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The following article summarizes 10 strategies psychologists can use to avoid the most frequent ethical violations.
APA Monitor

Volume 34, No. 1 January 2003
10 ways practitioners can avoid frequent ethical pitfalls 
Boost your ethical know-how with these practical tips on avoiding common ethical quandaries. 

BY DEBORAH SMITH 
Monitor staff
Talk to the ethics experts, and they'll tell you the best defense against an ethical problems is a good offense. By looking out for foreseeable conflicts and discussing them frankly with colleagues and clients, practitioners can evade the misunderstandings, hurt feelings and sticky situations that lead to hearings before ethics boards, lawsuits, loss of license or professional membership, or even more dire consequences. 

However, being vigilant doesn't mean psychologists should spend their days worrying about where the next pitfall could be, says Robert Kinscherff, JD, PhD, former chair of APA's Ethics Committee, which adjudicates ethics complaints. "Instead of worrying about the ways [they] can get in trouble, psychologists should think about ethics as a way of asking 'How can I be even better in my practice?'" he explains. "Good ethical practice is good professional practice, which is good risk management practice." 

When psychologists do end up in ethical quandaries, it's often because they unwittingly slid too far down a slippery slope--a result of ignorance about their ethical obligations or thinking they could handle a situation that spiraled out of control. 

Many problems are what Ethics Committee member Anne Hess, PhD, calls "stealth" dilemmas: situations that develop gradually, moving step by small step beyond once-firm professional boundaries. Although each step seemed harmless at the time, many practitioners later realize that they have landed themselves in deep trouble. 

The Monitor interviewed some of psychology's leading ethics experts to talk about how practitioners can avert common ethical dilemmas, from multiple relationships to whether to breach confidentiality, to terminating treatment. Here's their advice, boiled down to 10 ways to help avoid ethical pitfalls. 

1. Understand what constitutes a multiple relationship
Is it ethical to volunteer at your daughter's softball team fund-raiser if you know a client is going to be there? Can you buy a car from a client who owns the only dealership in your small, rural town? Can you ask an intern to drive you to the airport? 

"A central question in any multiple relationship situation is whose needs are being met here?" says Stephen Behnke, JD, PhD, director of APA's Ethics Office, which advises psychologists on ethical dilemmas. "Whenever the answer is the needs of the psychologist, that's a time when the psychologist needs to take great care and get a consultation." 

According to the Ethics Code, psychologists should avoid relationships that could reasonably impair their professional performance, or could exploit or harm the other party. Behnke emphasizes, however, that multiple relationships that are not reasonably expected to have such effects are not unethical. 

That's because sometimes it's impossible for psychologists to completely avoid multiple relationships, explains Steven Sparta, PhD, immediate past-chair of APA's Ethics Committee. For example, the psychologist in a rural town may decide to buy a car from his client because going elsewhere could signal that the car dealer was in therapy. 

How do you weigh the pros and cons in such situations? APA Ethics Committee member Michael Gottlieb, PhD, suggests in a Psychotherapy (Vol. 30, No. 1) article that psychologists think about three factors: 

* Power. How much of a power differential is there between the psychologist and the other person? Since you also supervise the intern, it might be better to ask a colleague to drive you to the airport. 

* Duration. Will it be brief contact or will it be continuous or episodic contact over a long time? "We usually don't know how long professional contact will last except in very specific circumstances," says Gottlieb. Before entering into a dual relationship, psychologists should consider whether, for example, a client could return for additional services. 

* Termination. Has the therapeutic relationship been permanently terminated, and does the client understand that as well? If a psychologist sees patients with chronic illnesses, they should keep in mind that treatment could stop and start for years, precluding some relationships that might be all right otherwise. 

"It's only an ethical problem when there's a reasonable basis to see a foreseeable risk, and the psychologist fails to see it or ignores it and goes forth anyway," Sparta explains. 

Moreover, one type of multiple relationship is never acceptable: "Sexual relationships with current clients are never permissible," says Behnke. 

While sexual relationships with previous clients are not automatic violations of the Ethics Code if they occur more than two years after therapy's termination, "psychologists need to be mindful of the harm that can come from a sexual involvement with a client no matter when it occurs," Behnke adds. 

Lastly, if psychologists find that, despite their efforts, a potentially harmful multiple relationship has arisen, they are ethically mandated to take steps to resolve it in the best interest of the person or group while complying with the Ethics Code. 

2. Protect confidentiality 

Psychologists are often asked to provide information about their clients to employers, spouses, school administrators, insurance companies and others. While such requests may be well-intentioned, psychologists need to carefully balance the disclosure with their ethical obligations to protect their patients' confidentiality. 

Indeed, because the public puts their trust in psychologists' promises of confidentiality, it's essential for psychologists to be clear on whether and why they are releasing information. 

"Ask yourself, 'On what basis am I making this disclosure?'" advises Behnke. "Is there a law that mandates the disclosure? Is there a law that permits me to disclose? Has my client consented to the disclosure?'" 

APA's 2002 Ethics Code stipulates that psychologists may only disclose the minimum information necessary to provide needed services, obtain appropriate consultations, protect the client, psychologist or others from harm, or obtain payment for services from a client. 

To help prevent confidentiality problems, psychologists can: 

* Discuss the limits of confidentiality, including their uses of electronic transmission and the foreseeable uses of confidential information, as soon as possible. 

* Ensure the safe storage of confidential records. At the outset, notify people what will be done with case materials, photos and audio and video recordings, and secure their consent. Also, make sure rooms where confidential conversations occur are soundproof. 

* Know federal and state law. Know the ins and outs of your state's laws that relate to your practice. And keep in mind how the recently implemented Health Insurance Portability and Accountability Act affects your practice (see HIPAA). 

* Obey mandatory reporting laws. Even if a psychologist believes that reporting abuse could make the situation even worse, "these laws are mandatory reporting laws, not discretionary reporting laws," says lawyer Mathew D. Cohen, who specializes in representing human-service providers. Mandatory reporting laws were not created to have clinicians decide whether abuse or neglect is happening, says Cohen, but to have them bring the facts to the attention of authorities, who will decide. 

"If you wait and nothing bad happens, you've still violated the law," he says. "[But] if you wait and something bad happens, not only have you violated the law, but you have injured a potential victim who could have been protected." 

3. Respect people's autonomy 

Psychologists need to provide clients with information they need to give their informed consent right at the start. 

When they fail to give details, sticky situations can arise. For example, when psychologists fail to explain their duty to report abuse and neglect to an adolescent client before therapy begins, they may be unsure what to do if abuse is later revealed that the client doesn't want reported. 

For psychologists providing services, the experts suggest they discuss: 

* Limits of confidentiality, such as mandatory reporting. 

* Nature and extent of the clinician's record-keeping. 

* The clinician's expertise, experience and training as well as areas where the therapist lacks training. 

* Estimated length of therapy. 

* Alternative treatment or service approaches. 

* The clinician's fees and billing practices. 

* Whom to contact in case of emergency. 

* Client's right to terminate sessions and any financial obligations if that occurs. 

* Not only what services the psychologist will provide, but what they can't or won't do. 

If individuals are not competent to make decisions for themselves, then the person who's giving permission must have access to that same information. Moreover, a signed consent form does not substitute for the informing process, which should occur first, say ethics experts--and that includes situations where informed consent is implied, such as in an employee evaluation. 
4. Know your supervisory responsibilities 

Psychologists may be responsible for the acts of those who perform work under their watch, whether it's interns providing therapy or administrative assistants helping with record-keeping and billing. 

That means supervising psychologists should continually assess their supervisees' competence and make sure they are managing them appropriately, say experts. Such supervision should cover everything from ensuring that supervisees conduct the informed-consent process correctly to prohibiting them from using the supervisor's signature stamp on any bill or letter that the supervisor hasn't reviewed. 

"If it goes out under your name, you're responsible," says APA Ethics Committee Chair Michael D. Roberts, PhD. "If they release medical files without proper consent, they're not going to sue the receptionist, they're going to sue you." 

According to the experts, supervisors should also: 

* Establish timely and specific processes for providing feedback--and provide information about these processes at the beginning of supervision. 

* Outline the nature and structure of the supervisory relationship in writing before supervision begins. Supervisors should include both parties' responsibilities as well as intensity of the supervision and other key aspects of the job. 

* Document their experience with the supervisees, including supervision dates, discussions they've had and other relevant facts. Such information will help if ethical dilemmas arise later. 

* Explain to patients that the therapist is in training and give clients the name of the supervisor. Note that billing may be under a supervisor's name, not the supervisee's, so that clients don't accidentally report billing problems when there are none. 

* Avoid delegating work to people who have multiple relationships with the client that would likely lead to harm or the supervisee's loss of objectivity--for example, avoid using a non-English-speaking person's spouse as a translator. 

5. Identify your client and role 

When practicing psychologists work with organizations or groups of individuals, they should understand from the start who they were hired to help and what is expected of them. Dilemmas crop up in a variety of settings: 

* In couples therapy. For example, when one partner wants a better marriage but the other wants a "painless" divorce, psychologists should clarify at the beginning that they cannot decide whether the couple should stay together or offer expert opinions later on during a divorce suit. 

* In court, when it's not clear whether the psychologist is serving as an expert witness or advocate for one side. Court-appointed evaluators should express well-balanced, objective opinions, says Ethics Committee member Linda F. Campbell, PhD, while advocates are often therapists for one party who have had little direct contact with the other. Because they can't provide an objective evaluation, psychologists who are therapists for one of the parties shouldn't serve as expert witnesses. 

* When psychologists provide services to a person or entity at the request of a third party, such as a parent requesting therapy for their child or a police department requesting an evaluation of an officer. "You may have one legal client, but several ethical clients," cautions Kinscherff. "In each case it's important to know who it is that you're serving and what your role is in providing that service." 

How can psychologists avoid role-related dilemmas? 

"Knowing who your client is, what your role is and being transparent about what it is that you do and mindful about the professional boundaries that arise are good guideposts to effective practice," says Kinscherff. That means psychologists should, at the outset, have frank discussions with all parties involved about the relationship they will have with each person or organization--for example, are they hired by a business to enhance worker productivity or are they there to help individual workers with mental health problems? 

Other things to cover include confidentiality limits, what specific services will be provided to which people and how the psychologist and others could use the services or information obtained. "If you're reasonable and straightforward with people, treat them the way you would want to be treated in a similar situation, find out what their expectations are, and clarify those expectations, you'll be in good shape most of the time," adds Kinscherff. 

6. Document, document, document 

Documentation can be psychologists' best ally if they ever face ethical charges, says Ed Nottingham, PhD, an associate member of APA's Ethics Committee. However, lack of documentation--or the wrong kind of documentation--can be detrimental. 

For specific guidance for practitioners, see APA's Record Keeping Guidelines at www.apa.org/practice/recordkeeping.html. Some specifics to include in documenting therapeutic interactions, according to the guidelines and ethics experts such as Nottingham: 

* Identifying information and first contact. 

* Relevant history and risk factors, medical status and attempts to get prior treatment records. 

* Dates of service and fees. 

* Diagnostic impressions, assessments, treatment plans, consultation, summary and testing reports and supporting data, and progress notes. Include not only the treatments chosen, but treatments considered and rejected. 

* Informed-consent documentation, consent to audiotape or videotape, and release of information documentation. 

* Relevant telephone calls and out-of-office contacts. 

* Follow-up efforts when clients "drop out of sight." 

* Details necessary, including those listed above, so that another psychologist could take over delivery of service, such as in the event of a psychologist's death or retirement. 

A few other tips: 

* Only include germane information. APA's Record Keeping Guidelines advise practitioners to take into account the nature of the services, the source of the information recorded, the intended use of the records and the psychologist's professional obligation. 

* Never alter a record after the fact. "It's illegal, and it gets you into trouble, and more times than not you get caught," says lawyer Joseph T. Monahan. You can append additional information to records, adds Behnke, but when doing so, the record should clearly indicate that the information was added later on. 

* Use documentation to your advantage. "The process of writing helps [psychologists] crystallize in their own mind what they are saying about the problem," says Sparta. "It helps pinpoint when things don't make sense or where they need to get more information." 

7. Practice only where you have expertise 

Every psychologist knows they are obligated by the Ethics Code to practice only where they are competent. But sometimes difficulties arise when, for example, they practice in emerging areas where there aren't clear standards. 

"The problem is that, many times, how does the psychologist know when there's something they don't know?" says Sparta. "If you don't know from the professional literature that there are certain guidelines...you may be well-intentioned, but not realize you're going beyond the boundaries of your competence." 

Competence issues also come into a play in child-custody ethics, when psychologists are unfamiliar with the nuances of working with courts. Take the case of a psychologist who is asked to write a letter to a judge about the relationship of a boy in treatment to his parents. If she has little forensic training, the psychologist could land in ethical hot water if, for example, she failed to include the limitations of her opinion, such as that she's never met one of the boy's parents. 

Another area to keep in mind is assessment, says Campbell: "If you find yourself falling back on instruments because you feel confident with them and you don't know which others to use, that means you haven't kept up with the advances in that particular area and need to re-examine what needs to be done to be proficient." 

One of the best ways to address competence issues is to stay in touch with the profession through conferences, continuing education, seeking Diplomate status, consulting with colleagues, and reading journals, guidelines and other publications, says Sparta. For example, if you begin seeing an adolescent with anorexia, but infrequently treat eating disorders, read up on the professional literature and arrange for supervision or consultation to ensure that the treatment is adequate. 

"In the age of long-distance telephone, teleconference and the Internet, it's hard to argue that you couldn't have gotten the right kinds of information," says Kinscherff. 

The 2002 Ethics Code does make exceptions for psychologists in extraordinary circumstances: Psychologists with closely related experience can provide services if there's no one else who can--as long as they make a reasonable effort to obtain the competence required. See Standard 2.01 for the details. 

8. Know the difference between abandonment and termination 

Every year, APA's Ethics Office fields calls from psychologists who want to end treatment with a patient, but are anxious because they fear they're abandoning their client. 

"Abandonment is not the same as treatment termination," Behnke tells them, pointing to the 2002 Ethics Code, which says in Standard 10.10 that psychologists can discontinue treatment when clients: 

* Aren't benefiting from therapy. 

* May be harmed by the treatment. 

* No longer need therapy. 

* Threaten the therapist, themselves or others. 

Psychologists should provide pretermination counseling and suggest alternative service providers, says the Ethics Code, noting that this may not be possible in all cases, such as if a patient abruptly stops attending therapy. Such pretermination counseling could include explaining the benefits of the new services and why the current treatment is no longer helpful, addressing feelings of separation by emphasizing the transfer is not a personal rejection, and identifying practical issues in transferring the client, such as resolving financial arrangements with the new provider before ending treatment. 

"Involve the client in the plan," advises Sparta. "Empower them to feel confident and competent. Help the client understand that the transition is a constructive step toward achieving their goals." 

By contrast, abandonment occurs when a psychologist inappropriately ends treatment, such as halting needed therapy with no notice. 

In his tenure on various ethics groups, Sparta says he has seen as many cases when psychologists continued treatment beyond the point necessary as when they precipitously stopped treatment. While dependent clients can make it difficult to end treatment appropriately, the blurred multiple roles that can result from prolonged relationships--giving a client a job, for example--are too risky, says Sparta. 

Psychologists can often head off termination dilemmas by thinking ahead, say ethics experts. For example, a psychologist treats a woman until her insurance coverage expires, but when she can't pay out of pocket, he explains that the relationship must end and facilitates her care to another provider. To avoid the misperception that the psychologist "dumped" the client, the psychologist discusses the treatment timeline at their first session, including the differences between short- and long-term therapy and what could happen if therapy was needed beyond what the woman's insurance covered. 

If there are cases in which it's apparent that a patient may have financial troubles at therapy's start, give consideration before you take the case, say ethics experts. And make sure you are aware of clients for whom financial hardship is developing. 

9. Stick to the evidence 

When you give your expert opinion or conduct an assessment, base your evaluation only on the data available. For example, psychologists in child-custody cases should be sure they aren't being biased in favor of the parent who is more financially secure. 

"The best approach is to stay mindful about what you know, what you don't know and what your sources of information have been," says Kinscherff. 

Ethics experts recommend that psychologists: 

* Know what the referral question is and choose assessment tools that can validly answer that question. That means psychologists need to read and understand test manuals, says Sparta. For example, personality tests appropriate for clinical use are not necessarily appropriate for employment selection. 

* Don't rely on third-party reports to formulate assessments and avoid giving an opinion of any person they haven't directly evaluated. According to the Ethics Code, when psychologists can't evaluate a person directly, they should document the efforts they made and the result of those efforts. They also need to discuss the limited information's impact on the accuracy and certainty of their opinion, and appropriately limit their conclusions or recommendations. 

* Make sure the assessment is thorough. Psychologists can find themselves in hot water when they give an expert opinion without consulting all of the sources available. For example, a psychologist conducting a custody evaluation fails to check with child protection services and therefore does not learn that one parent is being investigated for child neglect--a fact that might have changed the psychologist's opinion. 

* Discuss the limitations of their work and make statements about the certainty of their findings. If no interview is possible, note those limitations in the report. "It's equally important to offer any plausible alternative hypotheses that would account for the data," adds Kinscherff. In fact, in court cases where the facts are disputed, Kinscherff lays out the contradictions between the two parties and then makes a set of recommendations based on each party's side of the story, leaving it up to the court to decide which party is truthful. 

* Ensure that tests were developed for the target population and that they are culturally appropriate, says Sparta. If the test isn't, make the proper adjustments and note the limitations of those adaptations in your findings. New text in APA's 2002 Ethics Code specifies that psychologists take such measures. 

10. Be accurate in billing 

There's nothing more important than accuracy when it comes to billing patients and insurers for psychological services, say ethics experts. 

While sloppy bookkeeping can land some psychologists in hot water, others find themselves in predicaments because they've worked the system to get clients more benefits than a third-party payor entitles them to. 

To avoid such ethical problems, a psychologist should: 

* Bill only for services you have provided using correct procedure codes. Never bill an insurer for a service that is covered instead of the treatment actually provided. For example, it's improper to bill for individual therapy instead of couples therapy, for therapy instead of psychological testing or for psychoeducational tests as if they were health-related. Moreover, don't bill the insurance company when clients miss appointments; bill the client. 

"Be accurate, conservative, and consult when in doubt," advises Ethics Committee associate Peter Mayfield, PhD. 

* Only list the dates you treated the patient. While it may be tempting to tell an insurer that only pays for one session a week that you saw a client two Mondays in a row instead of the Monday and Friday you actually met, psychologists should never "fudge" a treatment date. 

* Call it as you see it. Occasionally, a patient might ask for a less damaging diagnosis for fear that employers or others might find out. Or psychologists may consider exaggerating diagnoses to justify more visits to insurers. No matter what, don't do it: "Honesty is the best policy," says Mayfield. 

* Discuss billing practices up front. "All of the financial policies need to be told to the client at the beginning of therapy," says Eric Harris, JD, EdD, a risk management consultant for the APA Insurance Trust. In fact, Harris recommends that psychologists ask clients to sign informed-consent contracts that outline the financial arrangements, such as that clients will be billed for skipped sessions and they must pay for the services if the insurer refuses coverage. 

* Be conscientious about collecting fees. "When a client isn't paying their fees, you need to raise it with them as early as possible," says Harris. "You need to set appropriate limits." Allowing clients to run large balances isn't good for either party's finances. One solution is to accept credit cards. 

* Take caution in pursuing delinquent accounts. When psychologists use small claims court or a collection agency to pursue debtors, they are ethically obligated to first inform the client of their intent and give them the chance to pay. If the client does not pay, psychologists are ethically permitted to provide only the minimum information necessary to pursue their claim. 

* Watch your paperwork. Because psychologists are accountable for everything that their offices bill, regardless of whether they ever saw the paperwork, Mayfield encourages psychologists to personally review any document that goes out under their name. 

Lastly, there's one, best strategy that psychologists can take to minimize their exposure to ethical and legal problems, says Behnke: "Be the best psychologist you can be." 
 
Ethical Guidelines for University Counseling & Consulting Services Counselors

Counselors at UCCS are expected to know and conform to both the American Psychological Association (APA) 2002 Ethical Principles of Psychologists and Code of Conduct and the Minnesota Board of Psychology Rules of Conduct of the Psychology Practice Act, 2000.  The APA Principles and Code can be found at the following internet address:  http://www.apa.org/ethics/code2002.html.  

The Minnesota Board of Psychology Rules are available on the Internet at   

http://www.psychologyboard.state.mn.us/statutes.asp
and are printed below.

MINNESOTA BOARD OF PSYCHOLOGY

RULES OF CONDUCT

7200.4500 – RULES OF CONDUCT.

Subpart 1. Scope. The rules of conduct constitute the code of ethics as required by Minnesota Statutes, section 148.98 and apply to the conduct of all licensees and applicants, including conduct during the period of education, training, and employment which is required for licensure.

Subpart 2. Purpose. The rules of conduct constitute the standards against which the professional conduct of a psychologist is measured.

Subpart 3. Violations. A violation of the rules of conduct constitutes unprofessional or unethical conduct and is a sufficient reason for disciplinary action or denial of licensure.

Subpart 4. Aid to interpretation. The Ethical Principles of Psychologists and Code of Conduct shall be used as an aid in resolving any ambiguity which may arise in the interpretation of the rules of conduct. However, in a conflict between the rules of conduct and the ethical principles, the rules of conduct shall prevail. The Ethical Principles of Psychologists and Code of Conduct, published in American Psychologist by the American Psychological Association, December 1992, is incorporated by reference and is available at the state law library. It is not subject to frequent change.

STAT AUTH: MS s 148.90; 148.905; 148.98

HIST: 17 SR 2285

7200.4600 – COMPETENCE.

Subpart 1. Limits on practice. A psychologist shall limit practice to the areas of competence in which proficiency has been gained through education and training or experience and which have been stated in writing to the board by the psychologist.

Subpart 2. Accurate representation. A psychologist shall accurately represent areas of competence, education, training, experience, and professional affiliations of the psychologist to the board, the public and colleagues.

Subpart 2a. Burden of proof. Whenever a complaint is submitted alleging violation of subpart 1 or 2, the burden of proof is upon the psychologist to demonstrate the education and training that supports the psychologist's claim of competence.

Subpart 3. Consultation with other professionals. In cases in which a new service, technique, or specialty is developing, a psychologist shall engage in ongoing consultation with other psychologists or similar professionals as skills are developed in the new area and shall seek continuing education which corresponds to the new area. A client whose treatment involves the use of a newly developing service, technique, or specialty shall be informed of its innovative nature and of known risks associated with it.

Subpart 4. Referrals. A psychologist shall recognize that there are other professional, technical, and administrative resources available to clients and make referrals to those resources when it is in the best interests of clients to be provided with alternative or complementary services.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.4700 – PROTECTING THE PRIVACY OF CLIENTS.

Subpart 1. In general. A psychologist shall safeguard the private information obtained in the course of practice, teaching, or research. With the exceptions listed in subparts 2, 4, 5, 10, and 12, private information is disclosed to others only with the informed written consent of the client.

Subpart 2. Disclosure without written consent. Private information may be disclosed without the informed written consent of the client when disclosure is necessary to protect against a clear and substantial risk of imminent serious harm being inflicted by the client on the client or another individual. In such case the private information is to be disclosed only to appropriate professional workers, public authorities, the potential victim, or the family of the client.

Subpart 3. Dual clients. Whenever psychological services are requested or paid for by one client for another, the psychologist must inform both clients of the psychologist's responsibility to treat any information gained in the course of rendering the services as private information.

Subpart 4. Minor clients. At the beginning of a professional relationship, a psychologist must inform a minor client that the law imposes a limit on the right of privacy of the minor with respect to the minor's communications with a psychologist.

Subpart 5. Limited access to client records. A psychologist shall limit access to client records and shall inform every individual associated with the agency or facility of the psychologist, such as a staff member, student, volunteer, or community aide, that access to client records shall be limited only to the psychologist with whom the client has a professional relationship, an individual associated with the agency or facility whose duties require access, and an individual authorized to have access by the informed written consent of the client. 
Subpart 6. Statements for services. A psychologist shall instruct the staff to inquire of clients and to comply with the wishes of clients regarding to whom and where statements for services are to be sent.

Subpart 7. Case reports. Case reports or other clinical materials used in teaching, professional meetings, or publications shall be disguised so that no identification of the individual occurs.

Subpart 8. Observation and recording. Diagnostic interviews or therapeutic sessions with a client may be observed or electronically recorded only with the informed written consent of the client.

Subpart 9. Records to remain private. A psychologist shall continue to maintain as private information the records of a client after the professional relationship between the psychologist and the client has ceased.

Subpart 10. Release of private information. A psychologist may release private information upon court order or to conform with state or federal law, rule, or regulation.

Subpart 11. Abuse of children and vulnerable adults. In the course of professional practice, a psychologist shall not violate any law concerning the reporting of abuse of children and vulnerable adults.

Subpart 12. Disciplinary cases. A psychologist must disclose to the board and its agents client records that the board and its agents consider to be germane to a disciplinary proceeding.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.4800 – [REPEALED, 14 SR 74]

7200.4810 – IMPAIRED OBJECTIVITY.

Subpart 1. Psychological services prohibited. A psychologist must not provide psychological services to a client or potential client when the psychologist's objectivity or effectiveness is impaired.

Subpart 2. Elements of impaired objectivity, effectiveness. A psychologist's objectivity or effectiveness is impaired whenever:

A. the psychologist has a dual relationship with a client;

B. the psychologist misuses the relationship with a client due to a relationship with another individual or entity;

C. the psychologist is biased against a client because of the client being a member of a class of

individuals that is legally protected from discrimination;

D. the psychologist is dysfunctional as a result of a severe physical or mental health problem,

including chemical abuse or dependency; or

E. the psychologist exploits the professional relationship with a client for the psychologist's emotional, financial, sexual, or personal advantage or benefit.

Subpart 3. Termination of services. Whenever a psychologist's objectivity or effectiveness becomes impaired during a professional relationship with a client, the psychologist must notify the client orally and in writing that the psychologist can no longer see the client professionally and must assist the client in obtaining services from another professional.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.4900 – CLIENT WELFARE.

Subpart 1. Providing explanation of procedures. A client has the right to have and a psychologist has the responsibility to provide, on request, a nontechnical explanation of the nature and purpose of the psychological procedures to be used and the results of tests administered to the client. The psychologist shall establish procedures to be followed if the explanation is to be provided by another individual under the direction of the psychologist.

Subpart 1a. Client records. A client who is the direct recipient of psychological services has the right of access to the records relating to psychological services maintained by the psychologist on that client, as provided in MinnesotaStatutes, section 144.335, subdivision 2, provided the records are not classified as confidential under MinnesotaStatutes, section 13.84. A psychologist must maintain an accurate record for each client. Each record must minimally contain:

A. an accurate chronological listing of all client visits, together with fees charged to the client or a third-party payer;

B. copies of all correspondence relevant to the client;

C. a client personal data sheet; and

D. copies of all client authorizations for release of information and any other legal forms pertaining to the client. A psychologist who is an employee of an agency or facility need not maintain client records separate from records maintained by the agency or facility.

Subpart 2. Statement of competence; clients' rights. A psychologist shall display prominently on the premises of the professional practice or make available as a handout the statement of areas of competence submitted to the board and the bill of rights of clients, including a statement that consumers of psychological services offered by psychologists licensed by the state of Minnesota have the right:

A. to expect that a psychologist has met the minimal qualifications of training and experience required by state law; 

B. to examine public records maintained by the board of psychology which contain the credentials of a psychologist;

C. to obtain a copy of the rules of conduct from the State Register and Public Documents Division, Department of Administration, 117 University Avenue, Saint Paul, MN 55155;

D. to report complaints to the Board of Psychology, 2700 University Avenue, West, Suite 101, Saint Paul, MN 55114;

E. to be informed of the cost of professional services before receiving the services;

F. to privacy as defined by rule and law;

G. to be free from being the object of discrimination on the basis of race, religion, gender, or other unlawful category while receiving psychological services;

H. to have access to their records as provided in subpart 1a and Minnesota Statutes, section 144.335, subdivision 2; and 

I. to be free from exploitation for the benefit or advantage of the psychologist.

Subpart 3. Stereotyping. A psychologist shall consider the client as an individual and shall not impose on the client any stereotypes of behavior, values, or roles related to age, gender, religion, race, disability, nationality, or sexual preference which would interfere with the objective provision of psychological services to the client.

Subpart 4. Preferences and options for treatment. A psychologist shall disclose to the client preferences of the psychologist for choice of treatment or outcome and shall present other options for the consideration or choice of the client.

Subpart 5. Conflict between psychologist and client. A psychologist who becomes aware of a divergence of interests, values, attitudes, or biases between a client and the psychologist sufficient to impair their professional relationship shall so inform the client. Either the client or the psychologist may terminate the relationship.

Subpart 6. Termination of services. A psychologist shall terminate a professional relationship with a client when the client is not likely to benefit from continued professional services or the services are unneeded. The psychologist shall inform the client orally and in writing of the termination and assist the client in obtaining services from another professional.

Subpart 7. Referrals on request. A psychologist shall make a prompt and appropriate referral of the client to another professional when requested to do so by the client.

Subpart 7a. Exploitation of client. A psychologist must not exploit in any manner the professional relationship with a client for the psychologist's emotional, financial, sexual, or personal advantage or benefit.

Subpart 8. Sexual contact with a client. A psychologist shall not engage in sexual intercourse or other physical intimacies with a client, nor in any verbal or physical behavior which is sexually seductive or sexually demeaning to the client. Physical intimacies include handling of the breasts, genital areas, buttocks, or thighs of either sex by either the psychologist or the client. A psychologist must not engage in sexual intercourse or other physical intimacies with a former client for a period of two years following the date of the last professional contact with the client, whether or not the psychologist has formally terminated the professional relationship.

Subpart 9. Coordinating services with other professionals. A psychologist shall ask a client whether the client has had or continues to have a professional relationship with another mental health professional. If it is determined that the client had or has a professional relationship with another mental health professional, the psychologist shall, to the extent possible and consistent with the wishes and best interests of the client, coordinate services for that client with the other mental health professional.

Subpart 10. Complaints to board. A psychologist, for purposes of this subpart the "first psychologist," shall file a complaint with the board when the first psychologist has reason to believe that a second psychologist is having or has had sexual contact with a client in violation of subpart 8, or has failed to report abuse of children or vulnerable adults in violation of part 7200.4700, subpart 11. This requirement to file a complaint does not apply when the belief is based on information obtained by the first psychologist in the course of providing psychological services to the second psychologist. Nothing in this part relieves the first psychologist from the duty to file a report as required by Minnesota Statutes, section 626.556 or 626.557, regarding abuse of children and vulnerable adults.

Subpart 11. Communicating complaints to psychologist or board. A psychologist informed of conduct of another psychologist which appears to be in violation of any rule of conduct other than those listed in subpart 10 may directly communicate with or seek to counsel the other psychologist or may file a complaint directly with the board.

Subpart 12. Information on complaint procedure. A psychologist shall, upon request, provide information regarding the procedure for filing a complaint with the board and may, upon request, assist with filing a complaint.

STAT AUTH: MS s 148.90; 148.905; 148.98; 214.06

HIST: 14 SR 74; 14 SR 2988; 17 SR 2285

7200.5000 – ASSESSMENTS, TESTS, REPORTS.

Subpart 1. Test information for users. Except for research purposes, psychological tests used by

psychologists must include a manual or other published information which fully describes the development of the test, the rationale for the test, the validity and reliability of the test, and normative data.

Subpart 1a. Computerized testing services. A psychologist who uses computerized testing services is responsible for the legitimacy and accuracy of the test interpretations. Computer generated interpretations of tests must be used only in conjunction with professional judgment. A psychologist must indicate when a test interpretation is not based on direct contact with the client, that is, when it is a blind interpretation.

Subpart 1b. Administration and interpretation of tests. A psychologist must be qualified to administer and interpret tests employed and must be prepared to explain to the client the purposes, applications, scoring, and interpretation of those tests.

Subpart 2. Offering tests for publication. A psychologist must offer psychological tests for commercial publication only to those publishers who present tests in a professional manner and who distribute them only to qualified professional users. The psychologist must ensure that test advertisements are factual and descriptive.

Subpart 3. Reports. The provision of a written or oral report, including testimony of a psychologist as an expert witness, concerning the psychological or emotional health or state of a client, is a psychological service. The report must include:

A. a description of all assessments, evaluations, or other procedures upon which the psychologist's conclusions are based;

B. any reservations or qualifications concerning the validity or reliability of the conclusions formulated and recommendations made, taking into account the conditions under which the procedures were carried out, the limitations of scientific procedures and psychological descriptions, and the impossibility of absolute predictions;

C. a notation concerning any discrepancy, disagreement, or conflicting information regarding the

circumstances of the case that may have a bearing on the psychologist's conclusions; and

D. a statement as to whether the conclusions are based on direct contact between the psychologist and the client.

Subpart 4. Private information. A test result or interpretation regarding an individual is private information.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.5100 – PUBLIC STATEMENTS.

Subpart 1. False or misleading information. Public statements shall not include false or misleadinginformation. They may describe fees, professional qualifications, and services provided, but they may not evaluate services as to their quality or uniqueness and may not contain testimonials by quotation or implication.

Subpart 2. Misrepresentation. A psychologist may not misrepresent directly or by implication professional qualifications such as education, experience, or areas of competence. A psychologist may not misrepresent directly or by implication affiliations, purposes, and characteristics of institutions and organizations with which the psychologist is associated.

Subpart 3. Limit on use of degree. A psychologist licensed by virtue of a master's degree who has a doctorate from an institution that is not accredited by a regional accrediting association or whose doctoral major does not meet the education requirements for licensure may not use the term "Doctor," "Ph.D.," "Psy.D.," or "Ed.D." with the psychologist's name in any situation or circumstance related to the practice of psychology.

STAT AUTH: MS s 148.90; 148.905; 148.98; 214.06

HIST: 14 SR 74; 17 SR 2285

7200.5200 – FEES AND STATEMENTS.

Subpart 1. Disclosure of cost on request. A psychologist shall, when asked by a client about the cost of professional services, disclose the cost of services provided.

Subpart 2. Itemized fee statement. A psychologist shall itemize fees for all services for which the client or a third party is billed and make the itemized statement available to the client. The statement shall identify at least the date on which the service was provided, the nature of the service, the name of the individual providing the service, and the name of the individual who is professionally responsible for the service.

Subpart 3. No misrepresentation. A psychologist shall not directly or by implication misrepresent to the client or to a third party billed for services the nature of the services, the extent to which the psychologist has provided the services, or the individual who is professionally responsible for the services provided.

Subpart 4. Fees to be claimed only by provider. A psychologist shall not claim a fee for services unless the psychologist is either the direct provider of the services or the individual who is professionally responsible for the provision of the services and under whose direction the services were provided.

Subpart 5. No remuneration for referrals. No commission, rebate, or other form of remuneration may be given or received by a psychologist for the referral of clients for psychological services.

Subpart 6. [Repealed, 14 SR 74]

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.5300 – AIDING AND ABETTING UNLICENSED PRACTICE.

A psychologist shall not aid or abet an unlicensed individual or a psychological practitioner in engaging in the independent practice of psychology. A psychologist who supervises a psychological practitioner or an individual preparing for licensure as a licensed psychologist according to Minnesota Statutes, section 148.97, subdivision 3, clause (2), is not in violation of this part if the supervised individual is not engaging in the independent practice of psychology and, if preparing for licensure as a licensed psychologist, is salaried or offering services pro bono.

STAT AUTH: MS s 148.90; 148.905; 148.98; 214.06

HIST: 14 SR 74; 17 SR 2285

7200.5400 – WELFARE OF STUDENTS, SUPERVISEES, AND RESEARCH SUBJECTS.

A psychologist shall protect the welfare of psychology students, supervisees, and research subjects and shall accord the students, supervisees, and human research subjects the client rights listed in parts 7200.4700 and 7200.4900, except for parts 7200.4700, subparts 4 and 6, and 7200.4900, subparts 4, 6, and 9.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.5500 – VIOLATION OF LAW.

A psychologist shall not violate any law in which the facts giving rise to the violation involve the provision of psychological services. In determining whether a violation involves the provision of psychological services the board shall consider:

A. the nature and seriousness of the violation the psychologist is alleged to have committed;

B. the relationship of the alleged violation to the purposes of regulating the practice of psychology; and

C. the relationship of the violation to the ability, capacity, fitness, or integrity of the psychologist in rendering psychological services. In any board proceeding alleging a violation of this rule the proof of a conviction of a crime shall constitute proof of the underlying factual elements necessarily underlying that conviction.

STAT AUTH: MS s 148.90; 148.98

7200.5600 – DECEPTION OR FRAUD.

A psychologist must not engage in any conduct likely to deceive or defraud the public or the board.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74

7200.5700 – UNPROFESSIONAL CONDUCT

A psychologist must not engage in any unprofessional conduct. Unprofessional conduct is any conduct violating parts 7200.4600 to 7200.5600 or violating those standards of professional behavior that have become established by consensus of the expert opinion of psychologists as reasonably necessary for the protection of the public interest.

STAT AUTH: MS s 148.90 subd 2; 148.98; 214.06 subd 2

HIST: 14 SR 74
DEALING WITH MULTIPLE ROLE RELATIONSHIPS AT A

PSYCHOLOGY TRAINING SITE1
University Counseling and Consulting Services (UCCS)
University of Minnesota
I. Purposes of Statement

The purposes of this policy statement are (1) to provide a definition of multiple role relationships, (2) to discuss the inevitable, beneficial, and problematic aspects of' multiple role relationships, and (3) to provide a process for dealing with both potential and actual multiple role relationships.

II. Definition of Terms

Multiple Role Relationships - By the nature of their duties and responsibilities, staff persons at UCCS can become involved in a wide variety of roles.  These include supervisor, therapist, group co-therapist, committee member, administrator, seminar presenter, colleague, and others.  In accordance with the APA Ethical Standard 3, Item 3.05, a multiple relationship occurs when a psychologist is in a professional role with a person and (1) at the same time in another role with the same person, (2) at the same time is in a relationship with a person closely associated with or related to the person with whom the psychologist has the professional relationship, or (3) promises to enter in another relationship in the future with the person or a person closely associated with or related to the person.

Staff Persons -Any individual employed full-time or part-time at UCCS, including senior staff, trainee staff, and administrative staff.

Senior Staff -Licensed or pre-licensure staff who have completed their internship and their doctoral degree.

Training Staff- Degreed and/or licensed staff who function in training or supervisory roles at UCCS.  Interns are training staff when they are supervisors of practicum students.  

Trainee Staff - Interns, graduate assistants, and practicum students.

Administrative Staff - Non-mental health professionals employed by UCCS to perform support and other administrative functions.


Co-Worker - Any person employed at UCCS.

III. Inevitability and Beneficial Aspects of Multiple Role Relationships

Although multiple role relationships have the potential to create conflicts of interest and confusion among staff persons, it can nonetheless be argued that they are an inevitable part of the fabric of human relationships and most especially of professional life in the psychology field.  This is particularly true for a training program, where the varying professional roles each staff person may play are prone to overlap (e.g., a trainee's clinical supervisor may also facilitate a seminar at which the same trainee is in attendance).  Further, former clients or current or past friends of staff persons may become a part of UCCS as trainees or staff members.

All of these overlapping relationships can become even more complex in a work environment like UCCS that adopts a humanistic and personal growth approach to training.  Such an approach places a premium on the processes of introspection, self-disclosure, and support, all of which may promote a range of emotional responses among staff persons, such as feelings of closeness, warmth, attachment, dependency, idealization, vulnerability and sexual attraction.  These feelings in themselves may lead staff persons to develop more personal relationships.

It can also be argued that multiple role relationships can and do have beneficial effects.  They may sometimes enhance the variety and depth of experiences in a work environment, This is especially true when the multiple roles are linked to the mentoring process, which can be very valuable in enhancing a new professional's sense of identity and career development.

Given the inevitability and potential beneficial aspects of multiple role relationships, this policy statement is not intended to eradicate all multiple role relationships.  Recognizing that many trainees come from sites other than the University of Minnesota, it is desirable to create an environment that is also warm and hospitable.  As a result, this policy statement is intended to serve as a guide to balance multiple roles and manage personal feelings for other staff persons.

IV. Problematic Aspects of Multiple Role Relationships

Multiple role relationships can present a number of problems.  The occurrence of multiple relationships between individuals can blur the boundaries of roles, which can result in confusion on the part of the individuals as to expectations, reactions, and behaviors in their interactions with each other.  This confusion can jeopardize effective and appropriate maintenance of each role.  This is especially problematic when one of the role relationships is characterized by an imbalance of power.  In such cases, the party with less power can feel overly vulnerable, especially when an evaluation process is involved.

Multiple role relationships can also have consequences for the professional climate as a whole, as they potentially contribute to an environment of indebtedness, favoritism, and inclusion/exclusion.  These unfavorable conditions may also have a deleterious impact on the relationships between members of the trainee cohort group.  Mishandled multiple role relationships involving trainees can lead to mistrust, ostracism, and apathy within the trainee group.  These dynamics within a trainee cohort group are particularly alarming since under more optimal circumstances a trainee group is a powerful source of support for its members.

V. Guidelines for Dealing with Potential Multiple Role Situations

In evaluating the possibility for conflict of interest or other difficulties in a potential multiple role relationship, the following guidelines are offered:

A. Refer to the guidelines outlined in the most recent draft of the ethical principles published by the American Psychological Association (2002).

B. In all situations of a possible multiple role relationship not already established by the Training Committee, consider the following questions:

1. Could this situation jeopardize the staff member’s ability to evaluate or supervise a trainee objectively?  Conversely, could a trainee's ability to evaluate a supervisor or program objectively and without fear of reprisal be impaired?

2. Could this situation create a feeling of being exploited by or overly indebted to another staff member?

3. Could this situation make it more difficult for one staff member to maintain appropriate limits and boundaries with another staff member, particularly one who possesses more power in the agency?

4. Could this situation create the perception of favoritism. exclusion, or distrust in other staff members?

5. Could this situation affect the agency in some other negative way (e.g. negative perceptions of the agency as a whole)?

C. After considering these questions, one may choose to discuss with the other person(s) involved the possible conflicts, consequences, and solutions accompanying the anticipated multiple role relationship(s).

D. One may also choose to consult with other senior staff member colleagues to gain insights which the persons involved might have difficulty ascertaining.  There are numerous options for consultation, in either a formal or informal setting; however the Training Director should be involved in the consultation if the issue concerns a trainee.  Interns supervising practicum students can raise these concerns in the supervision of supervision seminar and/or with the Training Director.

E. In some cases (e.g., where an administrator is one of the parties involved in the multiple role relationship), other administrators within the agency or an external consultant might be utilized to provide insight or mediate the issues involved.

VI. Guidelines for Social Relationships

In considering the types of social interactions that may take place between training staff and trainee staff, outside of those organized by the UCCS Social Committee, the following questions are offered for consideration:

1. Is the proposed social activity public vs. private?

2. Is the proposed social activity a group activity or an individual activity?

3. Is the proposed social activity time limited vs. open ended?

4. Does the proposed social activity take place during the work day or after working hours?

5. Is the proposed social activity an occasional activity or a regular and expected activity?

6. Does the proposed social activity provide the trainee freedom of choice or will they feel obligated to engage in the activity?

7. Whose needs are being met by the proposed social activity?  The trainee's or the training staff member's?

VII. Multiple Role Relationships Involving Sexual or Romantic Feelings:

Multiple role relationships that involve sexual or romantic feelings have an added potential to create conflict and impairment.  The following relevant laws, policies and principles are offered to shed light on this issue:

· The APA Ethical Principles for Psychologists and Code of Conduct (2002) states in Section 7 ("Teaching and Training Supervision"):

7.07:  Sexual Relationships with Students and Supervisees.

Psychologists do not engage in sexual relationships with students or supervisees who are in their department, agency, or training center or over whom psychologists have or are likely to have evaluative authority.

The University of Minnesota Senate and Board of Regents Policy 

Regarding Consensual Sexual or Romantic Relationships:

Section 1: Introduction
Decision-making responsibilities should not restrict individuals’ rights of association and expression unless the exercise of those freedoms conflicts with the institutional necessity of impartiality in academic and employment decisions.  As a consequence, the University's Nepotism Policy prohibits persons who are related through blood, marriage or other committed relationship to evaluate, supervise, or participate in employment decisions regarding the other person.  The same rules apply to sexual or romantic relationships between supervisors and their subordinates who are not married or in committed relationships because these relationships may also call into question the ability of the supervisor to assess the Performance of another solely on academic or professional merit.  Similarly, the University Code of Conduct states that members of the University community must not abuse the authority they have been given and must take care to ensure that any personal relationships do not result in situations that might interfere with objective judgment.

The power disparity in supervisor/subordinate relationships makes them vulnerable to exploitation as well as claims of exploitation.  This is particularly true in faculty/student relationships.  The respect and trust accorded a member of the faculty by a student as well as the power exercised by faculty in giving grades or recommendations for future study and employment make voluntary consent by the student suspect.

Section 2: Policy
For the purposes of this policy, the term supervisor refers to any employee, student, or other person in a position to hire, supervise, grade, advise, evaluate, or otherwise directly influence the academic progress or employment of another employee, student, or other person.  The term subordinate refers to any employee, student, or other person who is hired, supervised, graded, advised, evaluated, or otherwise directly influenced by the supervisor.

Consensual sexual or romantic relationships between supervisors and subordinates (as defined above) create conflicts of interest.  If such a relationship exists or develops, an appropriate responsible administrator (e.g., a supervisor, Department head, human resources consultant, EE0 officer, Dean) must be consulted to determine whether arrangements can be made to eliminate all conflicts of interest.  If such arrangements can be made that do not disadvantage the subordinate and are acceptable to the supervisor, they must be documented, and they must ensure that the individuals do not hire, supervise, grade, advise, evaluate or otherwise directly influence each other's academic progress or employment

Some relationships involve inherent conflicts of interest that cannot be eliminated.  Therefore, sexual or romantic relationships between instructors and students currently in their classes and between advisors and their current advisees are always prohibited whether or not the relationships are consensual.  Similarly, relationships between supervisors and their subordinates are prohibited when the working relationship is such that it is not possible to eliminate the conflicts of interest.

Individuals should be aware that consensual sexual or romantic relationship can result in claims of sexual harassment because the voluntary nature of the consent may be questioned when a power differential exists.  If a sexual harassment claim subsequently is filed, the argument that the relationship was consensual will be evaluated in light of this power differential.

Section 3: Procedures and Guidelines
The Office of Equal Opportunity and Affirmative Action may be consulted with respect to the appropriate procedures to be used in making alternative arrangements to eliminate conflicts of interest.  It is the responsibility of the supervisor(s) of the parties to address violations of this policy.  Violations of this policy, could lead to disciplinary action up to and including termination of employment or dismissal from an academic program.

For these reasons it is the expectation that the senior staff and training staff will not engage in romantic and/or sexual relationships during the time that the staff member and trainee are at UCCS.

Because of the added potential for harm where romantic or sexual feelings are involved, the following additional guidelines are offered to deal with such situations:

1. Acknowledge romantic/sexual feelings in yourself and discuss them with a noninvolved colleague or supervisor.

2. If you are a supervisor or other senior staff member feeling attraction towards a trainee, discuss your feelings with the Director, Clinical Director, Training Director, or Practicum Coordinator.  This will serve as a safeguard against acting out of your feelings and will afford an opportunity to evaluate your ability to provide objective feedback and evaluation.

3. If you are a supervisee or trainee experiencing romantic/sexual feelings, discuss your feeling with your supervisor.  If talking to your supervisor is problematic, consult the Training Director.

4. If you are a supervisee or trainee experiencing sexual advances from a senior staff member, consult with the Director.

VIII. Relationships Involving Sexual or Romantic Feelings Following a Trainee's Time at UCCS

Romantic or sexual relationships which occur after a trainee has completed training at UCCS should be initiated only after careful and thoughtful consideration.  Please refer to the guidelines above.

IX. Relationships between Co-workers

Romantic or sexual relationships between co-workers initiated during their tenure at the agency should also be initiated with careful and thoughtful consideration as to the impact on their professional functioning, trainees, and the rest of the staff.

Summary
Awareness of the effects of multiple role relationships is evolving in the mental health professions.  The issue is a controversial and complex one.  This document acknowledges the complexity of multiple relationships as well as their prevalence in training and agency environments.  It calls for careful and thoughtful responses to actual and potential multiple role relationships.

The ultimate aim of this document is to assure that UCCS provides a positive learning environment for the persons who choose to train with us.  Such an environment must be free of any harmful multiple relationships so that trainees can feel safe enough to risk themselves in the process of becoming and growing as therapists and professionals.
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Guidelines for Multi-Cultural Counseling

Counselors at University Counseling & Consulting Services are expected to be competent in multi-cultural counseling skills and to be familiar with professional literature and guidelines relevant to multi-cultural counseling.  Division 45 of the American Counseling Association has developed guidelines for multi-cultural counseling which may be accessed at the following web site.  All UCCS counselors need to read and be familiar with these guidelines.

http://www.apa.org/pi/multiculturalguidelines.pdf
Guidelines for Treating Women in Psychotherapy

Please see the following article in this book in the UCCS Professional Library:

Williams-Quinlan, S.L., (1998).  Guidelines for treating women in psychotherapy.  In G.P. Koocher, J.C. Norcross & S.S. Hill III (Eds.), Psychologists' Desk Reference (pp. 362-364).  New York: Oxford University Press.

Resolution on Appropriate Therapeutic Responses to Sexual Orientation

[Adopted by the American Psychological Association Council of

Representatives, August 14, 1997.]

Whereas societal ignorance and prejudice about same gender sexual orientation put some gay, lesbian, bisexual and questioning individuals at risk for presenting for 'conversion' treatment due to family or social coercion and/or lack of information (Haldeman, 1994);

Whereas children and youth experience significant pressure to conform with sexual norms, particularly from their peers;

Whereas children and youth often lack adequate legal protection from coercive treatment;

Whereas some mental health professionals advocate treatments of lesbian, gay, and bisexual people based on the premise that homosexuality is a mental disorder (e.g., Socarides et al, 1997);

Whereas the ethics, efficacy, benefits, and potential for harm of therapies that seek to reduce or eliminate same-gender sexual orientation are under extensive debate in the professional literature and the popular media (Davison, 1991; Haldeman, 1994; Wall Street Journal, 1997);

Therefore, be it resolved, That APA affirms the following principles with

regard to treatments to alter sexual orientation:

That homosexuality is not a mental disorder (American Psychiatric Association, 1973); and

That psychologists do not knowingly participate in or condone unfair discriminatory practices' (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Principle D, p. 1600); and

That in their work-related activities, psychologists do not engage in unfair discrimination based on...sexual orientation' (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Standard 1.10, p. 1601); and

That in their work-related activities, psychologists respect the rights of others to hold values, attitudes, and opinions that differ from their own. (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1.992, Standard 1.09; p. 1601); and

That psychologists ... respect the rights of individuals to privacy, confidentiality, self-determination and autonomy' (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Principle D, p. 1599); and

That psychologists are aware of cultural, individual and role differences, including those due to ... sexual orientation' and 'try to eliminate the effect on their work of biases based on [such] factors' Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Principle D, pp. 1599-1600); and

That where differences of ..sexual orientation ... significantly affect psychologist's work concerning particular individuals or groups, psychologists obtain the training, experience, consultation, or supervision necessary to ensure the competence of their services, or they make appropriate referrals (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Standard 1.08, p. 1601); and

That psychologists do not make false or deceptive statements concerning ... the scientific or clinical basis for ... their services,' (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Standard 3.03(a), p. 1604); and

That psychologists attempt to identify situations in which particular interventions ... may not be applicable ... because of factors such as ... sexual orientation' (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Standard 2.04 (c), p. 1603); and

That psychologists obtain appropriate informed consent to therapy or related procedures [which] generally implies that the [client or patient]: (1) has the capacity to consent, (2) has been informed of significant information concerning the procedure, (3) has freely and without undue influence expressed consent, and (4) consent has been appropriately documented (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, Standard 4.02(a), 1992, p. 1605); and

When persons are legally incapable of giving informed consent, psychologists obtain informed permission from a legally authorized person, if such substitute consent is permitted by law (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Standard 4.02(b), p. 1605);.

That psychologists: (1) inform those persons who are legally incapable of giving informed consent about the proposed interventions in a manner commensurate with the persons' psychological capacities, (2) seek their assent to those interventions, and (3) consider such persons' preferences and best interests' (Ethical Principles of Psychologists and Code of Conduct, American Psychological Association, 1992, Standard 4.02(c), p. 1605); and

That the American Psychological Association urges all mental health professionals to take the lead in removing the stigma of mental illness that has long been associated with homosexual orientation (Conger, 1975, p. 633); and

Therefore, be it resolved, That the American Psycho logical Association opposes portrayals of lesbian, gay, and bisexual youth and adults as mentally ill due to their sexual orientation and supports the dissemination of accurate information about sexual orientation, and mental health, and appropriate interventions in order to counteract bias that is based in ignorance or unfounded beliefs about sexual orientation.
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Guidelines for Psychotherapy with Lesbian, 

Gay, and Bisexual Clients

As with multi-cultural counseling skills, UCCS counselors are expected to be familiar with professional literature and guidelines for offering counseling services to lesbian, gay, bisexual and transgender clients.  The following is a web site listing guidelines developed by the American Psychological Association.  UCCS counselors are asked to go to this site and read these guidelines.

www.apa.org/pi/lgbc/guidelines.html
Additional Resources for Information on Diversity and Counseling


Training/Skills: Homosexuality and Bisexuality
 
APA: Guidelines for Psychotherapy with Lesbian, Gay, and Bisexual Clients


Psychology Diversity Resources - 3-19-2005

Training/Skills: Multicultural Counseling Competence


Multicultural Awareness/Knowledge/Skills Survey (MAKSS): D'Andrea, M., Daniels, J., & Heck, R. (1991). Evaluating the  impact of multicultural counseling training. Journal of Counseling and Development, 70, 143-150.
 
Multicultural Counseling Inventory (MCI): Sodowsky, G.R., Taffe, R.C., Gutkin, T.B., & Wise, S.L. (1994). Development of the Multicultural Counseling Inventory: A self-report measure of multicultural competencies. Journal of Counseling Psychology, 41, 137-148.

Multicultural Counseling Awareness Scale - Form B (MCAS-B): Ponterotto, J.G., Reiger, B.P., Barrett, A., Sparks, R., Sanchez, C.M., & Magids, D. (1996). Development and initial validation of the Multicultural Counseling Awareness Scale. In G.R. Sodowsky and J.C. Impara (Eds.), Multicultural assessment in counseling and clinical psychology (pp. 247-282). Lincoln, NE: Buros Institute of Mental Measurements.

Cross-Cultural Counseling Inventory - Revised (CCCI-R): LaFramboise, T.D., Coleman, H.L.K., & Hernandez, A. (1991).  Development and factor structure of the Cross-Cultural Counseling
Inventory - Revised. Professional Psychology: Research and Practice, 22, 380-388.

Bernal, G., Trimble, J.E., Burlew, A. K., & Leong, F.T.L. (2003).  Handbook of racial and ethnic minority psychology. Thousand Oaks, CA: Sage.

Ladany, N., Inman, A.G., Constantine, M.G., & Hofheinz, E.W. (1997). Supervisee multicultural case conceptualization ability and self-reported multicultural competence as functions of supervisee racial identity and supervisor focus. Journal of Counseling Psychology, 44, 284-293.
 
Robinson, J.D. & James, L.C. (2003) Diversity in Human Interactions: The Tapestry of America. Oxford Press, New York.
 
APA Lesbian, Gay, and Bisexual Concerns: <www.apa.org/pi/lgbc/>

APA Aging Issues: <www.apa.org/pi/aging/>
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SEXUAL RELATIONSHIPS WITH FORMER CLIENTS
OR  PATIENTS

Gary R. Schoener, Licensed Psychologist (M.Eq.) & Executive Director, 

Walk-In Counseling Center
*


INTRODUCTION
It is not uncommon for staff to come to supervisors or colleagues with questions about the propriety of post-termination friendships or other involvements with clients.  Often they underplay what is actually going on, in terms of the intensity of the feelings involved, the dependency, or the amount of involvement. Many a supervisor has unwisely supported, or at least not challenged, such involvement, believing it to be harmless.  Sometimes a simple reminder is given about avoiding sexual contact. 

The problem here is the slippery slope.  The eventual boundary violation is the culmination of a series of boundary crossings.  It is not the key event, but simply a culmination of a series of events. A friendship or other social relationship can easily lead to any or all of the following:

(1) a sexual or romantic relationship;  

(2)  a financial or business relationship;  

(3) continued professional service done outside of the professional context. 
Although the literature, ethics codes, and licensure standards have focused on the danger to the former client, professionals need to be aware of their own liability and vulnerability.  If something goes wrong in the eventual relationship, they may be liable civilly and criminally, and stand to lose a great deal.  
Many professionals overlook this since when the relationship begins they are the more powerful party and feel quite confident. The power differential in the relationship can shift once the relationship becomes personal (Luepker & Schoener, 1989). Once lines are crossed, they are at considerable risk if the former client becomes angry.  I'm going to focus on the sexual relationship because this is where the most clear-cut standards are articulated. But the risks go beyond sex.

CIVIL LIABILITY

Strictly speaking, in many jurisdictions, if one can show that the sexual contact with a former client or patient grew out of the previous professional relationship so that the ongoing contact represents a "continuous course of action," there may be liability in a malpractice action.  This is a matter of case law. (Except in Minnesota where MS 148.A limits a cause of action to sex which occurs within two years of termination, and which occurs as a result of therapeutic deception or emotional dependency created in the therapy relationship.)  

If such behavior, of course, is forbidden by the code of ethics in a profession, then it is easily shown to be malpractice.  As such, in the psychotherapy professions, post- termination sexual contact with a former client (at least if it occurs within two years of termination) is generally malpractice.  In the case of a nurse, physician, or other health professional, it would depend on the circumstances. For any professional, another issue would be whether they were still providing professional service.  If one is still doing some form of "counseling" or giving advice about personal matters, this may be considered an ongoing professional relationship -- not a terminated one.  Also, the physician who continues to prescribe medications may still seem to be the person's "doctor."

LICENSURE-RELATED STANDARDS  

For licensed psychologists, social workers, marriage & family counselors, alcohol and drug abuse counselors, it is a licensure offense (either explicitly stated, or based on the history of board discipline) to have a sexual relationship with a former client. 

THE CRIMINAL STATUTE  

Minnesota allows for criminal prosecution for sex with a former psychotherapy client  when the sex occurred as a result of emotional dependency or therapeutic deception (leading the client to believe that the sex is part of therapy or consistent with it).  In the case of the emotional dependency, it must be sufficiently strong to render the client unable to resist the therapist's advances.  

ETHICAL STANDARDS IN VARIOUS PROFESSIONS


ALCOHOLISM & SUBSTANCE ABUSE COUNSELORS:   

In this field there is no one generally accepted national code of ethics. The Code of the National Association of Alcoholism and Drug Abuse Counselors (NAADAC) is silent on the issue. In states which have a certification process or licensure, those laws and codes of conduct apply.  Many such rules include all clients of the agency -- not just those for whom you are a primary counselor. There are some special challenges in this field in that professionals may themselves be in recovery groups which may include as members their own  former clients.  Termination may be uncertain since many programs expect clients to return for "aftercare."


MARRIAGE & FAMILY THERAPISTS:  

Since 1 Aug 1988 the American Assn. for Marriage & Family Therapy has forbidden sex for 2 years after termination.   This applies to either spouse or any family member who is seen in even a single session of marital or family therapy.  Needless to say, ending up romantically involved with the spouse or former spouse of a client who came to you for help with a troubled relationship is likely to generate serious distress and upset.  If the spouse has attended a single session or spoken to the therapist on the phone there is a clear-cut duty to the spouse in most jurisdictions.  The same is true of family therapy where a therapist ends up involved with a member of the family after therapy ends.


MEDICINE -- NON-PSYCHIATRIC PHYSICIANS:  
If non-psychiatric physicians are engaged in psychotherapy or counseling related to emotional issues, the psychiatric standards (below) are recommended by the American Medical Assn. (AMA). Both the AMA standard and the general standard of care in U.S. for a non-psychiatric physician-patient relationship require a discussion with patient about implications (e.g. that they can't be a patient again -- they can't have both a doctor and a lover), and termination of the professional relationship with referral to another physician.  Although not explicitly stated, cancellation of all medication prescriptions and having them rewritten by the new physician is advisable since physicians are generally prohibited from writing prescriptions for persons who are not their patients.  There are a number of cases where charges have been brought of sex with a client due to the fact that a physician has written several prescriptions for the former client after care was terminated.


MEDICINE -- PSYCHIATRISTS:  

After having various standards for a number of years, the American Psychiatric Assn., in 1993, went from a "nearly never OK" standard to an absolutely "never OK" standard (although an article after the debate spoke of the burden being on the psychiatrist to show that the case was an exception, implying that there might be some sort of a loophole).  The American Medical Assn. has indicated that where there was psychotherapy in the doctor-patient relationship, this more stringent standard should be use.


NURSING:  

American Nursing Assn. ethics code does not deal with post-termination involvement with clients.  Where there is not a psychotherapeutic relationship, the situation is  less clear.  Periodically one reads of nurses marrying former patients, such as physicist Steve Hawking's marriage to his nurse of many years. As regards psychiatric or mental health nursing, where there is a psychotherapeutic relationship, the nurse can expect to be held to a standard similar to that of other mental health professionals. 

In a document published in January 1994, entitled STATEMENT on Psychiatric-Mental Health Clinical Nursing Practice and STANDARDS of Psychiatric-Mental Health Clinical Nursing Practice (ANA Council on Psychiatric & Mental Health Nursing, American Psychiatric Nurses Assn., Assn. of Child & Adolescent Psychiatric Nurses, Society for Education & Research in Psychiatric-Mental Health Nursing) forbids intimate or sexual relationships with current clients, and indicates that the nurse "avoids sexual relationships" with former clients and"recognizes that to engage in such a relationship is unusual and an exception to accepted practice."  This is very similar to what was until several years ago the standard for psychiatrists -- that it is nearly never OK to have sex with a former patient.   


PASTORAL COUNSELORS:  

The American Assn. for Pastoral Counseling prohibits sex for two years following termination of the counseling relationship. For clergy in counseling roles any extra-marital sex is generally forbidden, even after termination of the counseling relationship by denominational rules, canons, or expectations.


PSYCHOLOGY: 

Psychology had a nearly 15 year debate about standards for sex following termination.  It started with an unclear standard in the 1970's and early 1980's. During the debate, a standard was developed in June 1987 that terminating a professional relationship in order to have sex was unethical although even this was not incorporated into the Code at that time. In its revised Code of Ethics in 1992, the American Psychological Assn. (APA) created an absolute prohibition for two years following termination of therapy. Even in relationships which begin after 2 years the psychologist has the burden of showing there has been no exploitation, in light of "relevant factors, including:

(1) the amount of time that has passed since therapy terminated, 

(2) the nature and duration of the therapy, 

(3) the circumstances of the termination, 

(4) the patient's or client's personal history, 

(5) the patient's or client's current mental status, 

(6) the likelihood of adverse impact on the patient or client and others, and 

(7) any statements or actions made by the therapist during the course of therapy suggesting or inviting the possibility of a post-termination sexual or romantic relationship with the client. 
The Feb. 2001 issue of the Monitor on Psychology published the proposed revised standards which are now open to comment and debate.  Despite earlier indications that a "never OK" standard would be proposed, there is no change proposed for this section.

A few standards are provided for terminating: unless precluded by the client's conduct, "...the psychologist discusses the patient's or client's views and needs, provides appropriate pre-termination counseling, suggests alternative service providers as appropriate, and takes other reasonable steps to facilitate transfer of responsibility to another provider if the patient or client needs one immediately. 


SOCIAL WORK: 

For years there was no clear & explicit ban on sex with former clients.  The National Federation of Societies for Clinical Social Work have for some years banned initiation of relationships with former clients "...whose feelings toward them may still be derived from or influenced by the former professional relationship."  The new NASW code now prohibits sex with former clients in section 1.09, but states that if a social worker claims an exception, the full burden is on them to demonstrate "...that the former client has not been exploited, coerced, or manipulated, intentionally or unintentionally."  The code also bans sexual contact with clients' relatives or close personal friends where there is a potential to harm the client, but it is not clear whether this extends to former clients' relatives and friends.

CONCLUSION:

While standards vary, even within professions which work side by side in the provision of psychotherapeutic care and mental health services, the clear trend is towards the prohibition of romantic or sexual relationships with former clients.  Secondly, various professional fields, including but not limited to psychology, do not believe that simply stopping formal sessions in the office or stopping billing, or writing a "termination note" is sufficient to declare a professional relationship ended.
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DUTY TO WARN OR PROTECT IN MINNESOTA

*Gary R. Schoener, M.Eq., Licensed Psychologist & Executive Director,

Walk-In Counseling Center

INTRODUCTION
In the fall of 1967 Prosenjit Poddar came from India to attend the U. of Calif. at Berkeley.  The following fall he met and fell in love with Tatiana (known as Tanya) Tarasoff whom he met at folk dancing classes.  Her friendliness and a New Year's Eve kiss convinced him she shared his deep affection, but she did not.  She refused an intimate relationship.  Her rebuff helped trigger a severe emotional crisis -- he was depressed, wept, and withdrew.  His friends were very concerned about him.

His emotional adjustment reportedly improved during the summer of 1969 when she went to Brazil, and friends convinced him to seek counseling.  He sought treatment at Cowell Memorial Hospital, an affiliate of the U. of Calif. at Berkeley, and after seeing  psychiatrist for intake began therapy with a psychologist, Dr. Lawrence Moore. During a therapy session on Aug. 18, 1969 he told Dr. Moore that he intended to kill Tanya when she returned from Brazil.  Two days later Dr. Moore consulted with Drs. Gold and Yandell, psychiatrists, and they agreed that Poddar should be involuntarily committed. (This occurred only two months after the passage of the commitment law and both law enforcement and mental health professionals were inexperienced in its use.) 

Dr. Moore asked the campus police to pick up Poddar, and followed up with a letter indicating that he was undergoing an acute and severe paranoid schizophrenic reaction and that he was a danger to others.  The campus police detained Poddar but did not commit him, judging that he appeared rational and given the fact that he promised to avoid Tanya.  The director of the psychiatry department asked the police to return Dr. Moore's letter, ordered that the case notes be destroyed, and ordered that no more attempts be made to commit Poddar.

Tanya returned, unaware of any potential danger.  Poddar, meanwhile, had convinced Tanya's brother to share an apartment with him -- only a block from Tanya's residence.  On Oct. 17, 1969, Poddar went to her house to speak with her, but she refused.  He became insistent and she screamed, at which point he shot her with a pellet gun.  She attempted to flee but he caught her and repeatedly stabbed her with a kitchen knife, killing her.  He then returned to the house and called the police.

In his trial, Poddar used an insanity defense but was convicted of second degree murder.  However, the verdict was reversed on appeal based on an error by the judge in his jury instructions.  Poddar was released and returned to India.  Forensic psychiatrist Alan Stone (1976) reported that Poddar claimed in a letter to be happily married after his return to India.  The family sued, arguing that the professionals had failed in two duties: (1) duty to commit and (2) duty to warn Tanya.  The California Supreme Court issued an opinion in 1974, but reviewed its own decision and issued a second one in 1976 which superseded the first. This is often called Tarasoff II and it is the definitive ruling.  The defendants were exonerated on the commitment issue, but found to have failed in a duty to warn her of the danger. 

VandeCreek & Knapp (1993)  note that  such a duty was not new in tort law, citing earlier cases against psychiatric hospitals. However, Tarasoff did extend this duty to outpatient care. Brooks (1997) has discussed its application in substance abuse treatment programs where different confidentiality rules apply due to federal rules & statutes.


THE MINNESOTA STATUTE
Chapter 380 of Minnesota Statutes went into effect on August 1, 1986.  This statute created a duty to warn of or take reasonable precautions to provide protection from violent behavior threatened by a psychotherapy client.  It covered psychologists, school psychologists, nurses, chemical dependency counselors, and social workers who are licensed or who performed psychotherapy within a program licensed or established in connection with a state statute. 

However, although this statute referred to a number of professions, it was actually part of the Psychology licensure law.  In 1996, as part of a "housecleaning bill" from the Board of Psychology, a change was made limiting the application of this section to licensed psychologists .  This has left some ambiguity as to the nature of the duty for other professionals and as to what protection they have if they carry out the duty. 

The Social Work licensure statute, subpart 5.D. states:  When a licensee has reason to believe that a client presents clear and immediate danger to an individual or society, the licensee has the duty to warn the potential victim and the appropriate authorities.  A licensee shall communicate this warning with or without the client's consent.  The NASW Code of Ethics which went into effect at the beginning of 1997, for example, states in Section 1.07 Privacy and Confidentiality:

(c) Social workers should protect the confidentiality of all information obtained in the course of professional service, except for compelling professional reasons.  The general expectation that social workers will keep information confidential does not apply when disclosure is necessary to prevent serious, foreseeable, and imminent harm to a client or other identifiable person or when laws or regulations require disclosure without a client's consent.  
Thus, instead of three different standards, social workers only have two to contend with.  The licensure statute can apply to either an individual or society, but there is no definition of "society."  The action to be taken refers only to a "potential victim."  Notification of BOTH the victim and appropriate authorities is required. [In the earlier statute, in effect for the past ten years, one was directed to contact the potential victim, and to contact law enforcement only if unable to make contact with the victim.]

Under the statute for psychologists, the duty exists when either the client or other person (defined as an immediate family member or someone who personally knows the client and has reason to believe the client is capable of and will carry out the threat) informs  the psychologist, of the threat.  The social work standard only refers to "reason to believe" and is silent on sources of information.  

The Medical Practice Act does not address this issue.   As regards psychiatrists or other physicians, case law has "...limited a physician's duty to warn to cases where the patient makes specific threats against identifiable third parties." [McElwain v. Van Beek, 447 N.W.2d 442 (Minnesota Court of Appeals 1989)].  The Marriage & Family Therapy practice act does not cover it nor does the licensure law for Substance Abuse and Alcoholism Counselors. But Minnesota Statutes 595.02, subd. 1(i) grants an exception to confidentiality in order to warn of clear and imminent harm.

PROTECTION IN THE MINNESOTA STATUTE 

This statute was developed as an alternative to waiting for case law to develop in Minnesota as it did with the Tarasoff case in California in the early 1970's.  As amended in 1996, it provides specific protection ONLY TO LICENSED PSYCHOLOGISTS against any causes of action (e.g. civil suit, licensure complaint) directed at you as a practitioner for failure to predict or prevent violent behavior--except when a specific, serious threat against a clearly identifiable potential victim is communicated.  This is very helpful given the growing number of claims against mental health professionals for failure to predict violence.  Furthermore, the psychologists' is specifically discharged when you communicate the threat to the intended victim or to the police.

As a result of an effort by the Minnesota Chapter of NASW, The Minnesota legislature passed and the governor signed a bill into law Minnesota Statutes 2000, Section 148B.281 to include social work licensees and their clients in section 148.975.  So, as of 1 August 2000 BOTH SOCIAL WORKERS AND PSYCHOLOGISTS HAVE THE SAME PROTECTIONS BUT OTHER MENTAL HEALTH PROFESSIONALS DO NOT.  

Psychologists and social workers (as of 2001) are also protected against any cause of action arising out of your good faith effort to discharge this duty.  The law specifically protects you from liability for "disclosing confidences to third parties", and other liabilities such as if your warning an intended victim resulted in that person doing harm to your client.  AGAIN, OTHER COUNSELING PROFESSIONALS WOULD HAVE A GOOD DEFENSE IN SUCH CASES, BUT NOT THE STATUTORY PROTECTION.  So, for psychologists licensed in Minnesota, or other Minnesota - licensed professionals seeking some 

guidance, the basics of the  current Minnesota Statute are presented in the box below.  

The threat must be:

(1) a serious specific threat of harm...
                                                (2)  against a specific, clearly identified victim


  When in your professional opinion both of the above conditions are present, your duty
   is to make reasonable efforts to communicate the threat to:

 (1) the potential victim, or

( 2) if unable to make contact with the potential victim, to  the law enforce​ment agency
closest to the potential victim or the client making the threat.
PROFESSIONAL ETHICS & LICENSURE STANDARDS

Various professional codes of ethics have sections which pertain to the duty to warn or protect. Note that many of them refer vaguely to legal mandates. The Ethical Principles of Psychologists and Code of Conduct of the American Psychological Assn. indicates in section 5.05 Disclosures that:

5.05(a)  Psychologists disclose confidential information without the consent of the individual only as mandated by law, or where permitted by law for a valid purpose, such as....(3) to protect the patient or client or others from harm...

The ACA Code of Ethics and Standards of Practice of the American Counseling Association, likewise, indicates in section B.1. Right to Privacy, that:

B.1.c.  Exceptions.  The general requirement that counselors keep information confidential does not apply when disclosure is required to prevent clear and imminent danger to the client or others...

The NASW Code of Ethics of the National Association for Social Work, in section 1.07 Privacy and Confidentiality, states:

1.07(c)  Social workers should protect the confidentiality of all information obtained in the course of professional service, except for compelling professional reasons.  The general expectation that social workers will keep information confidential does not apply when disclosure is necessary to prevent serious, foreseeable, and imminent harm to a client or other identifiable person...

The Code of Ethics of the Clinical Social Work Federation, in section III. Confidentiality, states:

III.(b)  Clinical social workers know and observe both legal and professional standards for maintaining the privacy of records, and mandatory reporting obligations.  Mandatory reporting obligations may include, but are not limited to.....the duty to take steps to protect or warn a third party who may be endangered by the client(s).....

THE ALCOHOLISM OR SUBSTANCE ABUSE COUNSELOR

The substance abuse counselor is generally working for a program which comes under the requirements of 42 Code of Federal Regulations (CFR) based on the Drug Abuse Prevention, Treatment and Rehabilitation Act (42 U.S.C. 290).  While limited to "federally assisted" drug abuse treatment programs, this includes any program which receives even some funds from any unit of government (local, state, federal), through federal programs such as Medicaid or Medicare or Social Security, or which is tax exempt.  This law and rules, in general, do not permit breaking confidentiality based on a state law or professional mandate to warn of intended violence.  Thus far only one ruling has addressed this potential conflict between state law and federal law (Hasenie v. United States, 541 F. Supp. 999, D.Md.1982) and that came down on the side of federal rules taking precedence.  The relatively new licensure law for alcohol and drug counselors in Minnesota requires that they follow these rules even if they are not working in a facility which is covered by them.

It has been suggested by some that the federal rules might be circumvented to some degree if the counselor does not reveal that the person is a client of a drug abuse treatment or assessment program. However, as a practical matter there are a few other options:

(1)
If the client is a minor who is applying for admission to the program, and you ask them for a release to share the information with their parent or guardian, if you do not believe that he/she is using good judgment in denying permission, you can contact the parents with your concerns about the violence potential.

(2)
If the client commits a violent act on premises or threatens to do so to staff of the program, it is permissible to contact law enforcement under the existing rules.  (Note that this does NOT permit contact with the potential victim -- only law enforcement.)

(3)
If the client is in a criminal-justice connected program with a standing release to talk to a probation officer or some other correctional official, one can talk to the authorized parties.

(4)
If none of these is present, another option is cited by Brooks (1997, pp. 893-94), namely that the program should at least try to make the warning in a manner that does not identify the individual as an alcohol or drug abuser.    

THE CURRENT SITUATION
(1)
If a client makes what you believe to be a serious threat to kill or seriously injure someone, including a suicidal threat which involves reckless behavior (e.g. car crash) which might harm a third party, it becomes high priority to do what you can to try to prevent this from occurring.

(2)
You should attempt to intervene clinically, through therapeutic intervention, attempting to calm the person down, get them to rethink their course of action, etc.;

(3)
If appropriate, you should consider the use of a hold or involuntary commitment;

(4)
If possible, and practical, you should consider alerting the potential victim (especially if he/she is a family member) to the danger during a family session or family meeting;

(5)
But, if there is no other option, you should contact the intended victim and/or law enforcement, depending on what you think is the best way to try to avert an incident or provide for protection.

6)
You should document the basis for your actions and decisions as soon as is practical, and obtain consultation & document it also. 

(7)
Most "duty to warn" statutes limit themselves to clearly identifiable individual victims.  However, in the case a terroristic threat against a class of people (e.g. serious threat to shoot "rich people in the suburbs"), people in a given location (e.g. "those bastards down at the government center" or "the ____ who put me in prison"), or "anyone who gets in my way when I go down to that shelter and take my kid back from those social service meddlers," or some other group, most professionals agree that one should contact the authorities or take some action.  

(8)
While no profession has been shown to be able to predict violence with any degree of certainty, one should be mindful of the fact that some factors would tend to indicate seriousness of a threat:

a.
A detailed plan of violent action which the client reveals to you;

b.
A specific threat which seems convincing to you;

c.
A history of past violent behavior, or past careless behavior such as reckless drunken driving which appeared suicidal or homicidal

d.
A "close call" for such behavior in the past

e.
Anything which would indicate desperation or that the client doesn't care about living, or about consequences, anymore
(9)
One should disclose as little confidential information as possible to provide for the warning and for protection.  Details of one's therapy, the patient's diagnosis, etc. would not seem relevant.  However, the client's articulated plan of action, their current location, place of residence, or even their current appearance may all be relevant.  See the next section.

WHAT IF THE THREAT IS MADE DURING A SESSION OR PHONE CONFERENCE WHERE THE INTENDED VICTIM IS PRESENT?

Unfortunately, the codes of ethics and available law do not specify that the threat needs to be latent -- that is, not known to the intended victim.  So, if the threat occurs during a session when the intended victim is present, I would recommend the following:

(1)
Draw the intended victim's attention to the threat in case they missed 


it.

(2)
Indicate that you hear it as a serious threat and hope that the intended victim takes it seriously, and takes whatever precautions seem in order.

(3) Document clearly in your notes that you carried on this discussion and that you alerted the potential victim to your view of the potential danger and their need to take precautions and to continue to reassess their risks….ones that you can’t really assess for them.

WHAT HAPPENS NEXT?  THE AFTERMATH OF THE WARNING
The NASW Code of Ethics which went into effect at the beginning of 1997, when referring to duty to warn and protect type situations, states in part:

1.07(c)
...In all instances social workers should disclose the least amount of confidential information necessary to achieve the desired purpose; only information that is directly relevant to the purpose for which the disclosure is make should be revealed.

This sounds straightforward and reasonable and would be consistent with codes of ethics for other professions.  However, in practice it is far more difficult to judge how much information is "directly relevant."  Unforeseen in ethics codes and statutes is the terrorizing effect that such a warning may have on the person being warned.  Contrary to the focus of the professional literature, receiving such a warning may  have some very negative side-effects.  The story below is true with a few details changed for disguise:

Mr. Smith picked up the phone.  A man claiming to be a therapist, whose name he didn't recognize, was on the phone.  The man indicating that he was calling because of some sort of ethical (or was it legal?) duty to warn him of a serious threat.  He said that a woman named Joan Dawes said she was going to shoot him and his family.  Mr. Smith was bewildered, and to make matters worse, didn't know who Joan Dawes  was.

He tried to get more information but the "therapist" appeared reluctant to say much else.  Finally he got him to reveal that "Joan Dawes" was his estranged stepdaughter who had apparently changed her name.  He had no idea that she was back in town....and immediately wondered where she lived and worked.  He asked about precautions, the seriousness of the threat, why the therapist had not had Joan committed on a 72 hr. hold, etc. but the therapist would say no more.

A week has gone by and Mr. Smith and his family are living in terror.  They have barely slept.  Calling the police did not help much.  What little the police were able to get out of the therapist didn't provide grounds to take any action.  In fact, even if they were to have a "talk" with Joan Dawes they indicated that this might only serve to make her angrier at them, at Mr. Smith, and at the therapist. 

Regrettably, the story above is a true story with a few details and names altered.  The literature contains no discussion as to what should be communicated and what the outcome of doing such a duty might be.  A cynic might even note that if one wanted to truly terrorize someone, the best thing one could do is to make a convincing threat about them to a therapist and then watch while the therapist terrorizes them with such a "warning."  So, put yourself in the position of the person receiving the phone call and think about what information might help you deal with what you are about to learn. 
CASE EXAMPLES:

Please note that no two cases will ever be exactly alike and that you can't judge a case from a writeup alone, since it requires a judgment as to seriousness of threat.  This can only be made if you are on the scene or at least have a good deal of information about what was known at the time, how the client appeared, the tone of voice, past history, etc..  

The examples below are from real cases whose facts have been slightly altered for disguise.  These are examples--not models
Case 1:
An 18 year old man living on the edge of the law talked about his obsession with chopping off his father's head using an ax which was in his basement.  The man resisted attempts to arrange a family session and stormed out angrily.  The counselor, after brief consultation, immediately called the client's father to warn him and also suggested that the father try to talk him into a family session.  This was seen as a duty to warn situation.

Case 2:
A client came in giving a name he indicated was fictitious.  He believed his wife might be having an affair, although the evidence wasn't convincing.  Her said that, if she did have a boyfriend and he caught him, he'd shoot him.  He claimed to be the secretary of a local right-to-bear-arms group and to have many weapons at home. The Executive Director was consulted in making the decision. This incident was judged not to require a warning, because the intended victim was not a specific person and in fact might not even exist. In addition, it was noted that it would require some detective work to try to identify the parties involved, including the client's true identity, and that a mistake could be easily made if any of the information the client provided was not accurate.  

Case 3:  An angry client came in saying she was going to shoot her supervisor at work in the mouth.  During the session she cooled off considerably.  She admitted she didn't possess a gun and had no plans to buy one.  After consultation with the Clinic Director, the counselor decided there wasn't a duty to warn because no serious threat to the supervisor existed.

Case 4:  A psychotic client stormed out of the counseling center saying he was going to bomb a public building.  He had a history of violence and had constructed bombs in the past.  There was no "duty to warn"  based on the statutes in the absence of a specific victim.  However, it was deemed to be a situation where danger to third parties was significant, and the police were contacted and indeed the man was intercepted heading towards the public building with an explosive device.

Case 5:  A client stormed out of a counseling center saying he was going to kill himself by jumping off a local bridge.  The counselor contacted the police, giving the client's physical description and identifying the bridge.  The counselor prevented the client from jumping.  This incident was not a "duty to warn", as covered by the statute, but was viewed as a reasonable action when reviewed later.
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Duty to protect with HIV-Positive patients





	The spread of AIDS has given rise to questions concerning the responsibilities of psychologists when dealing with HIV-positive patients who represent a threat of infections to others. State laws regarding reporting of HIV status differ considerably from those regarding patients who threaten to assault others. Psychotherapists in some states are prohibited from warning identifiable victims of persons who are HIV-positive, the case law on a “duty to warn” with HIV-positive patients are just emerging. Although we have been unable to find any case where psychologists or other mental health professionals were held liable for failing to warn an identifiable third party of a danger of HIV transmission, such a finding is conceivable in most jurisdictions, based on long-standing precedents requiring physicians to notify identifiable third parties of contagious diseases. See review by Bateman, Y. (1992). Liability of doctor or other health practitioner to third party contracting contagious disease from doctor’s patient. American Law Reports, 5, 370-393.





Clinical Recommendations: Even in jurisdictions, which permit the issuance of a warning with JIV-positive patients, psychologists need to ask themselves several questions before making a “knee jerk” decision to warn (California Psychological Association AIDS committee, 1994; Hook & Cleveland, 1999; Knapp & VandeCreek 1990; Schlossberger & Hecker, 1996):


	


Does the psychologist know of an identifiable individual who is at immediate   


risk?


At times the risk may be high and the victim easily identifiable, such as when an HIV-positive patient states that he or she is having unprotected sexual relations with a partner who is unaware of the patient’s infectious status.  AT other times, clear evidence may be lacking.  The risk also may be extremely low or the evidence unclear.  An example of unclear evidence would be when a patient who has frequented prostitutes but has not been tested for HIV is having sexual relations with a live-in partner.  Also of importance is whether sexual or needle-sharing partners know that they are at risk.





Has the psychologist given adequate time for psychotherapy to work?


Does the psychologist understand the patient’s reluctance to disclose?


Patients may lack information about HIV or fear abandonment or social rejection (Kozlowski, Rupert, & Crawford, 1998).  Psychologists should place their primary emphasis on using effective psychotherapy to get the patient to change their behavior voluntarily and/or to notify partners voluntarily.  Attention should be given to the feelings and fears that make disclosure difficult.





Recent research has shows that some psychotherapeutic interventions have been successful with patients infected with HIV.  See Franzini, Sideman, Dexter, & Elder, 1990; Kelly, 1995; National Institute of Mental Health Multisite HIV Prevention Trial Group, 1998.  These exemplary programs rely on a combination of communications training, social support, stimulus control, cognitive restructuring, and education.  The outcomes appear encouraging and follow-ups show that progress can be sustained, although some relapse should be anticipated. Utilization of the programs identified here does not guarantee that behavior change will occur; nonetheless, these research outcomes are so promising that psychologists should implement these or similar behavioral –change programs rather than assuming that high-risk behavior is unchangeable.  





Psychologists working with HIV-positive patients are wise to get consultation to ensure that they are delivering services consistent with the needs of their patients.





If it is decided to warn an identifiable party, it is prudent, if feasible, to inform the patient that the contact is going to be made and to secure the patients consent or to make the warning with the patient present.  Candor and openness reduce the patient’s suspicion about what might have been said and may reduce the harm to the psychotherapeutic relationship.  If the patient does not consent to the disclosure, then the psychologist should be especially careful to disclose only the minimal amount of information to effectuate the warning.  Several states have “partner notification” programs where trained stated employee will notify partners at the request of the patient.
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