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>>     JESSICA O'BRIEN:  Hello everyone.  Whether this is your first series or not I'm happy to be 
with you today.  I am trying to professional development and content manager for NAADAC and 
I will be the organizer for this training experience.  This online training is produced by NAADAC 
the Association for addiction professionals, closed captioning is provided by Caption Access 
check your most recent confirmation email or the Q&A checkbox for the link to use the 
captioning.   

 

If you would like to know more about the ethics series check out this web address at the 
bottom of the slide, each one of NAADAC's online specialty series has its own webpage that 
includes everything you need to know about that specific series so if you miss a part of that 
series and he would like to take a do not worry you can register for the training you missed and 
take it onto manager on pace and make a payment.  You must be registered for any NAADAC 
training live or recorded to receive a certificate so bookmark the web address at the bottom of 
the screen so you can go to the page in the future when you need information related to this 
training.  Today's training is approved for 1.5 CE hours on our website contains a full list of 
boards and organizations that approve us and that is continuing education providers but you've 
already pay the registration fee of $25 and that payment includes access to the CE quiz and 
receipt of the CE certificate upon completion of the quiz.   

 

You will also be eligible to apply for the certificate of achievement for ethics in practice if you 
complete all six trainings in the series.   

 

Today's training is being hosted through Goto Webinar some of you may be new so let's give 
you a brief overview.  On my side is a picture of the Goto Webinar control panel the little 
orange arrow is probably the most important button that you can use to minimize and 
maximize the control panel so if you want an out-of-the-way minimize and move on.  If you 
would like to ask questions to the presenter just type them into the questions box that you see 
there pretty well gather the questions and give them to our presenter during the live Q&A 
towards the end of the presentation for any questions that we do not get to we will collect 
directly from the presenter and post the questions and answers on our website.   



 

Lastly, under the questions tab, you will see a tab that says handouts and you can download the 
PowerPoint slides there and also a user-friendly instructional guide on how to access the CE 
quiz immediately after earn your CE certificate.  Make sure to use the instructions in our 
handout tab when you are ready to take the quiz.   

 

Now let me introduce you to our presenter spread first, it Dr. Angela Maxwell is the prevention 
services director for alcohol and drug services.  She oversees services in 10 counties across 
central North Carolina and has worked in substance use prevention for 25 years.  Dr. Maxwell 
has a bachelor of arts degree in English and a Master of science degree in agency counseling 
and Doctor of philosophy degree in leadership studies and is a certified substance abuse 
prevention specialist she serves on several local statewide and national boards and is a 
statewide trainer in the areas of substance use prevention, workplace, workforce development 
excuse me, strategic planning, coalition development and workplace wellness, she has received 
several statewide substance use professional of the year awards including 2008, 2010 and 
2019.  Many of you know Mita who is been throughout the series.  Dr. Mita Johnson is in the 
practice of family health, addiction for the past 30 years and earned her doctorate in counseling 
and supervision degree and is a core faculty member in the school of counting program at 
Walden University in addition she has a thriving private practice where she provides clinical 
supervision, counseling services to our military and addiction specific training and education.  
Mita has been providing tele-behavioral health services to individuals and groups for several 
years and is a board certified telehealth practitioner.   

 

Her areas of specialization include pharmacology, co-occurring disorders, ethics culturally 
responsive care and clinical supervision and has been an active member of NAADAC for over 15 
years and served as an ethics chair and began her term as state ex-president in October 2020.  
So Mita let me make you the presenter and you can take it away.   

 

>>     MITA JOHNSON:  Good morning everyone.  So excited to be here with you for the next 
installment in this series written so excited to be presenting with Dr. Maxwell our President-
elect and just bring such a wealth of information and expertise to the table.  So welcome Dr. 
Maxwell.  We will go through our slides here in the first section we will talk about his principal 
III professional responsibilities and workplace standards.  And as we think about why we came 
into the profession and this is something I remind everyone, when we go through the ethics 
series, we came into the profession because we want to help people and were held 
accountable to the services we provided way in which we interface with clients and referral 
sources and other interested parties.  When I look through the areas NAADAC code of ethics in 



section III I want to highlight some things for everyone for the first as we have a responsibility, 
we have a responsibly to our clients to provide the best care and responsibility to the 
profession to act as a professional, to act with integrity, to act with responsibility and all the 
services we provide grid and to be responsible and a person of integrity whether on the clock or 
not because it is what we do and how we act is relevant to how we are with clients.   

 

We will talk about this later but there is no room for discrimination, bias within the work that 
we do, we accept all clients and provide services equally to all clients.   

 

Regardless of their circumstances that they are owed respect and they are owed that level of 
care that is the best we can provide some things I've been hearing around the country is things 
like fraud, insurance fraud.  Billing for services that were not provided or billing for services and 
duplication.  And most certainly, all those are covered in the NAADAC code of ethics, basically 
we say do not do it.  If it looks like it is something criminal and not something you would talk to 
a supervisor consultant to do not do it.  So we go there.  We do not get involved in criminal 
activity or around clients or organizations.  Click on harassment discovered that we do not in 
any way support harassment of any client, peer,, colleague or organization.  And we accurately 
represent ourselves and sometimes someone will hand me a business card and I will say tell me 
about the credential and they say well that is sort of the specialty area of mine and I say you are 
using it as a credential.   

 

We need to accurately represent ourselves and when it is not represented correctly we need to 
make the correction.   

 

We need to stay in our lane and you will hear and see that all through the code about politics 
we need to do the services that we are qualified to provide.  And that is based on education, 
training, supervised extremes.  We have an obligation to maintain confidentiality and privacy 
when we are on a multidisciplinary care team and do not dispose anything more than necessary 
on the clients behalf to get the services they need.  We advocate for clients every day.  I've had 
students tell me that I do not want to do advocacy.  Every time you are helping a client that, 
you are in a role of advocacy and it is not something we can just put away.   

 

And the key is, as a professional, what am I doing when no one is watching me.  What am I 
doing as far as the services I am providing when my supervisor is not watching me?  When we 
look at ethical therapy it is a partnership we are collaborating with the client and explore issues 
and from the clients lens, not from ours.  We're here to be empathetic.  I cannot tell you will 



hear how many times the counselor was not empathetic and did not take the time to 
understand and appreciate the circumstance a client is going through.  We are collaborative 
working together and do not have a top-down relationship.  Unless there's a legal issue 
involved and even then when we are providing therapy, we have an obligation to be 
collaborative with our client to help them get the best services they need in their situation.   

 

And we have to be genuine and transparent.  Clients will sniff out when we’re trying to be 
someone we are not or fake and lying to them but they will figure it out.  We do have this 
obligation to take all of our services into consideration into daily and regularly monitor how we 
present ourselves professionally.  What is non-therapeutic?  What do we hear his complaints, 
things like therapy became a competition between my clients drug of choice and the 
professionals drug of choice.  If they are both in recovery.  This is not a competition and it is not 
a competition to see who will win and lose.   

 

When therapy becomes that we have a lot of concerns.  Clients come out --we use motivational 
interviewing to not put them on the defensive so if they become defensive it will change the 
nature of therapy and we need to be mindful of how we present ourselves and how we are 
being perceived by the person sitting across from us.   

 

There is no place for exploitation, might have a client, would have heard about us different 
things like I had one case scenario for you were a counselor or client actually has a vehicle to, 
gave a vehicle to a counselor.  When I dug into that a little bit, my first question was how did 
the client know that you needed a car.  That was right up there.  That is manipulation and 
exploitation if someone were to run that per agreement so we need to not take advantage of 
the client either directly or indirectly ever.   

 

Being respectful, all people have value and worth, all people regardless.  And we need to own 
that.  Therapy feels suffocating -- sometimes we hear that the counselor took all our 
instructions and told me what to do and do that I certain things.  We are not here to be the 
clients mother and to just bury the client in all these different things that we think they should 
do.  So I go to respect which is at the top of the list.  Commitment to the profession.  And you 
will see that in the language throughout section III of the Natick code of ethics.  Everyone has a 
right to receive the best services they can get pretty equal opportunities for clients and 
colleagues.   

 



Relief fall or stirring self-knowledge.  We have an obligation, and ethical obligation on an 
ongoing basis to do professional development and stay current in the field, our field is changing 
continually especially with the new science advances so we need to do that.  No, I have a list for 
you here that I will not go all the way through that but what is the opposite often times when 
somebody is not providing professional services and not bringing their A came to the table, 
often it is because of burnout.  We're in a profession where there is a lot of trauma and we do 
trauma vicariously and so it is on us to really understand that we have to take care of ourselves 
to take care of the client.  So when any of these things start showing up for you, like you do not 
want to see your 10 o'clock, do not want to help this client anymore, you are adding frustrated 
with the client you need to take that to supervision and have that conversation could we have 
three cases of Mag for Dr. Maxwell to talk about.   

 

The first case we will go through super quickly, [reading Slide] what does she need to do?   

 

As we look about this and talk about the somethings we need to think about, reading a book 
and taken class does not make you competent.  That is something we have to be mindful of.  
And so what do we do to expand our scope of practice?  You need that training, education and 
supervised experience.   

 

>>     ANGELA MAXWELL:  Let me chime in -- when we talked about earlier getting into the field 
to help others, and a part of our applicable obligation to do no harm to those we serve and to 
those outside our practice and training, and stands to put our clients at risk.  I wholeheartedly 
agree that taking a training in reading a book does not qualify someone to practice outside their 
scope.   

 

>>     MITA JOHNSON:  That is a good point you made that very holistic and I appreciate that.  
You've done an initial assessment of a 14-year-old girl brought in by a biological mother for 
cocaine and cannabis use.  Two days later you receive a call from the biological father who says 
to that he not the mother is the custodial parent and he did not get the legally required consent 
for treatment.  How could this situation have been avoided?   

 

And these are real cases.  I know every state has different ages for age of consent and different 
rules and regulations but there's something we can say from an ethics perspective.  The bottom 
line is part of you, you are screening for someone comes into the facility especially minors 
under the age of 18 and you need to find out what the family dynamics look like and is there 
separation or divorce or grandparents raising the kids?  Anything like that because if there is 



you need documentation showing who has custodial custody to sign for mental health and 
substance use services.  That is who needs to do the paperwork.  In this case by the father not 
being consulted he got quite angry and filed a grievance and he has a right to at that point and 
that tragedy is the 14-year-old connected with the counselor and Sir Deb pulled her out of that 
and so she did not get the benefit and everyone will look at the professionally as a result of that 
experience.   

 

So the next case, and Angela I know you had some thoughts or which I thought were cool 
so.[reading Slide] what our next steps?   

 

>>     ANGELA MAXWELL:  When you and I discussed this the other day, I think it is important 
that we look at first of all always get your supervisor involved in the process, look at supervision 
and you have to look at consensus and release of information as it relates to a subpoena.  We 
talked about distinguishing between a subpoena and court order.  And so what would you 
share with our participants attendees about how do we handle this when it is a subpoena 
versus a work order?   

 

>>     MITA JOHNSON:  Yes when I have subpoenas from an attorney or court order it is from a 
judge and you must always answer a judge.  You do not get an option there.  So if you get a 
court order to appear in court you will need to appear in court, so when you get that court 
order or subpoena it will tell you to immediately talk your supervisor and client because you 
will have to have releases of information from the client prior to providing any information and 
make sure that you are even relevant for the case because you may end up telling the attorney 
like in this case I cannot have any opinion about child custody.  The only counseling I did was 
couples counseling and we did not cover any issues around child custody so I am not the best 
person for you, you might want to hire a child family investigator or someone else but if you 
want to bring me in court to tell me that I'd be happy to do that for a fee but you may have to 
come into court and have a conversation with the judge and sometimes you very sensitive 
information about the couple and the family unit and you can ask the judge to do in-camera 
review where they are the only ones looking at your notes.  And you to protect your children 
specifically in this kind of case.   

 

I was talking with Angela about this particular case.  The word subpoena seems to scare people 
or put them on high alert.  And we do not -- we want you to take a deep breath and start 
talking to supervisor, clients and an attorney if necessary or your liability insurance often, what 
I love about NAADAC's liability insurance is you have access to an attorney at any time for as 
long as you need and that is unheard of in our industry.  So that would really help us here.  My 



only suggestion is when you have an attorney like that through liability insurance, make sure 
they are aware of the laws in your state where that subpoena is being created.  Because the 
person at the insurance company, that attorney can be in California but you could be in Atlanta 
and he may not note George's laws.  

 

>>     ANGELA MAXWELL:  Pausing long enough to staff this or talk with your supervisor about 
this case and the subpoena and court order helps us to deal with the fear related to it.  It helps 
us to pause and get another perspective how we should go about handling the next steps.  And 
I also have witnessed and heard of scenarios where a counselor or staff member receives a 
subpoena and they automatically release information out of fear.  So taking these intentional 
steps and talking with your supervisor and client allows us to slow down long enough to do the 
most ethical and appropriate thing that will benefit the client as well as your organization.   

 

>>     MITA JOHNSON:  I agree absolutely.  That is a great, as we are talk about organizations, we 
will move over now to principal five and I will, Dr. Maxwell, we had this conversation.   

 

>>     JESSICA O'BRIEN:  We had one question on that case, do you mind --  

 

>>     MITA JOHNSON:  Absolutely.   

 

>>     JESSICA O'BRIEN:  If subpoenaed by attorneys but no release of information exists for 
them, can you respond to the subpoena if you respond you acknowledge that the individuals 
are client.   

 

>>     MITA JOHNSON:  Absolutely, you cannot respond to the subpoena and at that point you 
might want to call your liability insurance if you do not have an attorney in your back pocket 
best friend.  And say here is what is going on, typically what I have done and I fed my 
supervisees do in the event of something like that you can actually say, you can call them and 
say I have no idea who this case is and I do not -- I am notifying you of that.  You can do a 
notification but I will say sometimes they get aggressive on the phone and I've had that happen.  
When they do I need to understand that you cannot bully me into anything that I cannot 
provide you.   

 



So you have to put that mindset on, subpoenas are funny and attorneys can be very, very rude 
and very aggressive about trying to find Somebody with information and so we need to step 
back.   

 

>>     JESSICA O'BRIEN:  Angela, you are live.  

 

>>     ANGELA MAXWELL:  Okay, can everybody see my screen?   

 

>>     MITA JOHNSON:  We can.   

 

>>     ANGELA MAXWELL:  Wonderful.  We will transition to principal number IV, when we think 
about working in a culturally diverse world, one thing that most of us are probably recognizing 
and have noticed is that over the past 20-30 years the world has become more diverse as we 
become more globalized.  We look at how our society in the world have advanced as it relates 
to technology, her webinar today is an example of that.  Also when we look at advance in 
transportation that allows us to get from one country, one continent within 24 hours, we find 
ourselves living and practicing in a very culturally diverse world.   

 

And finding ourselves in this space, we must recognize and have a clear understanding of the 
role that culture plays, not only in society alone but also in the lives of our clients and when I 
speak of clients, because I work in the world of prevention, I am not only talking about 
individuals but families, groups, communities, organizations, when we look we have to clearly 
understand the role the culture plays in that.  Not only that, but also the role that culture plays 
in addiction as well as recovery.   

 

So understanding another individuals culture begins with a personal journey.   

 

So when we think about being an addiction professional and the work we provide and the 
services we provide, we must be culturally centered.  Oftentimes we talk about in person 
centered, client centered in our approaches and our modalities and therapies and practices.   

 



And I would argue or submit that if we are truly person centered, then we too, should always 
be culturally centered.  And in culturally centered means being other focused, not necessarily 
looking at our own experiences, but centering the work that we do on the culture and the 
experiences of those we serve.  And it helps us to build a toolbox, as I like to call it, of 
responses, skills, to help not only ourselves but those we serve.  And so as an additional 
professional, it is important that we are careful and mindful and Mita talked about this earlier 
and we operate from transparency, respectfulness -- when I was first going back there in 
looking at the code of ethics, and I saw the term "respectfulness" I thought of Aretha Franklin’s 
Respect, RESPECT, what does it mean to me?  Find out what it means to the client, what 
disrespect me into the person you serve?   

 

When we think about culture, culture is a system of behaviors, beliefs, that shapes the 
individual or the group's worldview.  It is a set of assumptions that can be demonstrated as 
jewelry, artifacts, pictures, clothing, it shapes our perceptions, it shapes our thoughts, 
behaviors.  And also, it shapes how we interact with the world and how we communicate with 
the world.   

 

So when we engage in ethical behaviors, it should be centered on the cultural beliefs, the 
cultural expressions of those we serve.   

 

And we understand there are many frameworks, many theories and principles that guide ethics.   

 

So ethics can be based on rationale, objective, but it can be based on our intention, our 
character, many of you may be aware of the term "do onto others as you would have them do 
unto you " that is based on an ethical framework of how we engage others.  And so the services 
that we provide should be provided to all culturally diverse groups.  Whether it is based on 
race, age, ethnicity, national origin, gender identity, sexual orientation, physical abilities, when 
it comes to language, but also when we think about religion and spiritual expression, so we 
have to recognize that it is a very expansive area.   

 

And it all frames itself around who the individual, who the group or who the community is that 
you are working with.  It is not committed to just those who speak English, for example.  We 
must be mindful of providing services in an accessible way, whether based on a person's 
spiritual beliefs or language, whether or not they have challenges with vision, and also being 
able to make it accessible To them in their physical abilities.  And we also understand that not 



only are individuals influenced and shaped by their unique cultures, and I will add that 
culturally, we all are centered or are a part of different cultural groups.   

 

So while I sit before you as an African-American female, I also fit into a religious belief, cultural 
group.  I also fit into an academic cultural group.  I fit into a cultural group as it relates to being 
a female and as it relates to being an African-American.  But also geographically I am based in 
the southeast part of the US and so that is a cultural group in and of itself.  I am an essential 
part of North Carolina which is different than the mountainous and coastal areas of North 
Carolina so when you think about culture you have to understand we fit into various cultural 
groups and we must recognize that our clients, those that we serve are influenced by society.  
So as professionals we must continually look at the factors that influence the clients we serve.   

 

This influences the diagnoses, the planning, the assessment models that we may use, the 
treatment and prevention modalities and the recovery supports that we provide to those who 
are receiving our services.   

 

Again, if we are intentional about being person-centered, client-centered, we would 
automatically intentionally flow into providing services all the way from assessment to recovery 
or evaluation services as it relates to prevention services.  We should always center our work 
around who those individuals are.  We understand the work that we do, the substance use 
field, the mental health field, behavioral health in general, is marred by stigma when we look at 
the general public.  The general public's perception of individuals who have substance use 
disorders.  Those children who may be in households that are impacted by substance use, there 
are negative perceptions about those individuals, those communities and it is stigmatizing.  As 
professionals we must also be mindful of the language that we use.   

 

There was a movement a few years ago that talked about language matters.  There are times in 
which we as professionals engage in language and terms and exhibit attitudes that may 
promote stigma, that may continue the cycle of stigma.  Clients are influenced by discrimination 
and prejudices.  And prejudices being opinions about an individual or group, based on the 
collective culture they are a part of.  Prejudices can be positive or negative but in many cases 
they tend to be negative and based on generalized stereotypes.  And that can lead to 
discrimination which is the act of not treating individuals equally or equitably.  And so want to 
be mindful in the work we provide and services we provide that we are not promoting 
discriminatory practices within our policies.  Within our programs.  Or that we are not 
maintaining within our individual selves prejudices or implicit biases that frame how we engage 
with those who are receiving our services.   



 

So when we think of biases, those are the unconscious processes, mental processes that we are 
not aware of, even though we may have the best intentions.  Angela can sit here and say I am 
not prejudice, I work hard and I am intentional about uplifting other voices that may not have 
the opportunity be in my space or in the spaces I occupy.  So I uplift those voices and yet, I 
acknowledge that by consistently identify and work to counter those mental processes that are 
based on generalized thoughts, that may not be true about an individual or group.   

 

And so we all possess implicit biases.  Our goal is professionals are to identify those biases and 
work to ensure that they do not find themselves within our professional space with the clients 
that we serve.   

 

So when we think about biases, micro aggressions has surfaced as a key manifestation of biases 
that we may unconsciously have written we think about micro aggressions, we understand that 
they are there brief and everyday slights or insults and denigrating or insulting messages that 
we send to people, whether by race, their physical ability, their gender identity, and we can go 
on with the continuum of otherness and diversity that we are seeing.  And oftentimes 
particularly when we think about racial micro aggressions, it is often sent by individuals that are 
of the white dominant race to those who are people of color.  So oftentimes the hidden 
dimensions are not indented in many cases, it is not their intention but we find ourselves 
understanding the recipient of a micro-aggression can take those expressions offensively.   

 

So there are three types of micro aggressions and we will go through those quickly.  We look at 
micro insults, micro assaults, and micro-invalidation's.  And so when we think of micro insults, 
those are verbal and nonverbal communications that can be within our environment.  You may 
want to look around your office space, are the things that promote messages that can 
potentially be offensive or that negates someone else's culture by having it in your space?  
Because we are now in a virtual world and many of us are working from home, we are providing 
telehealth services.  We are in our personal spaces which are in our homes.  So we have to look 
within our space, what is visible within your camera shot that could potentially make it an 
unsafe space for someone you are communicating with.  So those could be micro insults and 
can be intentional and more directed when we look at having symbols of white supremacy, 
symbols that promote paternalistic society, that can be an assault on someone's culture and 
who they identified to be.  Then we think about micro aggressions work micro invalidation is 
what which are subtle exclusions and ways we nullify individuals.  I think one invalidation that I 
will share that I hear often is when individuals from African-American communities reference 
slavery, the counter to that is often that that was a long time ago and we are no longer in 



slavery so that becomes an invalidation of the cultural experience of another.  And so we have 
to be mindful of that.  And we are mindful also of not expressing favoritism in our clinical 
practice.  Allowing if your program starts at 5:30 PM, allowing certain individuals to come in 
late consistently.  Without addressing it.  And then others not being able to have the same 
benefit.  So being able to look at policies and practices and ensure that they are not providing a 
place of privilege or favoritism to others.   

 

So we think about culture and we must recognize that there is a difference between perception 
and reality.  Deception is valid.  And it can be someone's reality.  If we think about recent 
current events within the US we can see over the past 4-5 years and even within 2021, we can 
see where someone's perception or an individual's perception can frame their reality.  And that 
perception can shape their beliefs and their values which we have talked about before.  So as 
professionals we must understand the significance that cultural identification perceptions 
shape the world in which individuals live.  I like to say that perception is 9/10 of the law.  So we 
have to put ourselves in the position to understand another's perception.  Even if it does not 
align with our own.   

 

So pausing long enough, similar to the subpoena case, pausing long enough to hear someone 
else's perception about the reality about their experiences, about their journey in this place 
towards recovery.  It is important in the work we are in.  And so when we think about 
perceptions as well, we identify as with cultural groups because we are a part of different 
cultural groups, those various cultural groups shape our perceptions.  And I would like to frame 
it in the sense of our web of influence.  We are constantly connected to different groups, 
cultural groups, identity groups and it becomes a web.  And so our beliefs and decision-making 
processes and our actions are all a part of that.  And when we are in our counseling sessions 
whether conducting assessments, whether it is working with community groups one thing that 
is important for us to do is to ask what do we not see?  What do we not see that may be 
framing how this individual and family and community operates which will help us understand 
perceptions as well as understanding culture?  So as we continue in this space addressing 
working in a culturally diverse world we should engage in culturally focused assessments.  As I 
stated before, we see that should use methodologies, assessment tools, skills and practices that 
are evidence-based and outcome driven for those we serve.  So ideal and appropriate for the 
individuals and communities we serve.  So we should seek ongoing professional development 
to develop our skills and knowledge base and understanding of groups we serve so that we can 
implement the most appropriate evidence-based practices to ensure we have successful 
outcomes with those individuals.  We should make sure we assess factors that have a great 
influence on individuals inappropriate diagnoses.  So it requires us to step back at some point 
become the learner or the student to ensure that we are receiving the most comprehensive 
picture of the individual that we are serving.   



 

>>     MITA JOHNSON:  In thinking about culturally engaged assessments a couple of things that I 
see is that people don't ask about cultural experience or what it is like to sit across from 
someone who is not in your culture.  They are afraid to unpack that question.  Looking at your 
assessment tools to make sure they were normed on the population you are serving, and if not 
what adjustments need to be made, asking simple questions like how would you like me to 
refer to you all of those things.  The cultural sensitivity piece happens oftentimes long before 
the client gets in front of the counselor.  The other thing is that your bias will come through.  If 
you have specific biases you need to get supervision around that because you will skew the 
assessment results because you will be looking through a filter and that is critical from an ethics 
perspective.  What could go wrong is the minute you assume anything that can really go wrong.  
Our accuracy, assumption accuracy is about 20% .   

 

>>     ANGELA MAXWELL:  And you bring out a wonderful point which is sometimes it is difficult 
for us to see our own biases and challenges and that is why supervision is critical.  That is why it 
is important to have a trusted mentor in the field, is able to help you identify your blind spots.  
We all have blind spots.  I think the more education and training we receive, we increase the 
likelihood we will have blind spot.  There is research out there that talks about the medical field 
in particular, when doctors and nurses acquire a certain level of education, there is an 
assumption that I know it all.  And because of that we may fail to ask the questions.  That is why 
it is important to seek feedback from someone else.  If you find yourself in a space where you 
are consulting yourself that is a dangerous place.  It is important to ensure we seek feedback 
from someone also we can identify where we can strengthen our cultural responsiveness and 
humility as well as sensitivity to those we serve.   

 

>>     MITA JOHNSON:  Absolutely.  Thank you.   

 

>>     ANGELA MAXWELL:  Thank you.  And so that helps us transition to a big area which is 
being culturally sensitive I mean, having cultural humility.  We talked about being other 
focused, and seeking feedback from your supervisor, trusted mentor, a trusted colleague.  
Being, having cultural humility and the ability to maintain an interpersonal stance that is other 
focused and about those that are around you and not focused on yourself.  It is about 
maintaining a willingness to forgo what you know so you can learn from others is the ability to 
D center your own knowledge and D center your expertise and D center your professional self 
not to say that you go outside your professional bounds but serve in the role of student so that 
you can learn and increase your awareness about cultural assumptions.   

 



It is about being able to assume that the client has the ability to be the teacher.   

 

I think about a colleague of mine who was of a different, a drastically different culture than the 
group of young people she served.  And she was very other focused, she and I come from 
different cultural backgrounds and racial backgrounds and age, generational, we were different.  
And she would be other focused but every time we had an opportunity to be in the office 
together she was consistently asking questions.  She put herself in the position of being the 
student and understand but she did not know.  Because I was or of a reflection of the young 
people she served and so she was able to learn not only from her students but in our exchanges 
about the cultural differences that she identified.  Meeting, having cultural humility is being 
able to learn about your clients culture and being open to receive from them and being able to 
gain knowledge about culturally relevant facts and having skills that are culturally appropriate.  
And so we talk about cultural humility but we also hear cultural competency, sensitivity, and 
they are buzzwords and words that we hear, some individuals and some organizations use 
them interchangeably.  But they can be uniquely different.   

 

When we think about cultural competency it is a process and I like to think of cultural humility 
as a position.  A position of being able to receive information and is the process of gaining 
knowledge and skills.  Some people think of cultural competency as a checklist, obtaining 
knowledge skills and being able to execute tasks and skill sets.   

 

In reality we are never culturally competent, we are always in the process of becoming.  It is a 
lifelong process.  Being culturally, having cultural humility is a lifelong process as well.  So it is 
important to understand that we never arrived but we always continue to strive towards being 
more culturally, having cultural humility and being a more culturally competent person as well 
as being able to demonstrate and express cultural sensitivity.  So does being able to recognize 
and understand that others are different and may be different than yourself for dinner 
differences may not align.  That is okay but we are also able to affirm those differences and not 
invalidate them.  But also validate them.  I may not fully understand your perspective but I can 
validate that for you they are real, and the shape who you are.  And that is a wonderful place to 
be.   

 

It creates a safe space and gives our clients the opportunity to express themselves and who 
they are and how it shapes their lives.  And so we want to create a safe space for clients to be 
themselves.  It helps to enhance the therapeutic relationship.  So what does it mean to have 
cultural humility?  We have talked about that as professionals, lifelong commitment, I will add 
that not only commitment but we are active in being humble.  We are intentional to self-



evaluation, being self-critique.  That may mean as we stated before having someone else to 
frame and give us context.  And not being offended if someone corrects us.  If someone brings 
to our attention or we may have a blind spot, where we have been culturally insensitive.  And 
so it is okay to be that.  It also includes that we must be flexible.   

 

We must be bold enough to look at ourselves and do so critically.  Not that, as my husband 
says, sometimes I live in this space that everyone lives on Angela's island and stepped back and 
maybe on the only one that lives here, and be okay with saying that I am different from others.  
Okay.  And we also must have a desire to fix power imbalances, as I have stated before, the 
professional in a relationship, there is an automatic power advantage.  And so we must be in a 
position to balance that.  And be okay with that.  How do we amplify, how do we uplift other 
voices in such a way that they feel comfortable.  That, to share themselves, that there is a 
mutually beneficial relationship that we allow ourselves as professionals to understand and to 
sit in the position of students.   

 

Cultural humility also means advocating.  Building partnerships to bring their voices in spaces 
where they are not afraid and working on their behalf.  For their benefit.  Towards positive 
outcomes.   

 

Working in being an ally and letting our clients and communities no that we are there to 
support them towards the road to recovery.  If the individuals taking that pathway to recovery 
and if there are larger communities for those of us who work in prevention so we support their 
positive outcomes and what that may mean for them.   

>>     MITA JOHNSON:  Wanted to underline something you said and I appreciate cultural 
humility coming from a space of not knowing but all in what I do not know and be curious to 
understand and learn from my client.  So that space of not knowing I think sometimes it can 
feel uncomfortable and yet if you were to look at it that you are honoring somebody story and 
taking the time to hear and understand it, that is huge.  And I think about them in totality that 
we have had a lot of different tools we have.  But no till matters if I do not establish a 
relationship with the client.  So it made me think about we really need to take the time to take 
the time to listen and work towards establishing that relationship.   

 

>>     ANGELA MAXWELL:  Yes, and building that relationship is key.  As you stated, without the 
foundation of a strong relationship, our work as counselors, our work as prevention 
practitioners and public health, even in academia without those relationships it is not, it will be 
impossible or very difficult to move to a place of positive outcomes.  Whatever that may be for 



the individual, the community or the student that we serve.  And so cultural humility is a place 
that helps to support building those relationships.  And working in a diverse world and ensuring 
that we are addressing our personal biases and implicit biases, this is uncomfortable.  It is 
uncomfortable work.   

 

And it is okay to be uncomfortable as long as we are, as we said, are intentional and recognize 
that it is an ongoing process.  Even as an African-American female, I do not know everything 
there is to know about being an African-American female once I figured out I learned myself, 
even I changed it so we have to understand that the individuals and communities and societies 
in which we live in is ever changing bridge so this work will always put us in a place of being 
uncomfortable.  And we have to understand the purpose and what we are doing.  It makes it 
okay to be uncomfortable.   

 

When we talk about cultural humility, if we are not operating from a place of being other 
focused, client focused, and operating in a place of cultural insensitivity, we can find many 
other things that I will not read them all, these can be examples if you see these things taking 
place and engaging in these examples yourself, that can be an indication that culturally we may 
not be client focused.  And so does the client feel judged?  Does the client feel like a number?  
Many of us they be able to understand that example particularly if we go to the doctor's office, 
are we a number, do we not allow clients to get copies of their paperwork, are we not 
communicating in such a way that is accessible to the client linguistically?  Are there visual 
challenges that make it difficult for them to fully understand and engage with what we are 
doing.  Are we talking down to clients?  I'm pretty sure we can come up with other examples 
read but we want to make sure that we provide the environment does not manifest any of 
these ethical concerns.  And if so we need to take a step back and look at the root cause of that 
there is a practice that can help us identify -- when we see a problem, we may want to ask the 
question, why?  Why is there a problem?  But the next step to that is why here?  Why at this 
moment?  So the more you ask the questions of "but why" it helps you get to the root cause of 
why you are seeing certain behaviors among clients.  So if you have a population of clients that 
dropped out frequently, why is that, why are there policy implications, are there practice 
applications we need to look at and examine better not culturally appropriate and may make 
the client feel judged and invalidated or invisible.  So we will now transition to a couple of 
scenarios before we transition to our last principle.   

 

Dating.  [Reading Slide]  

 



>>     MITA JOHNSON:  It would be easy to put our American standards and American values and 
her level of independence on a culture that is more of a collectivist culture.  And so when we 
look at that, that would be worthy ethical harm would come.  I'm trying to take what I 
understand about dating and what is acceptable and trying to put it on top of somebody else 
where it is defined and managed differently.   

 

>>     ANGELA MAXWELL:  You bring up collectivist versus individualist culture.  In the US is 
individual, every man for himself and collectivist is this big strong family connectedness.  And as 
you stated it is important to understand the culture for Marie.  And as the professional asking 
that, asking Marie how does she feel about it and helping her to understand or frame that we 
can better understand her experience and what she is going through.  I believe we would 
automatically slip into a place of imposing our view on that based on our westernized 
perspectives of dating and marriage.  So dating -- [reading Slide] let me tell start pricing is the 
professional, we have to assess our personal biases, particularly when it comes to HIV and 
individuals experiencing HIV what are our personal beliefs about HIV and our understanding of 
it and what does that mean?  That would be one of the first steps.  The other step is to identify 
with in this scenario is the client has the intention -- so this is a great opportunity to have a 
conversation to understand how the client is feeling, how the client is experiencing this new 
diagnoses.  And creating a space a safe space for the client to express his emotions around the 
new diagnoses.  We can't assume he's having a difficult time with it since he is drinking a lot 
and using math as a result or since the diagnosis.  But getting an understanding and pausing 
long enough to get an understanding may help you support the client in his decision-making 
process moving forward as it relates to substance use.  But also as it relates to sexual practices 
moving forward.   

 

>>     MITA JOHNSON:  One of the things you and I had talked about here is HIV is a chronic 
disease.  So it is of importance to understand your state rules and laws most certainly -- with 
the code of ethics, we are required to be mindful of those rules and laws but you must be 
mindful of the fact of two things here because it is a chronic disease if you're going to jump 
down HIV you have to jumped on every STD out there, you would have to look at herpes, HPV, 
hepatitis, all those because we do not have cures for any of those.  And these are considered 
chronic diseases.  So this is where I go back to the word subpoena for this because we have an 
emotional response sometimes and we need to be pulled out of that and just talk logically.  The 
other thing is you have an opportunity to influence this client to intentionally do the right thing 
he needs help to work his way there.  And if we judge him and jump all over him and choose 
the relationship by recording where it wasn't necessary but we lost opportunity to be 
therapeutic and we no longer make the environment safe and that is worthy ethical concerns 
can happen.  To give you an example I had a case where we had a group counseling center 
where the counselor said I want you to know that Robbie has HIV.  Back that reported to the 



regulatory board and when that counselor was asked what was going on when you actually 
disclose that information to me basically said I want to make sure nobody sat close to him so he 
would be safe.  We are in 2020 when this happened.  So here we are looking at this going I see 
those are your ears but it came to the surface and the answer was when someone is HIC, I tell 
everybody but it is your right to tell everyone about your health but not anyone else's.  That is 
problematic on so many levels so when in doubt seek your supervisor and if your supervisor is 
not available or you do not want to take it to his supervisor a consultant can be helpful here.  So 
talking to a peer that you know has been doing this work for a while and experiencing these 
things.  It can help guide you.   

 

But the code of ethics cannot really talk to every situation are exposed to but we need to have 
boundaries and boundaries are critical.   

 

>>     ANGELA MAXWELL:  So, Mita, I think we are going to turn it over to you.   

 

>>     JESSICA O'BRIEN:  Sorry, I was just going to ask -- you can hold the questions or answers 
some now.   

 

>>     MITA JOHNSON:  We can take those for this section, absolutely.   

 

>>     JESSICA O'BRIEN:  All of the sudden everyone just got excited.  So how do you proceed 
with the client if you recognize that some aspects of their culture may be harmful to 
themselves?   

 

>>     ANGELA MAXWELL:  It still has to be client-centered, understanding their culture and then 
helping the client to identify, helping them to identify what aspects of their culture may be 
counterproductive to where they are trying to go.  If they are on their pathway to recovery for 
the former treatment or whatever the pathway may be helping them to look at those cultural 
practices, behaviors and then helping them to analyze how does that align with your life's goal 
at this moment?  I think we sit in the place of them being paternalistic and potentially 
controlling if we come out and say that lifestyle is wrong and it will send you down the wrong 
path.  We have to nudge and support and help them to see that.   

 



Culture is powerful.  And I am not aware of anyone who separates from their culture.  And it is 
ever-changing but culture will be with us until the day we leave this earth.  So helping them 
along the way.   

 

>>     MITA JOHNSON:  I love that region to add to what Angela just said, I would say as clinicians 
we must respect their clients autonomy and they have the right to make decisions that we may 
not agree with.  They have the right to practice things that we may or may not agree with that 
is not affect the purpose of counseling is not to necessarily change, it may be in this case that 
you are helping them to see a wider lens of what is going on around them but ultimately they 
haven't lost their autonomy.  So we have to hold ourselves in check because what we think is 
unhealthy may be a judgment call.  And so we may be judging that that is not something we 
would do in our culture, why are they doing it in theirs?   

 

Get to know them a little bit and have the motivation behind -- what's the motivation behind 
what they are doing and what do they want to change or not change.  If we have an agenda to 
change what they are doing and thinking that is not coming within them, then we haven't 
motivated the client.  So just a thought there.   

 

>>     JESSICA O'BRIEN:  There are a couple more but I don't want to sacrifice content so I will 
hold them and then we can come back to them at the end depending on how much time we 
have.  So Mita in my giving you back is the presenter?   

 

>>     MITA JOHNSON:  Yes.  So this one is short so we do have time to ask questions and that 
will be the nice part about all this.  So this goes back to something and Dr. Maxwell has been 
talking about this and I really appreciate your discussion because really I will always come back 
to you as our colleagues and peers in the field, and say do not treat someone in a way that you 
would not allow them to treat you.   

 

And that is good risk management.  Do not treat a client, do not treat a colleague in a way that 
you would not allow them to do that to you.  Because when I look at research and publication, 
when I look at cultural diversity and look at professional practice, really what is at the forefront 
is that we only inform the client.  That we fully work from a client-centered perspective.  In 
research when we talk about research and publication, the real key things, the person is 
participating in a study, they have a right to know everything about the study and what you are 
studying and what you are testing as your hypothesis.  I know sometimes we do not give them 
that information because we think that will skew the results but based on the Tuskegee project, 



I will put that out there.  And other parts of history that we have had, human subjects have the 
right to full informed consent prior to engaging in the study.  If there's a special reason and I 
will put that special reason for not disclosing everything to our client can take that to an 
internal review board or take it to an internal review board so you can look at it from all angles 
would be protect them in the results the data, everything that we learn from the client could be 
use and internal review board so that nothing we artery with clients can harm them.   

 

Do have an understanding of what the outcomes will be and what we are doing.  We have an 
obligation, all the data and research we do, to use the right tools and statistical analysis.  We 
have the right, we have the obligation both legally and ethically to present results that are 
accurate and true to the data that you received, that there is no skewing of the results.  No 
exaggeration in the results because that is unethical.  And potentially illegal depending on what 
you are doing.   

 

That you only publish when you are submitting an article # the recommendation is you do one 
source at a time so you submit to one publisher at a time.  You are not using any information in 
your publication that's inappropriate or not true.  And that all the authors are listed.  
Sometimes we hear from students is, I participated in the research and I did all the work on this 
end and I am not even on their.   

 

That is not ethical, there were part of the research and the publication and the name needs to 
be listed.  And typically it's listed in the order of who had the most engagement in a project or 
research.   

 

Advertising, one thing that I hear a lot is I can guarantee that you will enter and maintain 
recovery.  So advertising needs to be accurate.  And anytime we see an accurate advertising we 
need to call it for what it is because in our profession certainly we cannot guarantee anybody 
sobriety or recovery process and we will do everything we can to make sure you are on that 
path but that is where advertising can get in trouble, giving credit where credit is due, we do 
not plagiarize.  We do not take other people's work, we do not, if we are using sections of 
people's work we use something like the APA seventh edition to make sure we are doing it 
correctly.  And we are giving credit where credit is due.  If we use someone's assessment tool 
than we are seeking permission to use that tool prior to using it.   

 

And making from information is accurate but we have one case study.  [Reading Slide] what 
would be a reasonable unethical approach to the situation?  Angela I invite you to go first.   



 

>>     ANGELA MAXWELL:  So, as the researcher, I am obligated to give the data and the 
research because it was part of the informed consent process.  Typically when we go into 
research, the participants are informed about the study, the role in the study and we get 
consent and if a part of that process we promise to provide the researcher outcome of the 
research, we are bound to that.  And so ethically, we cannot go back on that.   

 

We must maintain integrity when it comes to that aspect of it.  Also, it is important that if we 
are producing the results that we produce them in a format that is understandable and 
accessible to anyone that is reading it.  Put it in a format can understand so that he can receive 
the information promised prior to the study.   

 

>>     MITA JOHNSON:  This echoes everything I was thinking about.  We have to give them the 
information to be asked.  And we cannot talk over his head.  That is so disrespectful if we did 
that.  I agree with you wholeheartedly.  Thank you.  We basically cover that scenario.  We have 
15 minutes for questions.  So Jesse, this is a great place to take us.   

 

>>     JESSICA O'BRIEN:  Okay.  So let's see, just reading questions here.  A clients might think 
this is how you address the situation, a client who is aggressive and their faith based Christian 
background and leaves, they are expressive and challenging in these views.   

 

>>     MITA JOHNSON:  Can you read that question one more time.   

 

>>     JESSICA O'BRIEN:  A client who is very expressive in their devout Christian beliefs and 
views and it is loud and in-your-face.  How do you handle that?   

 

>>     MITA JOHNSON:  And they are in treatment --  

 

>>     JESSICA O'BRIEN:  I am assuming yes so it might be --  

 

>>     MITA JOHNSON:  What is interesting about the question, there are two pieces to it.  What 
is it that the individual came to work on.  I will go back to the client and say how is this relevant 



to what we are talking about?  Sometimes we need to do that.  To really understand the 
context of why he is getting so aggressive about his faith-based beliefs in the middle of the 
sessions.  So that would be one thing I would think, Angela?   

 

>>     ANGELA MAXWELL:  For me even in the question that was posed I need greater 
understanding as to what does aggressive look like and sound like.  Before I can effectively 
answer that question.  Is this in a group or individual setting, and is the client trying to impose 
their view on others?  Or is it an expression of their individual faith and how it supports their 
recovery.  I agree with Mita how is this exuberant expression of faith, how does that support 
the recovery process?   

 

And is it impeding the process for others, is it described as aggressive because the person is 
imposing on others?  So yes.   

 

>>     MITA JOHNSON:  This makes me think of, sometimes we get really uncomfortable as 
clinicians with talking about faith based issues.  And we have to be mindful as clinicians that 
clients often use faith-based sports for coverage.  So if that is the case we need to honor that.  
We may not be the person I need to be talking about.  If they want to explore faith-based issues 
related to their recovery we might send them back to their pastor or shaman or wherever they 
need to talk to and we may not be the appropriate persons but I don't want to shut down a 
support system and I just need relevance to the context of what kind of work we are doing in 
that moment to really understand how to best help them.   

 

>>     JESSICA O'BRIEN:  Thank you.  So this is sort of a long one.  In terms of cultural 
competency, I sometimes feel our agency says they're competent but they are not.  The biggest 
challenge has been working with transgender clients when there's one or two in our facility, 
managing clients and providing care is hard but to refer to an agency that can better meet their 
needs, we been called discriminating.  How do you balance that?   

 

>>     MITA JOHNSON:  That is a really great question.  Because one of the things that you have 
to be careful from an ethical perspective is when you are doing a referral, you are doing it 
because they are, there are not adequate services available at my agency to help this individual 
prettify am doing referral because uncomfortable because the client is transgendered, that can 
be taken as discrimination.  It would be important to look at the services necessary for this 
individual and whether we can adequately provide those services within the agency before we 
refer it out.   



 

>>     ANGELA MAXWELL:  Absolutely.  I picked up also on what is the organizational culture.  
The question began with the person stating that the organization says -- but there is no action, 
right?  So is this person in a position to advocate through reviewing policies?  What policy 
changes can be instituted to ensure that they can adequately serve individuals who are 
transgender.   

 

And so not necessarily knowing the full circumstances, my approach would be from an 
organizational standpoint, looking at policies, practices.  If this person is in a position to do so, 
advocate on behalf of those individuals, that they are serving.   

>>     MITA JOHNSON:  I will have to run the organizational stuff concurrently with helping the 
client.   

 

>>     ANGELA MAXWELL:  Absolutely.   

 

>>     MITA JOHNSON:  The client will not wait around for my agency -- so the other thing -- 
Angela, you brought up an amazing point, which is what does it mean to be culturally 
competent because we've never arrived.  So what can I do with the client that has had a very 
different experience.  You can -- you can talk to the client and get consultation for that.  You 
can get supervision around that.  You can bring another counselor and networks with those 
issues and the three of you can sit and talk.  So there are a lot of things you can do just to help 
this particular client while you are working on the issue you brought up which is this whole 
where is my agency at.  And what do they need to do to come forward.   

 

>>     JESSICA O'BRIEN:  We are getting some more questions here.  This is complicated, our 
profession can be end the work we do.  A woman with young children tells the therapist that 
her husband is physically, sexually and emotionally abusive towards her and her children.  But it 
is against her faith to divorce or leave him and he has threatened to kill them if they leave.  So a 
lot of ethical issues to address and unpack.  How would you address this?   

 

>>     ANGELA MAXWELL:  So my initial reaction is not to respond in an emotional way I am 
assuming most states have a duty to warn, a duty to report law in place particularly when it 
comes to minors who are being neglected or abused.  So as a professional having to report that 
at least in the state of North Carolina is a requirement.  One thing that can be done is have that 



conversation with the client.  Which indicates based on the information you have provided me I 
have a duty to report for the safety of your children.  Still having to understand that client 
should have autonomy to make decisions for themselves and so I think there are multiple 
layers, you have the wife enter interaction with the husband and then the father and his 
interaction with the children which are intertwined and yet potentially separate issues.  And so 
if the client chooses to remain in a relationship with the husband -- that is her choice.  We try to 
support her through that process and connect her with services to support her and yet I still go 
back to the safety of the children.   

 

>>     MITA JOHNSON:  Yes that's brilliant.  And we do have an obligation in all 50 states.  And 
you had done informed consent were we cannot report on the adult and we have to report on 
the children.  So she felt safe enough to talk to you about it, knowing that you have done your 
informed consent early and she understands that it is not culture specific.  You're doing a safety 
plan as you start the process of reporting the kids is being abused, or not and investigator that's 
what child protective services does so your obligation is to report what the mother said.  And 
she needs to understand what it means to be a mandatory reporter because it's about the scare 
the crap out of Herbert so you may have to do that with her.   

 

And you can talk to her about shelters and other sources of resources that she can use.  That 
becomes a crisis plan right there.  She can be there while you're making the phone call and she 
can understand what they are being told about what they are not being told.  And all you have 
your documentation and order and you know the location of the home and everything else and 
you need to make sure you have two emergency phone numbers she can contact in the event 
we follow through to see how she is doing in that scenario, so this is a very complicated case 
and every state will have nuances with that.  So NAADAC and Angela and I could tell you exactly 
your scenario because you are going to have to look at what the mandatory reporting is in that 
state.  And then I agree totally with Angela that if we have enough connection and I'm hoping 
she will come back into our therapy with you, to really sort through that.  And make sure your 
thoughts about domestic violence are not getting in the middle of this whole conversation with 
her.   

 

>>     ANGELA MAXWELL:  Let me emphasize, document, document, document.  We haven't 
said that much throughout the presentation for documentation is Key-Pred. 

 

>>     MITA JOHNSON:  Invite on everybody your report to.  So you want to know the person's 
name and date and time that you make that phone call.  That will be important in your record-
keeping.   



 

>>     JESSICA O'BRIEN:  Absolutely.  Okay, guys, so we have to stop here because we are 
running out of time.  But any questions that we did not get to, we will email to our presenters 
and give them a chance to respond.   

 

And eventually we will post them back on the webpage where you registered for the training 
bridge so thank you Dr. Johnson and Dr. Maxwell, thank you for all the information.  This is 
being recorded so if you thought you missed anything you can watch it again, do not worry.  A 
reminder of upcoming webinars, March 10 we have Racing through Revolving Doors on March 
12 the ethics through his continues with part IV on supervision and consultation.  We will have 
Cynthia, Dr. Johnson, our President, our Executive Director, and Dr. Tom Durham and on March 
17 our wellness series continues with Dr. Stephanie Rose and Dr. Morris. 

 

 

 

If you had not had a chance, sir ethics series, we also have a wellness Wednesday series going 
on this Wednesday and this is the webpage to check it out.  It happens monthly.  The next one 
is March 17.  So make sure you register for that.   

 

You are familiar with the ethics series you are here but if you need more information does have 
its own page.  So you can visit this webpage and get caught up on anything you need to know 
also to plug our engagement in the black community event, this is going on right now.  And 
there are more sessions to come so if you want to catch the last view they are happening right 
after this.  I am going to leave here and come there myself.  And just remember, a reminder as 
a member of quick review, the biggest I think one of the biggest things is the number of CE's 
available to you which are included as a NAADAC member.  And you instantly become a part of 
our national initiative for advocacy.  For the addiction profession and those we serve.  Check 
out what benefits are best for you and consider joining NAADAC pre-thank you, short survey 
will pop up at the end and we value your feedback and we do look at what you say.  So, take a 
few minutes and just complete that and if you can we would be most appreciative.  Thank you 
again for participating and being here with us today and for your time.  Thank you Dr. Johnson 
and Dr. Maxwell, today is Friday so enjoy your weekend and take care everybody and be well 
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