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SIX ESSENTIAL SKILLS

The clinical and interpersonal skills of the well-
trained mental health professional ideally should
translate into a facility with ethical problem solv-
ing—a sophisticated set of abilities that goes be-
yond a simple adherence to written guidelines,
laws, and codes. Clinical training and, frequently,
natural aptitude typically enable these clinicians to
attend to subtleties and nuances, to look beyond
the surface for hidden motivations, and to form
habits of self-reflection and self-scrutiny. These
skills and habits can form the basis for sensitivity to
moral issues and an ability to solve ethical dilemmas
in a systematic and thoughtful way.

All mental health professionals whose work em-
bodies the highest ethical standards tend to rely on
a set of six core ethics skills that are learned during
or before professional training and are continually
practiced and refined during one’s career (Roberts
and Dyer 2004; Roberts et al. 1996a). These six
skills are listed in Table 1-2. Acquiring these skills
in support of professional conduct unites all the
mental health disciplines in a common develop-
mental process, with certain predictable issues and
milestones that occur in relation to the nature of
our work and societal roles with which we are en-
trusted (Fann et al. 2003; Hoop 2004; Roberts et
al. 1996a).

The first of these core skills is the ability to iden-
tify ethical issues as they arise. For some, this will be
an intuitive insight (e.g., the internal sense that
something is not right), and for others it will be
derived more logically (e.g., the foreknowledge that
involuntary treatment or the care of VIP patients
poses specific ethical problems). Tables 1-3 and
1-4 outline some common ethical issues in mental
health practice and related activities.

pacity to observe and translate complex phenom-
ena into patterns, using the common language of
the helping professions (e.g., conflicts among au-
tonomy, beneficence, and justice when a person
with mental illness threatens the life of a specific
individual and is thus involuntarily held for evalu-
ation).

The second skill is the ability to understand how
the mental health professional’s personal values, be-
liefs, and sense of self may affect his or her care of
patients. Just as all clinicians involved in therapeu-
tic work must be able to recognize and therapeuti-
cally manage transference and counter-transference
in the doctor—patient relationship, they must also
be able to understand how their own personalities-
and experiences may influence their ethical judg-
ment. For instance, a psychiatric nurse who places a
high value on her ability to do good as a healer
should recognize that this may subtly influence her
judgment when evaluating the decisional capacity
of patients who refuse medically necessary treat-
ments. A psychologist with a strong commitment
to personal self-care and athleticism may have dif-
ficulty accepting patients who do not share this
commitment and who engage voluntarily in high-
risk behaviors with both ethical and clinical conse-
quences. Attentiveness to these interpersonal as-
pects of the clinician-patient relationship is a
crucial safeguard for ethical decision making by
professionals in order to serve the needs and best
interests of patients.

The third key ethics skill is an awareness of the
limits of one’s own medical knowledge and exper-
tise and the willingness to practice within those
limits. Providing competent care within the scope
of one’s expertise fulfills both the positive ethical
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The ability to recognize ethical issues requires 1y chapter has been adapted from Roberts LW, Hoop JG, Dunn LB: “Ethical Aspects of
some familiarity with key ethics concepts and the Psychiatry,” in The American Psychiatric Publishing Textbook of Clinical Psychiatry, 5th Edifion.
emerging interdisciplinary field of bioethics. As a Edited by Hales RE, Yudofsky SC. Washington, DC, American Psychiatric Publishing, 2007. Used
corollary, this ability presupposes the clinician’s ca-  with permission.
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Table 1-2. Essential Ethics Skills in Clinical Practice

e The ability to identify the ethical features of a patient’s care

e The ability to see how the clinician’s own life experience, attitudes, and knowledge may influence the care of the patient

e The ability to identify one’s areas of clinical expertise (i.e., scope of clinical competence) and to work within these boundaries

e The ability to anticipate ethically risky or problematic situations

e The ability to gather additional information and to seek consultation and additional expertise in order to clarify and, ideally, to resolve

the conflict

e The ability to build additional ethical safeguards into the patient care situation

Source. Reprinted from Roberts LW, Dyer AR (eds): “Clinical Decision-Making and Ethics Skills,” in Concise Guide to Ethics in Mental Health Care. Washington, DC,
American Psychiatric Publishing, 2004, p. 20. Used with permission.
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duty of doing good as well as the obligation to do
no harm. In some real-world situations, however,
mental health professionals may at times feel com-
pelled to perform services outside of their area of
competence—for example, a general psychiatrist or
psychologist providing care for elders or children
due to the shortage of clinicians with subspecialty
expertise. Such circumstances are often encoun-
tered in geographically isolated communities. For
instance, rural providers may be faced with the di-
lemma of being asked to provide care for which
they are not adequately trained or may treat people
with whom they have other relationships (e.g.,
neighbors or local businesspeople). Rural practitio-
ners may also be unable to provide care for all of the
patients who need help (Roberts and Dyer 2004).
In such settings, clinicians may feel ethically justi-
fied in choosing to do their best in the clinical sit-
uation, while simultaneously trying to resolve the
underlying problem (American Psychiatric Associ-
ation 2001b). For example, a rural psychologist
may expand his or her zone of competence by ob-
taining consultation by telephone or using telecon-
ferencing.

The fourth skill is the ability to recognize high-
risk situations in which ethical problems are likely
to arise. Such circumstances can occur when a men-
tal health professional must step out of the usual
treatment relationship to protect the patient or oth-
ers from harm or to protect the patient’s best inter-
est (even when the patient may not agree). These
situations include involuntary treatment and hos-
pitalization, reporting child or elder abuse, and in-
forming an identified third party of a patient’s in-
tention to inflict harm.

The fifth skill is the willingness to seek informa-
tion and consultation when faced with an ethically
or clinically difficult situation and the ability to
make use of the guidance offered by these sources.
All mental health professionals should tackle clini-
cally difficult cases by reviewing the relevant litera-
ture and consulting with more (or differently) ex-
perienced colleagues. They should also strive to

clarify and resolve ethically difficult situations by
looking for data, referring to ethics codes and
guidelines, discussing the circumstances with su-
pervisors or consultants, and conferring with ethics
committees when appropriate.

The sixth and final essential skill for the mental
health professional is the ability to build appropri-
ate ethical safeguards into one’s work. For example,
clinicians who treat children and adolescents
should routinely inform new patients and their par-
ents at the initiation of treatment about limits of
confidentiality and the clinician’s legal mandate to
report child abuse (Belitz 2004). Similarly, clinical
researchers can prevent some ethical conflicts from
arising in the course of their research by designing
protocols that incorporate safeguards, such as care-
ful training for research staff, participant education
sessions in conjunction with the informed consent
process, operating procedures that protect personal
information gathered from study volunteers (e.g.,
data encryption), and « priori exit criteria for with-
drawing participants (Roberts 1999).

PRACTICAL ETHICAL PROBLEM SOLVING

Many clinicians use an eclectic approach to eth-
ical problem solving that makes intuitive use of
principles, case experiences, lessons learned from
colleagues, and a combination of inductive and de-
ductive reasoning. Such an approach does not typ-
ically yield one “right” answer but, rather, an array
of possible and ethically justifiable responses that
may be acceptable in the specific set of circum-
stances. For lower-risk decisions (e.g., introduc-
ing a new medication into the care of a reluctant
patient this visit vs. the next visit), this style of
decision making is often quite adequate. For
higher-risk decisions that must now-or may later
have to-stand up to more rigorous scrutiny, a
more systematic and explicit approach is better
and often necessary.

In the clinical setting, a widely used approach to
ethical problem solving is the four-topics method
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Table 1-3. Ethical Tensions in Common Clinical Situations

Clinical Situation

Relevant Ethical Principles

Conflicts and Tensions

A patient refuses a medically indicated
treatment.

A patient tells his psychiatrist that he plans to
harm another person.

A close friend asks a psychiatrist to write a
prescription for a sleep medicine.

The parent of an adolescent patient asks the
psychiatrist for information about the
patient’s sexual activity and drug or alcohol
use.

A patient asks a psychiatrist to document a
less-stigmatizing diagnosis when filling out
insurance forms.

A psychiatrist is sexually attracted to a
patient.

A rural patient needs a treatment the
psychiatrist is not competent to provide; no
other practitioner is available.

A medical student performs a lumbar
puncture for the first time on a patient.

A psychiatrist treating a physician believes
the patient is too impaired to practice
medicine safely; the patient/physician
refuses to close his practice because he
has no other source of income.

A pharmaceutical company offers a
psychiatrist an unusually large fee for
referring patients to a research trial.

A psychiatrist transfers the care of a difficult
patient to another provider.

Autonomy and beneficence

Confidentiality and beneficence

Nonmaleficence

Confidentiality and beneficence

Veracity and nonmaleficence

Fidelity and nonmaleficence

Nonmaleficence

Nonmaleficence and
beneficence

Confidentiality,
nonmaleficence, and
beneficence

Fidelity

Fidelity, nonmaleficence, and
beneficence

The patient’s right to make his or her own decisions
is in tension with the physician’s duty to do good
by providing medically indicated treatment.

The physician’s duty to guard his patient’s privacy
must be balanced against the obligation to protect
the threatened third party.

The desire to oblige a friend may conflict with the
psychiatrist’s duty to avoid harm by prescribing
without conducting a thorough medical evaluation
and establishing a treatment relationship.

The psychiatrist’s duty to guard his patient’s privacy
may be in tension with the psychiatrist’s desire to
do good by educating the parent about the child’s
high-risk behaviors.

The psychiatrist’s obligation to document the truth
may be in tension with the desire to avoid the
harm that may occur if the insurance company
learns of the diagnosis.

Sexual activity with a patient violates the
psychiatrist’s obligation to remain faithful to the
goals of treatment and the duty to avoid harming
the patient by sexual exploitation.

The psychiatrist’s duty to avoid harming the patient
by practicing outside his scope of competencies
is in conflict with the obligation to avoid harming
the patient by leaving him without any treatment
provider.

The medical student’s obligation to avoid harming
the patient by performing a procedure without
sufficient expertise must be balanced against the
student’s need to learn by doing in order to help
future patients.

The psychiatrist’s duty to guard his patient’s privacy
and to avoid harming him is in tension with the
obligation to protect the impaired physician’s
patients by reporting the impairment to the proper
authorities.
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Financial self-interest threatens the psychiatrist’s
duty to remain faithful to the goals of treatment
and to the role of healer.

The psychiatrist’s obligations to remain faithful to
the goals of treatment and to avoid the harm of
patient abandonment must be balanced against
the duty to do good by transferring care to a
more competent or appropriate provider when
clinically necessary.

described by Jonsen and colleagues (2002). This
method entails gathering and evaluating informa-
tion about 1) clinical indications, 2) patient prefer-
ences, 3) patient quality of life, and 4) contextual or
external influences on the ethical decision-making
process. The model for this approach is depicted in
Figure 1-1.

This four-topics methodology has the advantage

focus.psychiatryonline.org

of being pragmatic, offering an implicit prioritiza-
tion of issues that arise in complex, real-world situ-
ations, and having been successfully utilized to an-
alyze ethical issues in a variety of clinical settings
and decision contexts. The approach has been
widely disseminated, and many ethics committees
in hospitals use the model in their evaluations and
decisions regarding ethical dilemmas. In the psy-
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Table 1-4. Key Ethical Challenges in Special Clinical Circumstances

Clinical circumstance

Key ethical challenges

Academic psychiatry

Addiction psychiatry

Child and adolescent psychiatry

Forensic psychiatry

Geriatric psychiatry

Military psychiatry
Psychotherapy and psychoanalysis

Public psychiatry

Rural psychiatry

e Conflicts between clinical and supervisory roles of faculty and between clinical
and student roles of trainees

e Financial conflicts of interest related to managed care contracts and
relationships with industry

e Duty to provide competent care despite trainee status of resident physicians
and medical students

e Confidentiality, due to adverse legal and social consequences of addictive
behaviors

e Justice, because of the lack of equitable treatment for persons with addictive
disorders compared with other conditions

e Confidentiality and truth-telling for patient and guardians

e Informed consent for treatment, which may require the consent of guardians
e Conflicts between roles as forensic expert and physician

e Informed consent for treatment when decisional capacity may be impaired

e End-of-life issues, including assisted suicide and treatment withdrawal

e Conflicts between roles as physician and member of the military

e Confidentiality, due to the intensely private nature of patient disclosures

e Maintenance of therapeutic boundaries

e Duty to provide competent care despite limited resources

e Justice, in terms of the need to distribute social resources fairly

¢ Confidentiality in a setting where “everyone knows everyone”

Treatment of difficult patients

e Conflicts among multiple roles of physician and patients within community

e Duty to provide competent care in the absence of specialists

e Non-abandonment of patients in a setting in which there may be a lack of
qualified clinicians to provide backup coverage

psychopathology

e Duty to provide competent care to patients with clinically challenging

¢ Non-abandonment despite countertransference feelings or physician burnout

Source. Adapted from Roberts and Dyer 2004.
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chiatric context, less attention has been paid to de-
veloping ethical decision-making models specifi-
cally addressing the unique characteristics of
psychiatric patients, settings, and decisions (Rob-
erts et al. 1996a). With practice, however, the four-
topics method can be used to help psychiatrists and
other mental health professionals think through
both straightforward and complex ethical cases.
Strategies for systematically evaluating ethical is-
sues in clinical supervision of multidisciplinary col-
leagues and clinicians in training may also be help-
ful in academic and community-based patient care
settings (Roberts et al. 1996b).

Many ethical dilemmas in clinical care involve a
conflict between the first two topics of the four-
topics model: clinical indications and patient pref-
erences (Table 1-3). Consider, for instance, a se-

verely depressed elder with cancer who refuses life-
prolonging chemotherapy, or an adolescent who is
experiencing psychotic symptoms, is behaviorally
erratic, and is brought to a hospital against his will.
Other scenarios include a psychologist attempting
to form a therapeutic alliance with an individual
who has received inadequate treatment in the past
or a psychiatric social worker evaluating a young
mother who refuses a life-saving blood transfusion
on religious grounds. In each scenario, the patient’s
preferences are crosswise with what is deemed medi-
cally beneficial, creating a conflict between duties of
beneficence (promoting patient welfare) and respect-
ing patient autonomy (respecting patient wishes).
In order to work through such dilemmas where
two vital ethical principles are at odds one must first
explore fully and thoughtfully the patient’s prefer-
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Figure 1-1. A Model for Ethical Decision Making

ROBERTS ET AL.

Clinical indications
How serious is the patient's illness?
Is there need for medical intervention?

What is the optimal standard of care for this patiente

Preferences of patient

What preferences are expressed by the patiente
Is the patient capable of making this clinical decision?
What factors may be impinging on the expressed preferences of the patient?

Quality of life

What is the patient’s quality of life, given his or her illness processe
What impact will clinical intervention have on the patient’s quality of life?

External considerations
What external factors exist that may affect the patient's care
(e.g., legal issues, limited programs)2

Source. Reprinted from Roberts LW, Dyer AR (eds): “Health Care Ethics Committees,” in Concise Guide to Ethics in Mental Health Care. Washington, DC,

American Psychiatric Publishing, 2004, p. 307. Used with permission.

ences as well as the clinical indications. Why does
the patient refuse treatment? Does the patient have
the cognitive and emotional capacity to make this
decision at this time? Is there a range of options,
perhaps ones that had not been previously consid-
ered, that may offer benefit’ How urgent is the
clinical situation, and is time available for discus-
sion, collaboration, and perhaps compromise? If
the patient does not have decision-making capacity,
the dilemma is at least temporarily resolved by
identifying an appropriate alternative decision-
maker. If the patient does have the ability to pro-
vide informed consent—involving capacity for deci-
sion making (Appelbaum and Grisso 1988) and
capacity for voluntarism (Geppert 2007b; Roberts
2002b)—then, under most foreseeable circum-
stances, his or her preferences must be followed.
However, by engaging the patient in a meaningful
dialogue in which the mental health professional
describes the full range of treatment options and
demonstrates sensitivity to the reasons for the pa-
tient’s refusal, it may often be possible to discover a
solution that the patient can willingly accept and
the clinician can justify as medically beneficial.
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