
NAADAC 

NAADAC/NCC AP CODE OF ETHICS, PRINCIPLES V AND VI 

2:00 PM – 3:30 PM CENTRAL  

MARCH 31, 2021 

CAPTIONING PROVIDED BY: 

CAPTIONACCESS 

contact@captionaccess.com 

www.captionaccess.com 



(Live CART captioner entered event at 1:50 PM Central.) 

>> Hello, everyone, and welcome to part five of six of the specialty online series of 

ethics and practice. Today's topic is NAADAC/NCC AP Code of Ethics, Principles V & 

VI - Assessment, Evaluation, and Interpretation; E-Therapy, E-Supervision, and Social 

Media presented by Dr. Mita 

 Johnson. Thank you all for being here today. My name is Jessie O'Brien and I am the 

training and professional development content manager here at NAADAC, the 

association for addition professionals. I will be the organizer for this training experience. 

This online training is produced by NAADAC, the association for addiction vessels. 

Closed captioning is provided by CaptionAccess, so please check your most recent 

confirmation email or our Q&A and chat box ready willing to use closed captioning 

today. Do you want to know more about this epic series? Each one of NAADAC online 

series has its own webpage. That includes everything you need to know about this 

specific series. If you miss a part of the series and decided he would like to take it, don't 

worry. You can register for the training you missed, take it on demand at your own pace, 

make a payment, and take the quiz. 

You must be registered for any NAADAC training, live or recorded in order to receive a 

certificate. 

To access material from this online series, the church to bookmark the website at the 

bottom of the screen on the side and you can go to this page in the future when you 

need information related to this training or any others in the series. 

Today's training is approved for 1.5 continuing education hours. Our website contains a 

list of boards and organizations that approve us as continuing education providers. As 

you know, got already paid the registration fee of $25, and that payment includes 

access to the CE quiz and receipt of the CE certificate upon successful completion of 

your quiz. Additionally, you also be eligible to apply for the certificate of achievement for 

ethics and practice if you complete all six trainings in the series. 

So guys, wanting to pay attention to, a little note, if you need your CE certificate to say 

the word live on it, as if you are here today for this live recording, just make sure to 

complete the CE quiz as soon as possible within the next 24 hours. After 24 hours you 



will not be able to receive a CE with live on it. It will instead display virtual or on-

demand. Even if you did actually attend this webinar live. 

Today's training is being hosted through GoToWebinar. Many of you are familiar with 

this platform by now. But just a brief overview of the GoToWebinar platform before we 

get started. The GoToWebinar control panel looks a lot like the one you see here on the 

screen. The orange arrow is probably the most important little button to be familiar with. 

If you don't care about the control panel and you want it out of the way, hit the orange 

arrow, and you can move it out of the way. 

If you have any questions for the presenter, we will be doing a live Q&A at the end of 

this presentation. There is a questions box we will gather the questions and ask them to 

our presenter towards the end. So feel free to put questions in the Q&A box. Under the 

questions box is another that says handouts. You can download the slides and guide on 

how to access our online CE quiz and immediately earn your CE certificate. Please be 

sure to use the instructions on her handouts like when you are ready to take the quiz. 

If you attend any of the previous sessions in this series, you're likely familiar with our 

presenter today, Dr. Mita Johnson. It if this is their first lease or is welcome. Let me 

introduce you to our present her. Dr. Johnson has been practicing in the world of mental 

health, marriage and family and addictions counselor for the last 30 years. She earned 

her doctorate in counselor service certification and is a faculty member at Walden 

University. In addition, she has a private practice where she provides clinical 

supervision, counseling services for military, and additional training and education. Mita 

has been providing health services to individuals and groups for several years and is a 

board certified telehealth practitioner. She is involved in regulatory and prevention 

inequities in Colorado and regional initiatives. Her areas of specialization include 

pharmacology, ethics, response of care and clinical supervision. She has been an 

active member of NAADAC for 15 years. She began her term as NAADAC's President 

in October of 2020. So I am going to go ahead and make you the presenter so you can 

take over here. And I will make myself scarce. 

>> I appreciate you, Jesse. Thank you. And thanks to NAADAC for prompt sponsoring 

these presentations. I'm going to share my screen here. Jesse can you that share? 

>> It should have shared, yes we can see your screen. 



>> I need to do this more often. So hello, everyone. This is Part V, so this was totally 

revised in 2016, and we just went live generally one, 2021. And over the past several 

sessions, we have been taking each of the various sections within the code of ethics 

and having a conversation about what we are looking at what we are needing to be 

concerned about in each of those sections. So today we will look at Principle V and 

Principle VI. I will start with Principle V, which is assessment, evaluation, and 

interpretation. The key service providers like all other professionals have distant 

obligations to the public hearing these include professional competency, integrity, 

honesty, confidentiality, objectivity, public safety and fairness, all of which are intended 

to certified the public to do no harm. And personally, too often, we hear that professional 

by professionals, and they receive a considerable amount of attention. So when we are 

talking about assessments, and doing screening and assessments, those are involved 

in using screening and assessment tools are importantly not immune to unethical 

practices. So abuses In preparing the client, participate in the screening assessment as 

well as in the use of interpretation of the results and widely publicized over the decades. 

This sort a screening and assessment can influence really personal decisions when you 

look at things like counseling diagnosis, placement criteria, and planning and use of 

best practices, research, and also things like research and grant awards. 

So it's really, really important that we are accountable for not only how we collect the 

data, but also how we interpret the data and how we use it. 

Even claims like successful treatment modalities and you are looking at what is 

evidence-based, it's really important that we have an ethical lens when we are looking 

at that data. 

So under assessment, we talk about screening versus assessment. Making sure that 

we’re using the appropriate tool, depending on what our function is in that moment. So 

professionals -- we provide screens upon which we have -- are treating to use. And it's 

within the scope of practice to be able to perform. So that's really important to look at 

ethics during the entire process, from selecting the tool to setting up for the percentage 

to give us the data that we are looking for and see if you have the qualifications to 

interpret the data I have received period and look at face-to-face versus electronic 

assessments, which we have been doing the last year with COVID, that it is real 



important to us to really consider what kinds of variables do we try to control for as best 

as we can. Distractions, things like that, that can get in the way of the person really 

focusing on giving you information that you need to create an appropriate treatment 

plan and diagnosis. 

So ethics in the decision-making process is really both administrative and clinical. So 

we want those decisions were screening and assessment tools and the training to 

assess those particular tools, that should all be in the policies and procedures for the 

organization or for the practice. And by having them in the policies and procedures, you 

can chose consistency, that there has been a plan as to use what when, and you'll 

actually supervise that process with the data itself. 

When we look at our profession and the fact that we do – co-occurring disorders, most 

of our clients have those, we do really strive to compete -- bring a holistic approach with 

the client so social, cultural, legal, emotional, spiritual, trauma related assessment. So 

we are going to look at all areas of the client to make sure that we really understand 

what is going on with the client. Context matters. The context within which the client is 

in, both when they are filling out the questions for you and within which the problems 

are occurring, that really helps to inform the data that we are analyzing afterwards. 

A lot of assessment tools come with directions as to who is appropriate to use those 

tools, and then to score those tools. We need to look at research up and make sure not 

only was appropriate to use it with, but what population was it normed, and we want to 

change the population, what adjustments do we have to make in order to make it 

relevant to the population I'm currently scoring. And not only that, but how would that 

change if the tool was scoring somebody's strangely quick so we do some adjustments. 

We would want to be very careful and get some input and data before we make those 

adjustments. 

So when you look at validity and reliability, we do develop tools. We administer score 

and interpret and use these assessments on an ongoing basis. So we try to refrain from 

anything that would actually be a misuse of that assessment intervention and the results 

we are getting from it. 

So there are reasonable steps that we can make to prevent others from misusing the 

this information. So we are not releasing raw test data. Or raw data to anyone, other 



than the client. And when we release information to the client, we have a conversation 

with them in a way that they can understand. 

And we have appropriate releases if we give information to anyone else, we have to be 

mindful of the fact that they still own their information. This will have that right to privacy. 

So we want to be very careful from that perspective for those of us would develop and 

conduct research and we are using assessment tools for that, we have to look at the 

current knowledge in the profession and current knowledge with psychometric testing, 

to make sure that we are utilizing that in the develop of the assessment tool and in the 

use of testing of that tool. 

So we need to look at also what we can really do with the data we are getting. So again 

I go back to scope of practice. When I am using an assessment tool, what I my looking 

to get out of this particular tool? How well I use that information? And am I getting the 

information I really want? So when we talk about validity and reliability, the validity of a 

tool this is appropriate to use for this particular circumstance, and the reliability, is the 

information that is being measured in this tool the kinds of information that we need in 

order to inform our decision-making. 

So all tests have the that built-in reliability. We need to be clear about that before we 

would even start the process. What population was it normed on? It's important to know 

that. 

Within the discretion of the assessment tool, are there concerns or conversations about 

the population, not only that is normed on, but any cultural and contextual variables that 

we would need to account for as we are getting the data. 

So that's kind of an ongoing process. Most agencies, if they are looking at tools and 

using tools, they are probably thinking in those terms. 

As an agency, we also need to be aware of who will be administering the tool? In some 

agencies, we do have a screener or an intake coordinator. That that intake coordinator 

is doing the screening and assessment. We have to really train that individual, not only 

on things like the questions, how many questions are asked, and how do you report or 

document what the client is telling you. But also what is that environment look like? 

Within which the person is filling out those questions or answering those questions. 



I look at environment, and also look at the way you word questions. Your intonation 

when you're giving the questions to somebody and asking them, you don't want leading 

intonation, you don't want leading words in those questions. You don't want to reword 

questions too far from what the original instrument actually was normed on. Because 

you're going outside the reliability and validity of the instrument if you start paraphrasing 

or changing the language that is being used in that particular assessment tool. 

Distractions. When we look at COVID, for instance, and effectively are using telehealth 

as a way to provide services, meet clients, get them set up for getting counseling, 

telehealth is doing this in environments where we don't always have control over what is 

going on around us. So to the best of our ability, able to minimize distractions around 

us? Are able to minimize the distractions around the client so that they can stay focused 

on what you're trying to learn. In order to help them best. 

Distractions has come up quite a bit. We have heard from children, temperature, noise, 

lack of confidentiality, inability to find a place that's private, again when you're doing it 

assessment all of those things will be revealed in the answers you're getting. So be 

mindful of that. 

And doing technologies checks before we start an assessment. And can the client 

access the pieces of this assessment that you need them to in order to be able to 

complete it or to answer your question so technology, it goes down the middle of an 

assessment, do we have a backup plan so something us is happening. 

What do we do to make sure that they are able to participate fully. 

So culture influences. Culture influences the data that we get. We are at a place where 

we totally -- NAADAC is promoting and supporting culturally sensitive and culturally 

responsive care pick that foundation to all the work we do with individuals who are 

serving a substance use disorder, and culture has not met as much as on the 

assessment that we do on the treatment planning and treatment efforts recover support 

services on the continuum of care. So when we talk about cultural influences, look at 

how does cultural culture influences, how is that defined? Because many cultures do 

not apologize for -- things like anxiety and other disorders that we are dealing with. So 

we really need to understand my client or my potential client, the person who is taking 

the assessment, how they identify culturally and how does the culture really look at the 



issues that they have brought to the table. Also we are going to look at how does culture 

influence on how you experienced the issues that you're going through right now. 

So not only definition, but other experiences that influence, whether this is a problem or 

not a problem. So I'm talking about things like when somebody, we are about to do 

medications, and we were talking to them about culture, a lot of the questions we may 

have to ask because we are doing our assessments in order to really look at placement 

criteria and our recommendations is that whole idea of how does the culture define what 

would be an appropriate medication or even if medications are appropriate for this 

particular substance use disorder. 

So all of those questions are going to come to light as you are doing assessment. 

Culture can have a really strong impact on what we do for treatment planning. 

And another one, how are issues resolved? When looking at the culture, how are 

problems resolved from a cultural aspect? When somebody has this particular disorder, 

is there something that can come into play with the support system, for instance. It 

might be an elder. It might be a leader in the community who can really be influential in 

not only treatment planning but actually following through on treatment. So again, that is 

a third layer. So I'm looking at how does culture influence assessment and what we do 

with the data. 

Historical trauma. Historical trauma does pass down through generations. We are really 

clear about that in so many cultures. And having an understanding of whether historical 

or current traumas, or there are situational traumas that are going on that would impact 

a particular issue that you are testing for or exploring. That would be helpful. 

As clinicians, from an ethics perspective, we have to know about biases, prejudices in 

labeling all that but that at bay. In the last several years, I have really noticed that is so 

important is we don't call people by their labels. We use person first language for we are 

talking about somebody who has a sentence use disorder, not somebody who is an 

addict for instance. And really talking with them about what really led to the 

development of this particular to substance use disorder or attentive behavior disorder. 

So bias and misdiagnosis can come into play, and it can be subtle. And 

microaggressions in the beloved assessment can be very difficult because it will skew 

the data. A client can respond and it can skew everything we get from that point forward 



for social info important that we use our language carefully and that we do our 

assessment as true to the assessment tool as possible. 

Assumptions. Make no assumptions in the middle of an assessment. We need to 

explore all areas that surround the addiction. We need to look at with our client what 

they are experiencing on a different context within which this particular substance use 

disorder is impacting. We are looking at systemic variables. We are really looking under 

every stone possible for all the ripple effects. And we can ignore sums is about what is 

being impacted or not impacted by this particular issue for the client. 

One of the things I do like is the DSM-V .com website has at that website ache tool 

called the cultural formulation interview. That interview, it's about four pages, it's a very 

simple assessment tool, but helps us understand cultural influence on the client and 

what they have been going through. It does ask person that I mentioned you have 

culture definition, how do you define the problem you're going through right now. How 

were they to find a solution. And I also asked for collateral information so you can get 

information from significant others, parents for children, those cans of things which 

make the data that we get so much richer and robust. So again, going down that whole 

road. 

When we look at diagnosing, something I would say to people when we are talking 

about diagnosing when I am teaching assessment diagnosis classes, is that the DSM-V 

doesn't diagnose anyone. We do. It's just a book with a lot of data in it. And we are 

responsible for how use that information in the labels that we pull out of that. That 

document under the DSM guide. We have to hold ourselves accountable. We have to 

really look and make sure that the data corresponds with the diagnosis that we are 

looking at. If it doesn't, then we need to be very, very careful and pull back out of there. 

And we might even do other things specified if we have to be another was not written 

quite that way. Because they diagnosis -- for a long period of time. When you are 

diagnosing children, that will follow them to their school history. Adults, it can follow 

them through the legal system. It can follow them in various treatment systems. So it's 

important that we take the time to diagnose and diagnose accurately. To really look at 

all the data. If we are not sure, we can get more data. That would be the next best 

correct action. 



I have seen people who come in were people come in and they come in with one prior 

diagnosis. They often come in with three or four diagnoses, because every single 

person that saw them had a different diagnosis for what was going on in this particular 

client. 

So it's honest not to take all of the previous information, but to be aware of it and then to 

do our own assessment and make sure that it is meeting what we are working with right 

in the moment. 

And taking those results. I have had people tell me that other clinicians tell me that 

when they do assessments with the client, the not tell the client about all the data. That 

is a double edged sword. There is a couple of things where we are trying to get more 

information, try to get someone to get a full psychiatric workup in those cases, we going 

to basically be very vague about while we are sending them, because we’re not trying to 

skew the results. But we know there something more going on and that's what we need 

to tell them. We need to be really clear that there is more going on that I am able and 

capable of diagnosing. So any somebody who has additional training and whose 

specialty area isn't diagnosing so that we might -- make sure that we have the right 

diagnosis, and at the right treatment plan is being created accordingly. 

So any kind of biological disorder, disorders that need medication, we refer to the 

appropriate person and we want to sling to the client while we are need additional 

testing. 

With results, there is this understanding that we will present results to the client in a way 

that they can understand and language that they will understand that will not create 

additional harm to the client, but they will give them put they need to know enough to 

understand how we are diagnosing and moving forward with the treatment planning. 

Because we do want them to buy into the treatment plan and be able to accept that 

treatment plan pizza how we get the results is going to be really, really important. 

One of the things, I've heard cases over the years about potential misuses of results. 

Using results without telling the client that they were going to be used for employment to 

that they were going to be used in order to change their level of treatment engagement. 

Either going up or down. So it's important that they do understand how those results are 

going to be used and to not misuse that. 



When we look at referrals, making sure that we refer so that the client understands we 

are not abandoning them, not rejecting them, that but based on what we are 

determining from the data that we have, we need a specialist. And what that specialist 

is, he has experience training and training working with this traditional issue. We're 

going to do a referral. 

Clients do have this idea of abandonment if we don't do a referral well. So it's important 

that we take the time to communicate. To time to do good handouts and be connected 

as we need to, to the client, so we can benefit from the sorcery ascending to them to. 

Forensic evaluations, what is interesting is forensic evaluations, there is a legal case 

associated with that. So there are very specific individuals who are going to do the 

evaluations. 

They don't have to have an informed consent to do those evaluations. They can just 

address the data they found. So in looking at those forensic you value essence, that you 

have to be very clear and to inform the client about how that information will be used to 

have access to that information, and the fact that they’re still a mandated reporter in the 

event that would require reporting that duty to warn. 

Another thing that has come up here in looking at electronics and telehealth, which I 

love how we had advanced in telehealth last year, in looking until health it's also 

reported to have a conversation with the client about how you store your data. If you are 

using electronic health records, they have a right to know that. If you are using cloud 

storage or an external hard drive, they have the right to know that. They have a right to 

know who has access to that information. They also have a right to know how that 

information will be disposed of. At what point will it be disposed and how will they be 

disposed. So that should be part of your conversation with the client as well. 

It is so important, all of the literature as I was looking at literature and research in 

preparing for this today, and overwhelming theme I kept seen throughout was security 

breaches of data and we are held accounted for the security breaches. People are 

seeing data that never was seen before, so to speak. 

And dual relationships. As we talk about assessment and diagnosis, we don't supervise 

or counsel friends or family, colleagues, we don't. The fence that the same is true for 

assessment. We don't assess and diagnose friends, family, colleagues. There is a 



reason for that. We are going to be very skewed. Either very skewed positively or very 

skewed negatively. But there are ethical considerations with that. 

It's really important that we are really clear about who we can assess and diagnose and 

that we don't step outside of that boundary. So we make reasonable efforts to make 

sure that we are not doing that. Again, just to ensure the integrity of the whole process 

of doing assessment and processing. 

So looking at co-occurring disorders, it seems like there are some really good things 

here that are worth really highlighting for a minute and I was trying to pick something, so 

I'm not going to think about it right now. Assessment is really getting to know a person. 

Assessment, is you are unpacking a story. And that's a beautiful piece of the work that 

we do. We have given the client the space in the room to be able to share what's going 

on with them. That is a privilege, and honor, and something we need to respect. So 

very, very important. One tool alone, the DSM-V, and even my assessment tools, they 

only tell me a very incomplete story. I have to fill in the rest of the details. 

I need to make it every effort to contact all involved parties, to show information. So look 

at my family members, it could be a guardian, a legal assistant person. However, it can 

help me fill in the story, it's important I include their information as long as the client 

gives me release to do that. 

And I shouldn't allow for catharsis about addiction to color what I am learning. So if you 

have a client who has come in and may have a heroin addiction, you have some 

thoughts about what happens when people have a heroin addiction, you have to put all 

of that to the side because this client has a name. They have a story. And we need to 

hear that. They are not an object, we don't want to go down that road. We want to talk 

about a person has a substance use disorder and we want to understand all the other 

layers associated with that. And we can sometimes get really going down that road 

about preconceptions, like this is what I need to do. Instead, I should be listening more 

and thinking less. 

I need to be familiar with diagnostic criteria. So I do have to have a really good working 

knowledge of the DSM-V and any other diagnostic tool that I am using. And working 

knowledge house we understand as I am talking to the client exactly -- helping me 

understand the experiences and helping with questions so I make sure I touch on all of 



layers. Because our clients are quite complex, and they do have physiological and 

substance use disorders running at the same time. So unpacking that is going to be 

important. 

And I don't assume that is one treatment approach that is perfectly unsuitable for this 

particular current client. So we have to look at what they need right now at this point in 

time, and what short-term and long-term goals that the client has articulated to you and 

that we can see as we are looking at the data and making sure that we involve as many 

systems as we can. 

Become very clear about what my agency or my program can provide, especially as we 

are looking a co-occurring disorders. Because most of our clients have co-occurring 

disorders. So it supported to know what our program can do and maybe having multiple 

this -- multidisciplinary care team where I have other individuals who can help me to 

work with this particular individual. Don't be afraid to admit what you don't know, either 

to the client or yourself. So if you are not understanding something that the client is 

telling you, helping the client understand that you don't understand or would like to and 

allowing them the space to expand on what they have been telling you, that's very 

appropriate in the middle of an assessment, because it will allow things that they have 

experience, help me understand what that word means for you. I want to know how this 

particular expense started, ended, all of those kinds of unpacking and I want to 

understand you completely. 

And that is simple love -- health for clients because they know we are trying to generally 

track with them and they are more like that you give us more information that we need. 

So they are also really great to ask your resources, your clinical supervisor, your subject 

matter as to experts, and they can help unpack that for you. Help guide your questions. 

For instance, I don't work with eating disorders, there is so much I don't know. But there 

are two people I know that I can call and I can say, here is what I am working with. This 

is what I'm concerned about. What should I be unpacking? What more information 

should I be getting that will help this particular individual? So making sure that we know 

where we stop and where we can go to get more help. 

Having empathy period one of the things I have learned about motivational interviewing 

at the fact that motivational interviewing is a conversation like we ask open-ended 



questions. We reflect back to the client. And we have empathy. It can get really 

disconcerting for a client when it feels like we are just in interview mode quick. Just 

question after question, and it feels like we are going through forms and they are just a 

number. 

When a client feels like they are just a number, they don't feel they are going to get the 

best care they can get. So what can we do to personalize the process so we invite them 

to have this conversation with us. And empathy helps tremendously to invite a 

conversation with the client to try to understand the -- of their life. What are they feeling, 

the significant pain. And empathy just opens more quote doors and closes. So I would 

say staying connected with them, being apathetic has gone a long way. 

So I have George T.. The client is a 34-year-old married employed African-American 

man with cannabis dependence, alcohol abuse, and bipolar disorder stabilized on 

lithium. Who is mandated to cannabis treatment by his employer due to a failed drug 

test. George T. and his family not knowledge that he needs help not to use cannabis but 

do not agree that alcohol is a significant problem, nor does his employer. He complains 

that his mood swings intensified when he is using cannabis. 

So there are so many questions we would be asking here. We would be doing an 

integrated treatment plan here because we have someone who does have a mental 

health disorder as well as a substance use disorder. So we would be looking at 

placement criteria. It's the outpatient or inpatient? We would be looking at what types of 

support groups will be appropriate for him. Find out what he has expense with treatment 

in the past. What support groups in the past has been. 

Looking at whether family interventions as well as interventions would be appropriate. 

I'm really looking at understanding and unpacking what was it like before you started 

using cannabis, and what has it been like since you've been using cannabis, to get a 

before and after we get a clearer picture of that. 

Doing some education about cannabis and alcohol. And helping understand that -- more 

frequent than he is used to. Helping him understand substance use with his bipolar 

disorder and how substance use can dysregulate his mental health disorder. So he has 

a clear idea of all the connections between that. 



I'm talking about expenses with substances in the past. How they have helped, how 

they haven't helped. To about his relationship the strength of his marriage. And what is 

his job and what are all the surrounding factors with his work and where he is from, but 

his employer got involved in it. 

Understanding the failed drug test. He had a positive drug screen. So understanding 

why he was positive in the drug screen, other drug screens he has had. 

What does he want? What does he want to work on? What does he feel comfortable 

with and what are his short-term, long-term goals. There are so many areas we can go 

into. Talking about his cultural influences and how cultural influences him as a manager 

at the provider and as an employee, what does that look like for him. 

So there are some any things we would be looking at. And I just hit the tip of the 

iceberg, but in asking those questions, invite him to explore and expand on what he is 

telling us, we can get much more understanding because this is like the tip of the 

iceberg and we want to know a lot more. 

And another one would be Maria. She is a 38-year-old Hispanic Latina woman who is 

the mother of two teenagers. She presented with an 11 year history of alcohol 

dependence, and a 2 year history of opioid dependence. A history of trauma related to a 

long-standing abusive relationship she is not currently in an intimate relationship and 

there is no current indication that she is at risk for either violence or self-harm. But she 

does have percent sent measure depression and panic treated with antidepressants. 

She is very motivated to receive treatment. 

So there are a lot of words in here that would be trigger words, or keywords for us to 

hone in on. I would like to know more about your culture and how she was raised. I'd 

like to know what her mother was like. What if like to have two teenagers now and in the 

process of raising her children. Talk to me about the history behind your alcohol 

dependence. Talk to me about the history of your opioid use and what initiated that. I'm 

talking about your history, experience as a trauma, I'm unpacking in the assessment the 

key here this particular story. We don't want to unpack, in the middle of an assessment. 

That wouldn't be ethical. We are doing an assessment. So I can find different things I 

want to talk about later, but I don't unpack them right in the middle. 



That would actually start a trauma response in the middle of the assessment, and I may 

not have the right -- in front of the client during the assessment at that point. So that 

would become very unethical that point if we were to unpack that. 

I'm looking at relationship, her if related restraint. What her concerns of violence and 

self-harm enter current status for that. Looking at her mental health diagnoses as far as 

back as she can remember or what she wants to share with us. Talking to us about 

when the panic started. And talking about her motivation it really being empathetic to 

she has a lot going on and we really want to be a support for her. 

So there are a lot of ethical pieces and coming in helping her unpack that story. So one 

thing about assessments that help for any and everyone is unpacking that eluded. 

So now we change gears here and we move over to Principle VI. So we have eTherapy, 

eSupervision and social media. One of the things I can say is many of us are 

indoctrinated in the world of Zoom and WebEx and other video platforms. So this was a 

question a year ago as to whether we could do that. We have been doing this for the 

last year. So we learned some lessons along the way, and we have learned some 

things that are really important within the code of ethics that we just revised. We did 

check this section to make sure that it was accurate and current. So we would have a 

really clear idea of some of the explanations. 

Almost all the codes of ethics to have an electronic section, and eTherapy section that 

has been added to the code of ethics. Something we are looking at nationally. We have 

a lot of organizations that are certifying. That's one of the things to consider when you 

consider looking forward and continuing to do telehealth as part of what you provide, 

having received training and education that makes you qualified to provide that service. 

We were doing something under emergencies procedures, but now what do you need 

to add to what you have learned over the last year that would help enhance your 

practice and make sure that you stay ethically and leave legally within your boundaries. 

So in this electronic digital era, we have expanded all services and opportunities around 

telehealth. And we have provided across state lines. We have provided -- HIPAA has 

relaxed their rules in the last year, so there are really a lot of opportunities for people to 

be able to provide services to clients. 



It when we talk about technology and what technology is, it's anything electronic. So 

whether it's computer, tablet, laptop, external hard drives, flash drives, anything like 

that. Cell phones, any kind of mobile device, tablet, all those things fall within this 

electronic or, digital section that we are talking about. And social media, certain platform 

to connect with other people. 

So services and opportunities have really expanded. A lot of research has occurred in 

the last year. So I was able to find a ton of research in 2020 that really supported the 

provision in an online format with digital format. 

Of course we look at CBT, but many could be adapted to -- that is unused. The clinician 

need to make sure that every modality of treatment is appropriate in this particular 

setting. 

I noticed in the research that a lot of times in crisis mode, your having to turn off the 

modality and deal with the person in crisis just where they are at. And that was 

consistent through all the data. 

So we can do treatment, we can do support services in an online format, electronic 

format. You can do billing records and stories online or in clouds. We can do 

multidisciplinary care teams. I can work with another clinician. I can do supervision. I 

can have a team meeting, use Zoom for that. It's on us to make sure that we are being 

confidential and the covenantal and the information is being protected so others are not 

overhearing what we are discussing with this particular client or about this particular 

client. 

And we have to be more mindful for of risk for harm. So we have to be more intentional 

to support some clients who may end up developing some kind of electronic or digital 

red flag system. Our internal system has to be listing more carefully, differently, to look 

for risks for harm. 

One of the reasons were able to cross across state lines and why that probably we'll 

close down quite a bit this summer, is because when you have someone in crisis in 

front of you, that is not the time to be looking up local law enforcement or looking up a 

local hospital ER room. That is not the time to have this kind of conversations. Those 

should have cracked happened prior, and that specific data you're talking to that client 

in electronic format, before you start your session, you need to know where they are 



standing in that moment so you have an understanding that if you need emergency 

services, that you would be able to get it to them at their current location. 

So looking for risks for harm in trying to protect for that. One of the ways you can protect 

yourself is every single time you meet online with your client, that you are asking for a 

physical address, and potentially one or two other phone numbers or an alternate first 

person's phone number is, so if there was concern and you think an emergency did 

happen and they lock you out, that you have a way to get services to them. 

Privacy versus confidentiality. Privacy is a client’s right to have the information kept as 

private as possible, as privilege communication versus confidentiality, which is the legal 

ability to break it client's privacy in order to keep them safe. So we have to maintain all 

of that, whether in front of client or electronic. 

We can use supervision. We can have -- in the format or all of the things we have a 

doing – or available to us. So all the corresponding ethics around providing ethical 

Linacre supervision, ethical counseling, ethical security of our documentation is very 

important. 

One of the is from an ethics perspective is that you're taking more notes when you are 

doing services online, providing counseling online. 

Things you need to add is -- service when you are talking to the client electronic format. 

Did you notice anything in the environment that was unusual, that would not have 

expected. Like I could see a whiteboard in the background with one client and that I 

haven't seen that before. So safety, the first thing that came to mind, what's going on. 

So those kinds of things. Looking at if you had to transfer from medium to another, how 

smoothly was that transmission? Was there a code -- a code word used that you need 

to make note of? So one of the things I have learned in the last year in working with 

TBHL, and other organizations is there is a recommendation that you have two different 

passwords. One password is this is a password between you and I. Every time we talk 

on the phone, or we can communicate electronically you say the password and I know 

it's you. Why's that important? Well, if the father sounds just like his son and the son is 

my client and I think I'm talking to the sun when in fact that the dad and he hasn't 

identified as the dad, and they sound just a lot, like we have all known people who have 

very similar voice intonations. 



So if the father couldn't tell me the password, that I know that that wasn't the kid I was 

talking to. I would explain that to the client upfront that this is to protect you and make 

sure that no one else is pertaining to be you. You want to protect this password so no 

one else knows anything about it. 

The other password is for that situation where somebody is trying to overhear your 

conversations, trying to listen in. They could be on the other side of the door, they could 

be able -- trying to hack in, they could be in the room and your client doesn't feel safe to 

have an open conversation with you in that moment because they know someone is 

listening. They can say phrase, typically often better there, because is not alerting 

everyone else that you have been notified, but that phrase, where it's something like the 

big dogs are out today. You both know what that means, that might make any to chef 

about what I like to talk about in session today because you are not secured. 

So those two passwords or passphrases are really super helpful as we go forward in 

looking at how do I protect the client and the client's on privacy. 

So as we are going down and defining these things, what does confidentiality look like? 

So competency, we talked about that. 

One of the things we do have in the code of ethics is we have a list of items that need to 

be in a technology informed consent. They are very minimum. At a very minimum there 

are things that would be helpful. This is attached to that your main disclosure, that one 

is for legalities around want all that. But this is specific to technology. So contact 

information for the client, so counselor, supervisor. But teletherapy is not for everyone. If 

it's not, we have a right to say this is working really well, and if it's not working well, let's 

do something else. 

Everything that we do in person should apply to delivery of services online. So whether 

I'm talking to you face-to-face or online, that we still have all the same pieces. And still 

want to watch you, so going to -- all of that. Do we warn of mandatory reporting laws. 

They are the same online as in life. So if there's something of concern that I will share, I 

will share that with you, but I need to get help for you. 

Confidentiality and privacy rules so they understand. We cannot prevent 100% 

someone from potentially hacking into our conversation or guaranteeing their privacy. 

We can't guarantee privacy on our end, we convert provide things to do that, but we 



can't guarantee it on their end. So we would want to have that conversation with them 

about that. 

Security in information how we are going to keep their information safe. But the private 

information and their clinical records and assessment data, all that. 

Access to counseling and technology assistance. So things like headphones and things 

that would be helpful to them. 

Any limits. We can talk about the benefits. We all understand benefits. It can be very 

convenient. I can meet you in real time, further places, you don't have to drive, you don't 

have to spend the money, there are so many benefits. 

But there are limitations as wealth or for some people, actually being able to see them 

sometimes can be really helpful. Some venues, like domestic violence and sex 

offenders, the data doesn't support doing telehealth with certain populations. So we 

have to be very careful of that. 

We want to talk about what could be the potential limitations, one being confidentiality, 

breach of privacy, all of those kinds of things. 

And then we talk about misunderstandings. We give the client permission to tell us if 

they are confused by a facial expression or the way we set something. We also do the 

same thing, just so they are really clear. Because sometimes cues can be lost. From an 

ethics perspective, I don't want to make the assumption that you are reacting a certain 

way, I want to give you the ask and the chancel asked me as well. 

And clear of the confusion. Sometimes there can be confusion about what services can 

and can't get delivered online. So talking to that, talking to client about that and we 

would have that conversation. 

Response to asynchronous communication. Here's the thing that has been really 

interesting. I did a conference for NAADAC around ethics several years ago. And I had 

an individual in that session, I think it was in Florida, but anyway I had somebody who 

was in the room when I did this big presentation on ethics, and this person said well, I 

just was wondering what you thought about answering e-mails to clients at midnight or 

1:00 when I can't sleep? And I had to think about that for a minute. My answer is, what 

you do for one client, you must do for all clients. So if you're answering e-mails at 1:00 

in the morning, you're going to check all your e-mails to see who unit need to answer 



that 1:00 in the morning. Because you are setting a precedent. And clients in small 

communities, they talk, so the last thing you would want is that one client is a he 

answered me at such and such, but the other one didn't. 

So I would say when you're doing electronics and engaging on email and chat and all 

those kind of things, you have some really clear boundaries with the client about when 

you're on and when you're off. So that they don't have an expectation, that you are 

immediately going to respond to that based on whatever time they are reaching out to 

you. 

The other recommendation would be that everything that is in e-mails and charts, to 

keep you ethically safe and protect you when the question comes up, that all of those 

are transferred into the client's clinical record so that it is over there. This was a 

communication about, versus this is what we talk about. And personally, what is not 

recorded somewhere, it never happened. 

So that could become part problematic for a counselor as well. You create ethical and 

legal issues for counselors. 

So asynchronous communications, e-mails, if you're going to do therapy by email, that 

all needs to be documented to the client record. You're going to have to swing to the 

client, the pros and cons and risks associated with doing that. 

With text, I typical here, this is a social issue. I'm running late, or I'm running early or I 

need to reschedule. However, with adolescents, for a lot of adolescents, Texas a way to 

do therapy. Because adolescents love to do those kinds of things by text instead of 

having to talk to us face-to-face. So if you're doing that, that should also going to the 

clinical record. Because that's therapy at that point. So we want to make sure that we 

have that information. 

And chats, the same thing. You do open yourself up to some risks here, we will talk 

about that with chats as we move into social media. 

So the possibility of technology failures. All of us have had that this last year. All of our 

platforms went from normal speed to having 10 times our people on there than they 

knew what to do with. So a lot of us, our speed slowed down and checking into our 

technology at all those kinds of things. So there is always that potential for technology 

failure. That run in the middle of talking to somebody, -- So you want to have that 



conversation with the client in informed consent. So in the event that our technology 

goes down, we are going to have an opportunity to want me to call me you don't have to 

call me, just wait five minutes. I will call you and we will eat either reschedule or we will 

figure out what we want to do. So be sure you have that information. 

Emergency protocols. What do you want to do early in an emergency if they are in a 

high risk situation. Do you want to go to the heirs hospital emergency room or do you 

want me to call you or what that protocol? Call the office. 

Procedures when you're not available. Same as when you are alive. Consideration of 

time zone differences. This is really matter if you are crossing state lines temporarily, 

that's going to end for a lot of different states in the next couple of months, but when you 

cross time zones, you want to remember I'm on Mountain time but my client is on 

Central time, and I didn't make that switch. 

Policies regarding recording. We have a lot of questions on this one on recording and is 

it okay or not okay? As counselors, we can't record without the client signing a release 

to record. So we need to get that release to record from a client in order to be able to 

record the session. Some states very and what the client can do. Clients can record us 

without our permission Colorado, but we cannot record them without their permission. I 

need to know what the laws are and to honor the laws in that state. 

Cultural and language differences. This may be something as you're getting to know the 

person, one of the things that kept coming up in the research is that with electronic 

delivery of counseling services, you need to take a little bit more time to establish 

relationship in connection with the client. You're going to have to ask more questions, 

you may have to do a little more self-disclosure in order to engage them since it is -- at 

such a different format of providing services. The data has been supporting that all year. 

Denial of insurance. You need to check if your insurance will cover it. A lot of you have 

already done that to see about providing the services. 

And a social media policy. Social media is Facebook, Instant Messenger, all of those. 

Our code of ethics vesicle says that you only use a professional platform, that you're not 

using any personal platforms and engaging in social media. You can't friend a client 

without violating confidentiality as it plays out in a tree of people that are connected to 

you and to them. So social media has been difficult. 



Facebook, all those things, every code of ethics that I am aware of says you can’t friend 

a client because that will open you and the client up to situations where privacy is being 

violated on multiple layers. 

And not accepting somebody as a friend still keeps them in the queue. So they can still 

say some things on your homepage until you accept them. So you have to actually 

actively rejects them as a friend. Those kinds of conversations are going to come up in 

the first conversations you have with the client so they will send you a policy around 

that. 

And why. So they have a really clear idea of why you are thinking that we. 

So other things that we have been learning is verification of identity. Verification of 

identity, using a password, having them put their ID up so you can screenshot their ID. 

Anything you can do to verify that they are, especially if you have never met them. Text 

use, and passwords and code words, super helpful. I have a password informed client 

and his dad, they sounded identical. If I hadn't used that password, I would have been 

talking to dad instead of to the kid. 

I need to know what the federal, state, and local laws are because a lot has changed. 

What is interesting about HIPAA, they didn't change the rules regarding COVID period 

what they did is relaxed enforcement. So they are going to reinstate enforcement here 

in the next several months. Department of transportation, clinicians were providing SAP 

evaluations on July 1 we won't be up to do that online anymore. So we need to know 

when those laws are stopping and starting so that we keep ourselves and the client 

safe. 

Access to technology. Everybody’s technology is different. We won't be on the 

computer, and I think I was on the phone. Because everything wasn't working out. So 

we need to understand all of their access to technology, how comfortable they are with 

technology, how comfortable they are with where they are at, and doing this to the best 

of their ability. 

And that brings up the whole what do I do if a client shows up and they have had a 

drink? And they’re sitting in front of me and they have a beer in their hand. What if the 

client is driving, trying to do a session with me. And those are really great questions. 

And I think you're going to have to use her clinical skills to tell them what to do about the 



beer. One thing that one clinician shared with me is that she did ask the client, sounds 

like you needed that to cope with our session today. Help me understand how this is 

helping you cope. Help me understand why you thought it was okay to bring that. What 

are you thinking? 

Two kind of open up and invite conversation which I thought was really helpful. 

There is a concern around safety. If somebody is doing a session with you while they 

are driving. And also is there anyone else in the car. That is what happened to me. 

Somebody called me and they are talking to me, I am assuming there in the vehicle and 

I said you can't do that. Right now, you can't be driving and having a conversation with 

me. That's a really great way to get into an accident, unfortunately. I heard someone in 

the car say I did told you she wouldn't do it my, mom. Didn’t know he was in the car. So 

when we look at all those things, we have to be mindful, what could be a legal concern 

and what could be an ethical concern all that. 

Transmission and encryption of data. There are so many technologies of able out there, 

so we are expecting that you are inputting the data, it's in a VPN, a virtual private 

network, so the information is not available to parties outside of your transmission. 

Really handling crises and making sure that you are aware of what the crises are that 

the client is going through and opening up those conversations because you may have 

to do a mandatory report. And you are not going to be able to dial them your help going 

to have to dial their local phone number. So you need to know where they are standing 

and getting services from you. 

Using local resources and referrals. Because if I do need to refer them for face-to-face 

counseling and they are in a remote area, what are the resources available to them. 

And boundaries. It's one of those interesting things, but I look at group supervision and 

the fact that you are helping people connect to the net one another and connect to you 

in group telehealth, has been found to be effective especially if there is a good 

connection between the participants and the facilitator. 

And the facilitator is able to establish connections between all the people. And 

sometimes a little bit of self-disclosure was helpful in order to do that connection online. 

So you're going to have to manage that. I'm always good to say to us back supervision 



and build your boundaries around that. What you want to disclose, what do you want to 

disclose. How you are providing services to a client. 

Looking at the capability to participate. I have mentioned earlier, electronics for 

everybody electronic delivery is not appropriate for everybody. If I have somebody who 

is deaf, for instance, I might have to slow down my talking in order for them to be able to 

read my lips. Those are things I need to know before I start working with the client. So I 

need another capability to participate physically, intellectually, emotionally, linguistically, 

and functionally. The online format. Because I'm going to use the best tool for that client 

based on what they are representing and their capabilities are. May not be the 

presenting issue, but the present in capabilities. That on me as the therapist to 

understand, unpack, and address. 

And we had to look for missing cues. Figure out what cues am I missing. That are 

relevant to the counseling that is going on. Make sure that we stay within that. I am 

continually scanning for that. 

We talked a little bit about group therapy. Documentation and record-keeping in 

electronics, you're going to do a little bit more documentation as far as what platform did 

you use, what was protecting the information, were there any concerns or questions 

while you are meeting with that individual, what time did you start and stop if there was 

a problem, like if something crashed, how is that addressed. You want all of that so the 

client can have an issue, we could piece together both sides of that story. So that would 

be super helpful. 

And friending in social media. I would just say don't do it. That's just me. But we do say 

that in the code of ethics as well. We don't recommend it. The code of ethics does not 

recommend any friending whatsoever of clients. It's a risk to the client and to the 

clinician for you both to befriending one another and getting into personal areas. 

But that doesn't bring up a question. Is it ethical for me, if I am in a private practice, and 

this person called me. They want therapy from me. Is it ethical for me to look them up 

on Google and see anything that I can find out about them and decide if I want to take 

them on as a client or not. My question has all is been is that a violation of that person's 

confidentiality, and how is that not discrimination? So you have to be to about looking 



people up, do we plan on use that information, and is that within the professional 

standards of practice that we have as established by NAADAC. 

So that kind of gives us those two sections. And really kind of brings together the entire 

code of ethics that we have with online pencils and ethical framework that we started 

with. 

So I'm wondering if there are any questions. 

>> Yes. I'm just taking control here. 

>> I'm going to turn my camera on so they can see me. 

>> So let's see. This is the first question from Teresa. If a client is on vacation in another 

state can we still do a therapy session? She is living in the state where I’m licensed, but 

she's visiting another state. 

>> With COVID-19, yes. With COVID they said you could if a client is in a different state 

and you are getting information, yes. I would say without COVID in general, if they are 

on vacation at their calling you because they are processing something, you are not 

doing 20 sessions with them in another state, that would be easier to defend that if they 

are there for 6-10 weeks and you're doing that many sessions. At that point you're 

providing counseling in that state and you would want to contact the licensing board in 

the state where the client is standing to find out how they want to handle you providing 

services where you are working. That would be the best way to treat that. 

>> Great. Okay. From Andrew, is there a point when he therapy is no longer safe for a 

client? 

>> That a great question. Is there a time when he eTherapy is no longer safe for a 

client. There are mental health disorders and sentence use disorders, their situations 

where they are no longer safe for therapy. One would be they don't have privacy. 

They're unable to disclose everything that you need to hear in order to be able to help. I 

would worry about mental health crisis, if there is suicidal ideation, and it has been 

ongoing. 

That would be a situation where we would not to transfer over to face-to-face. I might 

have someone where English is not their first language, they not be a candidate for 

eTherapy. If they have someone who is spiraling down instead of growing up, so the 

depression is getting worse and you are noticing that they are relapsing more, those 



might be situations where we need to go back to face-to-face. Trying to think about 

some of the personality disorders, really antisocial personality disorder is the one that 

kept coming up in the research, but also domestic violence. So those were not 

particularly held by eTherapy and were helped more by live, face-to-face. So I'm trying 

to thing. If they are actively using, that would be really hard as well because we need a 

sober mind in order to be able to provide services to them. So that would be hard as 

well. 

And doing an escalation when doing a higher level of care. Just delivering the care they 

really need. 

Some adolescents, that some say that would be a place where face-to-face, we had a 

lot of people who have asked about adolescents where parents would not let them do 

home electronic therapy unless they were on Zoom. They wouldn't let them do Zoom 

without being the room with them. That is totally not going to work for that adolescent to 

have a parent there? I'm not going to get anything out of him. And those kinds of 

situations, as they come up, you're going to have to step back and supervision is helpful 

at that point. I just especially it out and see if a client can really benefit from the service. 

The other thing that can be really difficult with therapy is we can get into pockets. 

Pockets for the Internet service is horrible. So it keeps dropping them pick so we can be 

in the middle of a conversation and it just keeps dropping them out. That's going to be 

hard because of that lack of consistency. So I might want to change technologies at that 

point. Maybe we both go on our phones and see if that is better than trying to do Zoom 

on my computer. 

There are places in certain diagnoses in situations where eTherapy would not be ideal. 

>> Great. Thank you. This is from Emily from Indiana. Have you heard of interpretation 

devices, would they be appropriate for substance use evaluations? 

>> There are a lot of interpretation devices out there, small certainly. So the question is 

going to be yes, it would be appropriate as long as you have tested it. I think summary 

the code of ethics we say that you will test or check the interpretation to make sure that 

it is accurate. There are a lot of terms that we use in our profession that don't translate 

easily into other language is. 



So you'd want to test your interpretation to make sure that what it interprets as accurate 

and if that is the case, that can be helpful. And SAMHSA actually stands behind that. 

They would prefer that -- if they want to stay with you, that that would be a good way to 

handle a particular client. But just like we would check an interpreter to make sure that 

they are certified and that they translate what we are talking about and not over 

translate. 

We don't want kids to do that. So an adult and a kid, they want the kid to translate, don't 

do that. Because we don't want the child treated that way. An apparent is not going to 

share a thing with the child. Higher in interpreting service for that was really long-

winded, Jesse, sorry. 

>> I got a thank you. So I think that was a helpful answer. 

So this is back to assessments from Tiffany, getting reimbursement for services is 

clearly a major concern for agencies providing substance use disorder services. And 

sometimes it feels like insurance companies dictate care or put providers in a position to 

exaggerate symptoms in order to get patients the care they need because you know as 

a provider, that the patient can't pay and what pay, and are at risk if insurance payments 

stop and they discontinue treatment. How do providers handle that ethical to Amanda? 

>> That is a real ethical dilemma. You're almost asking me sometimes I have to lie in 

order to get my client the services they need. We have to stretch the truth in order to get 

the client the services that they need. 

And the bottom line is, ethically and legally, we don't answer that, don't do it. What I am 

wondering in supervision is, are there other ways to look at the services that would be 

necessary for this client, are there other ways to provide the services to the client that 

they need without having to lie about that. Because it would be hard for us to defend 

that. I would agree with you. Insurance does put us into these double binds where we 

need to treat the client and the only way we can treat the client is with insurance 

because of its CMS, if it's Medicaid, unless I'm a Medicaid provider, I can't provide 

Medicaid services to a client who has Medicaid. I have to basically repair them back to 

Medicaid. I can't even take them pro bono. 

That being said, I think I would really want to sit down and talk to supervisor about that. 

Potentially also a friend. At NAADAC we have the best liability insurance in all honesty. 



So we have liability insurance and we have attorneys from American professional 

agency that understand the rules and laws of their state. And we have as much legal 

advice available to you as you need. That would be one question also to take and have 

-- have a conversation that you find yourself in. I will also talk to the client about that. I 

want transparency with the client, and your insurance is only covering 8 sessions. So 

you and I have to get creative about how we get services for you. Let's collaborate 

together on looking at this. But I do hear what you're saying and it gives us pause. I 

wish you weren't in that situation. 

>> Absolutely. I think most people are aware of that situation, no matter where they 

practice. It's a very tough one. 

>> Insurance fraud is insurance fraud. So we are going to put that out there, too. 

Insurance fraud doesn't fall under the licensing courts. I'll speak to my state for a 

minute. Insurance fraud in the state of Colorado, will not only go against your license, 

but can be sent to the district attorney for the county you're in because it is considered a 

crime. And I don't want to put you in that place. We shouldn’t be putting people in this 

place where you could now and up having an insurance fraud claim. And those kinds of 

claims, interestingly, I know some counselors and it's shocking to me that they bill for 

counseling one day and peer services the neck day. But the client only came in the first 

day, and they are double billing of the client. It's these things that get us in trouble and 

have created all these rules and laws we have. 

So please be aware of division of insurance in your state. He another think you might 

want to do is go back to the insurance company and ask to speak to a live person. 

Because the last thing I need to do is have them just electronically say no. 

You can present a case and a new treatment plan to a life insurance person, there's a 

name for that, sorry. When you present that to the insurance person, and your 

representative there, and you could talk about why you need more sessions. You often 

can get them. But you need to talk to a live person instead of the computer that just 

spits back to you that you are done. 

>> Great. So here's one. In my state everyone is acting like COVID is over, and in my 

private practice, is it unethical for me to require proof of COVID vaccination to receive in 



person services? Is it ethical for me to require non-vaccinated clients to stay in 

telehealth and vaccinated client to come in person or is this discrimination? 

>> Under the circumstances, is not discrimination. But here's how you handle it. It 

needs to be a policy and procedure in writing as one of your policies and procedures. 

Just like we have testing our policies and procedures for what an agency can and 

cannot do. If you're going to require that they show you a vaccination passport or other 

proof of vaccination, then you need to make sure that is in writing. In our policies and 

procedures and our clients and FIU. So that does not look like you single anyone 

person out, but they are now making a transition from where we were in 2022 where we 

are in 2021. That is absolutely reasonable. I wouldn't want to do it just verbally. 

>> Great. Thank you. That is very helpful. So this is a kind of combination of two. James 

asks what tools are they double that combining substance use disorder assessment 

with a mental health diagnosis assessment, and I'm going to combine that with Rebecca 

part, which is in our state, things have been so sense of that at times it feels like a 

barrier of care. Patient get annoyed and sometimes leave. What is the most efficient 

assessment tool you might recommend? So maybe efficient tool that combines 

substance use and mental health. 

>> That's a really good question. The ASI is systemic. That's what's good about the ASI. 

Gives you all systems. A lot of people don't like the ASI because it's long. But you can 

also do an electronic ASI that is really cool. And helps to score the data. 

The others I know of are addition related. Trying to think if there is a good correlation of 

the two. The PHQ, is more for depression and mental health, not just addiction. 

What you could do, something I use as a training tool for a lot of my supervisees, that 

the dsmv.org site, there is what is called a cost-cutting measure. Basically what it is, is I 

will take two questions in each major category including substances, and if they say yes 

to any of those, you can unpack the different assessment for that. But the minute you 

see a great one that would help. The mini 4, is the mini psychiatric, that is short as well. 

And go back to your state, look what your state likes, what they like to use. Because 

often times each state has its own assessment tools that it prefers. 

>> Great. I can relate. We have to assess and then we have to assess and then -- it's 

very time-consuming. Second like with social, it has every disease known to man it 



every mental health disease not to man, clients do get exhausted. I can really feel for 

you there. So then my question would be, if you have any deep location of questions, I 

would take out any duplicating questions because that will sometimes -- we don't do 

that, but you don't need to do demographics. So you might want to just pull out the key 

questions and bring them together as long as I am not changing the nature of the 

questions. 

>> Right. Sometimes they tool and sometimes is the efficiency of what your process is. 

This is from Zoe. I did a Zoom appointment with a client recently, and the automatic 

record setting was on and I didn't realize this until after pick what is my responsibility to 

the client? 

>> I would tell the client that automatically recorded that session and document that 

automatically recorded and didn't get permission to that in it advance pick and you want 

to document what happened and they wanted to notify the client pick so you notify the 

client, and what was recorded, how long it was recorded. And how it's going to be 

stored and disposed of. And if they have any concerns they have a right to raise those 

to you. What they want to know is who's going to look at it? Was going to see it and 

where is it going? Is that going on my record, so that is there concern. If they ask you 

for a copy of it, if it's their session, you can give them a copy of it. And you are not 

response offer the confidentiality on their end, it's only on your end, not theirs. 

That would be how I would handle it. Go back to the client say – that’s the most ethical 

thing to do. The auto record was on, I didn't know, and I really apologize. Here's what 

we can do next. And I think your client would appreciate that honesty and remind them 

put happens when someone that something happened to them in that same situation. 

>> Soy follow-up to that is, what do you do if a client records your session and you 

weren't aware. 

>> I don't like that. I will just say that. I don't like being recorded. Whenever people 

record me, I hate that. Like I said in my state, they have the right to record me without 

my permission. I really don't like that. I really feel like they should have a conversation 

with me about that just so that I have the right to say yes or no to that situation. So what 

I would recommend is at the very beginning of telehealth, the telehealth relationship, 

with every client, I want to tell them, recording is complicated because of storage and 



who can have access to it or not. I don't record sessions. I am going to trust that you're 

not going to record sessions unless we talk about it in advance and we have each 

other's permission to do that. And I would reinforce that every single time. That you 

can't record. 

You actually can prevent recording. With Zoom you can prevent recording on your end 

so they can't record you. They would have to use their phone or another device to 

actually record the conversation. 

And that is just a risk we take in using telehealth and portly. So you have to have that 

transparency upfront and regular reminders on that. 

>> And is not just electronic providing of service, but people could have their fun of their 

pocket, in their present record you. It's just more of a risk either way these days. 

We are now out of time. Thank you, everyone, for these really good questions. If you 

have more, the final session of this series is the 9th of April. And we are want to start 

with a one hour presentation, and Mita will be back at four panel in our second hour 

Pickett will be full of conversation and ethics the questions around ethics except feel 

free to come back and help us wrap up. Thank you, Mita. As always -- we also 

appreciate your expertise and knowledge. 

A reminder, that today's training is approved for 1.5 containing education hours. Our 

website contains the fullest of boards and organizations that approve us as continuing 

education providers. Proper in reminder, I said this in the beginning, but for those of you 

who may have missed it, if you need your certificate to say the word live audit meeting 

you're here today when this was recorded, just make sure to complete the CE quiz as 

soon as possible within the next 24 hours. 

After 24 hours, you're hardly going to notice it on the certificate, but the word live will be 

removed and it will say on demand. Just so you're aware of that. 

Upcoming webinars come on April 7, the one a series is what you can need to continue 

with Renate Gallagher present on ballroom dance sustainable client went well as for 

recovery centers, and we will wrap up our six part series for this series. On April 9th. So 

that's an opportunity to get your question answered. If they are coming out in your 

practice, writing down and get them answered. So make sure to bookmark the website 

at the bottom so to stay current. 



We are very excited about our free webinars in April. We are fortunate to invite back 

Garrett Biss , lead training lead trainer for Diamond Mines LLC who is joining Michael 

Kline who specializes in leveraging analytics variance to help others with sustainable -- 

some don't miss this training on Wednesday, April 21st  at 3:00  Eastern time to learn 

about RIM for organic emotional healing from trauma. 

The week after that on Wednesday April 28, same time, 3:00 p.m. Eastern, will be 

training for all professionals on baby boomers and substance use, how holistic care can 

help. Presented by Shevel Mavins, a certified substance-abuse counselor in North 

Carolina, and former New York State certified education and training providers, joining 

Shevel will be Kaii Marie Torrence. This training is going to be prepare you to better 

understand why late life transitions are risk factors for co-occurring disorders and how to 

incorporate holistic treatments designed specifically for this population. So please join 

us for those. 

NAADAC is really excited to present the NAADAC 2021 advocacy in action conference 

on virtual Hill day. It will take place on April 13-15 of this year. The conference will 

provide you with the opportunity to attend briefings on current legislation and learn 

about important advocacy issues. The Virtual Hill day will allow attendees to speak 

directly with lawmakers on Capitol Hill about the issues that affect the addiction 

profession and those it serves. Some of the great opportunity. This is in your home or 

office and you can earn up to 11.5 CEs soy up you will join us for that. 

If you haven't had a chance, please check out our wellness and recovery of the 

addiction profession series. Everything you need to know about the series is there on 

the bottom of your screen. The next training is on April 7, so make sure to register soon. 

A reminder as well, if you missed anything in this ethics series, you can find it here at 

this page, website at the bottom of your screen. It is exclusive content, so registration is 

$25 per person, does include access to the online CE quiz answer difficult and eligibility 

to apply for the certificate of achievement on ethics and recovery. So that is the website. 

If you want to know more, visit that website. 

Last, as a member, reminder of all benefits by joining NAADAC we have immediate 

access to over 300 CEs. It pays for itself so fast. So if you're interested and, please 

consider joining NAADAC. You can become a part of our association. So please take a 



few minutes and fill out the form for feedback because we don't do use that to include all 

of our future material and learn expenses. Thank you again so much for being here. 

Being part of this webinar. Thank you, Dr. Johnson for providing the expertise and 

ethical knowledge that she is sharing with all of us. I encourage you to take some time 

to visit our website and for sure stay connected with us on LinkedIn, Facebook, and 

Twitter. Have a wonderful day. 

  

 


