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>>     JESSIE O'BRIEN:  Hello everyone and welcome to part one of six on the special online 
series Ethics in Practice this is NAADAC NCC AP code of ethics part one.  And this is presented 
by Mita Johnson.  I am trying to the training and contact manager for NAADAC, the Association 
for addiction professionals and I will be the organizer for this training experience for this online 
training is produced by NAADAC, the Association for addiction professionals.  Closed caption 
is provided today by Caption Access please check your most recent confirmation email or the 
Q&A and checkbox for the link to use closed captioning.  Every NAADAC online specialty 
series has its own webpage that houses everything you need to know about that particular series.   

 

If you missed the part of that series and decide to pursue the certificate of achievement, 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 
access the CE quiz and receive a certificate, Goto Webinar uses a time tracking tool to ensure the 
entire training is watched. so to access the material bookmark the web address at the bottom of 
your screen here, NAADAC.org/ certificate-four-ethics-in-practice-online-training-series.  Go to 
this page in the future when you need information in regard to this particular series with  

 

This training itself is approved for 1.5 CE hours and our website contains a full list of the words 
and organizations that approve us as a continuing education provider.  As you know you've 
already pay the registration fee of $25 and this includes your access to the CE quiz, receiving the 
certificate upon successful completion of your quiz, and eligibility to apply for a certificate of 
achievement in ethics and practice--remember the following steps to watch the entire training, 
and take the quiz.  The link is also at the bottom.   

 

We are using Goto Webinar for two days live event so you'll notice the control panel that looks 
like the one on my slide review can use the orange arrow to minimize or maximize the control 
panel.   

 

If you have any questions for the presenter type them into the questions box, we gather the 
questions and give them to the presenter during the live Q&A at the end of the training so any 
questions we do not get to we send, we will send to Dr. Johnson and she will respond to those 



buried under the questions tab-- then another tab that says handouts and you can download the 
PowerPoint slides from that handout tab and a user-friendly instructional guide on how to access 
your online CE quiz and receiving your CE certificate., Use those instructions when getting your 
certificate and ready to take your quiz.   

 

Let me introduce you to today's presenter Dr. Mita Johnson has been practicing the world of 
mental health, marriage and family and addictions counseling for 30 years and earned her 
doctorate degree in counselor education and supervision and is a core faculty member in the 
school of counseling program at Walden university.  She has a thriving private practice where 
she provides tele-behavioral health services, clinical supervision, counseling to our military and 
addictions specific training and education.  Her areas of specialization includes pharmacology, 
Co. occurring disorders, ethics, Culturally responsive care and clinical supervision and has been 
an active member of NAADAC for the past 15 years and served as the ethics chair and began her 
term as our NAADAC president in October 2020.   

 

I will now make you the presenter.   

 

>>     DR. MITA JOHNSON:  Good morning everyone my name is Mita Johnson, thank you for 
the introduction I am excited to kick off the ethics and practice specialty online training series, 
we have amazing conversations lined up as we take A deep dive.  We present you with the newly 
revised code of ethics that went into effect January revised code of ethics that went into effect 
January 1, 2021.  There are minor revisions to the previous version and you will find the new 
code of ethics on the NAADAC website under the membership tab.  Why do we need a code of 
ethics, and we know right and wrong when dealing with clients substance use and behavioral 
disorders?  Yes we do however your idea of what is right versus mine is quite different and 
highly subjective and highly contextual based on a situation at hand.  I'm often surprised about 
what people believe we are paid to think or believe.  Why did you get into the field of addictions 
counseling and behavioral health to begin with?  Most of us did because we want to help people 
and help them achieve functionality and wellness and make a difference in their lives.   

 

We may have life experiences and want to give back to others in similar situations and care 
deeply about our community, schools, family and you.  Addictions talk us because there is such 
stigma around using addictive substances and engaging in addictive behaviors.  We want to help 
individuals of been stigmatized and downgraded by society and I know for me that is one of the 
reasons I got hooked because I cared about how people were being treated and was shocked at 
how people looked at addictions.   

 



All of us know the mantra of healthcare and helping professions do no harm.  And even with all 
that people are hurt by service providers and agencies on a daily basis.  There is a clinician who 
is aggressively badgering the client, one who sells cocaine to their client, there is a clinician who 
does not complete their paperwork for six months.  There is the clinician who represents, 
misrepresents credentials and does not connect or correct the error.  The clinician falsifies or 
changes clinical records read the clinician who diagnoses the client with more issues than they 
actually have.  Based on their own preconceived notions.  And this perception in prejudice.   

 

The supervisor who uses supervision to address their own issues instead of working with the 
supervisee on her cases per the clinician who does not hold their privilege in check.  The 
clinician who violates the client's rights to privacy without a signed release.  Who is not using 
evidence-based practices or if they're using something new they are not informing the client that 
they want to try something new.  With the client.   

 

I could go on and on.  I think you get the gist of why we have a concern.  I've had the privilege 
for the last four years of being on the ethics committee at NAADAC and I have sat on that 
committee with our certification credentialing side and we've seen interesting cases.  In each 
state we've seen cases.  So we will do a deep dive into a variety of different dissections and we 
have amazing speakers lined up, the Executive Director will be talking about confidentiality we 
have clinical supervision being discussed so I think you will find the series quite informative and 
you will have different perspectives and cases that we present to you.  You could cut NAADAC's 
code of ethics is meant to provide you the foundation upon which to launch and maintain your 
ethical practice.  Ethics are different in that most professions have ethics, versus the morals you 
were raised with.  And your community or society has taught you.   

 

They are together but a little different.  Anyone who offers services related directly to addiction 
is subject to the code of ethics per think of it as a living document that defined scope of practice 
and the boundaries we need to maintain in order to ethically practice.  They delineate were 
personal ethics stop and professional ethics begin and define our professional legitimizing the 
work that we do.  They are designed to keep everyone safe, the client, family, the clinician, 
supervisor, service providers, agencies and communities, they are designed to really affect so 
many systems of care.   

 

I'm glad you are joining me in this discussion and we will start with principal one of the code.  
The counseling relationship.  And it's a blade, what if you do if you have an ethical concern, this 
sets the foundation for the next five webinars in our series.   

 



Without I will go -- who are the service providers we provide?  Clinicians, peers, multi- 
seminary care teams, there are many including but not limited to substance use disorder and 
addictive behavior disorder counselors and service providers but marriage and counseling 
therapists, social workers and psychologists that all have common sets of professional values that 
inform our ethics bits of some of the values that I want to present that are foundational to the 
work included we appreciate the variety of human experiences and cultures that exist in our 
communities.  We acknowledge that each person is wonderfully unique in each treatment plan 
has to be unique to meet their needs.  We respect and work to protect the rights and dignity of all 
people, we accept diversity without judgment and recognize and respect the autonomy of our 
clients.  I will repeat that several times.  Our clients have the right to make decisions that we do 
not necessarily agree with.  We understand that clients have the right to make decisions that we 
might not recommend or that they will take us on a sidebar on that.  We seek to become 
competent our practices so we are lifelong students and will have to stay on top of the current 
evidence-based practices and their outcome driven.  We develop confidence that promotes the 
alleviation of stress and suffering and do no harm prayed we support healthy social connections 
and relationships and want to bring the systems into the process because that is where the client 
is really living out their experience.  So systemic connection.   

 

Support healthy growth and development and social networks in support systems including the 
wonderful use of peers, recovery coaches and others within the community who can help our 
clients maintain recovery.  We endeavor to help our clients achieve functionality and wellness 
according to their definition.  By offering tools strategies and coping skills and most importantly 
we safeguard that integrity and validity of the provider-client relationship.  We each have a 
different scope of practice or competency and we need to stay in our lane and acknowledge we 
are responsible for ethical and professional development which is developed through active 
professional membership in an organization like NAADAC.  Supervision, consultation and 
collaboration.   

 

They all feed into that.  So when I think about practicing ethically that means -- I will give you 
examples throughout the presentation like you will see in the other webinars.  Of things we've 
seen that can be problematic.  The one that comes to the top for me as practicing ethically as we 
provide our credentials ethically.  We have an ethics code as well as you have your state laws.  
You will have issues where they have different responses and a great example would be, when 
can I have a relationship with a client?  Your state might say one thing I could say 2-5 years, 
your ethics codes with other professional organizations if you belong to the ACA or other 
professional organizations may say 2-5 years however NAADAC is pretty clear about that.  We 
say once a client always a client and you cannot develop a personal relationship with a client but 
so when we look at that that means we have to go to the highest code.  You obey the law of the 
land but have a higher standard to which you adhere to and you will always have to make that 
decision.  Take that to supervision with you and have what looks like a question between state 
and federal law and code of ethics.  We stay within the boundaries of scope of practice and know 



what services we are qualified to provide, as interns and people working under the supervisor 
coming into the field doing internship or practicum you are flying under the credentials of your 
supervisors and you need to understand what your supervisors scope of practice is.  Follow the 
standards of practice by utilizing evidence-based science, important tools and treatment 
modalities but just science changes in our field the last 5-10 years of given us lot more 
understanding about addiction we need to incorporate that into our practice.   

 

Provide services along the continuum of care for prevention and treatment into recovery support 
and see clinical supervision and consultation from subject matter experts as we need to, I do not 
do a whole lot with eating disorders and would seek out consultation with one that does.  If that 
were an issue that my client brought to the table.   

 

In order to provide relevant service assignment may need to refer and that's an ethical decision.  
If it is not something I do like eating disorders I would need to refer.  We hold ourselves 
accountable for the services we provide in the manner in which we deliver them in our 
collaborative practitioners helping the client by participating an integrated multidisciplinary care 
teams.  As we move forward we will be integrative care teams and be a collaborative partner and 
need to understand our ethical obligations when we are on a multidisciplinary process we look at 
principal one the counseling relationship, we join with other healthcare professionals in 
upholding our number one mandate to do no harm prayed arm in this discussion is defined as 
inflicting or causing pain or injury to another person.   

 

Through detrimental practices, pots or attitudes.  Perceptional arm can be just as detrimental as 
actual harm.  Minimize harm our practices are guided by the following important values.  
Autonomy, the freedom to choose one's Dustin seek, obedience and the responsibility to obey 
legal and ethical directives.  Conscientious refusal, the responsibility to refuse to act illegally or 
on ethically productive question yesterday, I'm being asked to do something that is highly 
unethical and I am like you are in a tough place because you cannot say yes to that.  So what are 
your options?  We really had to talk about that because unfortunately one of her options is she 
will have to leave that place of employment.   

 

So we have to look at what happens when we get backed into a corner have to do conscientious 
refusal?  Beneficence and help others, gratitude and pass on to others the good that we've 
experienced --competence to offer his services within our scope.  Justice to provide fair and 
equal treatment to all people.  Stewardship, to use resources wisely and correctly and honesty 
and candor to be genuine and truthful in all dealings.  With clients and others.  At the end of the 
day one of my favorite things to say to people 's clients heal and relationship.  And so I am 
responsible for that relationship, I am responsible for the temperature and tenor and the actions 
of that relationship.   



 

And I have to hold myself accountable so as we look at the counseling relationship, is two pages 
-- I like to tell people that there is a header for every case that gets thrown our way.  But there is 
no way in an ethics code that we could possibly cover every scenario that you could possibly 
find yourself in.  There's a lot of grade we could talk about the black and white but there is great.  
We are always going to say there is great and every ethical decision that you will have to make.  
That is why we ask you to make that with the clinical supervisor, they haven't been helpful, 
definitely have that consultant, the professional person that you trust and you can sit down and 
put it out there and say what do you think?  

 

I get those kinds of calls all the time.   We have to understand our responsibility, I cannot lay my 
actions on my employer, even on my supervisor, I have to take responsibility for that.   

 

When I look at principal ethics, that focuses on how a person acts and what they do.  Principal 
one, the counseling relationship is an example of principal ethics.  As it relates to the counseling 
relationship tradition professionals accept the responsibility to ensure the safety and welfare of 
their client and act for the good of each client while exercising sensitivity and compassion.  
Provider shall treat each client with dignity, honor and respect, that they have a right to be a 
person who's been treated that way.  And act in the best interest of each client.  It reminds me of 
the golden rule, I will not provide services to another person, client directly or indirectly that I 
would not accept if the roles were reversed and I was the client but so I will not do something to 
my client that I would not allow someone to do to me.   

 

Within the first principle be cover many facets in the counseling relationship including informed 
consent and components of a standard mandatory disclosure but when I look at the areas covered 
within principal one and contemplate that, clinicians could get themselves into trouble, several 
thoughts stand out.  The clients welfare is placed before our own.  Our work is client centered.  
At the end of the day it is client-centered.  the client deserves to receive adequate information to 
get their informed consent to treatment and other services.   

 

Not discussing or glossing over or even turn papers on a table and saying sign this packet, not 
discussing all the requirements of the mandatory disclosure puts the client at odds with the 
agency if there's a need for mandatory report such as a duty to warn or whatever you need to 
report.  The client has a report another limits to confidentiality in advance of getting into the 
conversation or the relationship with you.  In addition, not respecting clients right to privacy can 
be a problem.  It is important to remember that confidentiality and privacy are not the same 
thing.  Privacy is the right and expectation of the client grid confidentiality addresses the legal 
exceptions to privacy.   



 

Practice that appeared to be discriminatory can be as problematic and hurtful as activities that are 
discriminatory.  And I like to remind people that nonverbal's are as important as verbal so what 
you say is just as important as how you are presenting to the client and how your face and body 
language present.  When we talk about discrimination, I had a situation that one point where's 
supervisee was deathly afraid of anyone who had HIV and you could read it, she never had to 
open her mouth.  And that can be problematic because the client can read that and see the 
clinician is afraid.  And that changes the whole nature of the relationship and the ability to do 
work.   

 

When I say perceptions often equal reality to the clients it is true.  Because you are perceiving -- 
interpreting behavior.  It is important to treat all clients fairly free of prejudice and bias, all 
clients deserve excellence in delivery of care.  When we look at, I often get well they're a 
mandated client, that is nice but that doesn't make them different from your other clients.  They 
are still a client paid or get Medicaid, they are a Medicaid client, it is no big deal.  They still 
deserve the same services.  That same level.   

 

So when there is more than one therapist involved in a client’s case, or several therapists are 
involved in a case in there could be a family or individual therapist or a couples therapist, and 
then may be someone working with the addiction –it’s important to get a signed release of 
information so everyone is aware who is working with the client it would be too easy for 
providers to contradict and work against one another in a case and not even realize it.   

 

Think of the analogy of the blind man touching the elephant, each person can only see the part of 
the elephant they are touching and experiencing pizza unless they are invited to touch an expense 
other parts they are not even aware of them.  That can be true for us when we have more than 
one clinician on the case.   

 

Service providers understand there are boundaries enacted between the personal and professional 
lives to protect those and to protect the clients boundaries as well.  They also understand that 
there's always an overlap between professional and personal ethics.  There is going to be that 
overlap between the two.  And it is on us to manage those areas where they overlap and seek 
supervision when we are experiencing an overlap and a concern.  A transference, 
countertransference or value difference.  Any of those things would be in that crate area.   

 

I look at informed consent -- all of us are required to have informed consent and we make that 
quite clear in our code of ethics.  These are key points.  Every single state may -- is in all 



likelihood has a recommendation or requirement that certain items are in the informed consent so 
there could be overlap.  But the ideas that the client needs to understand the relationship before 
they agree to enter it.  Informed consent is a living document read this document is going to be 
referred to probably several times within a counseling relationship.  And so we need to 
understand that it is not a one-time reminder, there may be other times where we refer back to 
the informed consent for a variety of different reasons.   

 

Before services begin and some states you are allowed to wait on signatures for one or two 
sessions before the sign the informed consent.  But even if they sign or do not sign, if you take 
them on as a client you are still required to adhere to the items on the informed consent so before 
the services begin, the providers obligate as you have an open and honest discussion with the 
client concerning all the specifics guarding the delivery of services both ethical and legal 
obligations.   

 

This is referred to as informed consent and it's a process that discloses the nature of treatment 
and recovery support services so the client can make a voluntary and informed decision as to 
whether they want to engage in this particular professional relationship.  Informed consent 
discussion, mandatory disclosure includes a written document or contract the client signs.  
Giving consent to treatment prior to initiating services.  Providers can include in their informed 
consent any information required by state federal state or law.  It's important to go through the 
entire document with the client orally and not just having them read it.  As a client follows along 
with you, and this is because not all clients have the necessary reading and comprehension ability 
to know what they are reading.   

 

Too many of us have gone to the doctor’s office and they say sign this on HIPPA, do you want to 
read it?  Most of us will same know because we know what it is but we would not want to do that 
to a client and assume they know what means.  I've even seen clinicians will have after each 
paragraph on area were the client can initial stating that they understood that paragraph.  There 
are many reasons why it is not advisable for the client to just read and sign a document like this.   

 

Clients regularly filed ethics and regulatory complaints saying they were not notified of certain 
legal and ethical mandates by the provider specifically what most often we see exceptions to 
confidentiality.  Informed consent process is not a one-time process.  And it is meant to remind 
the client of specific mandates that we have.  Where this came to light, an example I gave is we 
have an individual that came to counseling working on an alcohol and marijuana use disorder, in 
the middle of that they were talking about their partner and that their partner was shaking a 
brand-new baby and so the clinician stopped every day because now she needed to do a report 
regarding the shaking of the baby.  And in the process of that, the client said you never told me 



you would have to report that I would never have told you that if I knew that you had to report 
that to social services.  Or child protective services.  And was furious about that.   

 

The clinician's answer was that was in the documents that you signed that I have to report 
anything that's harmful children and minors but that's not a good enough answer so we have to 
talk about examples sometimes so the client really understands where we have to stop the clock.   

 

And the other thing I want to point out to you here the client is always given a copy of the 
informed consent document and it has information about where they file a report with the state 
regulatory board.  It would have in there that you fall under the NAADAC code of ethics so it 
would have supervisor information on there.  If your agency has a blanket informed consent they 
work with everyone, a lot of people also have their own informed consent because they 
recognize with the complaints filed it will be against them and they need to disclose this with the 
client.   

 

In this day and age of doing telehealth, we have to be mindful of age of consent to treat across 
the states but you have to know the laws because they are different per state and per country.  In 
2019, the age of consent in Colorado was dropped to 12.  12-year-old can receive counseling 
without the consent of the parent.  And the parent may not know about that depending on why 
the 12 year old sought treatment.  So it is important to know what that age of consent is.   

 

talking about other things that I have listed here.  Your scope of practice, training, qualifications 
on the services you provide, how long you think you would be working with this particular 
client, where will services take place?  That's an important thing there -- we will have another 
webinar where we will be talking about the ethics around telehealth.  So we will not do it here 
but I will add here that we are recommending that highly recommending that you have a separate 
informed consent for telehealth so if you are working with someone in a telehealth format 
whether using Zoom, texting or email that you have a separate informed consent and the client 
signs and agrees to and signs that prior to initiating those services.   

 

Privileged information, access to relevant ethics codes, storage of documentation could be also 
getting the client has asked for the file.  While mental health records are protected record so 
depending on the state, many states just recommend because in there you might have sensitive 
information that could cause harm so if you are aware that the client has bipolar disorder you 
might put in there that you need to refer them to a psych eval to determine if they have bipolar or 
not and maybe it turns out they did not and they have trauma or something else that was causing 
the symptoms read if the client read that they will not read all the other stuff, they will hone in on 
bipolar disorder.  And so that can cause harm.   



 

The recommendation is a summary statement, summary statement would have reason for seeking 
counseling.  Treatment plan.  Dates of service.  Outcomes.  And recommendations.  So it is a 
summary of the entire file.  Something you would give to them within 30-60 days.  However you 
want to handle that, that needs to be your informed consent so that they understand what you're 
process and procedure is.  The other thing that I would have back so we come here, here is my 
new slide, so respecting that if there are certain parameters to remaining in your agency that they 
understand that upfront.  So if you recycle and start using again, here is what can happen for 
agency so you are aware of that.  We would want to talk about that here.  Boundaries around 
social media electronic storage, we will cover that in telehealth but we say do not friend any 
client, for both parties.  It is a breach of confidentiality on multiple levels.   

 

Cancellation policies for not showing up and whether they will be billed or not.  How much will 
services cost?  Are there additional costs they need to be aware of outside of their session fee?  
On payment, what is your procedure there?  I will talk about cancellation policies because you 
have to take, may not cancellation but collection agencies, they use the collection agencies, it can 
be seen as allowable by state and law, and a breach of confidentiality, or the rights to 
confidentiality because if you use the collection agency then you have to give the name of the 
client, their address, phone number, how much they owe you, what services were delivered and 
you are giving quite a bit of information to them.  So if you use collection agencies make sure 
that as part of your initial informed consent documented my question to you is how did they get 
to the point where they have such an outstanding balance?   

 

When they first didn't pay you would be the time to have conversation about how to address 
nonpayment and how you will address an outstanding balance.  And sometimes you may take 
them on pro bono for a while and may do a sliding fee and take less.  You may give them 
referrals to somebody that provides pro bono services like a college counseling center where they 
work with students under supervision pretty may have different options for that picture really 
want to discuss that with the client.   

 

Information about filing grievances.  NAADAC, it is easy to file online, a grievance with our 
state but many states are turning to an online filing program for grievances against someone 
who's registered in that state.  And also NAADAC's website is fairly easy to fill out the form and 
submit your complaint.  So if the client enters into a treatment program under the influence of 
psychoactive substance it is recommended informed consent process we reviewed again after 
they are severed to ensure the client has -- so the provider as given the client information so that 
they can make an informed decision sober.   

 



This can be applied to a client that presents in a crisis, in both situations the client is impaired.  
So the judgment needed to produce painfully in the informed consent process may be absent.  
Regardless of the client's mental capacity, upon entering treatment the informed consent process 
should be continuously explored throughout the process.  Services provided should be culturally 
sensitive and evidence-based for the client has a right to have linguistically appropriate services.  
In a language or medium that addresses their primary language.  So for a client was unable to 
proficiently speak or read English, alternative arrangements have to be made by the provider and 
or facility to obtain informed consent in a format understandable to the client and providers 
deliver the information on the informed consent orally like a translator could presented orally 
and in writing in alternative languages.  So over the years SAMHSA recommended the use of 
translators when we have to.   

 

As part of the class standards for culturally and linguistically ethical services, it is important that 
we look at language and address the language issues.  It is highly recommended that you do not 
use children as interpreters and for therapy especially but for informed consent.  Because you are 
putting them into a role that now has, puts them on an equal level with their parents and it 
changes the dynamics of everything and they may not ask questions and may not give you all the 
answers.  So it is important not to include children as your source of translation. One of the 
boundaries to be mindful of his use of social media so you may think that you can record any 
session with a client but you need to know the laws in the state you are in.   

 

For instance in Colorado clients can tape us without our permission so I client can tape a 
counseling session.  But we cannot tape a counseling session without written release to video 
record or tape.  So we are really clear about that here.  You might believe for instance that you 
can look up any prospective client or current client on Facebook or some other social media 
platform, that is not true either you could have written permission from the client or prospective 
client before going onto their site.  People have told me they look to prospective clients to see 
what they have put on their site to decide if they want to take that person on as a client.   

 

That can be construed as discriminating and we do not want it to look like you are discriminating 
edits and individuals violation to the rights to privacy.  I would say don't do it unless the client 
knows you are doing it.  Cancellation policies is another one that I run into.  We would say take 
this on a case-by-case basis sometimes.  If put it in the conformed consent that you have of 
cancellation policy and sometimes there are extenuating circumstances.  So when charging them 
for cancellation, this may not be advised.  Things like this year with COVID, clients are sick to 
be want to charge them because they didn't show because they were sick with COVID?  Because 
that is a question I received recently.  Having to go to court because of work.   

 



I worked a lot with law enforcement and they get called into court.  In those situations that was 
outside of their control, can we shift the appointment?  Typically is what we can do in those 
situations.  We are ending up in an ER that is a combined herd, they ended up in NPR because of 
a car accident and got billed for the session even though they immediately called the clinician 
and said I am in a car accident and I have to go to the hospital.   

 

It is better to think about the long-term and not just the short term ramifications of some of the 
decisions we make.  I have a case here.  It is come to your attention.[reading Slide]  

 

it would be easy to say that yes this is the client, it is not the counselor who is dating the family 
members so what is the big deal?  But we do have to look at dual and multiple relationships 
which do exist.  And it could be a former client -- so we would have to look at all of that.  What 
our recommendation to you is in a dual relationship you need to take this to supervision 
immediately.  Have a conversation openly with the supervisor and then with the clients about 
this.  In order to determine the best course of action.   

 

Here, the therapist met with the family member at the agency.  So they did not meet this person 
outside the agency but while they were at his family meeting.  The client is not the therapist 
client but the family members are considered significant others and we clearly state that we do 
not develop intimate relationships with a client's family, within the client's family system.  What 
is the primary concern and why do we hold outline?  We're worried about the breach of privacy 
and confidentiality.  Could that information, could the therapist bring that back into the office.  
The counselor say something during supervision that now this counselor heard and it goes back 
to the family member?  That is going to be the sticky line there.  So it is better to stay out of that 
than to get involved.   

 

Sally is an SU D therapist in training and observed having a difficult time joining with 
adolescent clients during individual and group SU D treatment sessions Friedman brought up in 
supervision Sally claims that she was sexually abused as adolescent and struggles with 
adolescent females with trauma and SUDs during counseling.  So what are your 
recommendations?  So this.[Speaking To student] transference and countertransference 
insurance.  Sally's transferring her history to the client and this happens frequently when we have 
our own trauma history or on abuse history that we are looking through that lens instead of 
through the clients plans.   

 

We can over identify with the client based on our story and their story.  That overidentification is 
keeping Sally from being able to join with her client.  So as you and I know, joining engagement 
connection, research demonstrates that connection is more important to the success of treatment 



than the treatment modalities chosen to treat the client. So I do not have a relationship with that 
client and if I do not join and engage with the client, I will not be able to see the kinds of success 
with the client I would like to see.  We know people heal and relationship have an obligation to 
develop that engagement in connection with our clients.  When we have difficulty engaging, 
need to seek supervision and consultation as quickly as possible.  We have an obligation to be 
open to suggestions and ideas. and in this case it would've been helpful if Sally had shared a bit 
of her history, maybe not all of it but enough of it before cases were being assigned so that 
different options and remedies could be put into place.   

 

Options to consider in Sally's cases providing a cotherapist.  They could feel engaged and 
empowering Sally to get her own counseling to work on her experience sexual abuse sodas not 
being triggered, she may have to be moved into another position and as a supervisor I can't ask 
about this but she wants to be in this professional and wants to work with this population.  And 
she would have to understand that.  She might benefit from EMDR or other modality enter 
therapy that could help.  She could be moved over to working with adults however, and this is 
my only concern she will and counter presenting issues related to sexual abuse with adult clients 
and is there going to be a difference in transference/counter transference with adults.  We have to 
protect the client first but we have an ethical obligation to help our supervisees develop in the 
field and develop the boundaries that they need.  But no one will benefit from that relationship 
the way it is standing now.   

 

My next case is Deborah.   

 

[Reading Slide]  

 

every service relationship is built on trust.  When the provider is held to a high standard when it 
comes to standards of practice with a specific printing issue and protecting, protecting the 
emotional psychological and physical safety of the client.  There is trust was violated 
emotionally psychologically and physically.  The harm done here was significant and it is not 
just to Deborah but to our profession as a whole.  What we do matters regarding the perception 
of our profession and this is truly horrifying on so many levels.  What we do to one client will be 
found like many.  We have standards of practice which are the evidence-based and outcome 
drive practices that we know from clients based on extensive research.  The questions that need 
to be asked by this clinician that we need to ask ourselves include, what other counselor in the 
office would do this?  Would I be willing to tell my supervisor that I want to do this?  What a 
regulatory or ethics board agree that this is an acceptable tool to use?  In addition, questions are 
like what is the worst case scenario with the option that I am considering and could this harm the 
clients in any way?  In what ways could this harm the client?  Could dissent the wrong message 
to the client.  What if the action leads to suicidality to the client?   



 

We have an obligation to not only teach critical thinking skills to our clients but to utilize them 
ourselves.  Need to think through our actions.  If you do not want this published in a newspaper 
or online then you probably should not do it.  And how did you become so self-centered that you 
are no longer client centered?  That is what happened with Jerry but it was all about Jerry and 
what he wanted. 

 

We've been talking about dual relationships. I've given you several examples of that.  There's a 
client who is on the provider's baseball team, client sells cars that the only dealership in town.  
The client goes to the same church.  The client is the only electrician around in a 50 mile radius 
and you need an electrician.  There are so many examples of dual relationships.  And in small 
rural communities these are unavoidable.   

 

One unavailable it's important to bring up the dual relationship with the clinical supervisor and 
client and oftentimes you will know what that relationship is in the informed consent process you 
will recognize the person or it will come to light but you will know that you have a dual 
relationship. Periodically, it is much later but usually it is right up front.  See want to know how 
to handle this and document these conversations and the outcome and decisions made through 
the outcome could be that you are both running into each other but not sitting together and 
talking to one another and acknowledging one another read you sit at one end of the stadium and 
he sits at the other, whatever you have to do.  You maintain conventionality and do not tell your 
child that you know this person another venue.   

 

This is more about risk management.  This is about looking at what can I do and be intentional 
about my risk management?  When it comes to these things is document, document, document.  
If it is not documented, then I can never defend your side of the conversation because it was not 
documented.  In these situations, you want evidence that shows that you did seek supervision 
consultation and talk to the clients about the dual relationship and your demonstrating ethical 
practice management.  A dual relationship question that recently came up, we get this question a 
lot or I do -- what happens if my clients and I are going to the same 12 step meeting?  That's 
problematic but we desperately need both of you doing your recovery work and management so 
we would not ever want to slide either of you.   

 

If it is the only 12-step meeting in town you have that conversation with your supervisor and 
with the client about how you want to handle that.  Just from looking at that whole conversation, 
part of what we want to be mindful of is as a member of the 12 step meeting you disclose a lot 
about personal history and something you want to get input on from your peers.  Will your self-
disclosure be hampered if you know there is a client there?  Or if the client knows that you are 



there, will they not share certain details that they need to share about what is been going on with 
them this last weekly because they don't really want to talk about it in the open venue with a 
clinician there.  So everyone needs to have the conversation.   

 

What has been so brilliant over the last couple of years we've seen meetings pop up everywhere 
and people attend meetings, they cannot get to an AA meeting so they go to an NA meeting.  
We've seen situations where they can go online and participate online.  There are other options to 
consider talking with your sponsor about what can we do to handle specific situation and maybe 
meet with the sponsor for a while until an alternate can be developed.  So the whole point of all 
of that is to make sure you are having the conversations.  And documenting those conversations.  
They will protect you and keep the client safe because you are thinking through how this could 
impact them.   

 

Then we move over to principal eight.  Up and talk about the counseling relationship and we 
understand the boundaries and we will unpack more of that in future webinars about the 
counseling relationship as it relates to supervision and telehealth and other topics.  Better want to 
talk about resolving an ethical concern.  If you do have something that has come up. there has 
been so many ways of looking at ethics in solving ethics problem.  And there are two contrasting 
points of view regarding ethics and ethical deliberation.  One is called ethical relativism and one 
is called ethical absolutism crude relativism understands decisions are made on context and 
consequences so it is based in the actual scenario and story.  Ethical absolutism says ethical 
decision-making is based on fixed rules that exist regardless of whether one believes in them or 
not so they are just following the letter of the law or the letter of the code.  The provider 
practicing ethical relativism would use the code as a guide and base it on the client and situation 
of potential outcome and input from other professionals but by contrast a provider practicing 
ethical absolutism would apply the code literally with little influence from other factors so it 
would not matter about the client and situation, they would just be this is what the rule or law 
says and what we do.   

 

Not only do providers differ on which school of decision-making they ascribed to whether it is 
relativism or absolutism, they differ on the foundation used two selected decision-making model 
in making ethical and moral decisions. Each method is valid and unique but is important to 
providers to remain consistent.  You need consistency in how you develop and apply the code of 
ethics towards your ethical decision-making.  In order to treat all clients equally and fairly so you 
need to have some consistency so it is less subjective because it's already very subjective to 
begin with.  You are in this gray area trying to figure out -- you are confronted by this particular 
situation and you are trying to figure out what to do.  It is helpful to develop a consistent 
framework for how you look at these different problems.   

 



Even with the code there will be situations we could not possibly cover and so seeking input, you 
can seek input from your regulatory board, the board itself.  You can seek input from 
NAADAC's code of ethics committee.  You can seek input from NCCAP ethics chair or from the 
executive director of NAADAC.  You can seek input from a mentor or professional person that 
you have worked with that you trust and respect.  You have resources.  Use those resources, you 
do not have these specific--like there is a woman married.  We want to deliver it a little bit but 
don't rush into solving a problem and if you can resolve this before a problem --develops but you 
do need to be thoughtful about that.  I tell my students, there are standards of practice.  What a 
typical counselor would do across the country -- they give us a basis for understanding in many 
ways read competency, the ability to collect and evaluate information.  In consciousness, the 
awareness to act mindfully and consistently.  So the counselor cannot anticipate all the 
circumstances that arise, so the code is meant to offer a standard of practice to give a framework.  
And by adhering to the code, you are better able to provide effective services to those with 
addiction.  And while support for the provider to rim of his or her main concern must always be 
the safety mental health, emotional stability and well-being of the client.  We don't want to help 
them go backwards and when to stabilize or go forward.  When faced with an ethical dilemma 
there are a number of decision-making models NAADAC provides you with the model that is 
helpful to look at to go through that.   

 

I really think we need to think in terms of ethical maturity so ethical maturity is the reflective, 
rational emotional and intuitive capacity to decide which actions are right or wrong, good or bad.  
The resilience encouraged to implement those decisions.  The willingness to be accountable for 
the ethical decisions made both publicly and privately.  And the ability to learn from and live 
with the experience.   

 

You are taking a scenario and trying to figure out the best decision and holding yourself 
accountable.  What would you do when no one is watching?  That's an important framework to 
consider.  Are you doing thing when no one is watching and does that differ from what you do 
when people are watching?   

 

So our code provides what is it look like to do the right thing, how to identify harmful thoughts 
and practices but our code cannot guarantee ethical behavior.  We know what we should And 
you should not do.  Sometimes there are morals and their ethics get mixed in. 

And so it is helpful to know how to arrive at that answer. you need to know how to justify 
decisions that are made.   

 

You need to step back and look at it and analyze it and get some other input into it for you need 
to look at your motivation and look at what needs are being met within you personally that led to 



this particular decision.  Often when using hindsight proactively providers are empowered by 
retrospective thoughtful contemplation and learning towards ethical practice but supervisors and 
consultants are a great resources for developing ethical maturity and supervision and consultation 
give you the opportunity to look at the scenario from many vantage points with the intent to 
uncover options and solutions and problems the supervisor and consultant brings their 
professional expanse to the table and sharing those -- I would say to supervisors, it is helpful to 
share with your supervisee, they can benefit from your history and experience on what it means 
to develop ethically and professionally.   

 

So there are six components to ethical maturity.  Developing ethical sensitivity and watchfulness.  
Like I'm constantly aware and monitoring.  The ability to make an ethical decision aligns with 
principles and values.  To implement decisions that have been made, once he made the decision 
you need to put it into action.  the ability to articulate and justify the decision.  To achieve 
closure on the event so once you put your sessions into action you can move on and move 
forward with what you have learned but  

 

And to learn and test that decision through reflection.  It is not a one-time thing.  Many ethical 
issues and up in front of a border ethics committee, they have slippery slope events all along the 
way.  How do you prevent that?  It is by developing ethical wisdom and capacity pizza just 
adhering with that reflective thought to the code of ethics means you're working at a minimum 
standard and we would recommend that it would be much more infused within the work you are 
doing.   

 

So what does the model look like?  It's a great problem-solving model. an identified issue, 
examine the dimensions of the dilemma.  So when you say that make sure you look at, are there 
legal components to this?  Ethical components?  Safety components to this?  Definitely 
ethical/legal.  Apply the code of ethics to applicable laws, consult with the supervisor or 
consultant expert or extremist colleague. I often tell students that the best person to ask may not 
be a student.  You have people and if you do not have people start developing a network of 
people that you can talk to when different things come up that you need to know what the best 
practices buried so we do deliberation, we look at all federal laws and review the ethics code and 
we consult.   

 

Generate a potential list of actions and solutions.  need to generate the list, what are the specific 
issues and potential ways to handle it.  Evaluating each option, there are pros and cons of each 
option.  Implement it and put it into action and then document the situation.  But we will also say 
really analyze the situation.  Be reflective of the fact that you will have to see if it worked or not.  
So if number six, you implemented your action and it was not the best action, then go back and 
redo it and look at if the solution is closer to what you needed to be.  If you cannot go back and 



correct the situation at least know that this didn't work quite this way here then we would need to 
tweak it over here.  But it is important to do the processing after you've implemented.  And then 
there are a lot of different options to consider out there.  So it is important to really affect there's 
a comprehensive list of problems and options to look at pre-  

 

Analyze the implementation of the chosen course of action and inflect on the outcome pizza all 
of those are part of the ethical decision-making model.  It can be really short or it can take some 
time to get through each of those models.  But reflection is, reflection on the outcome especially 
after you've implemented is important for many reasons.  It allows you to reevaluate and 
evaluate the course of action.  And it allows you to identify training needs you might need.  It 
allows you to identify where we might need to grow you professionally. So getting extra 
experience, working in a different area to generate more experience, all of that is super helpful.  
To really look at where am I at right now?  Where do I need to increase and solidify my scope?   

 

When you look at effectiveness really looking at implementation and if anything else needs to be 
activated as part of closure.   

 

So when we look at all of those pieces of the ethical decision-making model, it brings me back to 
square one.  And some things, questions I would like to ask you, in relation to your ethical 
compass that you are developing while in profession, that ethical compass will be important for 
you to constantly be monitoring pizza one of the questions I would ask because these are the 
questions I think about when I think about the cases people bring to me, why did you enter this 
field?  Because the second question is what needs does this field meet for you?  Be honest with 
yourself about that.  You came into the field to help people, tell me more about that.  What does 
that really mean?  How are we meeting your needs because your need may be that you know 
someone very close to you who had an accidental overdose and you want to prevent others from 
having an overdose.  That is commendable.  But you may get caught in a clients story if it is too 
close to the person that you knew.  And so that could cause ethical concerns for you.   

 

Other needs -- I have the need to -- I have a need to fix people.  You're not here to fix people.  I 
have a need -- there are some of the different reasons why people come into our field.  I have a 
need to give back because people invested in me and I want to give back.  That is awesome.  The 
way that you recovered may not be the way the client recovered and as long as I understand that 
and I am open to the fact that everyone's journey is different, then I stay safe and protected but 
you need to know the needs being met within you.   

 

And that is going to help, that helps withhold transference/countertransference lands.  Define 
professional conduct review some of these words, professional conduct, personal boundaries, 



boundary violations, we use them frequently in our field but what does it mean to you?  How 
would you know when you're not providing professional conduct and not acting professionally?  
How do you know when your personal boundaries are being violated or you are violating 
someone else's personal boundaries?  How would you know when it is a boundary crossing 
versus a boundary violation?  What were the slippery slopes steps.  Or was it a boundary 
violation?  More and more people are willing sometimes to sit down or go to a graduation or go 
to a funeral, those kinds of things, really being clear about all of that and getting supervision to 
make sure that you are not engaging in a boundary crossing or professional boundary.  Because 
that is really easy to do what our heart thinks and get into trouble.   

 

So make sure you understand your definitions of all of these.  So Sandy.  [Reading Slide] the 
other eight sessions did not have live supervision.  [Continuing To read slide]  

 

I brought this case up because subpoena scares people, they hear that word and immediately it is 
like brain goes to mush.  And so what I want to say here is that when you get a subpoena the first 
thing you need to do is get a release of information from your client.  In this case because it is a 
coupling up to get releases of information from both parties before you can even talk to anybody.  
You need to take this to supervision immediately.  Because there you will determine if you even 
have anything that the counselor can even provide because they provide couples counseling but 
the subpoena is around child custody issues bridge child custody issues are not part of couples 
counseling probably in most likelihood.  You wouldn't even be able to. 

 

This particular case because you do not have information.  So if you do spend dart speaking you 
could violate the client on multiple levels and also the breaking ethical code because you have to 
look at that you need to stay in your lane and know your scope of practice and if you were not 
providing child custody sessions and you cannot have an opinion.  It is that clear.  So a lot of 
things here for you to consider.  Jesse has been in therapy for six years, her emotional status has 
not changed in approximately four years except she has developed Here is the thing.  It's a 
professional relationship.  This turned into her paying for friend.  

But technically, therapy was done four years ago, he did his work in two years and she has just 
been coming and he's been collecting the money -- that could look really bad on multiple levels.  
When you've been collecting money you haven't been working on a treatment plan or 
progression modalities with this particular individual.  And you are the professional and the one 
that needs to determine when it is time to terminate the relationship and prepare the client for 
termination and maybe you go from every week to know sessions or to every other week to once 
a month to once 1/4.  And graduate them out and they will actually as you do that they will 
graduate out of treatment.  But work with them on that.  So it cannot be something, you cannot 
abandon them and say today is our last session.   

 



We have an ethics committee and the objectives of the committee are to endorse ethical conduct, 
to educate providers like we are doing today, to protect the public, to create boundaries that 
protect the public and assist NAADAC and NCCAP in achieving their objectives.  The code of 
ethics is something the committee updates on a regular basis, the committee meets on a regular 
basis.  There are three people that go through each case that is presented to NAADAC and they 
have a process that they go through in order to look at the case, determined it is something we 
can even address.  And if we cannot, we sent it back with an explanation and oftentimes we are 
sending it back to a regulatory board and then we go through the case as we need to base on the 
information given.   

 

Any situation or provider as violated a NAADAC code of ethics.  Any situation that violates 
laws including insurance fraud.  In any situation that violates the standard of practice.  For us to 
do anything at NAADAC the ethics committee can only review cases and make determinations 
for members.  You'd have to be a member of either NAADAC or NCCAP but if a person is not a 
member we would give suggestions on where they can go with their particular case.  If there has 
been a code of ethics relation there is a complaint form on NAADAC's website.  

 

In the information you need to file a complaint you complete so many complaints filed they have 
to have contact information, name and contact information of the person complaining about, 
include, they have to include what ethical principles, so they have to look at the code of ethics 
and tell us what they think has been violated.  So complaints against respondents needs to be 
filed with the licensing board, so if you are fun against someone who is a licensed addiction 
counselor you would bring it in state and then to NAADAC and we will wait until, we will ask 
you to wait until the case has been read and determined, and then we will take the findings of 
fact and final determinations of your consideration when determining what NAADAC's 
recourses in that person's membership whether NAADAC or NCCAP and NCCAP's goes against 
the national certification.  NAADAC Cannot revoke the providers state certification license or 
restrict a provider from practicing grid that is a state function.  We cannot obtain a monitory 
award or that a provider respondent delivers a specific course of action.  So -- if the counselor is 
doing package deals and saying it is $60 for the package and you get two sessions without but 
they only ended up meeting one session, they want $30 back and the provider refuses to give the 
other $30 back we cannot do anything there.  We have to send you back into the state because we 
cannot do anything that is related to a monetary award.   

 

That is a business issue, as a membership organization, we create stipulations where the provider 
can keep their certification or membership or we can expel them membership.  Complaints 
against the agency.  Receiving federal block grant funding must be filed with one of the 
following first.  If you have a complaint against an agency accepting federal funding from 
SAMHSA you would go to the SSA in that state and look to see if there is another SAMHSA 
place where you can file the complaint but usually it is with the SSA.   



 

Complaints against agency referring a block grant funding would go to the state mental health 
authority.  To file their complaint.  And so, that would be where we would send them if those are 
the completes are getting.  Check your rules regarding counseling practice regarding prohibited 
activities if the respondent has violated a legislative law or administrative role or board role you 
would file that grievance with the state regulatory board first before sending the findings to 
NAADAC.  Maybe you don't guarantee in your advertising that you can clear a client of a 
problem but -- you would send an a complaint and once the board looks at that we can look at 
that as a member of NAADAC production complaint against a person that is not a member of 
NAADAC we will give them suggestions on where to file a complaint.  Complaints against 
business practices, we cannot get involved in that.  It might be another action.  We will give 
them suggestions the best that we can.  Complaints against billing and finance we cannot do 
anything against money.  Insurance, insurance fraud or billing, I have cases where people are 
billing for services they never provided to a client.  We wonder why insurance and Medicaid get 
leary with us sometimes but it is interesting that counselors who doublebill for clients that were 
not even in the building.  In those situations we always send them back to the department of 
insurance to file insurance fraud claim.  Anonymous  

 

plants we cannot take those because we need to be able to talk to the person filing the complaint 
to get more details.  Once we go through the complaints it goes to the committee and the 
committee has the right to make determinations.  They will investigate and they can look at -- it 
is not something that NAADAC may see an issue with or we may make recommendations or 
stipulate the membership so they have to do something for a period of time or we may take away 
membership.  A lot of cases, certainly we sent them back to the state because it is a state issue.  
So we could dismiss the case and do a stipulation and request classes to gain greater supervisor 
experience. 

 

there are a lot of different complaints read by ethics committees, things like boundary violations 
but confidentiality breaches, boundary breaches are some of the most common complaints out 
there.  Lack of correct or adequate documentation, failure to keep records secure.  Inappropriate 
relationships with clients, dual relationships, provision of an adequate treatment, some not 
providing all disturbances this client needs bridge failure to use evidence-based practices.  And 
not using supervision.  You actually, NAADAC has these slides for you so you can pull up the 
slides.   

 

I have a couple slides that I will just jump over them but they basically talk about if something 
has ever been filed against you, you want to make sure that it is clear.  We do want to make sure 
you are taking care of yourself.  A lot of complaints do not go anywhere.  So that -- when I go 
back to malpractice insurance but when you talk to the attorney that is available to you through 



your malpractice insurance.  Make sure they know the law in the state in which the complaint is 
being filed.  I could have a lawyer that is provided by my liability insurance sitting in San 
Francisco but I am here in Colorado.  If he doesn't know Colorado law.  you can get someone 
who does know Colorado law.  What not to do.  If NAADAC sends you a letter saying we want 
to know more about what happened you.  Tell us your side of the story.   

 

Do not ignore them.  You need to read it and respond but do not assume you are innocent or do 
not assume that your innocence will be acknowledged.  That we will prove you are innocent.  Do 
not respond to a letter of notification without consulting your supervisor or the client. we need to 
be careful about retaliation.  Do not meet with a board investigator at your state level without 
legal representation.  Do not alter records or create new documents.  I cannot tell you, the people 
tried to cover up and fix things.  They think it's an electronic health record, they don't know if I 
changed the record.  But a good IT person can determine when the record was altered but we 
don't want you in a position where you are doing that.  We would say once a record has been put 
in the file and been signed and dated, create a new record if you have a correction and signed and 
dated the date of correction we can do that but you cannot alter records.  Those are legal 
documents at that point one sign.  Don't discuss anything with the board investigator without 
legal representation for do not assume that lack of harm to client will end the board inquiry 
because it can also be a professional practice that we are looking at even if there was not harm 
potential harm or harm there.   

 

Do not talk about the complaint indiscriminately.  And don't try to think of the person that 
complaint against you.  Retaliation is retaliation.  And that is never recommended.  You've been 
on quite a journey with me for 1.5 hours and I really appreciate your time and I look forward to 
getting to talk with you.  In the future webinars here.  And so I will turn this back over to Jesse.  
To find out if I have any questions.   

 

>>     JESSIE O'BRIEN:  All right.  We do have questions.  I will get right to those so that we 
can get as many answers as possible.  The first is from Vanessa, can you address receiving 
thirdhand information which would fall under mandated reporting laws?   

 

>>     DR. MITA JOHNSON:  Yes, thirdhand information is usually not admissible because we 
really need firsthand information.  My suggestion for thirdhand information is to go back to your 
supervisor and ask how they would like to handle this.  Because typically any board, for 
mandatory reporting, if it is a mandatory report sometimes the hand reporting is too far out.   

 

>>     JESSIE O'BRIEN:  Next question is for Mary, I understand we are subject to following the 
highest ethics law that applies, however my question is if I am a member of NAADAC and often 



provide substance use disorder mental health services, but I am working with a client that is only 
mental health and substance use disorder in history are present.  Do the NAADAC ethics apply 
to this client relationship or would another code such as ACA code apply to this?  Use. 

 

>>     DR. MITA JOHNSON:  Both codes apply because there based on your credentials so it is 
not just the client but your credential is the issue.  So your credentials will determine your codes 
of ethics so if you have more than one credential at but if you have a NAADAC credential you 
fall under that regardless of whether you are addressing addictions or not.  Most of it will still 
apply.   

 

>>     JESSIE O'BRIEN:  Bobby from Tennessee asks, how do you know your state guideline on 
whether you may take a session without a permission from a client ?   

 

>>     DR. MITA JOHNSON:  You have to go to regulatory board and find out what the board 
rules are on that.  Every state has different parameters around that so I would send you back to 
your --you can always send a question to regulatory board and they will tell you.  But typically 
you need to have a release to record signed and that would keep you safe in all honesty.   

 

>>     JESSIE O'BRIEN:  Okay.  Deborah from Indiana, you may have said but what is 
NAADAC stance on relationships with former clients?   

 

>>     DR. MITA JOHNSON:  [Laughter].  That is a great question.  Once a client, always a 
client which means if I have had a counseling relationship, a professional relationship with this 
client we cannot develop a personal or intimate relationship with that client during services or 
after services.  The reason we are not trying to be mean when we say that, here is why we say 
that, all of us -- we cycle and realize, we may look at the fact that at some point this client could 
actually recycle into a relapse.  If they do that, it they also may want to go back to the counselor 
that was helping them.  And if you start a personal relationship with his former client, they are 
not going to be able to go back to therapy.  And so that is really one of the main reasons why you 
say that.  The other one is the --burden of proof is on you and not on the client.  So the burden of 
proof is on you to show how you did not exploit your professional relationship with this person 
to develop a personal relationship.  So I have had supervisees say the client is so attractive.  And 
I say that is nice.  That's my first --answer but then it is like, what are you doing to manage that.  
That is a normal reaction but if they were to wait until they were no longer working with the 
client, and then they start dating the client, you can see we would have a lot of questions were we 
could go back and say, how did your attraction to that client change the nature of services, did 
you shortcut any services?  And did you use your information in having this person come into 
your office, you now have that information to pursue them or they perceived you.   



 

Periodically I hear a counselor say to somebody, in two years I look forward to hooking up with 
you.  And I am really?  Even that statement -- that is a very loaded statement and you guys know, 
there's a lot of thinking that went behind that particular statement.  So we have to be careful.  I 
like to tell students that we are not match.com, if anybody thinks this is match.com be done and 
leave.  Because we are not.  That is not what we are here to do, we are here to provide a service.  
And like lawyers cannot date their clients and doctors cannot date their clients, we are the 
holders of very privileged information and we need to keep that within tight boundaries.  So that 
was a long-winded answer but that is my answer to that question.   

 

>>     JESSIE O'BRIEN:  I think that question deserves a long-winded answer.  So appreciate the 
depth.  So we are out of time for questions.  Any left that we did not get to we will centered Dr. 
Mita Johnson, thank you so much Mita, for being here.  Our next webinar is Wednesday every 
third at 3 PM.  The next part of this series is on February 12 when we discuss principle number 
two, Dr. Johnson will return to that training. so make sure to bookmark NAADAC.org/webinar 
so you can stay up-to-date on the latest in addiction education.   

 

Are you interested in learning from prominent industry professionals on critical issues in the 
black amenity relevant to treatment and recovery?  If you are, even if you are not and just 
curious, register, this is exciting for our engagement in the black community event, a virtual 
NAADAC summit, it is Thursday forever 25th Friday Friday, February 26 and open to all 
professionals, the summit seeks to foster diversity, openness, ethnic inclusion within the 
recovery community.  And highlights of the unique needs and traits of this identify group. 

 

we hope you can join us for that.  We completed the first part in our wellness and recovery series 
and are gearing for the second on February 17.  The specialty online training series contains 
exclusive content that introduces techniques and strategies specific to implementing wellness 
into your counseling, treatment and recovery programs but so save this URL and join us if you 
can and make sure to register soon.   

 

As mentioned, today's training was the first in a six part series on Ethics and Practice it will 
provide a thorough dive into the updated NAADAC code of ethics, similar to the Wellness series 
this is exclusive content so registration is $25 per person but includes access to the online CE 
quiz and you could earn your CE certificate and eligibility to apply for the certificate of 
achievement did so to learn more about this, you can see the webpage there as well.   

 



As a member of NAADAC, here is a quick review of the benefits of becoming a member with 
us, you have exclusive access to 300 CE's that are included for NAADAC members.  You have 
immediate access to the quarterly magazine and you can become a part of our national initiative 
for advocacy proved once again, short survey will pop up at the end which we have at each 
training and we really value your feedback so take a few minutes, finish that and we would like 
to incorporate that future trainings we offer.  Thank you for being here everyone for this training 
and thank you Dr. Mita Johnson and we are really excited to see you soon.  These take time to 
browse the website and stay connected with us on social media and have a wonderful day, 
everyone.   
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