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Ethics for Mental Health Professionals 
 
Introduction 
 
 Most mental health professionals have a working definition of ethics which is 
simply: “The rules of conduct of my profession”.  Our professional codes of ethics often 
add a word like “enforceable” to further delineate the importance of professional ethics. 
The American Psychological Association (APA) code of ethics, for example, defines 
ethics as “enforceable rules for conduct as psychologists.” Ethical standards are 
generally written in broad statements and apply in varied roles and contexts. The APA 
guidelines remind us that ethical standards are not exhaustive and even when conduct 
is not specifically addressed by an ethical standard it does not mean that the conduct is 
necessarily either ethical or unethical. 
 
 While this type of definition is generally clear, what sometimes becomes less 
clear is the comprehensive role that professional ethics play in our daily lives as 
psychologists, social workers, counselors, and therapists. When asked what ethical 
issues they have recently faced, many people in these fields are unable to point to any 
recent ethical dilemmas.  In reality, that is rarely the case and often we have 
internalized ethical principles to such an extent that we don’t stop to ponder whether a 
decision we make has ethical ramifications. 
 
 Take a recent example that occurred for the author of this material. When 
working with an adolescent client who had been slow to connect (but now had), the 
adolescent revealed in session that a close friend of hers was a client that the author 
had seen previously and who was now in residential treatment. The client in treatment 
had the clear expectation of returning to the therapist upon discharge. The dual 
relationship was purely coincidental and the current client was unaware of it. Many 
issues are apparent here, including the ethical issue of dual relationships as well as a 
myriad of therapeutic issues. 
 
 While it was important to consult colleagues on this issue, it was equally 
important to review the relevant ethical standards that apply here. A course such as this 
provides such an ethics refresher, and asks the learner to reflect on times in which 
ethics concerns have arisen in the course of professional practice.  
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Participants in this training are encouraged to reflect on the questions contained 
prior to each section before reviewing the material within the segment. A key part of 
learning and reflection is to develop sound ethical judgment. Some guidelines for this 
are listed below: 
 
•  Familiarize oneself thoroughly with established standards 
•  Be sensitive to ethical problems as they arise, and take into account the complexity 

of these issues 
•  Remember that ethical decision-making is an evolutionary process that requires 

being continually open and self-critical 
 
 Educational Objectives: 
 

1. Respond to common ethical dilemmas. 
2. Discuss the link between ethical and legal issues as well as how common 

ethical issues occur. 
3. Define confidentiality, and discuss informed consent and limits of 

confidentiality (including age of consent). 
4. Discuss mandated reporting laws. 
5. Outline the goals of the Health Insurance Portability and Accountability Act 

and determine whether you are considered a “covered entity.” 
6. Discuss advertising and ethics. 
7. Discuss the Tarasoff and Ewing rulings related to the professional Duty to 

Warn. 
8. Discuss the issue of competence and the steps a provider should take to 

maintain competence. 
9. Discuss issues related to informed consent. 
10. Discuss the dynamics of dual relationships. 
11. Discuss issues related to sexual relationships with clients including harm to 

therapist and client. 
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Ethics vs. Law 
 
Questions to consider:  
Describe a recent situation you had in which ethical and legal standards came into 
conflict. 
 
 
 
 
 
Why are ethics important? 
How do ethical problems occur? 

 
Many ethical issues faced by mental health professionals involve legal issues. All 
mental health professionals are bound both by their professional ethical codes and by 
the laws of their respective states. This may be a good time to re-familiarize yourself 
with relevant state standards. Ethical decisions in mental health that involve legal 
issues do not always involve ethical dilemmas. In many cases such decisions are 
compatible with both legal and ethical standards.  
 
However, other situations are more difficult ethical dilemmas, particularly when 
clinicians’ decisions are compatible with legal standards but not consistent with 
prevailing ethical standards or vice versa. In reading the following training material, 
such conflicts will be highlighted. It is important for professionals to use their own 
judgment or to seek consultation with colleagues when such conflicts arise (Reamer, 
2008).  

 
How Do Ethical Problems Occur? 
 

Both law and ethics provide the boundaries through which to consider the many 
potential conflicts that may occur in a therapeutic relationship. Mental health 
professionals have a responsibility to the clients they serve. Although the scope of 
services may vary, the fundamental need to protect a clients’ interests does not. Ethical 
dilemmas occur frequently; ethical problems also occur but can be reduced through 
vigilance on the part of the provider and knowledge of ethical and legal codes. 

 
The following is a list of some common reasons that ethical problems occur. As 

you will note by reading the list, some of these things are in the providers’ control and 
others are not. 
 
How do ethical problems occur? 

 People are human and make mistakes 

 Clients misreport 

 Inexperience 

 Ignorance 



Ethics for Clinicians  p. 4 

ce4less.com ce4less.com  ce4less.com  ce4less.com  ce4less.com  ce4less.com 

 Unpredictable /unforeseen situations 

 Foreseen, but no way to avoid them 

 Inadequate agency policies 

 Guidelines not adequate for situation 

 Ethics in conflict with law 
 
 By keeping these reasons in mind, it is easier for the practitioner to avoid ethical 
pitfalls. The intersection between ethics and the law is a topic of particular interest. 
Therefore, the following sections of this document will consider ethical and legal issues 
related to the practice of psychology, counseling, marriage and family therapy and 
social work. 
 
 

Confidentiality 
 
Questions to consider:  
Describe a recent situation you had in which confidentiality was a central issue. 
 
 
 
Why is confidentiality so important? 
Are there times in which maintaining confidentiality proves to be limiting? 
Would you like to see additional exceptions to confidentiality mandates? 
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Case Study 
 
 John, a 16-year-old high school junior, has been in treatment with clinical social 
worker Sandra Connell for the past year. She has become increasingly concerned by 
his depression and has noted some signs that tell her that he is considering suicide. 
Sandra asks that they have a family session with John’s parents to discuss the 
situation. She reminds John that it is a legal and ethical mandate that she get John help 
given the seriousness of the situation. John is very resistant and angrily storms out of 
the office when Sandra tells him that she will be contacting his parents. Did she handle 
this situation well from a therapeutic standpoint? Did Sandra handle the situation well 
from an ethical standpoint? 
 

 Confidentiality is a therapeutic, legal and an ethical issue. At first, 
confidentiality would seem like a simple topic to discuss but as the case above 
illustrates, it is actually a very complex issue. Despite the complexity, confidentiality is 
central to developing a trusting and productive counseling relationship. Confidentiality 
refers to the nature of information shared in therapy sessions as well as contents of a 
patient’s medical records. Although many of the factors related to confidentiality are 
familiar to mental health providers, this it is central to a mental health professional’s 
practice (Bond, 2011, Brendel et al. 2010). 

 
 Confidentiality is also a leading cause of ethical complaints. Pope and 

Vasquez’s (2007) study of ethics complaints found that failing to protect client 
confidentiality was the fourth most frequent basis of disciplinary action. Kenneth Pope’s 
(2003) review of malpractice claims also found breech of confidentiality to be a leading 
cause of litigation.  This is particularly concerning as confidentiality is central to 
developing a trusting and productive therapeutic relationship. Other authors have also 
discussed the importance of protecting patient confidentiality. (Bond, 2011, Brendel et 
al. 2010). 
 

Mandates related to confidentiality are found in the ethical codes of all 
professions. The NASW Code of Ethics, for example, states: “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 
mental health professionals keep information confidential does not apply when 
disclosure is necessary to prevent “serious, foreseeable, and imminent harm” to a client 
or other identifiable person. In these instances, professionals 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 made 
should be revealed. This is open to some degree of discretion on the part of the 
treatment professional. In the case above, for example, Sandra could disclose her 
concerns to John’s parents, and seek their help in arranging for hospitalization, but 
could choose not to provide them with specifics of information shared in therapy such 
as the stressors that have resulted in John’s suicidal ideation. 
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One of the primary considerations in looking at confidentiality is maintaining the 
privacy of client disclosures shared in therapy. Many clients are unaware of the degree 
of confidentiality that they can expect and it is important to let them know that although 
it is not permissible for a mental health professional to share their disclosures with third 
parties without the client’s written consent (verbal consent can be given in emergency 
situations only), there are exceptions to this rule. It is the mental health professional’s 
responsibility to define the degree of confidentiality that can be promised. Generally 
speaking, it may be helpful to have clients sign a written statement that includes 
information about limits to confidentiality. A client should understand in advance the 
circumstances under which the therapist is allowed to disclose information (see 
Informed Consent).  

 
Under most state laws there are several exceptions to the confidentiality of 

psychotherapy. The primary exceptions to confidentiality concern harm to self or others: 
 

Where there is a reasonable suspicion that a client is likely to harm him or 
herself unless protective measures are taken. 
 
Where there is a reasonable suspicion of child abuse or elder adult physical 
abuse (see Mandated Reporting section); 
 
Where there is a reasonable suspicion of the potential for danger of violence to 
others (see Duty to Warn section); 

 
In all of the above cases, the mental health provider is legally required to break 

confidentiality in order to protect a client or someone they might endanger. In most 
states, there is no privileged communication if the therapist has reasonable cause to 
believe that the client is in such a mental or emotional condition as to be dangerous to 
himself or to the person or property of another and that disclosure of the 
communication is necessary to prevent the threatened danger. 

 
 Another important concern is confidentiality with regard to counseling services to 
families, couples, or groups. It is important for the provider to be specific with regard to 
confidentiality issues and to seek agreement among the parties involved concerning 
each individual’s right to confidentiality and obligation to preserve the confidentiality of 
information shared by others. This is particularly important if the provider will be 
meeting with any person on an individual basis.  
 
 In terms of group treatment, the mental health provider cannot guarantee that 
group members will keep information confidential and this information is important to 
share with all group members in advance of group psychotherapy. For an interesting 
discussion of group psychotherapy privilege see Morgan (2006). 
 
 In addition to confidentiality of therapeutic disclosures among clients there is the 
issue of third party disclosures. Some of these issues have changed based on the 
Health Insurance Portability and Accountability Act (HIPAA) and this will be discussed 
in a subsequent section. Clients must be told in advance if there is information that will 
be shared with third parties, such as sharing a diagnosis or other information with an 
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insurance company in order to receive payment for rendered services. If the provider 
works in an agency or group setting, there may also be information shared among 
members of a treatment team.  
 
 Confidentiality also extends to clinical records. Privilege is the legal right of 
keeping clinical records confidential.  
 
 This raises the question of confidentiality with regard to legal proceedings. If the 
issue of a client’s mental health or psychological treatment is raised during the course 
of a lawsuit, a mental health provider might be forced by the court to reveal the details 
of the client’s treatment. This is a situation in which law conflicts with ethics. Let us first 
turn to the NASW Code of Ethics, which states: “Social workers should protect the 
confidentiality of clients during legal proceedings to the extent permitted by law. When a 
court of law or other legally authorized body orders social workers to disclose 
confidential or privileged information without a client’s consent and such disclosure 
could cause harm to the client, social workers should request that the court withdraw 
the order or limit the order as narrowly as possible or maintain the records under seal, 
unavailable for public inspection.” Although it is ethically preferable, then, not to reveal 
treatment information, this may still be required by the court. 
 
 As with any situation in which there is an intersection between legal and ethical 
concerns, mental health providers can seek the consultation of a trusted colleague to 
help determine a course of action. 
 
 

Confidentiality and Minors (Age of Consent) 
 
Questions to consider:  
Describe a recent situation you had in which confidentiality with an underage client was 
a central issue. 
 
 
 
 
What are some special considerations in treating minors? 
At what age and under what conditions should a minor be able to consent to treatment? 
Do parents always need to be involved in a minor’s treatment? If no, when should they 
not be involved? 

 
Case Study 
 
Cara Clark, CSW, works for a community mental health center. During a walk-in day 
she assesses Dawn, a precocious 13-year-old, who shares that she is seeking 
treatment due to severe depression. She has had intermittent suicidal thoughts, 
however states that she can contract for safety at this point. Dawn states that her 
parents do not approve of counseling but that she feels that she will get worse without 
this treatment. Although Dawn is not completely forthcoming, Cara believes that her 
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home situation is unhealthy and may be abusive, although she does not believe that 
Dawn is in current danger. Although Cara knows she must consult on this case with a 
supervisor, she decides to offer Dawn an appointment for outpatient therapy. She will 
further assess whether a report needs to be filed with social services. 
 
Can Dawn consent to treatment? What are Cara’s obligations with regard to parental 
notification?  
 
 Another important confidentiality issue concerns minors’ rights to confidentiality 
and to consent to treatment. The term "age of consent" refers to laws related to the 
medical and legal rights of minors and is the age at which a minor can consent to 
medical care without being required to notify their parents or obtain authorization for 
care. This is not about the age of consent regarding sexual behavior. Other consent 
laws govern sexual behavior.  
 

Most states have specific laws regarding age of consent, and it is important that 
practitioners know the specific laws for the state(s) in which they practice. According to 
Benkhe and Warner (2002) minors generally cannot consent to treatment; a parent or 
guardian consents on the minor's behalf. There are exceptions however. Some states 
allow minors whom the law deems mature, such as those who are married or in the 
armed services, to consent to treatment, and sometimes minors may consent to 
treatment for substance abuse or sexually transmitted diseases. It is important for 
clinicians to be familiar with the laws in the states in which they practice. 

 
 It is also important to note that while many age of consent laws refer to content 

for mental health treatment, there are often different standards with regard to consent 
for psychotropic medication or inpatient hospitalization.  
 

There are also confidentiality considerations. A parent who consents on the 
minor's behalf generally has the right to know the content of the child's treatment.  The 
APA Ethical Guidelines, Standard 4.01, "Structuring the Relationship," states that 
"Psychologists discuss with clients or patients as early as is feasible in the therapeutic 
relationship...the nature...of therapy, fees, and confidentiality." Standard 4.02, 
"Informed Consent to Therapy," states that when an individual cannot provide informed 
consent (such as a minor), psychologists "consider such person's preferences and best 
interests." Standard 4.03, "Couple and Family Relationships," states that psychologists 
"attempt to clarify at the outset (1) which of the individuals are patients or clients and (2) 
the relationship the psychologist will have to each person." 

 
 It is generally advisable to discuss these issues with all parties, parents, 
adolescents, etc. in order to allow for a balance between an adolescent’s need for 
privacy with parental needs for treatment information.  
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Mandated Reporting 
 

Questions to consider:  
Describe a recent situation you had in which reporting child/elder abuse was a central 
issue. 
 
 
 
 
Do you always report suspected cases of child/elder abuse? Why or why not? 
Why is mandated reporting necessary? 
Are any professional or ethical difficulties that arise from the need to be a mandated 
reporter? 

 
Case Study 
 

Vicki, a social worker in private practice sees Eric, and 8-year-old boy for the first 
time. His parents described “hyperactive” behavior and a propensity to get into trouble, 
some classic symptoms of ADHD. The evaluation today was at the request of the 
school, which had also noted the difficulties expressed by Eric’s parents. Vicki first 
meets with the family, noting that Eric actually appears quite withdrawn. There was little 
eye contact between Eric and his parents and at times he appeared to physically shrink 
away from his mother. Vicki does not see any evidence of hyperactive behavior, but she 
does recognize that sometimes this is not evident on first meeting a child. Vicki does 
note several bruises on Eric’s arms and legs, which Eric’s mother states are a result of 
rough play. They also state that Eric has been known to lie, and that he has done so in 
the past with school authorities. Eric’s parents reluctantly agree to Vicki spending time 
alone with Eric. In meeting individually with Eric, he makes reference to “hitting” and 
“screaming.” Suspicious, but uncertain what she was seeing, Vicki decides to assess 
the case further. She was later alerted by a local hospital that Eric had been admitted 
due to multiple fractures.  

 
Gena is a social worker who has just started consulting with a geriatric day 

program. The group facilitator calls Gena to express concerns about Adele, a 68-year-
old woman who has a dementing process. The program has noted that she becomes 
fearful and agitated when leaving for home at the end of the day. They have attempted 
to express their concerns with Adele’s son, Ronnie, but he has not returned their calls. 
They have not seen any signs of bruises, and Adele is well-nourished. 

 
As these cases illustrate, child and elder abuse is a special area of concern for 

mental health professionals. The first child abuse and reporting law was enacted in 
California in 1963. This law pertained only to physicians, and covered the reporting of 
physical abuse. Since this time, the definition of mandated reporters has expanded, as 
has the type of abuse that must be reported. Mandated reporters are professionals 
who, in the ordinary course of their work and because they have regular contact with 
children or other identified vulnerable populations (such as the elderly), are required to 
report suspicions of physical, sexual or other types of abuse.  In looking at this 
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definition it is evident that mental health professionals fall under the scope of mandated 
reporters. Today’s mandated reporting laws often pertain to child and elder abuse. 

 
Despite these mandates many professionals are uncertain when a report is 

required and practitioners vary in their understanding and opinions of these laws 
(Eisbach & Driessnack, 2010, Levi & Crowell, 2010) 

 
Although state laws vary, most states require that mandated reporters, such as 

psychotherapists, make a report of child abuse whenever a "reasonable suspicion" of 
abuse exists. An abuse report is mandated whenever a mental health provider learns 
about the abuse in his or her professional capacity. Many states also have mandated 
reporting laws that pertain to elder abuse, require that the individual report physical 
abuse, abandonment, isolation, financial abuse, or neglect of any elder or dependent. A 
report is required if the mental health professional observes or has knowledge of the 
abuse, or the patient reveals information about being abused.  

 
Examples of the types of child abuse covered under mandated reporting statutes 

include physical abuse, sexual abuse, neglect, willful cruelty, unjustifiable punishment, 
and unlawful, corporal punishment and injury. Some mandated reporting laws also 
require the reporting of instances where a child suffers, or is at substantial risk of 
suffering serious emotional injury.  

 
The term “reasonable suspicion” has created some confusion among mental 

health providers. If a therapist does not directly observe abuse but due to his or her 
training suspects that such abuse has occurred, he or she is required to report it. A 
discussion of some of the signs of child and elder abuse is found later in this section. 

 
There are a number of safeguards in place for professionals that report child 

abuse. Mandated reporters have immunity from civil and criminal liability. In addition, 
the reporter’s name made available to only specified persons or agencies.  

 
A mandated reporter that fails to file a report is generally subject to punishment 

such as misdemeanor criminal prosecution and fines. If harm comes to a child through 
the result of a professional’s failure to report abuse, even stiffer penalties may exist. 

 
 
Recognizing Child Abuse and Neglect: Signs and Symptoms 
 
The following signs of child abuse and neglect are provided by the Child Welfare 
Information Gateway (2007) 
 
Signs of Physical Abuse 
Consider the possibility of neglect when the child: 
 • Has unexplained burns, bites, bruises, broken bones, or black eyes 
 • Has fading bruises or other marks noticeable after an absence from school 
 • Seems frightened of the parents and cries when it is time to go home 
 • Shrinks at the approach of adults 
• Reports abuse to you or another adult caregiver 
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Signs of Neglect 
Consider the possibility of neglect when the child: 
 • Is frequently absent from school 
 • Begs or steals food or money 
 • Lacks needed medical or dental care, immunizations, or glasses 
 • Is consistently dirty and has severe body odor 
 • Lacks sufficient clothing for the weather 
 • Abuses alcohol or other drugs 
 • States that there is no one at home to provide care 
 
Signs of Sexual Abuse 
Consider the possibility of sexual abuse when the child: 
 • Has difficulty walking or sitting 
 • Suddenly refuses to change for gym or to participate in physical activities 
 • Reports nightmares or bedwetting 
 • Experiences a sudden change in appetite 
 • Demonstrates bizarre, sophisticated, or unusual sexual knowledge or behavior 
 • Becomes pregnant or contracts a venereal disease, particularly if under age 14 
 • Runs away 
 • Reports sexual abuse by a parent or another adult caregiver 
 
 
Recognizing Elder Abuse and Neglect: Signs and Symptoms 
 
Signs of Elder Abuse (Elder) 
 
There are signs of abuse, neglect or exploitation that might alert professionals to the 
possibility of problems. Although it is important not to take any of these signs as a 
“definite,” they should certainly be taken seriously.  There is also the difficulty that some 
of these things may not be signs of abuse, but of client report skewed by declining 
mental state. Here are some common indicators of elder abuse (Hazeldon, 2010; 
Helpguide.org, 2010): 

1. Sudden change in behavior   such as decreased grooming   staring vacantly,   fear, 
agitation or anxiety, unexplained crying, disorientation, depression, unusual behavior, 
such as   biting, rocking,   withdrawal or   shame. 

2. Discrepancies between a person's standard of living and his/her financial assets, or a 
depletion of assets without adequate explanation. Money or personal items that are 
missing without explanation, unpaid bills, reports of a new will or power of attorney. 

3. Withdrawn, apathetic, fearful, or anxious behavior, particularly around certain 
persons. The victim may suddenly and without explanation express a desire not to visit 
or receive visits from family or friends. 

4. Malnourishment, as evidenced by weight loss, including dehydration (cracked lips, 
sunken eyes), poor overall hygiene, over-sedation in session, inappropriate clothing, 
lack of healthcare appliances such as dentures or glasses. 



Ethics for Clinicians  p. 12 

ce4less.com ce4less.com  ce4less.com  ce4less.com  ce4less.com  ce4less.com 

5. Physical injuries, bruises, especially when not over bony prominences, unexplained 
or implausible injuries, multiple emergency room or physician visits, broken glasses. 

6. Reports of urinary tract infection, vaginal or anal bleeding. 

7. Medical needs not attended to. 

6. Sudden, unexplained changes in the victim's living arrangements, such as a younger 
person moving in to "care for" them shortly after meeting. 

It is frequently very difficult to detect abuse. Typically, abusive behavior occurs in 
private and the victim may be unwilling or unable to describe the attacks. When reports 
are made, they are frequently not believed. 
 
 
Signs of Elder Abuse (Caregiver) 
 
The following may be red flags indicating possible elder abuse. It is important to assess 
each situation on a case-by-case basis. 
 
1. Caregiver not wanting elder to be seen on his/her own  
 
2. Caregiver providing a different accounting of events (such as how elder received 
bruises, etc) than elder  
 
3. Lack of cooperation by caregiver for recommended treatment plan 
 
4. Caregiver attempts to isolate patient from family, friends, activities. 
 
5. Caregiver denying elder right to make decisions about care, living arrangements, etc.  
 
6. Observable behaviors, such as anger, and substance use. 
 
7. Dependence of caregiver on elder for financial support. 

 
 

Health Insurance Portability and Accountability Act (HIPAA) 
 
Questions to consider:  
Do you feel that we need federal laws governing the privacy of health information? 
Are you familiar with the Health Insurance Portability and Accountability Act (HIPAA)? 
Are you bound by HIPAA mandates? 

 
Case Study 
 
 Gina, a social worker at a community mental health center has recently attended 
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HIPAA training. When she returns to her office she notes a number of problems, 
particularly with regard to the patient file room, which is unmanned and unlocked. She 
discusses this with her supervisor, and is assigned the dubious role of being the point 
person for security. 
 
 The material covered thus far has focused on the issue of confidentiality at both 
ethical (per ethics codes) and state levels. Providers should also be aware of Federal 
statutes contained in the Health Insurance Portability and Accountability Act (HIPAA). 
This discussion is meant to provide an introduction to HIPAA, and providers are 
encouraged to read about HIPAA in more detail. The U.S. Department of Health and 
Human Services has exhaustive reference material available on their website 
(http://www.hhs.gov/ocr/privacy/index.html).  
  

If you are an individual mental health provider or work for a hospital, health plan 
or health care clearinghouse that transmits information electronically you are affected 
by HIPAA.  HIPAA provisions call these individuals or institutions “covered entities.” If 
you are not currently a covered entity it is still important to be familiar with HIPAA as its 
scope is expected to broaden in the future. 
 

HIPAA has several components: 
 

 Portability standards that ensure the continuity of healthcare 

 Privacy standards that govern the disclosure of protected health information 

 Security standards that protect the development and maintenance of health 
information 

 
HIPAA was established to protect the privacy of protected health information 

(PHI).  Broadly defined, protected health information is any information about health 
status, provision of health care, or payment for health care that can be connected to a 
person.   

The HIPAA Privacy Rule creates national standards to protect individuals’ medical 
records and other personal health information. 
 

 It sets boundaries on the use and release of health records. 
 

 It gives patients the right to examine and obtain a copy of their health records 
and to request corrections if data is incorrect. 

 
The Privacy Rule requires activities, such as: 

 Notifying clients about their privacy rights and how their information can be used. 
Providers are required to notify clients about Privacy Practices during their first 
session (notice of privacy practices) 

 Adopting and implementing privacy procedures 

http://www.hhs.gov/ocr/privacy/index.html
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 Securing client records containing individually identifiable health information so 
that they are not readily available to those who do not need them 

Access to the Patient Record 
 
Case Study 
 
 Rory and his wife had been seeing Seth Hunter, a licensed marriage and family 
therapist. The couple has since separated and both members of the couple desire to 
begin treatment with a new provider. They provide a written request to Seth, asking for 
copies of their psychotherapy notes. Seth responds to the couple in writing, stating that 
he believes that this would be detrimental to them but states that he would be willing to 
forward the notes to their new treatment provider. Is this legal and ethical? 
 
 Mental health professionals have long been aware of the need to keep patient 
records confidential. For example, the NASW Code of Ethics states: “Social workers 
should protect the confidentiality of clients’ written and electronic records and other 
sensitive information. Social workers should take reasonable steps to ensure that 
clients’ records are stored in a secure location and that clients’ records are not available 
to others who are not authorized to have access.” 

 
Although this ethical mandate continues to be applicable with HIPAA, there are 

additional factors that providers must take into account. First, it is important to define 
the medical/patient record and contrast this with psychotherapy notes. Generally 
speaking, minimum requirements for the patient record should consist of the dates of 
treatment sessions; fees and payments; clinical information such as diagnosis, 
treatment plan, records of any testing, and records gathered from other providers.  

 
According to HIPAA guidelines, mental health professionals can decide whether 

to release their psychotherapy notes to patients, unless patients would have access to 
their psychotherapy notes under state laws. Though the privacy rule does afford 
patients the right to access and inspect their health records, psychotherapy notes are 
treated differently. Patients do not have the right to obtain a copy of these under 
HIPAA. In addition, if a clinician denies a patient access to psychotherapy notes, the 
denial isn't subject to a review process, as it is with other records (Holloway, 2003). 

 
It is important to note that HIPAA's definition of psychotherapy notes states that these 
notes are kept separate from the rest of an individual's record. So, if a clinican keeps 
this type of information in a patient's general chart, or if it's not distinguishable as 
separate from the rest of the record, access to the information doesn't require specific 
patient authorization. According to the Department of Health and Human Services 
(HHS), it is sensible to keep the notes separate. 

 
Notice of Privacy Practices 
 

Another change that has occurred as a result of HIPAA is the need for individual 
providers and hospitals that are covered under HIPAA to provide clients with a Notice of 
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Privacy Practices.  This document details client rights involving release of information. 
The Notice of Privacy Practices should be incorporated into the informed consent 
process. The content of the Privacy Practices notice will vary.  In general, this 
document details routine uses and disclosures of protected health information as well 
as an individual’s rights and the provider or hospital’s duties with respect to protected 
health information. The Notice of Privacy Practices may include: 
 

 Information about treatment issues (e.g., the coordination or management 
of PHI with a third party 

 Submission of PHI for Payment 

 Exceptions to Confidentiality 

 How Sensitive Health Information is handled 

 Right of Access to medical records.  
 

 
Advertising Professional Services 
 
Questions to consider:  
What is must you consider in advertising professional services? 

 
Mental health professionals often need to market their services. Advertising is 

generally defined as any public communication, the issuance of any card, sign, or 
device to any person, or the causing, permitting, or allowing of any sign or marking on, 
or in, any building or structure, or in any newspaper, magazine, or directory, or any 
printed matter whatsoever, with or without any limiting qualification.  

 
Professional ethical codes also contain guidelines on public statements. The 

Ethical Code for Clinical Social Work, for example, states that public statements, 
announcements of services, and promotional activities of clinical social workers serve 
the purpose of providing sufficient information to aid consumers in making informed 
judgments and choices. Clinical social workers state accurately, objectively, and without 
misrepresentation their professional qualifications, affiliations, and functions as well as 
those of the institutions or organizations with which they or their statements may be 
associated. In addition, they should correct the misrepresentations of others with 
respect to these matters. 
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Duty to Protect (Tarasoff & Ewing) 
 
Questions to consider:  
Describe a recent situation you had in which “Duty to Protect” was a central issue. 
 
 
 
 
What is your “Duty to Protect”? 
Do you believe that the “Duty to Protect” is beneficial? Why or Why not? 
What information should you consider in making a report? 

 
Begin by considering the following excerpt from the APA Monitor on Psychology 

(Volume 36, No. 7 July/August 2005): 

 
Geno Colello was in psychotherapy with Dr. David Goldstein and was 
despondent over the breakup of his long-standing relationship with Diana 
Williams, who had recently begun dating Keith Ewing. On June 21, 2001, 
Colello asked his father to loan him a gun. When his father refused, 
Colello said he would get another gun and "kill" the "kid" who was then 
dating Williams. Colello's father relayed this threat to Goldstein, who 
urged him to take Colello to Northridge Hospital Medical Center. Later that 
evening a hospital social worker evaluated Colello. Colello's father told the 
evaluator about his son's threat. Colello was admitted to the hospital as a 
voluntary patient but discharged the next day. The following day he shot 
and killed Ewing and then himself. 
 
Many professionals reading the above case are likely surprised that this 

discussion of the “Duty to Protect” mandate was not initially illustrated with the Tarasoff 
case. Most mental health professionals are familiar with Tarasoff v. Regents of the 
University of California. On October 27, 1969 Tatiana Tarasoff was killed by Prosenjit 
Poddar, who was an exchange student at the University of California at Berkley. Poddar 
had pursued a romantic relationship with Tarasoff, however, she rejected his advances. 
Poddar sought treatment at the school’s mental health facility and was assigned to a 
psychologist who diagnosed him with paranoid schizophrenia. Poddar spoke about his 
anger at Tarasoff and his plans to murder her. The psychologist attempted to initiate 
commitment procedures without success, and although Poddar was questioned by 
police he was released after agreeing to stay away from Tarasoff. Two months later, 
Poddar murdered Tarasoff. 
 

Tarasoff’s parents sued the university, the therapist, and the police for 
negligence.  The case went to the California Supreme Court who found that the 
defendents were negligent in not notifying Tarasoff that she had been the subject of a 
homicidal threat. Specifically, the court ruled that the therapist is liable if (1) they should 
have known about the dangerousness based on accepted professional standards of 
conduct,and (2) they failed to exercise reasonable care in warning the potential victim. 
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The Supreme Court of California held that mental health professionals have a 

duty to protect individuals who are being threatened with harm by a patient. The original 
1974 decision mandated warning the threatened individual, but a 1976 rehearing of the 
case by the California Supreme Court called for a "duty to protect" the intended victim. 
The professional may carry out the duty in several ways, including notifying police, 
warning the intended victim, and/or taking other reasonable steps to protect the 
threatened individual.  
 
 
 Duty to Protect rules are is not without its controversy. Some have been 
concerned that the Duty to Protect mandates erode therapeutic confidentiality (see 
Leeman, 2004) and that it will be extended to other areas including notification in the 
case of potentially risky sexual behaviors (see Ainslie, 1999).  
 

Returning to the more recent Ewing case, Ewing's parents sued Goldstein and 
the hospital. They alleged that Colello posed a foreseeable danger to their son and that 
both Goldstein and the hospital were aware of the threat but failed to discharge their 
duty to warn either Ewing or a law enforcement agency. At trial, Goldstein claimed he 
was not liable for failure to warn because Colello had never directly disclosed any 
intention to seriously harm Ewing. The hospital claimed that expert testimony was 
required to prove a therapist's liability for failure to warn. The judge sided with the 
defendants. 
 

On appeal, in Ewing v. Goldstein and Ewing v. Northridge Hospital Medical 
Center, the California Court of Appeal held that the plaintiffs had a right to take their 
claims to trial. Specifically, the court held that the defendants' duty to warn could have 
been triggered by the statements Collelo's father made to Goldstein and the social 
worker regarding his son's threats. The court did not differentiate between threats 
conveyed directly by the patient and those related by an immediate family member of 
the patient. 
 

In California, courts have expanded Duty to Protect laws to "include family 
members as persons covered within the statute who, upon communication to a 
therapist of a serious threat of physical violence against a reasonably identifiable victim, 
would trigger a duty to warn." Court documents state: "The intent of the statute is clear. 
A therapist has a duty to warn if, and only if, the threat which the therapist has learned - 
whether from the patient or a family member - actually leads him or her to believe the 
patient poses a risk of grave bodily injury to another person." The expanded duty from 
now on applies to credible threats received from the patient, or the patient's family, 
however, the court made clear that its decision did not go beyond "family members." 

 
For further information, please see Soulier, Maislen & Beck (2010), Fox (2010) and 
Werth et al. (2008). 
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Achieving and Maintaining Competence 
 
Questions to consider:  
What is professional competence? 
Why is competence so critical for mental health professionals? 
How do mental health professionals achieve and maintain competence? 
Are there ever times when it is okay to practice outside the scope of ones competence? 

 
 Case Study 
 
 Melanie Walters, a licensed MFT, has been working with John and Mary. She has 
seen the couple in counseling for 6 months, and is supporting them in managing Mary’s 
depression. Melanie receives a phone call from John, expressing concerns that his wife 
has started engaging in eating disordered behavior, including purging.  Melanie is not 
familiar with treating bulimia, but feels that since she has already been treating the 
couple and that many of their communication problems are improving, the eating 
disorder does not need to be the focus of treatment.  Mary’s symptoms continue to 
increase in frequency, although Melanie is not aware of this. At work one day, Mary 
experiences severe vertigo. She consults with her primary care physician and learns 
that Mary’s blood panels are abnormal. Melanie feels badly about this, but rationalizes 
that Mary has not made her aware that her symptoms have worsened. Had she known 
she would have referred Mary to a specialist (or would she?) 

 
 The above case study focuses on the issue of professional competence. Mental 
health providers cannot be expected to be “experts” in all psychological disorders or in 
treating all populations. Professional competence is at the heart of professional 
practice. It is so important that NASW considers it one of the core values of their 
profession. The concept of professional competence, however, is not unique to social 
work, but is a key factor in the ethical codes and professional training of all mental 
health professions. Despite the importance of the concept of competence, it not always 
easy to identify what one means by this term and to define it.  Pope and Vasquez 
(1991) offer one such schema that is particularly appropriate to for early career 
professionals: formal education, professional training, and supervised experience.   
 
 The NASW Ethical Code provides a comprehensive description of the many 
facets of competence, and one that encompasses the lifespan of professional 
counselors. The code states: 
 

a) Social workers should provide services and represent themselves as 
competent only within the boundaries of their education, training, license, 
certification, consultation received, supervised experience, or other relevant 
professional experience. 

 
b) Social workers should provide services in substantive areas or use 

intervention techniques or approaches that are new to them only after engaging 
in appropriate study, training, consultation, and supervision from people who are 
competent in those interventions or techniques. 
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c) When generally recognized standards do not exist with respect to 

an emerging area of practice, social workers should exercise careful judgment 
and take responsible steps (including appropriate education, research, training, 
consultation, and supervision) to ensure the competence of their work and to 
protect clients from harm. 

 
Similarly, the National Association of School Psychologists states:  

 

 School psychologists recognize the strengths and limitations of 
their training and experience, engaging only in practices for which they are 
qualified. They enlist the assistance of other specialists in supervisory, 
consultative, or referral roles as appropriate in providing services. They must 
continually obtain additional training and education to provide the best possible 
services to children, families, schools, communities, trainees, and supervisees. 
 
In looking at these provisions, it is clear that the counselor in the case, although 

skilled in couples work, was practicing outside the scope of competence. There are a 
number of potential solutions for this, including referring Mary to an individual counselor 
who specializes in eating disorders. Another option would have been for Melanie to 
obtain supervision on the case with someone skilled in treating these issues. 

 
In addition to the facets of competence described in the NASW Ethics Code, 

ethics theorists shed additional light on the idea of competence. Pope and Brown 
(1996), for example, describe competence as the ability to perform according to the 
standards of the profession.  They list three factors in competence: knowledge, 
technical skills and emotional competence.   

 
 Competence implies that the treating clinician has the appropriate knowledge to 
identify therapy goals and interventions within the context of the patient’s diagnosis and 
presenting issues.  In addition to formulating goals, it is important to have the technical 
expertise to apply these interventions. As in the case study, competence means that a 
clinician would not treat a patient who presents with an issue with which they are 
unfamiliar or that requires specialized skills and knowledge.  
 

In addition to knowledge and skills, emotional competence is an important factor.  
Clinicians need to be aware of personal problems that may interfere with their ability to 
provide care.  The Ethical Code of the National Association of School Psychologists, for 
example states: “School psychologists refrain from an activity in which their personal 
problems or conflicts may interfere with professional effectiveness.” These problems 
could include issues such as a divorce, a medical or psychological illness. In terms of 
mental illness or substance abuse that precede licensure, some boards may refuse to 
issue a registration or license when it appears that an applicant may be unable to 
practice his or her profession safely. Should such problems be subsequent to a 
professional entering practice, the provider may choose to limit their practice size, not 
see patients whose problems mirror their own, or may take a leave of absence. 
 

For further resources on the topic of professional competence please see (e.g., 
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Elman et al., 2005; Pope and Vasquez, 2007; Roberts et al.., 2005.) 
 

 
Cultural Competence and Non-Discrimination in Providing Services  
 
Questions to consider:  
Describe a recent situation in which cultural competence may have been an issue. 
 
 
 
Are there circumstances in which a provider should refuse to provide services? What 
are these circumstances? 

 
 Case Study 
 
 Gerald Siran, a licensed MFT, received a phone call from a couple seeking family 
counseling due to problems with the 14-year-old son. In a brief phone conversation, 
Gerald learned that the couple was from Laos, and that their son was the first 
generation to be raised in the United States. The mother, who had initiated the phone 
contact at the request of the school guidance counselor, expressed disappointment in 
their son, who had not been getting the grades (As) that the family expected. Gerald, 
who felt out of her depths due to a lack of knowledge about Laotian culture, referred the 
family to a colleague, who had worked with other Asian families. Has Gerald responded 
to the request for services ethically? Legally?  
 
 The idea of competence also encompasses the need for mental health 
professionals to be culturally competent treatment providers. Legal and ethical 
mandates for mental health professionals stress the need for these professionals to 
respect and promote the welfare of individuals and families.  
 
 What is cultural competence? Cross et al. (1989) defines cultural competence as 
“a set of congruent behaviors, attitudes, and policies that come together in a system, 
agency or among professionals, that enable them to work effectively in cross-cultural 
situations.” Included in this definition is the idea that cultural competence relies of a 
person’s ability to accept differences, continually assess themselves regarding culture 
and the dynamics of difference, and the development of cultural knowledge and 
resources within service models to meet the needs of diverse populations. Many 
believe that cultural competence is the most important factor in service utilization for 
diverse populations.  
 
 Saldana (2001) describes three important components in developing cultural 
competence: knowledge, professional skills, and personal attributes. The knowledge 
component consists of knowledge of the client’s culture, communication styles, and 
help seeking behaviors. Professional skills include application of specific techniques 
that will prove effective with diverse populations, the ability to discuss racial and ethnic 
issues, and the ability to use resources on behalf of minority clients. Perhaps the most 
important of these components are the personal attributes of the counselor, which 
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includes a willingness to work with diverse populations and the ability to communicate 
genuine warmth and empathy. 
 
 In addition to the need to maintain cultural competency, both ethical and legal 
mandates look at a closely related issue: provision of nondiscriminatory practices. 
Ethical codes provide an exhaustive list of criteria to promote non-discriminatory 
practices. The NASW Code of Ethics, for example, stresses the goal of social 
competence and ability to work with clients of all cultural groups. It urges social workers 
to understand “culture and its function in human behavior and society, recognizing the 
strengths that exist in all cultures” and to have an adequate knowledge base from which 
to understand their clients’ cultures and be able to demonstrate competence in the 
provision of services that are sensitive to clients’ cultures and to differences among 
people and cultural groups. 

 
The American Association of Marriage and Family Therapists (AAMFT) Code Of 

Ethics also stresses diversity issues and the need for nondiscriminatory provision of 
services: “Marriage and family therapists provide professional assistance to persons 
without discrimination on the basis of race, age, ethnicity, socioeconomic status, 
disability, gender, health status, religion, national origin, or sexual orientation.”  

 
 

Informed Consent 
 

Questions to consider:  
Describe a recent situation you had in which informed consent was a central issue. 
 
 
 
How would you define “informed consent?” 
Why is informed consent important? Therapeutically? Ethically? 
Are there ever times when informed consent is unnecessary? 

 
 One important issue for mental health professionals is that of informed consent. 
Informed consent involves providing clients with information necessary to make 
educated decisions about treatment. Pope and Vasquez (1997) call informed consent 
“a process of communication and clarification.”(p. 74). Thus, the informed consent 
process is important, and allows mental health professionals to structure the therapy 
relationship. The key factor in the success of therapy is good communication between 
therapist and client. One of the best ways to establish rapport and open communication 
with clients is to enable them to make informed choices about therapy. The process of 
“informed consent” is an opportunity for the therapist and client to make sure they 
understand their shared venture. It is a process of communication and clarification. 
Professional codes of ethics are generally very similar in the way that they approach the 
informed consent process.  
 

For an excellent discussion of informed consent, please see Fisher & Oransky 
(2008) and Rosenfeld (2002). 
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Providing clients with the information they need to become active participants in 

the therapy relationship begins with the initial session and continues throughout 
counseling. It is challenging to balance giving clients too much information and too little. 
Informed consent promotes active cooperation of clients. Clients sometimes don’t 
realize they have rights and don’t think about their responsibilities in solving their 
problems. They seek the expertise of a counselor without realizing that the success of 
the therapy relationship depends largely in their own investment in the process.   

 
The following case helps to illustrate the importance of the informed consent 

process: 
 

 Anna is a 36-year-old morbidly obese female.  Anna has been obese most of her 
life, and has consulted with a surgeon regarding gastric bypass surgery.  The surgeon 
evaluates Anna, and feels that a gastric bypass would be an appropriate option for her.  
He asks Anna to have a series of tests, including a psychological evaluation. The 
evaluator feels that Anna needs more counseling prior to undergoing weight loss 
surgery, and that the primary focus of this counseling should be in developing coping 
skills and decreasing binging behavior. Anna is told to seek the services of a counselor 
skilled in treating eating disorders. This counselor could send the surgeon a note when 
he or she feels that Anna has the appropriate coping skills to manage the binging. 
 
 Anna contacts her insurance company and receives a list of eating disorder 
specialists.  She contacts Sarah Jeffers, a social worker with 15 years of experience in 
treating eating disorders.  In her initial session with Sarah, Anna explains why she is 
seeking treatment for her binging.  Anna clearly states that her ultimate objective is to 
have gastric bypass surgery.  She also provides Sarah with a copy of her psychological 
evaluation.  
 
 Sarah and Anna meet for nine months.  Both agree that Anna has made good 
progress on her binging, but recognize that her weight has not changed.  Anna asks 
when Sarah believes that she will be ready to continue with the surgery process. Sarah 
replies that she does not believe in gastric bypass and surgery and would not be willing 
to support her in this and will not provide Anna with a letter for her surgeon. 

 
In the case Sarah did not accurately represent her position on weight loss 

surgery or provide Anna with information that would have allowed her to seek alternate 
services.  

 
Professional codes of ethics provide that clients have the right to be presented 

with enough information to make informed choices about entering and continuing the 
therapy relationship. The AAMFT Ethical Code, for example, is explicit in defining the 
informed consent process. It states: “Marriage and family therapists obtain appropriate 
informed consent to therapy or related procedures as early as feasible in the 
therapeutic relationship, and use language that is reasonably understandable to clients.  
The content of informed consent may vary depending upon the client and treatment 
plan; however, informed consent generally necessitates that the client: (a) has the 
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capacity to consent; (b) has been adequately informed of significant information 
concerning treatment, processes, and procedures;  (c) has been adequately informed 
of potential risks and benefits of treatments for which generally recognized standards 
do not yet exist; (d) has freely  and without undue influence expressed consent; and (e) 
has provided consent  that is appropriately documented. When persons, due to age or 
mental status, are legally incapable of giving informed consent, marriage and family 
therapists obtain informed permission from a legally authorized person, if such 
substitute consent is legally permissible." 
 

Although the content of the informed consent process may vary from client to client, 
it generally includes the following factors: 
 

- Goals of therapy/psychotherapy services 
- Risks and benefits of therapy 
- Approximate length of the process 
- Alternatives to therapy 
- Fees and services 
- Qualifications and background of the counselor 
- Treatment procedures 
- Limits of confidentiality 
 

 If the provider needs to be HIPAA compliant (transmission of information to third 
parties) the informed consent process must also include specific information about 
access to PHI (protected health information) 

 
 In general, the informed consent process may be either “formal” (i.e., in writing) 
or “informal” (by discussion). There are several instances in which a person must be 
informed in writing (Informed Consent to Treatment form). These include when a client 
needs to undergo psychosurgery or electroconvulsive therapy or is a participant in a 
research study.  
 

 
Multiple or Non-Sexual Dual Relationships 
 
Questions to consider:  
Have you ever encountered the possibility of entering a dual/multiple relationship? 
Are all multiple relationships harmful? 
Why may some dual relationships be harmful to clients? 

 
 Our ethical codes and state laws are aware of potential conflicts of interest in 
relationships with clients. There are a number of potential areas that could present 
potential conflicts of interests, but some of the most commonly occurring ones involve 
sexual relationships and non-sexual dual relationships. Sexual relationships are 
extremely harmful and will be discussed in the next section, but it is also important to 
review issues related to multiple/non-sexual dual relationships. 
 
 Standard 1.06C of the NASW ethical code states “Social workers should not 
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engage in dual or multiple relationships with clients or former clients in which there is a 
risk of exploitation or potential harm to the client. In instances when dual or multiple 
relationships are unavoidable, social workers should take steps to protect clients and 
are responsible for setting clear, appropriate, and culturally sensitive boundaries.” 
 
 The NASP guidelines also contain guidelines on dual relationships. The code 
states: “Dual relationships with clients are avoided. Namely, personal and business 
relations with clients may cloud one’s judgment. School psychologists are aware of 
these situations and avoid them whenever possible.” 
 
 Some examples of dual/multiple relationships include counseling a friend, family 
member or someone previously known to the therapist, providing individual therapy to 
two members of the same household, providing simultaneous individual and group 
therapy, and ntering a business relationship with a client. 
 

There are several types of multiple relationships that may be considered possible 
“warning signs” of inappropriate behavior and misuse of power: 
 
 Entering a social relationship with a client 
 Hiring a patient to do work for the therapist, or bartering goods or services to pay 
for therapy. 
 Suggesting or supporting the patient’s isolation from social support systems, 
increasing dependency on the therapist. 
 

If we compare the first and second lists, it is clear that some multiple relationships 
are extremely problematic and others are not at all problematic. For example, many 
therapists see clients in both individual and group therapy. Some relationships, 
however, are both avoidable and potentially problematic. Consider the follow case: 
 
 Case Study 
 

Geri, clinical social worker in private practice, receives a call from Mary, an old 
college friend. Mary has recently discovered that her daughter, Kim, has been cutting 
herself, and Mary is very concerned. Kim has refused all treatment, but says she is 
willing to talk with Geri, whom she knows and trusts. Geri is not entirely comfortable 
with this, but feels that the potential benefits of treating Kim would outweigh any of the 
issues related to dual relationships. Geri sets up a consultation, and will reassess her 
stand following the meeting with Kim. Did Geri make the right decision? Why or why 
not? 

 
There are many potential issues with Geri’s agreement to see Kim, even for only 

an assessment. Pope and Vasquez (1991) discuss the difficulties inherent in dual 
relationships. On the whole, dual relationships jeopardize professional judgment, 
clients’ welfare, and the process of therapy. Pope and Vasquez make the following 
points: 

 
1. Dual relationships erode and distort the professional nature of the therapeutic 

relationship, which is secured within a reliable set of boundaries upon which 
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both therapist and client depend 
2. Dual relationships create conflicts of interest and thus compromise the 

disinterest necessary for sound professional judgment. Management of 
transference and countertransference becomes impossible 

3. There is unequal footing between therapist and client, making a truly 
egalitarian relationship impossible 

4. The nature of therapy would change 
5. This could affect future needs of the client. In particular, the therapist could 

be compelled (by court order) to provide testimony on the client’s diagnosis, 
treatment or prognosis 

 
In addition to the reasons discussed above, there are some that believe that 

nonsexual dual relationships have the potential to develop into more intimate sexual 
contact. Although this is certainly not always the case it is important to consider the 
possible difficulties with a therapy relationship if the potential for conflict of interest may 
occur. 

 
Consequences to the Therapist of Boundary Violations 
 
 In addition to consequences to clients, boundary violations effect therapists as 
well. Fry (2008) describes the following consequences to therapists: 
 

a) Less personal time with family and friends 
b) Less job satisfaction 
c) Co-worker frustrations 
d) Burnout 
e) Compassion fatigue 

 
Fry also lists “extreme” consequences of boundary violations: 
 

a) Loss of job 
b) Loss of license 
c) Loss of professional identity 
d) Loss of peers 
e) Loss of professional relationships 
 

 

 
Physical Contact with Clients 

 
 In addition to the issues connected to dual relationships, a related concern is that 
of physical touch in treatment. The NASW Code of Ethics provides some clear 
guidelines on the issue of nonsexual touch. The guidelines state: “Social workers 
should not engage in physical contact with clients when there is a possibility of 
psychological harm to the client as a result of the contact (such as cradling or caressing 
clients). Social workers who engage in appropriate physical contact with clients are 
responsible for setting clear, appropriate, and culturally sensitive boundaries that 
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govern such physical contact. 
 
 In reviewing the ethics code, it is clear that physical contact with clients is 
something that the mental health professional should not engage in indiscriminately. It 
is important to recognize when physical touch could be distressing to a client (such as 
in the case of prior sexual abuse or in certain cultures where touch is not comfortable) 
or when it could actually be helpful to the client. Consider the following case: 
 
 Keri is a 28-year-old client with a history of long-term sexual abuse by an uncle. 
She has been in treatment with Catherine, a clinical social worker with 15 years 
experience in treating abuse issues. Keri trusts Catherine, and wants to work on her 
fears of physical touch. Catherine consults with a colleague, and both agree that this 
would be beneficial to the client. Catherine develops a hierarchy of situations in which 
Keri will tolerate physical touch, culminating with a hug from Catherine. Keri is able to 
work through the issues and feels a great deal of relief. 
 
 In the case described above Catherine had a clear therapeutic goal and there 
was appropriate consultation.  

 
 
Sexual Relationships with Clients 
 
Questions to consider:  
Have you ever encountered a situation in which a client reported having a sexual  
relationship with a former therapist? How did you handle this situation? 
Why do you believe it is harmful for a therapist and a client to engage in sexual 
intimacies? 

 
 Sexual contact of any kind between a therapist and a patient is unethical and 
illegal in all states. Sexual contact between a therapist and a patient can also be 
harmful to the patient. Harm may arise from the therapist’s exploitation of the patient to 
fulfill his or her own needs or desires, and from the therapist’s loss of the objectivity 
necessary for effective therapy. All therapists are trained and educated to know that this 
kind of behavior is inappropriate and can result in the revocation of their professional 
license.” 

 
The issue of sexual relationships between a client and a therapist is a very 

important one that can result in a great deal of harm to both parties. Our professional 
codes of conduct, have mandates that specifically prohibit sexual intimacies between 
clients and therapists. Let us again turn to the NASW Code of Ethics. Standard 1.09 
(Sexual Relationships) states: 

a) Social workers should under no circumstances engage in sexual 
activities or sexual contact with current clients, whether such contact is 
consensual or forced. 
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b) Social workers should not engage in sexual activities or sexual 
contact with clients’ relatives or other individuals with whom clients maintain a 
close personal relationship when there is a risk of exploitation or potential harm 
to the client. Sexual activity or sexual contact with clients’ relatives or other 
individuals with whom clients maintain a personal relationship has the potential 
to be harmful to the client and may make it difficult for the social worker and 
client to maintain appropriate professional boundaries. Social workers—not their 
clients, their clients’ relatives, or other individuals with whom the client maintains 
a personal relationship—assume the full burden for setting clear, appropriate, 
and culturally sensitive boundaries. 

 
c)   Social workers should not engage in sexual activities or sexual 

contact with former clients because of the potential for harm to the client. If social 
workers engage in conduct contrary to this prohibition or claim that an exception 
to this prohibition is warranted because of extraordinary circumstances, it is 
social workers—not their clients—who assume the full burden of demonstrating 
that the former client has not been exploited, coerced, or manipulated, 
intentionally or unintentionally. 

 
d) Social workers should not provide clinical services to individuals with 

whom they have had a prior sexual relationship. Providing clinical services to a 
former sexual partner has the potential to be harmful to the individual and is 
likely to make it difficult for the social worker and individual to maintain 
appropriate professional boundaries. 

 
Despite these strong ethical mandates, estimates of sexual relationships 

between therapists and clients place these in the area of .9-3.6 percent for male 
therapists and .2-.5 percent for female therapists. The most important predictor of 
whether a client will become sexually involved with a therapist is prior sexual 
involvement on the part of the therapist (Pope & Vasquez, 1991). Interestingly there is 
also evidence that sexual attraction to clients is a common occurrence with 82 percent 
of therapists reporting that this has occurred for them at some point in their treatment 
(Pope & Vasquez, 1991). Consider the following case: 
 
 Mark is an attractive graduate social work intern in a college counseling center. 
During the course of his internship, he meets a number of attractive students, but sets 
excellent boundaries. One of the students he counsels, Lori is particularly aggressive in 
her pursuit of Mark. Although Mark is attracted to her, he is able to resist any urge to 
act on the attraction, and uses the transference/countertransference in a therapeutic 
way. Lori and Mark discuss this sexual pull over the course of the semester, and are 
able to relate Lori’s sexual transference to a history of inappropriate sexual boundaries 
in her family of origin. Lori does well in treatment, and makes a number of gains.  
 
 Mark completes his internship at the counseling center and goes on to work at a 
local social services agency. Approximately two years following the termination of 
treatment, Mark encounters Lori at a concert. Lori stresses how well she has been 
doing in the two years since they have seen one another, and again makes her interest 
known.  Les invites her to dinner the next evening. He feels that a sufficient amount of 
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time has elapsed since the termination of his treatment with Lori, and that the two no 
longer have a professional relationship. 
 

Certainly to many reading this case study, Mark’s legal and ethical obligations 
are clear. To many therapists in this situation, however, professional judgment is 
clouded, and there are certainly gray areas the state law and ethics codes.  

Kenneth Pope (see references) a mental health ethicist who writes about many 
topics but has a particular interest in the area of sexual intimacies between therapists 
and clients recently conducted a national survey of 1,320 mental health professionals. 
He looked specifically at sexual relationships that had occurred between therapist and 
client following termination of treatment. He found that half the respondents reported 
assessing or treating at least one patient who had been sexually intimate with a prior 
therapist; a total of 958 sexual intimacy cases were reported. Most cases involved 
female patients. He also assessed perceptions of harm arising as a result of these 
intimacies and found that harm occurred in at least 80% of the instances in which 
therapists engaged in sex with a patient after termination.  
 
Warning Signs of Sexual Inappropriateness: 
 
Telling sexual jokes or stories 
“Making eyes at” or giving seductive looks to the patient 
Discussing the therapist’s sex life or relationships excessively 
Sitting too close, initiating hugging, holding the patient or lying next to the patient 
“Special” treatment by a therapist, such as inviting a patient to lunch, dinner or other 
social activities 
Dating 
Changing any of the office’s business practices (for example, scheduling late 
appointments so no one is around, having sessions away from the office, etc.) 
Confiding in a patient (for example, about the therapist’s love life, work problems, etc.) 
Telling a patient that he or she is special, or that the therapist loves him or her 
Relying on a patient for personal and emotional support 
Giving or receiving significant gifts 
Providing or using alcohol (or drugs) during sessions 

 
Consequences to the Therapist of Sexual Boundary Violations 

 
Certainly therapists are human and do make mistakes. The consequences of 

sexual boundary violations, in addition to creating a great deal of emotional trauma, and 
also extremely detrimental professionally.  

 
Consequences to the Patient of Sexual Boundary Violations 
 
 It is well established that sexual boundary violations harm the patient. Simon 
(1995) describes the types of harm that may occur. In addition to direct causation such 
as relapse or worsening of symptoms there are more indirect consequences such as 
loss of trust and damage to self-esteem.  
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 • Disengagement from services  
 • Depression 
 • Emotional turmoil 
 • Cognitive distortion 
 • Shame, fear or rage 
 • Guilt and self-blame 
 • Isolation and emptiness 
 • Identity confusion 
 • Emotional lability 
 • Mistrust of authority 
 • Self-harm behaviors 
 
 Clearly these negative aspects of sexual boundary violations are important. It is 
key that mental health providers maintain a strong therapeutic frame and consider the 
possible consequences of their actions. Should they have any questions they may 
consult with colleagues or supervisors. 
 
 

Summary 
 
 Ethical issues commonly arise within clinical practice. Some guidelines are: 
  
  •  Familiarize yourself thoroughly with established standards 
  •  Be sensitive to ethical problems as they arise, including the complexity of 

these issues 
  •  Remember that ethical decision-making is an evolutionary process that 

requires you to be continually open and self-critical 
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