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fMaIaria update
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Malaria in the ADF

Seven cases of malaria in ADF personnel were reported to
the Central Malaria Register in the period
| July — 31 December 2004.

One case was diagnosed on return to Australia from
East Timor.

Three cases were diagnosed on return to Australia from
the Solomon Islands. One of these was a relapse of a
previously acquired infection.

Three cases were acquired in mainland
Papua New Guinea.

Total malaria infections in ADF personnel in
various deployments

East Timor, September 1999 — December 2004

Diagnosed in East Timor 82
Diagnosed on return to Australia 388
Total 470

Solomon Islands, July 2003 — December 2004

Diagnosed in Solomon Islands 0
Diagnosed on return to Australia 12
Total 12

Irag, February 2003 — December 2004
Diagnosed in Irag* |
Diagnosed on return to Australia 0

Total |

*This case appeared to be an infection acquired in Papua New Guinea
before deployment to Iraq.

Major Nathan Elmes
Research Medical Officer, Army Malaria Institute

Malaria reporting

All Health Service personnel are encouraged to notify the
Central Malaria Registry promptly when a malaria casualty
is detected. Informal notifications preceding a PM40 can
be made by telephone (07) 3332 4836 or by

email Nathan.Elmes@defence.gov.au
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to report this threat to Ms Tarasoff directly. However, the
psychologist did tell his supervising psychiatrist, who
reported the matter to the campus police, who interviewed Mr
Poddar, but let him go. After the murder, the girl’s parents
sued the psychologist (or, rather, his employer) for “failure to
warn”, in that no warning was conveyed to their daughter. The
trial Court held that no such duty to warn existed, but, on
appeal, the Californian Supreme Court disagreed and found
for the parents of the dead girl.
The appeal judgment cited a 1920 precedent from New
England.5 A doctor had seen a young man who appeared to
have syphilis. At that time, syphilis was not considered a
venereal disease, but generally contagious with simple
contact. Thus, the doctor advised the man to leave the
boarding house. He did not. The doctor warned the landlady
of the boarding house about the patient’s syphilis. She ejected
him from the boarding house, whereupon he sued the doctor
in the Supreme Court of New England, alleging breach of the
doctor’s common law duty of confidentiality to him. The
Court found for the doctor, saying he had a professional
obligation to protect the public. The Court said, succinctly,
“[T]he private privilege ends where the public peril begins.”
This is a very similar sentiment to that expressed by Lord
Denning in 1969, on the other side of the Atlantic (see
earlier).
Conclusion
So where does all this leave you?
I believe that sometimes a doctor is justified in breaching
confidentiality to prevent a greater harm. The key is the
proper form for the “breach”. Doctors should be aware of
law that allows them to protect the public by providing
information, in accordance with the law, to relevant
authorities. If a doctor is seen to act thoughtfully, on
reasonable grounds, without malice, he or she is unlikely to
face a significant judgment if there has been a breach of
confidentiality — provided the doctor has used such legal
avenues as are prescribed and available, and only directly
breached confidentiality when there were no statutory
avenues available. In this circumstance, the doctor must be
prepared to demonstrate that he acted on sound clinical
grounds, in good faith, and without malice.
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