National Ethics Teleconference

The Ethical Duty to Protect Third Parties from Dangerous Patients

April 26, 2005

INTRODUCTION

Dr. Berkowitz:

Good day everyone. This is Ken Berkowitz. I am the Chief of the Ethics Consultation Service at the VHA National Center for Ethics in Health Care and a physician at the VA NY Harbor Healthcare System. I am very pleased to welcome you all to today's National Ethics Teleconference. By sponsoring this series of calls, the Center provides an opportunity for regular education and open discussion of ethical concerns relevant to VHA. Each call features an educational presentation on an interesting ethics topic followed by an open, moderated discussion of that topic. After the discussion, we reserve the last few minutes of each call for our 'from the field section'. This will be your opportunity to speak up and let us know what is on your mind regarding ethics related topics other than the focus of today's call. 

PRESENTATION

Dr. Berkowitz:

Today’s presentation will focus on the topic of the Ethical Duty to Protect Third Parties from Dangerous Patients. Obviously, this is potentially a broad topic, and other National Ethics Teleconferences have addressed certain facets of this topic – such as supplying home oxygen to patients who smoke, and treating erectile dysfunction in patients with sexually transmissible diseases – but today’s call will focus on the duty to warn, or protect, third parties when you become aware that they are in danger because one of your patients plan violence against them. This situation is most commonly encountered in mental health patients. The presentation will consider the most well known court case involving patient threats to third parties – the Tarasoff case --, a discussion of when a duty to protect third parties is present, what the nature of that duty is, some general strategies for protecting both the interests of patients as well as third parties, and a description of potential ethical and clinical missteps commonly taken in duty to protect cases.

Joining me on today’s call is Dr. David Drummond. He is a psychologist and the Manager of the Mental Health Clinics and a Threat Specialist at the Portland VA Medical Center. Thank you, Dr. Drummond for being on the call today. I would like to begin by asking Dr. Drummond to provide us with an introduction of today’s topic.

Dr. Drummond: 

Thank you, Ken. The ethical standard of patient privacy is considered bedrock by all health care professionals, but perhaps even more so by mental health professionals. But in the early 1970’s, the California Supreme Court in Tarasoff v. Regents of the University of California, expressed a legal theory that mental health providers have a specific duty to protect third parties from violent patients under certain conditions. The Tarasoff decision became a precedent for scores of later cases in Federal and State courts across the country. Because of the Tarasoff decision and similar cases that followed closely behind, some mental health professionals predicted the end of psychotherapy as we had known it. While those gloomy predictions now seem overblown, the fact is that, according to a number of professional association’s legal and ethical consultative services, the challenge of managing cases in which one’s patient may pose a risk to third parties continues to be one of the most common and vexing ethical and legal dilemmas faced by psychiatrists, psychologists, and other mental health professionals. These cases are also among the most likely to be litigated.

Dr. Berkowitz:

Part of the reason that duty to protect cases continue to bedevil mental health clinicians is that many continue to hold erroneous ideas about what the courts have said. Clinicians are often unsure what the nature of that duty actually is, when the duty to protect may be present, and what actions to fulfill this duty are clinically and ethically appropriate. 
Dr. Drummond:

Unfortunately, among some health professionals, the word ‘Tarasoff’ has become shorthand for “I must warn at the first sign of danger from my patient.” Some of this confusion comes from a misunderstanding of the facts in the original Tarasoff case.

Dr. Berkowitz:

Dr. Drummond, can you tell us about the specifics of the Tarasoff case that highlights patient threats to third parties and the duty to protect.

Dr. Drummond:

Certainly. Tatiana Tarasoff, was a University of California student in the late 1960’s who was targeted by a stalker, Prosenjit Poddar, a graduate student. Some of Poddar’s friends became quite concerned by Poddar’s obsession with Tarasoff and became especially concerned when he purchased a gun and made threats against the young woman. The friends persuaded Poddar to go to the local campus health clinic to talk with someone. In the meantime, having been warned of Poddar’s threats by, among others, her own family, Tatiana left the country to study abroad for the summer. 

Dr. Moore, a psychologist at the campus psychiatric clinic, saw Poddar for a few visits. When Dr. Moore assessed Poddar to be at “high risk of violence,” he consulted with several psychiatrist supervisors. Dr. Moore also documented his assessment, his reasoning and his actions in the case. He then alerted the campus police, both verbally and in writing, of Poddar’s potential danger, and he asked the police to invoke what was then the new California involuntary commitment law. The police picked up Poddar and interviewed him. But, uncertain how to implement this new commitment law, the police concluded that Poddar was not dangerous. They aborted the commitment process. Hearing this, Dr. Moore’s supervisors also then second guessed their own decision to seek commitment and ordered Dr. Moore to destroy his records of this attempted commitment.

Poddar of course then refused further visits to the clinic. He soon moved in with Tarasoff’s brother. Tatiana returns several months later from her summer abroad. Poddar goes to her apartment, but when he knocks on the door, he is chased away by her mother. Undeterred, Poddar returns later that day and confronts Tarasoff with his frustration and anger. When she again rejects his advances, he first shoots her in the chest with a pellet gun, and when she attempts to flee, he chases her down, stabs and kills her. Poddar is arrested and is eventually convicted of 2nd degree murder. He serves 4 years, his conviction is overturned on a technicality, and he is deported.
The family filed a civil suit that eventually went, not once but twice, to the California State Supreme Court. The therapist and employers eventually settled out of court. The merits of the case itself were never litigated. In the uproar that followed, Dr. Moore was eventually fired from his job.

Dr. Berkowitz:

Dr. Drummond, what happened as a result of this case?
Dr. Drummond:

Because the state supreme court ruled that the plaintiffs had a valid legal theory of “duty to protect,” it did not take long for litigators across the nation began to apply this new theory. The weight of confidentiality was now counterbalanced by the principle, to use the words of the California Supreme Court that “the protective privilege ends when the public peril begins.” If there was a take home message in Tarasoff, that was it. Many courts accepted the theory, though some did not. But so prevalent did these “duty to protect” cases become that, primarily at the request of mental health professionals, over half the state legislatures in the country adopted so-called duty to protect immunity laws to address the problem. 
Dr. Berkowitz:

What do these ‘Tarasoff laws’ do?

Dr. Drummond:
The laws, of course, vary among the 25 or so states that have them. However, most are modeled after the original duty to protect immunity law which, surprise, was adopted in California a few years after the Supreme Court case. Designed to confer some protection to mental health professionals faced with these cases, they usually describe a formula to follow. The formula typically includes the requirement that the dangerous person is a patient and that the victim is identifiable. The law then prescribes warning both the intended victim and the police.

The important thing to remember about such laws is that, appealing as they may be in offering some guidance to handling these challenging cases, they may also have the effect of offering legal protection to the mental health professional at the expense of the most ethical and effective actions for resolving the ethical dilemma.
Dr. Berkowitz:

Dr. Drummond, this is a very nuanced topic, and even so many years after the Tarasoff case, questions related to the duty to protect still remain. For example, as a practitioner, what is my duty? When do I have a duty to protect third parties? How do I fulfill this duty? What is the effect on the therapeutic relationship when I meet this duty? 

From an ethics standpoint, divided loyalties – conflicts between an obligation to preserve confidentiality in the provider patient relationship and an obligation to protect other individuals who are in harms way – are not uncommon, especially in mental health fields. Practitioners in these situations wonder whom do they serve – their patient or another individual? And how to weigh the moral claims of all involved individuals? In the classic provider patient relationship, the patient rightfully expects that their needs, including the right to privacy, will be the provider’s first consideration. However, this duty is not without limits. In certain situations, a competing ethical imperative – protecting another individual from clear harm – may take precedence. In fact, warning the threatened individual often protects them and the patient from adverse consequences of the violence. How the patient is kept informed and specifically how the situation is managed are critical. Dr. Drummond, can you please talk about how the courts have addressed some of these questions?

Dr. Drummond:

Yes. Let’s begin with the question, if I have duty, what is it? The California Supreme Court and other courts since then have been surprisingly vague about just what the duty to protect means. The California Supremes said that the duty is

 “to take one or more of various steps, depending on the nature of the case. . .” 

One of the most common misunderstandings among mental health professionals is that the duty is to warn the intended victim. One still often hears mental health professionals refer to these dilemmas as duty to warn dilemmas. In fact, meeting one’s duty may not involve warning anyone at all. We will talk in a moment about the range of options that one might consider in resolving these situations, but in my judgment it is a serious ethical and strategic mistake to begin with the assumption that one should necessarily violate the patient’s confidentiality to warn someone.

Again, whether guided by a so-called Tarasoff immunity law that may exist in the state where you are licensed or by a well-meaning but naive belief that one should always warn an intended victim in these cases, one must strive to avoid actions that are formulaic or not tailored to the individual facts of your case. 
Dr. Berkowitz:

Ethically, the duty to warn is most clear if the threat is specific, credible and imminent. It should go without saying that your duty is not to warn reflexively, not to accept bad advice from colleagues or even legal counsel who are uninformed about this case law, not to abandon your patient, and not to take actions that may precipitate the very violence that you are trying to prevent. So more specifically, Dr. Drummond, could you elaborate on when does one have an ethical duty to protect third parties from dangerous patients?
Dr. Drummond:

I think you’re right, Ken. When one considers the many duty to protect court cases that have been heard over the years, the message about when the duty is present is a little more clear than what that duty may be. Most courts that have spoken about this duty have stated that you have an ethical duty to protect when there are four conditions present: 1) you are in a ‘special relationship’ with the dangerous person – that is, the dangerous person is your patient; 2) the intended victim is “identifiable with a moment’s reflection”; 3) the risk of violence is significant; 4) the risk of violence is imminent; and 5) the laws or case law where you practice say that there is, or may be, a duty.

However, each one of these four conditions is open to interpretation. In the state where I practice, the courts have ruled that the ‘special relationship’ begins the minute the patient calls your receptionist. What is a moment’s reflection? In the Tarasoff case, Dr. Moore never knew the name of the eventual victim until she was dead. Should he, could he, have known it? How does one know whether the risk of violence is “significant” or “imminent?” It is beyond the scope of this call to discuss this in detail, but I refer you to the 1993 article by John Monahan in your reference list. Although somewhat dated, it remains one of the best references on making these determinations clinically.

Dr. Berkowitz:

Very important points, the duty to warn may be justified – from an ethical, or legal standpoint – if the threat is significant, specific and imminent. So, in our discussion thus far, we’ve talked about our ethical duty to maintain our patient’s confidentiality that is sometimes outweighed by our duty to protect others in harms way. I think now would be a good time to ask how does one go about fulfilling this duty? And discuss some practical approaches to protecting third parties from dangerous patients.

Dr. Drummond:

In fulfilling the ethical duty, there are several strategies one can employ. However, there are a number of preventive measures one should take before one is faced with these cases. One should document each patient’s understanding about the limits of confidentiality. Some of the practice standards promoted by professional groups now require this. Also, it is essential to review and to summarize old records for a positive history of violence and other risk factors. It may be important, in some cases, to routinely document violence risk assessment, much as most of us now do with suicidal patients. And I would recommend that, before you find yourself facing this particular ethical dilemma, you identify knowledgeable colleagues and attorneys with whom you could consult if a duty to protect case arises. 
Dr. Berkowitz:

And certainly for specific cases, ethics consultation might be an appropriate resource in addition to consultation with clinical and legal colleagues.

Dr. Drummond:

Absolutely. Consultation is very valuable in these cases. Let me say a few words about the value of consultation in these cases. First, you might learn something from a knowledgeable consultant. Remember, when you are faced with one of these cases, it is important to keep your wits and not to succumb to tunnel vision. Second, in my experience, I believe the common standard of practice is that when it comes to measuring the risk of violence, two or more heads are generally better than one. Third, documented expert consultation is probably the closest you will come to legal immunization against an allegation that you acted impulsively or without expertise.

Once you recognize that your patient actually poses a significant risk of violence to another person, you will not always have the luxury of time to consider therapeutic strategies to fulfill your duty. Sometimes, you will have to act very quickly, such as the time that a patient of mine, in the midst of a heated evening therapy session in which he was escalating his credible threats to execute a government official, suddenly bolted from the room and into the night. While I did consult briefly with a colleague, I concluded that I had to immediately call 911 and warn the police and, if possible, the intended victim. Having consulted on many of these cases, however, scenarios such as this are, thankfully, quite rare. Usually you will have time to consider a more thoughtful approach, especially if you have taken the preparatory measures that I outlined earlier.

Dr. Berkowtiz: 

In the case you just described, you had to issue a warning. What should be included in a warning to the police or to an intended victim?

Dr. Drummond:

In the warning, include the name of the intended victim, the name of the patient, the nature of the threat, and the violence risk factors that make the threat serious. And that is probably about all that should be included. A number of courts have concluded that, once the door on confidentiality is opened, it should be opened only so far as it is necessary, and then the door should be closed again. A few courts and legislatures, notably in California and Oregon, have concluded that, once the door has been opened to issue a warning, it remains open for other purposes, leading to the disturbing possibility of having to testify against your own patient in subsequent civil and criminal proceedings.

Dr. Berkowitz:

So when disclosing, you should respect privacy as much as possible and disclose only what is necessary to avert the threat. 

What are some other actions that one can take when one believes that one’s patient poses a serious risk of harm to another person?

Dr. Drummond:

Warning the victim or the police would be examples of a general strategy that some have called “target hardening.” Another strategy has been called, “incapacitation.” An example of this strategy would be to hospitalize the patient, either voluntarily or involuntarily. The goal of a hospitalization is both to intensify the range of therapeutic choices for reducing the patient’s distress but also to provide a safe environment. Like suicidal ideation, homicidal ideation often will significantly weaken with the passage of a day or two. Another example of this strategy might be to assure that the patient no longer has access to weapons.
A third general strategy has been termed “treatment intensification.” Examples of this strategy might include adding or changing medication, increasing the frequency of therapy visits, enrolling the patient in drug and alcohol treatment, and though it must be done cautiously, bringing the intended victim either into the consultation room with the patient or, less desirable, contacting the victim by telephone with the patient present. I have used this approach with success and have advised others to do so as well with successful outcomes. 
In general, I try hard in my discussion with patients to align with their healthy impulses. I reassure them that my interest is in “keeping you out of that kind of trouble.” 
Dr. Berkowitz:

Thus, reassuring the patient that your actions are in recognition of your duty to prevent harm to him or her. 

I think now would be a good time to discuss ethical and clinical missteps. Dr. Drummond, can you try to do this, perhaps by reviewing actual VA legal cases about the duty to protect?

Dr. Drummond:

There are several cases involving VA patients that are worth mentioning. The case Lipari v. Sears, Roebuck and Co. & US (1980) was heard in a federal district court in Nebraska. It involved a VA CWT patient – a Vietnam vet – who shot to death some random bystanders in a nightclub. Sears was sued by the family of one of the victims. VA, in turn, was sued by Sears. The case was settled out of court. The court was highly critical of VA’s doctors’ poor documentation. Worst of all, this case extended the duty of mental health professionals to protect society in general. No specific victim could have been identified. Thankfully, no other court has extended the duty as far as this Federal Nebraska court.

Jablonski v. US (1983) was a California case of a VA patient and his girlfriend who showed up at a MHC. Concerned about the safety of the girlfriend, the VA docs advise her to move away from the vet. She ignores their advice, and the vet soon killed her. The federal district court found that the warning given the girlfriend were “totally unspecific and inadequate under the circumstances.” The court, as in the Lipari case, was also very critical of the VA doctors because they had failed to document that they had reviewed the vet’s prior medical records, which, even in the VA in those pre-CPRS days, were readily available. 
Mahomes v. US (1990), like Jablonski and Lipari, was another case in which, while asserting that the VA had failed in its duty to protect, the court found for the plaintiff in part because the VA doctors had not documented a thorough review of the patient’s history of violence. One forensic psychiatrist, reading cases like Mahomes, Lipari, and Jablonski, have suggested that the courts are not so much upholding a duty to protect, but are instead punishing doctors and hospitals who commit malpractice such as not reviewing or maintaining clinical records.

In Currie v. US (1986), VA doctors appeared to do everything right -- except attempt a civil commitment of a patient. This case demonstrated that you should not second-guess commitment courts. Remember, in the Tarasoff case, Dr. Moore and his colleagues tried to commit Poddar, but the police refused to follow through with the commitment. In Currie, the VA providers had concluded that an attempt to commit the patient would be unsuccessful. The VA settled out of court. 

Leedy v. Hartnet et al and US (1981) showed that not all VA cases, by any means, have found for the plaintiffs. The summary judgment was for VA because there was no foreseeability that the particular victims were in danger. This court, unlike the Nebraska case cited above, saw no duty if specific victims were not identifiable.

Moye v. US (1990) was a case in the federal district court of North Carolina that found against a claim by the estate of a couple who had been murdered by their own son, a VA patient. The court said that the family (victims) was already aware of their son’s threat. In Tarasoff, you may recall, the victim’s own family had repeatedly warned her to stay away from the man who eventually killed her. Still, the court held that the clinicians had abrogated a duty.

Evans v. US (1995) was brought by the family of a woman who was killed by another Vietnam vet patient in the VA. The court dismissed the case because there was in the particular state where the homicide occurred (Mississippi) no specific statue that addressed therapist liability for dangerous patients. Several other states, Texas among them, have laws that permit but do not require breaching patient confidentiality in cases such as this.

MODERATED DISCUSSION

Dr. Berkowitz:

So it is particularly important to be aware of your duty to protect when a threat from your patient is specific, credible and imminent. It is very important to document your line of reasoning and your actions as you proceed, and to seek consultation – whether it be from clinical, ethics, or legal colleagues – when faced with duty to protect dilemmas. Possible strategies to reduce the threat include ‘target hardening’, ‘incapacitation’, and/or ‘treatment intensification’. When you decide to breech confidentiality, divulge only the information that is needed to reduce the threat of violence.

Thank you Dr. Drummond for discussing the topic of the Ethical Duty to Protect Third Parties from Dangerous Patients.

Now we’d like to hear if our audience has any responses or questions.

Paul Schneider, Los Angeles, CA VAMC:
The problem I have conceptually with the idea of the duty to protect rather than the duty to warn, is that it involves the clinician in what, one might call, the extra-clinical realm. It takes us beyond where our normal sphere of influence is. I don’t want to try to protect anyone outside the hospital. I would want to involve the police to accomplish something like that.
Dr. Drummond:

I think you have expressed a concern a number of people have. A number of courts have criticized the Tarasoff ruling on precisely those grounds. They frame the issue a little differently, however. They challenge the idea that the patient-clinician relationship somehow confers on an outpatient internist or mental health provider the ability, even if they wanted to, to really control the patient. It is also noteworthy that in the original Tarasoff case the police dropped the ball. They refused to invoke a new commitment law, despite the repeated efforts of the mental health providers in the case to get the police to do their jobs. Not only that, but then when the civil actions occurred against the university, the Tarasoff family eventually dropped a lawsuit against the police. I thought that was odd since it was really the police who had the tools to make a difference in this case.
Dr. Berkowitz:
And really, warning is only one of the strategies that clinicians have to protect third parties. Other possibilities for protecting can be admitting the patient or intensifying treatments. So, protecting is really broader than just warning. 

Dr. Schneider:

My specific concern is that once we call something a “duty to protect,” then we can fail to protect if we do not do enough as clinicians. And since there is no clear guidance for when enough protection for third parties is enough, calling it the duty to warn puts it in a much smaller box, and it is something we can actually accomplish. We cannot always protect, but we can warn.

Chaplain Ron Morrell, Milwaukee, WI VAMC:

Does a clinician have to go the legal authorities first before they go to the third party?

Dr. Drummond:

I think one of the things you would want to do is review the laws applicable in your state and review that with your own legal counsel. Where state laws exist, I do not think they prescribe any particular order of warning the police first, or so on.
Dr. Berkowitz:

This may be an area, where if you work in a high risk environment, it might be worth the effort ahead of time to set up a network with colleagues and have discussions in advance of how people would proceed if a situation like this arose, so there are not trying to invent the wheel as they go along. 
Chaplain Morrell:

I was just wondering if we were at a risk for being sued if we did not contact the legal authorities.

Angela Prudhomme, National Center for Ethics in Health Care, Washington:
I am not counsel, or an expert in this area, but I was looking at the privacy fact sheet that the Office of Health Data, and Informatics of the VHA Privacy Office put out that has to do with making disclosures when veterans are making serious threats to the health and safety of others, and it states that “disclosures may be made to a family member of a patient when it is necessary to prevent or lessen a serious or imminent threat to the health or safety of the family member. Disclosures may also be made to local authorities who may be able to prevent or lessen the threat.” (Office of Health Data and Informatics, VHA Privacy Office. Veteran Making Serious Threat to the Health or Safety of Other(s). Fact Sheet, March 2005;5(4). Available at: http://vaww.vhaco.va.gov/privacy/FactSheets.htm) I don’t think it’s specifying that you have to do one or the other first, but that it is important that whatever you do, you document that information and that you have a rational basis for doing it. 
Mark, Chicago, IL Office of the Regional Counsel:
There is no order mandated that needs to be followed. It would be whatever order is most logical to protect the person as well as possible. Whether you notify the intended victim first or the authorities doesn’t make much difference, since you really need to notify both.

Gene Rothman, Los Angeles, CA VAMC:
Can you expand on the issue of access to weapons, and how important it might be to document efforts to persuade the veteran to remove weapons.

Dr. Drummond:

When I think about this area clinically, there are so many analogies to the problems we face with suicidal patients. Generally, the standard of practice is what you want to refer to. I can’t go home with my patient and assure that his or her firearms are secured and that the only key is in my pocket. There is no guarantee in that sense. Weapons are widely available, and our patients in the VA usually have some aptitude with them. The standard of care in my facility is to ask patients if they could give all their weapons to someone they know who has a firearm safe, and if I could talk to that person to make sure that their weapons are locked up. I’ve had patients who have readily agreed to do that sort of thing. 
We can only do what the community standard is, which I think is what I just mentioned. But, there is certainly no guarantee.
Yvonne, Dallas, TX VAMC:

Sometimes our clients tell the doctor one thing, the nurse another, and maybe even the nurse assistant another. The nurse and nurse assistant might think the patient is dangerous based on what was said, but because he said something else to the doctor, the doctor might not think he’s dangerous.
Dr. Drummond:

That’s a complicated situation. I can refer you to one of the most egregious cases, where a VA patient and his girlfriend came to a VA clinic, and the girlfriend was clearly troubled and frightened. While the boyfriend was talking to a psychiatrist, another psychiatrist approached the woman and said, “you look a little upset, would you like to talk?” During the course of the conversation, the psychiatrist concluded that she was in a great deal of danger. Unfortunately, he did not document his assessment, or that he had verbally communicated that concern to the other doctor who was seeing the veteran, and the young woman was eventually murdered by the boyfriend.
So, a team really has to work together, and there has to be level of trust in each other’s assessments, and everybody needs to be documenting.

Christine, Loma Linda VAMC:

How important is it for the clinician to tell the person who is actually making the threat that you have a duty to warn the third party?

Dr. Drummond:

I think it is absolutely essential, and I think that patient needs to be informed of the limits of confidentiality as a routine informed consent process. In my clinics we routinely do that with all new patients who come into the clinic. We go over informed consent as it applies to medication, alternative treatments, and the limits of confidentiality. So, I think that needs to be done ahead of time. There’s a really important point for doing that, because studies indicate that the most important factor in predicting whether a patient-clinician relationship can be salvaged after a disclosure to a third party who is being threatened is whether the patient was aware in advance that that was a possibility. 
If the first time you are having this conversation with your patient is as things begin to happen, that is going to be a very scary conversation. Moreover, in the VA once you’ve invoked a warning, you are obligated under VA regulations to inform the patient that you have done that.

Mark, Portland, OR VAMC:

I’d be interested in having you comment on the degree of imminence and specificity that are required to invoke the duty to warn. How imminent is imminent?
Dr. Drummond:

There is a standard of practice among mental health practitioners to assess the risk of violence to self and others. I think what you want to be able to do is to document that you’ve asked questions like: “What’s the most violent thing you’ve ever done? Have you ever been arrested for violence? Do you have any weapons?” Then of course, there are all the other risk factors that come into play: are they abusing disinhibiting substances, etc. The standard of practice in your area that you will be measured against. It’s interesting to me, and it must have been frustrating to Dr. Moore in the Tarasoff case, that his prediction was absolutely correct. He said that this guy was going to kill his girlfriend, and not only that, he made that prediction and the homicide occurred three months later. So, he thought it was imminent at the time, and predicted violence, but the violence did not occur until three months later, and he was held accountable for that.
Paula, San Diego, CA VAMC:
On an inpatient acute care psych setting, many veterans come in on 5150s, Danger to Self or Others. But then, they might respond to medications and so no longer be a danger. So, if we initially think that a patient is a danger, do we notify the third party right away, or do we wait until the meds kick in, in which case we may not need to notify the third party at all? 
Dr. Drummond: 
I don’t work in inpatient psychiatry, but in my opinion, if you think the patient is secure and can’t harm anyone, then you have a better strategy already than violating the patient’s confidentiality, which is what would happen if you had to warn someone. So, I would say you have already addressed the problem by having the patient in a secure environment where they can receive intensive treatment, and unless they continue to express intent to harm that third party as they are nearing their discharge, I’m not sure that you would have an obligation to notify someone. 
Dr. Berkowitz:

By restraining the patient, in this case, seems to fulfill the duty to protect.

CONCLUSION

Dr. Berkowitz:

Well, as usual, we did not expect to conclude this discussion in the time allotted, and unfortunately we are out of time for today's discussion. We will post on our Web site a very detailed summary of each National Ethics Teleconference. So please visit our Web site to review today's discussion. We will be sending a follow up email for this call that will include the links to the appropriate web addresses for the call summary and the CME credits.

We would like to thank everyone who has worked hard on the development, planning, and implementation of this call. It is never a trivial task and I appreciate everyone's efforts, especially, Dr. David Drummond, Nichelle Cherry, and other members of the Ethics Center and EES staff who support these calls.

· Let me remind you our next NET call will be on Wednesday, May 25 from 1:00 – 2:00 pm EST. Please look to the Web site at vaww.va.gov/vhaethics and your Outlook e-mail for details and announcements.

· I will be sending out a follow-up e-mail for this call with the e-mail addresses and links that you can use to access the Ethics Center, the summary of this call and the instructions for obtaining CME credits.

· Please let us know if you or someone you know should be receiving the announcements for these calls and didn't. 

· Please let us know if you have suggestions for topics for future calls.



· Again, our e-mail address is: vhaethics@va.gov.

Thank you and have a great day!
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