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INTRODUCTION
Three decades have passed since the publication of “The

Ten Commandments of Emergency Medicine” by Wrenn
and Slovis.1 Emergency medicine has continued its distinct
perspective on patient care that juggles undifferentiated
symptoms, time constraints, and the unpredictable influx
of critically ill patients since the article was published in
1991. Although the specialty has continued as an
indispensable component of health care, it, like all of
medicine, has continued to evolve and adapt. As emergency
department (ED) volumes continue to increase while
emergency clinicians are expected to recognize acute illness,
use increasingly complex diagnostics, and initiate (and
often complete) resuscitations and treatments, the potential
for errors continues to increase. Having an accessible
framework to assist emergency medicine trainees in
avoiding common errors has been immensely helpful for
many residents and practitioners of emergency medicine.
However, any framework must also recognize the
complexity of emergency medicine practice, and clinical
decisionmaking should not be simplified solely to lists,
protocols, or algorithms. The goal of this review is to
summarize the original 10 commandments of emergency
medicine, highlight aspects that have remained constant,
and discuss pertinent changes during the last 30 years from
the perspective of a senior emergency medicine resident at
the same institution from which these commandments
were originally drafted.
SECURE THE ABCs, BUT CAREFULLY
Original Commandment: Secure the ABCs

Performing a rapid but thorough assessment of the
airway, breathing, and circulation (ABC) of every patient
every time remains essential. However, during the last 30
years, the emergency medicine literature has greatly
expanded our understanding on the nuance of managing
the ABCs, and now the manner by which one “secures the
ABCs” combines the art and skill of emergency medicine.
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Although it is not possible in this format to summarize all
nuance and various strategies of such a broad
commandment, we propose here a select few examples to
highlight common clinical scenarios. First, once we identify
a certain component of the ABCs that needs to be
addressed, we should also be deciding how quickly and
aggressively interventions need to be started, in what order
to perform such interventions, and potential harms if initial
diagnostic impressions are wrong. Determining whether
patients are “protecting their airway” is not always a
dichotomous decision or a constant, and can change over
time. Rapid sequence intubation is not without risk, and
determining whether a patient needs an airway immediately
or within the next 20 to 30 minutes allows optimization of
hemodynamics and oxygenation before intubation.2,3

Similarly, as our understanding of the potential harms of
over- and underfluid resuscitation continues to expand,
special care should be taken with how much and how
quickly intravenous crystalloids are needed during a
resuscitation. Additionally, the order in which one
addresses the ABCs should be assessed in specific clinical
scenarios such as prioritizing early defibrillation in a
shockable rhythm4 or early hemorrhage control in trauma
patients.5
REMEMBER NALOXONE, GLUCOSE, AND
THIAMINE
Original Commandment: Consider or Give Naloxone,
Glucose, and Thiamine

The consideration of giving naloxone, checking a rapid
point-of-care glucose level, and administering thiamine in
every patient with altered mental status remains
paramount. It is far too easy to make assumptions about
the cause of altered mental status while allowing precious
time to pass in the setting of potentially easily reversible
cause. In the era of the opioid epidemic, recognizing acute
opiate intoxication and resultant respiratory depression
requiring emergency reversal with naloxone is critical.
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Furthermore, using a titrated dosing strategy for naloxone
administration reduces risk of precipitating acute
withdrawal, may protect staff, and may increase the
likelihood of response. In patients with long-term opiate
use who have mild respiratory depression, one can dilute
0.4 mg naloxone into a 10-mL normal saline solution,
resulting in a naloxone dose of 0.04 mg/mL that can be
titrated in 1-mL aliquots to improve spontaneous
respirations without precipitating acute withdrawal.6

Conversely, in the setting of synthetic opiate overdoses,
typical doses of 0.4 or 2 mg intravenous naloxone may not
be sufficient, with doses exceeding 10 mg intravenous
naloxone being required in some cases.6 Since the original
writing of the 10 commandments, we now recommend
rapid assessment of glucose level with a point-of-care
glucometer in contrast to empirically administering
dextrose, particularly in the setting of patients with stroke
syndromes.7 Although thiamine deficiency may be less
prevalent than previously thought in acutely intoxicated
ED patients,8 timely initiation of thiamine in the ED
should be considered, given that the consequences of
delayed recognition and treatment, regardless of cause, are
significant.9 Furthermore, data outside of the ED have
raised awareness of other clinical scenarios in which to
consider giving thiamine 100 mg intravenously, including
cachectic-calorie-malnourished patients with cancer10;
malabsorption states, including gastric bypass patients11;
patients with hyperemesis gravidarum12,13; and those with
eating disorders.9
ADMINISTER A PREGNANCY TEST (AND
SOMETIMES BEDSIDE ULTRASONOGRAPHY)
Original Commandment: Administer a Pregnancy Test

The adage that every women of childbearing age who has
a uterus needs a rapid determination of pregnancy status
still holds true. In the setting of advances in reproductive
technologies, the upper end of ages at which a pregnancy test
should be obtained have been broadened, especially if a
patient is aged mid to late 40s but has received infertility
treatment in the past. Although the evidence surrounding
the use of point-of-care ultrasonography is not sufficient to
merit a commandment for all pregnant patients, we advocate
incorporating it into evaluation of potential pregnancy-
related emergencies, particularly in resource-limited settings
or practice settings that have delays in access to radiology.
A positive focused assessment with sonography in trauma
abdominal ultrasonographic result in a young female patient
with atraumatic abdominal pain has the potential to quickly
and easily identify emergency diagnoses even before
pregnancy test results.14,15
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ASSUME THE WORST
Original Commandment: Assume the Worst

One of the primary roles of emergency physicians is
to rule out diagnoses that are a threat to life, limb, or
vision. Although such diagnoses are less common, it is
important for emergency physicians to remember that
their job is not to necessarily obtain the correct
diagnosis, but not to miss a dangerous diagnosis that
may result in patient harm if not recognized. A minor
but important update from the original commandment
involves the specialization of care outside of the ED. As
inpatient and outpatient medicine becomes increasingly
subspecialized, emergency medicine is best positioned to
initiate evaluation for life threats, and it is imperative to
not assume that other care teams will consider a broad
differential of life-threatening diagnosis “once the patient
is admitted.” Similarly, when we are confident a life-
threatening diagnosis is exceedingly unlikely but a patient
does not respond to interventions as expected, we should
welcome the opportunity to revisit the potential for
missed diagnosis that warrants further evaluation.
DO NOT SEND UNSTABLE PATIENTS TO
RADIOLOGY, BUT IF YOU MUST, DO NOT LET
THEM GO ALONE
Original Commandment: Do Not Send Unstable
Patients to Radiology

Unstable patients are generally safest and best served by
not leaving the ED for radiology-performed diagnostic
studies. If feasible, use portable radiography and use point-
of-care ultrasonography as a diagnostic tool. However,
advanced diagnostic imaging, including computed
tomography (CT), has rapidly become an integral part of
diagnosis and is commonly needed for appropriate
disposition decisions in the ED.16 With newer EDs often
including closer proximity to CT scanners, sometimes the
best step in management after initial resuscitation is a CT
scan to most expediently arrive at a diagnosis and identify
the most appropriate specialists to definitively care for the
patient. In such cases, the patient should not go to
radiology alone and not before treatment that is possible in
the ED is initiated.
SEEK OUT THE RED FLAGS
Original Commandment: Look Out for the Common
Red Flags

A core heuristic to decisionmaking in emergency
medicine is recognizing red-flag symptoms or signs
suggestive of emergency diagnoses. Although this
commandment holds true today, it warrants revisiting with
Volume 77, no. 3 : March 2021

This is one commandment that I think has done a lot of harm
It is fine to always consider the worst, but assuming it leads to massive over-testing, false positives, and overdiagnosis 
I think that the massive harms from our assume the worst approaches to PE or stress testing in MI almost certainly outweigh the benefits of an occcasional extra catch
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minor additions, including the use of new technology for
seeking out red flags or warning signs of developing
pathology that would have been easily missed 30 years ago.
First, being particularly attentive to any aberrations to the 5
vital signs is of the utmost importance, and with the
accessibility of vital sign integration into electronic health
records, trends in vital signs over time should be routinely
checked. Document an interpretation and interventions
attempted for abnormal vital signs, and be wary of
discharging home a patient with tachycardia without an
explanation. Similarly, for common chief complaints such
as atraumatic back pain, continue diligence in asking
pertinent social history elements, including history of
injection drug use or prior back surgeries and injections,
regardless of one’s assumptions or unconscious bias about
the likelihood of such risk factors. As the proportion of ED
patients who are older adults increases,17 be aggressive in
evaluating aortas in every older patient with back, flank, or
abdominal pain. Furthermore, be wary of attributing an
ED presentation to simple alcohol intoxication without
earnestly entertaining the possibility of alternate diagnosis
or critical illness, especially if there are abnormal vital signs
or hypoglycemia, or in situations in which chemical
sedation is required.18 Last, and unchanged from original
commandments, continue asking the following 3
questions, knowing that any negative answer should give
one pause and be thought of as a red flag: Has the patient
ever had this complaint before? Can the patient receive
adequate intake by mouth outside of the hospital? Can the
patient walk or at least ambulate at his or her baseline?

TRUST NO ONE, BELIEVE NOTHING (NOT EVEN
THE ELECTRONIC HEALTH RECORD)
Original Commandment: Trust No One, Believe
Nothing (Not Even Yourself)

Initial resuscitation decisions often must occur in the
setting of incomplete or inaccurate information. Although
electronic health records have revolutionized the amount of
data available to clinicians, care must be taken to not rely
blindly on their data, well-intentioned emergency medical
services reports, or “outside hospital records” that come
with patients from other facilities. Whenever possible,
verify pertinent medical history with the patient or family,
and if not, ensure the history is consistent across multiple
entries in the electronic health record. Similarly, when
working with consultants, do not discount any concerns
you have about the patient in front of you. This is very
important when consultants are recommending something
discordant to your own thoughts or that you have never
heard of, especially if they are providing a telephone
consultation for a patient they have for a patient they have
Volume 77, no. 3 : March 2021
not yet evaluated. Last, we must be flexible and understand
we may not always hear the whole history because a patient’s
story may change over time or there may be a multitude of
reasons a patient may not be able to or want to provide all
information when you are caring for him or her.

LEARN FROM YOUR MISTAKES
Original Commandment: Learn From Your Mistakes

Mistakes at every stage of training in emergency medicine
are still common,19 and since the initial drafting of the
commandments, the availability of data has led to increased
understanding of the costs and prevalence of medical
errors.20,21 Although we should continue to strive for
decreasing errors and improving safety, wemust embrace the
posture of learning frommistakes, regardless of their severity.
We should continue to cultivate cultures in which trainees
and faculty have multiple mechanisms of reporting
mistakes,22 as well as to identify trusted colleagues and
mentors beforehand to debrief and constructively work
through errors, particularly if a bad outcome resulted.

DO UNTO OTHERS AS YOU WOULD YOUR
FAMILY (AND THAT INCLUDES FAMILIES
DIFFERENT FROM YOURS)
Original Commandment: Do Unto Others as You
Would Your Family (and That Includes Coworkers)

This commandment stays largely unchanged. Although
it seems basic, treat all patients how you would want your
family members cared for if they were in an ED. In certain
situations, this commandment may need to be broadened
to incorporate the “platinum rule,” whereby we consider
how the patient or his or her family would like to be
treated, especially if it may be outside the framework that
includes our personal or family preferences.23 Emergency
medicine is an incredible responsibility and provides a
unique lens through which to see humanity. Although we
should feel pride knowing that we care for anybody and
everything that comes through the door, it can be
challenging. When faced with difficult patient
encounters, do more evaluation, not less, and always
practice empathy.

WHEN IN DOUBT, ALWAYS ERR ON THE SIDE OF
THE PATIENT
Original Commandment: When in Doubt, Always Err
on the Side of the Patient

The scope of emergency medicine is incredibly broad
and the management of uncertainty is central to
decisionmaking in emergency medicine.24 Beyond the
sheer volume of information required in emergency
Annals of Emergency Medicine 369
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medicine practice, we are also navigating an increasingly
complex medical system with subspecialists and limited
outpatient follow-up options for patients. Despite all of
this, our fundamental responsibility is to our patients. We
must always advocate for what is the best for them at all
times. Even if we are not able to solve the issues that
brought someone to the ED, we can always do what we are
able to alleviate suffering. Furthermore, when confronted
with uncertainty, always inform the patient and ask oneself
how likely it is the patient would be able to return if he or
she were to get worse.

CONCLUSION
The Ten Commandments of Emergency Medicine were

written almost 30 years ago, and like almost everything else
in emergency medicine, they need to be interpreted in the
face of new knowledge, evolving practice patterns, and
innovative technology advances. With the emergency
medicine trainee in mind, these revised commandments
serve as a basic framework to avoid common errors by
grounding patient care in the central tenets of emergency
medicine that have persisted while recognizing the
importance of incorporating new evidence that guides how
we practice our specialty.

Supervising editor: Jason D. Heiner, MD. Specific detailed
information about possible conflict of interest for individual editors
is available at https://www.annemergmed.com/editors.

Author affiliations: From the Department of Emergency Medicine,
Vanderbilt University Medical Center, Nashville, TN (Evans, Slovis);
and the Department of Emergency Medicine, University of North
Carolina at Chapel Hill, Chapel Hill, NC (Evans).

Authorship: All authors attest to meeting the four ICMJE.org
authorship criteria: (1) Substantial contributions to the conception
or design of the work; or the acquisition, analysis, or interpretation
of data for the work; AND (2) Drafting the work or revising it
critically for important intellectual content; AND (3) Final approval
of the version to be published; AND (4) Agreement to be
accountable for all aspects of the work in ensuring that questions
related to the accuracy or integrity of any part of the work are
appropriately investigated and resolved.

Funding and support: By Annals policy, all authors are required to
disclose any and all commercial, financial, and other relationships
in any way related to the subject of this article as per ICMJE conflict
of interest guidelines (see www.icmje.org). The authors have stated
that no such relationships exist.
REFERENCES
1. Wrenn K, Slovis CM. The ten commandments of emergency medicine.

Ann Emerg Med. 1991;20:1146-1147.
2. Green RS, Edwards J, Sabri E, et al. Evaluation of the incidence, risk

factors, and impact on patient outcomes of postintubation
hemodynamic instability. CJEM. 2012;14:74-82.
370 Annals of Emergency Medicine
3. Weingart SD, Levitan RM. Preoxygenation and prevention of
desaturation during emergency airway management. Ann Emerg Med.
2012;59:165-175.

4. Bunch TJ, White RD, Gersh BJ, et al. Long-term outcomes of out-of-
hospital cardiac arrest after successful early defibrillation. N Engl J
Med. 2003;348:2626-2633.

5. Kauvar DS, Lefering R, Wade CE. Impact of hemorrhage on
trauma outcome: an overview of epidemiology, clinical
presentations, and therapeutic considerations. J Trauma.
2006;60(6 suppl):3-11.

6. Li K, Armenian P, Mason J, et al. Narcan or Nar-can’t: tips and tricks
to safely reversing opioid toxicity. Ann Emerg Med. 2018;72:9-11.

7. Pan Y, Jing J, Chen W, et al. Post-glucose load measures of insulin
resistance and prognosis of nondiabetic patients with ischemic stroke.
J Am Heart Assoc. 2017;6:1-11.

8. Li SF, Jacob J, Feng J, et al. Vitamin deficiencies in acutely intoxicated
patients in the ED. Am J Emerg Med. 2008;26:792-795.

9. Crook MA, Sriram K. Thiamine deficiency: the importance of
recognition and prompt management. Nutrition. 2014;30:953-954.

10. Kuo SH, Debnam JM, Fuller GN, et al. Wernicke’s encephalopathy: an
underrecognized and reversible cause of confusional state in cancer
patients. Oncology. 2008;76:10-18.

11. Loh Y, Watson WD, Verma A, et al. Acute Wernicke’s encephalopathy
following bariatric surgery: clinical course and MRI correlation. Obes
Surg. 2004;14:129-132.

12. van Stuijvenberg ME, Schabort I, Labadarios D, et al. The nutritional
status and treatment of patients with hyperemesis gravidarum. Am J
Obstet Gynecol. 1995;172:1585-1591.

13. Indraccolo U, Gentile G, Pomili G, et al. Thiamine deficiency and
beriberi features in a patient with hyperemesis gravidarum. Nutrition.
2005;21:967-968.

14. Moore C, Todd WM, O’Brien E, et al. Free fluid in Morison’s pouch on
bedside ultrasound predicts need for operative intervention in
suspected ectopic pregnancy. Acad Emerg Med. 2007;14:755-758.

15. Rodgerson JD, Heegaard WG, Plummer D, et al. Emergency
department right upper quadrant ultrasound is associated with a
reduced time to diagnosis and treatment of ruptured ectopic
pregnancies. Acad Emerg Med. 2001;8:331-336.

16. Korley FK, Pham JC, Kirsch TD. Use of advanced radiology during visits
to US emergency departments for injury-related conditions, 1998-
2007. JAMA. 2010;304:1465.

17. Carpenter CR, Bromley M, Caterino JM, et al. Optimal older adult
emergency care: introducing multidisciplinary geriatric emergency
department guidelines from the American College of Emergency
Physicians, American Geriatrics Society, Emergency Nurses
Association, and Society for Academic Emergency Medicine. J Am
Geriatr Soc. 2014;62:1360-1363.

18. Klein LR, Cole JB, Driver BE, et al. Unsuspected critical illness among
emergency department patients presenting for acute alcohol
intoxication. Ann Emerg Med. 2018;71:279-288.

19. Fordyce J, Blank FSJ, Pekow P, et al. Errors in a busy emergency
department. Ann Emerg Med. 2003;42:324-333.

20. Kohn LT, Corrigan JM. To Err Is Human. Building a Safer Health
System. Washington, DC: National Academies Press (US); 2000.

21. van den Bos J, Rustagi K, Gray T, et al. The $17.1 billion problem: the
annual cost of measurable medical errors. Health Aff (Millwood).
2011;30:596-603.

22. Hobgood CD, O’John MA, Swart GL. Emergency medicine resident
errors: identification and educational utilization. Acad Emerg Med.
2000;7:1317-1320.

23. Nagayama Hall G. The platinum rule. 2017. Available at: https://www.
psychologytoday.com/us/blog/life-in-the-intersection/201702/the-
platinum-rule. February 7, 2017. Accessed July 15, 2020.

24. Platts-Mills TF, Nagurney JM, Melnick ER. Tolerance of uncertainty
and the practice of emergency medicine. Ann Emerg Med.
2020;75:715-720.
Volume 77, no. 3 : March 2021

https://www.annemergmed.com/editors
http://ICMJE.org
http://www.icmje.org
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref1
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref1
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref2
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref2
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref2
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref3
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref3
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref3
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref4
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref4
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref4
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref5
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref5
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref5
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref5
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref6
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref6
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref7
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref7
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref7
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref8
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref8
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref9
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref9
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref10
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref10
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref10
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref11
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref11
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref11
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref12
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref12
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref12
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref13
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref13
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref13
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref14
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref14
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref14
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref15
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref15
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref15
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref15
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref16
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref16
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref16
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref17
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref17
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref17
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref17
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref17
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref17
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref18
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref18
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref18
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref19
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref19
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref20
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref20
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref21
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref21
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref21
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref22
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref22
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref22
https://www.psychologytoday.com/us/blog/life-in-the-intersection/201702/the-platinum-rule
https://www.psychologytoday.com/us/blog/life-in-the-intersection/201702/the-platinum-rule
https://www.psychologytoday.com/us/blog/life-in-the-intersection/201702/the-platinum-rule
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref24
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref24
http://refhub.elsevier.com/S0196-0644(20)31315-9/sref24

	Revisiting the Ten Commandments of Emergency Medicine: A Resident’s Perspective
	Introduction
	Remember Naloxone, Glucose, and Thiamine
	Original Commandment: Consider or Give Naloxone, Glucose, and Thiamine

	Administer a Pregnancy Test (and Sometimes Bedside Ultrasonography)
	Original Commandment: Administer a Pregnancy Test

	Assume the Worst
	Original Commandment: Assume the Worst

	Do Not Send Unstable Patients to Radiology, But if You Must, Do Not Let Them Go Alone
	Original Commandment: Do Not Send Unstable Patients to Radiology

	Seek Out the Red Flags
	Original Commandment: Look Out for the Common Red Flags

	Trust No One, Believe Nothing (Not Even the Electronic Health Record)
	Original Commandment: Trust No One, Believe Nothing (Not Even Yourself)

	Learn From Your Mistakes
	Original Commandment: Learn From Your Mistakes

	Do Unto Others as You Would Your Family (and That Includes Families Different From Yours)
	Original Commandment: Do Unto Others as You Would Your Family (and That Includes Coworkers)

	When in Doubt, Always Err on the Side of the Patient
	Original Commandment: When in Doubt, Always Err on the Side of the Patient

	Conclusion
	References


