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 FrAnces pAtterson: When I worked at our local public 
health department there were diseases that had to be reported 
to the Health Department by doctors, labs and hospitals for 
tracking and surveillance — HIV, TB or other STIs (sexually 
transmitted infections) to mention a few. As counselors, we have 
a different relationship with clients. We are given information in 
 confidence. We are under strict guidelines about exceptions to 
con fidentiality.

The licensure board does not tell us to do this. It would fall un-
der other state or federal notification laws. Always remember 
that the most stringent of the confidentiality laws is the one to 
follow. For instance, if a law says you have to notify, but 42 CFR 
Part 2 says you cannot  notify, then you have to follow 42 CFR.

There are options to resolving the dilemma. Of course, if there 
is a written release of information from the client to comply with 
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Disclosing information when a client has a communicable disease.

I took an Essential Learning course on Ethics and in this course it said the following: 

“When consumers disclose that they have a communicable disease that is also life- 

threatening, counselors may be justified in informing third parties who are known to 

be at high risk of contracting the disease.”

I have never heard this before. Is this something the State Licensing Boards tell us to do or 

is this an error? If this is correct, under what circumstances would we break confidentiality?
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K At h ry n Be n son :  It 
would be my posit ion w ith this 

amount of information that it does not 
meet the cri teria for Duty to Warn, as in 
threat of harm to self or others. As a 
therapist, my approach would be to ex-
plore with identified client their shar-
ing info with  other person, reasons for 
doing so and not doing so,  facilitate 
that conversation if deemed helpful, 
etc. If in the course of this exchange I 
became aware that the identified client 
intended deliberate transmission as a 
way of harming the other person(s) 
than I would respond according to 
Duty to Warn with additional commu-
nication with health department, etc. 
Of course, my determination would be 
based on more than my inference, spec-
ulation and would be supported by ac-
tual statements of intent.

thomAs dUrhAm: I agree. 
42 CFR does not mandate such a re-

port (i.e. this type of release of informa-
tion) and, as noted, this doesn’t seem to 
qualify as a Duty to Warn as no one has 
threatened to do harm. On the other 
hand, what about a client who is intend-
ing to deliber ately transmit harm 
through a communicable disease?

So, is there ever a Duty to Warn when 
it comes to communicable diseases, 
such as HIV? Each state regulates Duty 
to Warn with respect to HIV infection. 
Again, this is regulated by each state. 
But, the need to warn must be limited 
to risk. For example,  casual contact, 
such as sharing eating utensils and kiss-
ing doesn’t seem to qualify as Duty to 
Warn, but exchange of bodily f luids 
through needle sharing or sexual con-
tact may fall under mandated report-
ing. It is important that treatment 
 agencies/providers know their state 
law regarding this issue and consult an 
attorney who is familiar with 42 CFR 
Part 2 when a legal question arises.

Resource
Applying the Substance Abuse Confidentiality 
Regulations 42 CFR Part 2 (REVISED), published 
by the Substance Abuse and Mental Health 
Services Administration, U.S. De part ment of 
Health and Human Services, De cem ber 2011. 
Online at www.samhsa.gov/about/laws/

SAMHSA_42CFRPART2FAQII_Revised.pdf

Patterson, continued on page 21 ☛

state-mandated reporting and follow up, a report can be made.
Anonymous reporting is permitted in some states. This is often 

done with codes rather than client names. A report could include 
a client name if it is not disclosed that the client is in an addictions 
treatment program.

If the program has entered into a Qualified Service/Business 
Organization Agreement (QSO/BA) with a medical provider that 
is a mandated reporter, the health care provider can make the re-
port when it is learned, through testing, that the client has a com-
municable disease. This does not allow the outside medical pro-
vider to redisclose information that identifies the client as being in 
an addictions program. This can also be achieved by entering into 
a QSO/BA  directly with the local public health department where 
preventing, treating, and controlling communicable disease is
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Spirituality, continued from page 19

As an international leader in the treatment of co-occurring 
disorders, Sierra Tucson offers comprehensive and integrative 
neuropsychiatric programs for:
• Addictions • Eating Disorders
• Mood & Anxiety Disorders • Pain Management
• Trauma/PTSD • Complex Assessment

Treatment is research-informed and led by a multidisciplinary  
treatment team to provide unparalleled care for the emotional,  
physical, and spiritual healing of individuals and families.

Please call today for information or a private consultation. 

SIERRA TUCSON®

800-842-4487
www.SierraTucson.com

Sierra Tucson celebrates 30 years of
“Compassionate Care, Clinical Excellence”

Dually Accredited by The Joint Commission  •  Member of CRC Health Group

ments allows them to feel a connectedness to advancing the field, 
 vicariously connecting on an emotional level with a wide range of 
clients through those clinicians who may learn from their work.

Conclusion
 “Despite the many challenges that substance abuse counselors … 

voiced and the impact that burnout can have on client outcomes, … 
{counselors} recognized that burnout is not an inevitable outcome 

of their work. … (T)he counselors identified a positive working 
atmo sphere can also help them to cope with these strains, thereby 
protecting them from burnout.” (Oser, C. B., 2013)

Christopher Shea is a nationally and state certified addiction 
counselor in Maryland. Shea has worked for almost 20 years in 
the addiction field as a counselor, case manager, clinical director 
and administrator. Shea presents seminars and conferences 
across the country and is published in medical and peer-reviewed 
journals. Shea is currently the Director of Campus Ministry at St. 
Mary’s Ryken high school as well as an adjunct professor at 
Towson University. He is also the founder and author of Life’s 
Journey blog at www.lifesjourneyblog.com.
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 within their responsibil-
ity. Under this agreement, the agency would refer clients to the 

health department for testing, monitoring, possible treatment and 
follow up, thus allowing the treatment agency to comply with 
 mandatory reporting of communicable diseases. The QSO/BA 
must specify services to be provided by the public health depart-
ment. Again, redisclosure of information by the health department 
iden tifying persons as substance abuse treatment clients is prohib-
ited without the client’s consent.

When the communicable disease creates a medical emergency 
then it becomes necessary to report to medical personnel. Keep in 
mind that it must be an immediate threat to the client’s personal 
health. An example would be a person with untreated TB. If the cli-
ent is already under medical care for the condition, this does not 
constitute a medical emergency.

And, last but not least, if a court order is obtained by a program 
that authorizes reporting, the court can only issue an order when it 
is for good cause and is executed according to 42CFR Part 2.

Reference:
Confidentiality and Communication: A Guide to the Federal Drug & Alcohol 

Confidentiality Law and HIPPA: Legal Action Center, N.Y., N.Y. 2012

Patterson, continued from page 20

Looking for more information? Check out the archived 
webinar Understanding NAADAC’s Code of Ethics, available 
at www.naadac.org/education/webinars.
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