations, remains limited in addressing gendered 

workplace realities that influence professional liability. 
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Addressing these challenges requires a multifaceted strategy: strengthening institutional support 

systems, enhancing gender-sensitive training in medical law and ethics, promoting equitable 

workload distribution, enforcing anti-harassment and anti-discrimination policies, and expanding 

access to professional indemnity insurance. By acknowledging and mitigating the unique 

pressures faced by female doctors, Nigeria’s healthcare and legal systems can reduce liability 

risks, enhance patient safety, and empower female practitioners to practice with confidence and 

integrity. 

In sum, the intersection of gender, systemic healthcare challenges, and medico-legal obligations 

underscores the urgent need for legal, institutional, and policy reforms that recognize and protect 

the professional and personal rights of female doctors in Nigeria, ensuring that they can deliver 

safe, competent, and ethically responsible care without disproportionate fear of legal 

consequences. Based on the analysis of medical negligence, professional liability, and gender-

specific challenges faced by female doctors in Nigeria, the following recommendations are 

proposed to reduce medico-legal risks and enhance professional practice: 

a. Legal Literacy and Continuous Professional Education 

Female doctors should engage in regular training on medical law, ethics, and professional 

standards, focusing on duty of care, informed consent, documentation, and patient 

communication. Hospitals and professional associations (e.g., NMA, MWAN, SOGON) should 

integrate medico-legal modules into continuing medical education (CME) to ensure practitioners 

remain updated on statutory and case-law developments. 

b. Institutional Support and Gender-Sensitive Policies 

Healthcare institutions must implement anti-harassment, anti-discrimination, and workplace 

equality policies, ensuring female doctors are protected from bias, harassment, and unequal 

treatment. Establish mentorship and peer-support programs specifically for female doctors, 

particularly in high-risk specialties like obstetrics, paediatrics, and surgery, to provide guidance 

in navigating ethical dilemmas and high-pressure clinical scenarios. 
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c. Workload Management and Well-Being 

Hospitals should adopt workforce planning strategies that prevent overwork, burnout, and 

fatigue, such as fair duty rosters, shift rotation, and task-sharing mechanisms. Female doctors 

should prioritize self-care, mental health support, and stress management, recognizing that 

fatigue and burnout increase the risk of errors and medico-legal exposure. 

 

d. Strengthening Clinical Governance 

Implement robust internal quality assurance systems, including incident reporting, adverse-event 

review committees, and regular audits, to identify and mitigate potential areas of negligence. 

Encourage adherence to national clinical guidelines and institutional protocols to standardize 

care delivery and reduce variability in practice. 

e. Professional Indemnity and Legal Protection 

Female doctors should obtain comprehensive professional indemnity insurance, covering legal 

costs and potential claims arising from negligence or malpractice. Hospitals and associations 

should provide legal advisory services to guide practitioners in preemptive risk management and 

in defending medico-legal claims. 

f. Communication and Patient Engagement 

Emphasize clear, empathetic, and culturally sensitive communication with patients and relatives, 

especially in high-risk clinical areas, to enhance informed consent and shared decision-making. 

Maintain meticulous documentation of patient interactions, procedures, and consent, as this 

serves as critical evidence in defending against malpractice claims. 

g. Policy and Regulatory Reforms 
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National regulators (e.g., MDCN, Ministry of Health) should develop gender-sensitive 

frameworks addressing the specific vulnerabilities of female doctors, including provisions for 

harassment complaints, flexible work policies, and ethical guidance.Legal reforms should 

consider expedited resolution mechanisms for professional negligence claims, reducing the 

prolonged stress and professional uncertainty faced by practitioners. 

By combining legal literacy, institutional support, workload management, robust clinical 

governance, insurance protection, communication best practices, and policy reforms, female 

medical doctors in Nigeria can significantly reduce their medico-legal risk, safeguard patient 

care, and navigate high-risk specialties with confidence. These measures are essential to creating 

a more equitable, safe, and professionally supportive environment for female practitioners in 

Nigeria’s healthcare system. 

 


