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ETHICS, BOUNDARIES AND DUEL 
RELATIONSHIPS.  PROFESSIONAL ISSUES FOR 

ADDICTION PROFESSIONALS 
 
 
This course is derived from 4 separate articles released by NAADAC over the 
last few years.  Topics covered include: 
 

• The necessity of revising NAADAC Code of Ethics 

• Why the code of ethics is important and how it can help professionals 
facing challenging situations 

• How ethical decisions can vary from one person to another 

• Ethics don’t always come naturally 

• Dual relationships between counselor and client 

• Curbing inappropriate actions between addiction professionals and 
patients 

• The role of non-clinical staff 

• The NAADAC code of ethics approved October, 2016 

• How and when it is appropriate to file an ethics complaint 



I wanted to get some background on why the 
NAADAC Code of Ethics were being revised, as well 
as the importance of the code to the profession. 
The Chair of the NAADAC Ethics Committee, Anne 
Hatcher, EdD, CAC III, NCAC II, was just the person 
to talk to. 

Donovan Kuehn: Why was the code of ethics re-
vised?  

ANNE HATCHER: The NAADAC Ethics Committee is 
instructed to review the code of ethics and make 
revisions as needed every two years. Two years ago 
the committee recommended standards related to 
evaluation, assessment and interpretation of client 
data. The recommendations were made as a result 
of a request from a member who needed guide-
lines. A review of other codes of ethics found stand-
ards on evaluation, assessment and interpretation 
of client data while the NAADAC Code of Ethics did 
not address the issue. To the best of my knowledge, 
the recommendations submitted were not reviewed 
by the executive board and so the suggested 
change was not made. In early 2010, we were 
asked to review of the code of ethics and to make 
suggestions for revisions. The committee worked 
diligently comparing the NAADAC Code of Ethics to 
the codes of ethics of other professional organiza-
tions working with similar populations. In addition, 
some of the committee members made suggested 
revisions based on the experience of being asked to 
respond to ethical dilemmas  and grievances. We 
found that the current code of ethics did not de-
scribe ethical standards in a clear manner that 
would support us in addressing some of the griev-
ances.  

Some sections of the recommended code were re-
written to fit with the situations most likely to face 
us in 2011 as compared with the situations that 
arose in 2008.  

DK: How can the code of ethics help professionals 
who are facing challenging situations?  

AH: When faced with a situation that the addiction 
professional finds uncomfortable or questionable, the 
code of ethics provides a standards with which the 
possible  actions can be compared. As I said to your 
first question,  the code of ethics provides a guideline 
for members of the ethics committee when respond-
ing to a grievance filed against a member or an agen-
cy holding NAADAC provider status. The revised code 
of ethics provides more detail than the previous one 
because, ethics committee members found them-
selves essentially saying “this person’s behavior does 
not meet our concept of professional standards and 
the code of ethics has no statement relating to the 
decision we need to make.”  

Donovan Kuehn is the Director of Operations and Outreach 
for NAADAC and serves as the NAADAC News editor. He 
can be reached at dkuehn@naadac.org or 
www.facebook.com/ donovan.kuehn  

Anne Hatcher is Chair of  the NAADAC Ethics Committee. 
She can be reached at hatchera@mscd.edu. 

 

DK: Why is it important for professionals to have a 
code of ethics?  

AH: A code of ethics is a statement of an organiza-
tion’s standards for professional behavior. All of us 
are likely to make mistakes in judgment unintentional-
ly or when we are in stressful situations. The stated 
code of ethical standards provides a guideline for 
evaluation of the situations in which we find ourselves 
and helps us evaluate the choices that face us. Rarely 
is an ethical dilemma a clear choice between right 
and wrong. Usually it is a choice between rights; the 
code of ethics guides us in making a choice that more 
clearly fits the values of the profession and our own 
professional standards for behavior.  
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When Personal and Professional Values Dance  
Our Core Values Lead us on Our Professional Journey  

Frances Patterson, PhD, MAC, BCPC 

Do you ever consider why one person makes an ethi-
cal decision one way and another person arrives at a 
different decision? Some questions may come into 
play when an ethical situation arises.  

Is this situation an ethical violation?  
Do I need to report this situation?  
Will I hurt my colleague if I report this?  
How is this going to affect me?  
Are there clients involved?  

Dilemma: Marc, a Licensed Clinical Social Worker 
who works with eating disorders, was presenting a 
workshop at a national addictions conference. During 
the workshop many participants noticed that Marc 
appeared to be under the influence of either alcohol 
or other drugs. His behaviors indicated there may be 
some impairment. Marc completed his workshop and 
afterwards many counselors who  attended it were 
talking among themselves about Marc. They ex-
pressed disbelief that he would “show up high” to 
present. None of them approached him to express 
their concern. As a result, gossip ran rampant 
throughout the conference.  

What is the core value or belief that would prevent 
these counselors from approaching Marc and to per-
petuate the gossip? When questioned about this one 
may hear many different answers.  

“It’s not my place to stick my nose in his business.”  
Possible belief: I don’t have a right to question anoth-
er person’s behavior.  

“I am not the ethics police.”  
Possible belief: I have a responsibility to monitor my 
own behavior, not his.  

“I don’t know if he is really impaired. It could be 
something else wrong.”  
Possible belief: I don’t judge other people. It may em-
barrass him if I say something.  

“I don’t want to ruin his career.”  
Possible belief: I have to protect my colleagues.  

“I don’t know him. And I don’t know if he is a  recover-
ing person. If not, doesn’t he have a right to drink if 
he wants?”  
Possible belief: People have a right to do what they 
want.  

“This is a conference. He’s not seeing clients here.”  
Possible belief: Even as professionals, we have a right 
to our personal lives.  

Our core values and beliefs lead us on our profession-
al journey. They determine our philosophies and 
choices, why we chose a career in addictions counsel-
ing, the modality we use, even the population we 
choose as our focus. Our values not only influence 
how we interact with clients, but also how we interact 
with other professionals and how we make ethical 
decisions. The situations that are absolute e.g. sex 
with a client, financial dealings with a client, etc. are 
the easy ones. It is the grey areas that make it diffi-
cult and where, often times, there is a conflict be-
tween personal values and professional ethics.  

In the example above, personal values have kept 
these counselors from addressing an ethical concern. 
Although the individuals may not be aware of the be-
lief underlying their hesitancy to confront Marc, there 
may be a conflict between personal values and ethi-
cal obligations. This brings us to our ethical obliga-
tions around impaired colleagues. Is Marc impaired? 
If he is in fact under the influence or impaired while 
teaching a workshop at a professional conference, 
there is definitely some level of impairment. His judg-
ment, at the very least, is impaired. Is this any differ-
ent then being under the influence at work? Would 
these same counselors confront a colleague who 
came to work in the same condition as Marc?  

An impaired professional is obligated to seek help. 
The professional has a responsibility to determine if 
the problem is affecting his/her professional compe-
tency. Often, an impaired person cannot make this 
determination because of that very impairment.  



Additional Reading William White and Renee Popovits, Criti-
cal Incidents: Ethical Issues in the Prevention and Treatment 
of Addiction. Lighthouse Institute, Bloomington, IN 2001 
Barton Bernstein, J.D., LMSW, and Thomas Hartsell, Jr., JD. 
The Portable Ethicist for Mental Health Professionals. John 
Wiley & Sons, New York, 2000 

Frances Patterson, PhD, LADAC, MAC, BCPC, CCJAS, QSAP, 
QCS, received her bachelor’s and master’s degrees at Vir-
ginia Commonwealth University in the Alcohol and Drug 
Education Rehabilitation Program and doctorate in Clinical 
Psychology at California Southern University. In addition to 
being a licensed alcohol and drug counselor in Tennessee, 
she is a NAADAC certified Masters Addictions Counselor 
and Qualified Substance Abuse Professional. She has 
worked as a counselor and program administrator in treat-
ment programs in Virginia and Tennessee over the past 23 
years, is the owner of Footprints Consulting Services, LLC in 
Nashville, Tenn., serves as the chair of the NAADAC clinical 
issues committee and is a member of the  Ethics commit-
tee. She can be contacted at frances@footprints-cs.com. 

Therefore, we as professionals have an ethical obli-
gation to help our impaired colleagues obtain help. If 
we don’t help them, who will? Would we offer them 
any less help and respect than we would an impaired 
client?  

We are the gatekeepers of our profession. If Marc is 
not willing to seek help and he continues to be im-
paired, we have an obligation to report that ethical 
violation. Lack of reporting is a major issue in our 
profession. We have ethical and legal obligations to 
report violations that continue to be unresolved. Fail-
ure to report major ethical violations is a violation in 
and of itself. If Marc is also a licensed or certified 
alcohol and drug counselor, he may also be in viola-
tion of his licensure or certification requirements.  

Do not assume that someone else will make the re-
port relieving you of the responsibility. Remember, 
we are not in this alone. Talk with a supervisor or 
colleague. Seek support from others and document 
all aspects of the incident. When possible, speak 
with the person who is in violation. Make sure you 
have your facts in order. Then, if needed, make the 
proper report. You are not the one ruining that per-
son’s career. You are protecting clients, the commu-
nity and our profession. Examine your values, beliefs 
and ethical obligations. When a conflict arises, make 
sure your decisions are ethically sound. Be true to 
yourself, your colleagues and your profession. 

Continuation of When Personal and Professional Values Dance  
Our Core Values Lead us on Our Professional Journey  
Frances Patterson, PhD, MAC, BCPC 
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Natural Ethics  
Ethics Don’t Always Come Naturally  

Kevin Quint, LADC (Nevada)  

Counselor ethics consist of principles and standards 
that govern how we conduct ourselves in our clinical 
work. Some of these principles include non-
malfeasance (“do no harm”), beneficence (“do 
good”), client autonomy (freedom of choice, in-
formed consent, etc.), justice (fairness) and fidelity 
(keeping your word to the client). These are all high 
plane ideals that are found in most professional 
codes of ethics. Ethical principles help us stay the 
course, so to speak, in our inter actions with clients.  

This all sounds so natural and so uncomplicated. Just 
do the right thing. That will take care of all ethical con-
cerns. Right? Not really... 

You see, a common myth is that alcohol and drug 
counselors bring an intact and appropriate set of eth-
ics with them to the job. Embedded in this myth is the 
wrong-headed notion that we all have common sense. 
Unfortunately, ethics don’t always come naturally and 
they don’t always coincide with everyone’s version of 
common sense. That’s not because counselors are 
inherently immoral. It’s because ethics are not as sim-
ple as they seem. And in certain situations we just 
don’t know what to do.  

I’m pretty sure that the vast majority of alcohol and 
drug counselors don’t need to be told not to sleep with 
a client. But what about that slippery slope that starts 
with an innocent hug that may lead to emotional and 
physical arousal and weeks or months later ends up in 
a sexual relationship between counselor and client? 
I’m also pretty sure that the vast majority of counse-
lors in our field know that breaking client confidentiali-
ty is not only illegal but it is unethical. But what hap-
pens when you see a  client in the grocery store or at 
church or in the park? How do you know what to do?  

The examples could go on, but the point is that while 
ethical principles are often natural and intuitive, the 
practical application of those principles can be elusive 
and difficult.  

Hugs aren’t necessarily wrong, but how do you know 
when to hug and when not to hug? Saying “Hello” to a 
client or former client in the grocery store isn’t neces-
sarily wrong, but how do you decide what to say or if 
you should say anything at all?  

I believe that these issues, and the questions surround-
ing them, point to the fact that not all aspects of ethics 
are clear to everyone and we sometimes need help in 
navigating what can be murky waters. The clarity we 
need can and should be developed through several av-
enues but particularly through the supervisory process.  
 

Clinical supervisors need to be practitioners of high eth-
ical conduct. Clinical supervisors need to be able to im-
part those standards to those under their charge, as 
well. I would go so far as to maintain that one of the 
most important roles of a clinical supervisor is to pro-
vide support, structure and accountability to their su-
pervisees in the area of professional ethics.  

That’s my opinion, of course. But if clinicians entering 
the field are mentored by their supervisors in develop-
ing and exercising a strong sense of ethics, I believe 
that many complaints that come to licensing and certifi-
cation boards would decrease dramatically. So what’s a 
supervisor to do? Here are a few thoughts:  

x Supervisors need to deeply care about ethics. 
This is really an issue of passion and attitude. It’s 
contagious.  

x Supervisors need to demonstrate ethics to those 
they work with. This isn’t about “Do as I say, not 
as I do.” Supervisors need to lead by example. I 
once investigated a complaint against an intern 
related to alleged sexual misconduct with a client. 
By the end of the investigation, I discovered that 
the agency leadership had set a poor ethical ex-
ample for their interns to follow. The intern was 
still held responsible for wrongful behavior, but I 
believe that situation could have been prevented 
through exercise of ethical principles in leader-
ship.  



x Supervisors need to teach their supervisees the 
basic principles of ethics. This can take the form 
of in-service trainings, case review, and general 
conversation. This becomes an everyday process, 
both formal and informal. This training should 
include development of an ethical decision mak-
ing model and other guidance on how to work 
through ethical dilemmas 

x Supervisors need to understand the gravity of 
NOT infusing the highest ethical standards in 
their supervisees. I once supervised an intern 
who engaged in inappropriate behavior on social 
media with a former client who was also a minor. 
As a result, the counselor was discharged from 
employment. But the question I was asked by my 
boss was, “Did you do everything you could BE-
FORE the incident to ensure that this person 
knew that this was inappropriate and unethical 
behavior?” After a great deal of introspection and 
soul searching, I believe I had performed my duty, 
but I also realized that I could have been dragged 
into any lawsuit or complaint against this intern. 
My license is connected to all those who I super-
vise. That reality is never far from my mind 

x Finally, supervisors need to carefully choose who 
they super vise. I used to have the attitude of 
“Come One, Come All.” I thought I was obligated 
to take on whoever asked. One day, a colleague 
asked me why I agreed to supervise a particularly 
difficult person. The only answer I could come up 
with was, “Because he asked.” I felt a little fool-
ish and realized that I hadn’t even considered 
this person’s capacity for ethical and skillful clini-
cal work. 

I should confess that I used to think that ethics all 
come naturally. But doing the right thing isn’t always 
as apparent as it seems. I encourage all treatment 
programs, practices, and clinicians to engage in 
learning, living, and breathing counselor ethics.  

I’ll agree that some aspects of ethics come naturally 
but overall ethics need to be learned and they need 
to be practiced. This will help us stay the course as 
we encounter various complex and difficult issues 
and dilemmas in our practice and in our efforts to 
help the people we serve.  

 

References Powell, David J., Clinical Supervision in Alcohol 
and Drug Abuse Counseling: Principles, Models, Methods, 
revised edition, Jossey-Bass Publishers, San Francisco, 
1993. White, William and Popovits, Renee M., Critical Inci-
dents: Ethical Issues in the Prevention and Treatment of 
Addiction, Chestnut Health Systems; second edition, 
2001.  

Kevin Quint is a Licensed Alcohol and Drug Abuse Counse-
lor in Nevada. He is the Executive Director of Join Together 
Northern Nevada, which is a substance abuse prevention 
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Examiners for Alcohol, Drug, and Gambling Counselors.  
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“Just don’t have sex with your client; following the ethi-
cal code is easy if you remember that rule.” However, 
the “No Intercourse Rule” applies to far more than 
having sexual encounters with a client or with another 
person who holds lower status than that of a profes-
sional. “ 

The addiction professional understands that the goal 
of treatment services is to nurture and support the 
development of a relationship of equals of individuals 
to insure protection and fairness of all par-
ties” (NAADAC Code of Ethic, Principle I, Standard 3, 
2011). The primary goal when working with addiction 
clients is to support responsibility and change in the 
client’s life and to encourage independence 
(Swenson, 1997). A dual relationship is interacting 
with others in such a way that it interferes with one’s 
objectivity, professional judgment and/or conduct. A 
legal definition of a dual relationship might be main-
taining relationships with clients that are likely to im-
pair professional judgment or increase risk of client 
exploitation.  

With this information in mind, the reader is asked to 
consider the unique relationships that might develop 
in addiction counseling. Typically the counselor is a 
person who has life experience abusing psychoactive 
substances and who is now in recovery. Clients and 
counselors might find themselves in the same 12-step 
meeting or at social events attended by addiction pro-
fessionals as well as persons in recovery. In some cul-
tural groups, interactions between clients or potential 
clients and professional counselors are a part of eve-
ryday life and not easily avoided. Small towns and ru-
ral locations provide even more opportunities for inter-
action between client and counselor in settings other 
than the treatment facility. Other options for multiple 
interactions are found through social networks and 
other online sites where personal and professional 
information is posted. How much information can a 
counselor post online before a boundary is crossed?  

Some clients use search engines to find out where a 
counselor lives and organizations in which she/he is 
active. With some diligence, clients searching online 
might even learn about debts the counselor owes. In 
such situations, whose boundary has been crossed 
and is an ethics complaint appropriate?  

For many years, legal and ethical standards have ad-
vised mental health/addiction counselors to avoid 
interacting with clients in any situation other than the 
clinical treatment setting. A shift in this thinking be-
gan in the 1990s. Increased recognition that some 
boundary crossings such as self-disclosure and non-
sexual touching might be clinical valuable in specific 
situations altered the rules to state that a dual rela-
tionship must be therapeutically helpful to the client 
or clearly defined to minimize harm to the client. One 
author cited by Corey, Corey & Callanan (2011) noted 
that the goal of ethical decision-making is to minimize 
the potential for exploitation. Zur (2011) described a 
number of situations in which a dual relationship 
might be a problem and contrasted those situations 
with dual relationships that might actually enhance 
the lives of both client and counselor. On the helpful 
side, he noted that dual relationships in which the 
counselor and client have established agreed upon 
boundaries are more likely to prevent sexual relation-
ships than to encourage them. A problem is very likely 
to occur if the counselor also works as an expert wit-
ness and is called upon to be an expert witness in a 
client’s court case. Unexpected dual relationships can 
occur when a counselor is assigned to work with a 
client and then learns that the new client is the ex-
spouse of a current client. In some situations and 
where boundaries are discussed and agreed upon, a 
dual relationship might facilitate recovery. Exploring 
the ramifications of being in a dual relationship and 
making a clearly thought out decision is recommend-
ed for addiction counselors. The following scenarios 
are included to help the reader think about situations 
in which he/she might find him/herself.  

Dual Relationship  
Problem or Part of our Practice  

Anne S. Hatcher, EdD, CAC III, NCAC II, Chair, NAADAC Ethics Committee 



Identify the slippery slope in these situations where 
one or more actions might be interpreted as a dual 
relationship: 
 
Case #1 Ed, an addiction professional, counsels re-
covering persons at a DUI treatment center. On 
weekends, Ed teaches workshops required for per-
sons seeking state certification in Idaho. The Idaho 
state certification board is taking appli cations for a 
position that requires the employee to evaluate 
course work completed in other states and that is 
included in applications for certification in Idaho. Ed 
has submitted his application. 

Case #2 Gregory is a contract counselor who facili-
tates groups in several treatment agencies. In one of 
his groups, there is a very attractive woman that he 
would like to know better. Gregory suggested that 
she drop out of his group and enroll in a group facili-
tated by Sandra that meets at the same time. Since 
the groups end at the same time, they can meet for 
coffee afterwards. 

Case #3 Georgina supervises entry-level addiction 
counselors at an addiction treatment agency with 
ten offices scattered across a metropolitan area. 
One of her supervisees, Larissa, who has ten years 
of recovery, reported that she used cocaine once last 
week. Larissa immediately began attending Cocaine 
Anonymous (CA) groups and entered individual coun-
seling. She asked Georgina to be her sponsor in CA 
so she does not have to reveal her plans to be a 
counselor to a stranger. 

Case #4 Felix is enrolled in an online course required 
for state certification as an addiction counselor. 
Online students taking state certification courses 
must take each of the three exams at a testing site 
where a proctor is present. Felix lives in a small town 
more than 60 miles from the nearest test site so he 
has asked permission to have his employer proctor 
the exams. 

Case #5 Betsy, MSW, MAC, is an addiction counselor 
at San Juan Pueblo. She grew up in this community 
and understands the culture as well as the problems 
with alcohol and drug use. Tribal members consider 
each other to be relatives and refer to them as broth-
ers, sisters, cousins, aunts, uncles, grandmother or 
grandfather. The state certification board/grievance 
committee has received a report that Betsy is coun-
seling her brother who was arrested for driving under 
the influence of marijuana. 

Case #6 Constance is a community college addiction 
studies educator who has a small private practice 
where she counsels persons in recovery. One of her 
students enrolled in a class taught by Constance af-
ter being a client for a year. Constance is required to 
serve on a community board to meet the service re-
quirements of her teaching position. She has applied 
to the governor’s office to be a member of the state 
board that reviews applications for addiction counse-
lor certification, monitors agencies that provide state 
required workshops, evaluates reports of ethical vio-
lations and updates educational requirements for 
persons who are pursuing state certification. 

Case #7 Susie Q is a state certified addiction counse-
lor who became a counselor after 17 years of pre-
scription drug abuse, becoming sober and complet-
ing a bachelor’s degree in addiction studies. Two 
weeks ago, Susie attended her cousin’s wedding and 
the reception. She had several glasses of wine before 
starting her drive back home. A police officer stopped 
her for not coming to a complete stop at a stop sign. 
The officer completed a roadside sobriety test after 
smelling alcohol on Susie’s breath. A breathalyzer 
test indicated a BAL of 0.06. Susie was court ordered 
to complete five alcohol education classes and to 
work as a receptionist rather than as counselor for 
eight months. Susie enrolled in alcohol education 
classes taught in a town 30 miles from her home. 
Last night Carl, the group facilitator, seemed tired.  

Continuation of Dual Relationship  
Problem or Part of our Practice  
Anne S. Hatcher, EdD, CAC III, NCAC II, Chair, NAADAC Ethics Committee 



He reported that he had been working overtime filling 
in for group facilitators who were on vacation. Susie 
suggested that she might be able to help him by fa-
cilitating a group or two in an office owned by the 
same agency and located in her home-town. 

Case #8 Tracy has completed all course work for a 
doctorate in counseling. While taking courses, she 
has also worked with clients through the college 
counseling center. Her research for the dissertation 
was on the correlation between sexual trauma and 
alcohol abuse. The first draft of the dissertation has 
been written and reviewed by Tracy’s advisor. He 
suggested that the document be read and edited by 
someone who has  specific training in editing and 
who is not familiar with the topic of the paper. Among 
Tracy’s clients at the counseling center is a student 
who is a single mother and who is always struggling 
to make ends meet. The client was an editor for The 
NY Times Sunday Magazine for 10 years prior to be-
ing laid off when the magazine decided to change its 
format. Tracy wants to offer the extra counseling ses-
sions requested by the client for free in return for the 
editing assistance.  

 

References Corey, G., Corey, M. S. & Callanan, P. (2011). 
Chapter 7, Managing boundaries and multiple relation-
ships. Issues and ethics in the helping professions. 
Brookes/ Cole Pub. NAADAC Code of Ethics. (2011). 
NAADAC website. Swenson, L. C. (1997). Psychology and 
the law. Brookes/Cole Pub. Pp76–78. Zur, O. (2011). Dual 
relationships, multiple relationships & boundaries in  psy-
chotherapy, counseling and mental health. Retrieved 
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September 28, 2014  

Addiction Professional Magazine 

SPECIAL SERIES: Treatment centers have capacity to lessen chance of sexual misconduct  

by Alison Knopf, Contributing Writer  

Leaders in the credentialing of addiction professionals insist that treatment facilities can wield influence 

in stemming inappropriate sexual behavior by staff—incidents that are under-reported and damaging 

to organizations' reputation and bottom line. 

“If [clinical] supervision was more centered around the ethics of those counselors, we would see a 

decrease in the number of ethics complaints,” says Mary Jo Mather, executive director of the 

International Certification & Reciprocity Consortium (IC&RC), representing credentialing boards. “I can’t 

tell you the number of times I get a call from a counselor who’s asking me about an ethics question, 

and they never thought to ask their supervisor. There’s something wrong with that.” 

Supervisors need to be aware of issues surrounding inappropriate actions toward patients, and not help 

treatment program administrators sweep them under the rug, says Patterson. One problem, she says, is 

that schools no longer are teaching about transference and countertransference, the phenomena in 

which a patient views the therapist as representing someone important in his/her life (such as a mother 

or husband) and the therapist in turn projects some feelings onto the patient. 

Many addiction counselors come out of school thinking they’re supposed to be a robot, says Frances 

Patterson, a member of the ethics committee for NAADAC, The Association for Addiction Professionals. 

“They think they’re not supposed to feel, they’re not supposed to like a client or dislike a client,” 

Patterson says. “Then when they have these feelings, they think there’s something wrong with them.” 

That’s a key part of supervision, which must be ongoing, says Patterson, adding, “You never outgrow 

supervision—that’s what keeps us out of trouble.” It’s also helpful to remember that if you’re doing 

something you don’t want to talk to someone about, there probably is something wrong, she says. 

Kathryn Benson, chair of the National Certification Commission for Addiction Professionals, which is run 

by NAADAC, frequently talks on the phone to counselors who are confused. “It’s not their fault if they’re 

not getting good guidance from their agencies,” Benson says. “They’re afraid of retaliation. I’m not 

going to let them hang alone out there.” 

On the other hand, it also is hard to blame supervisors, because most of the time they are “doing the 

best they can with what they are working with,” says Benson. “This isn’t about pointing fingers—it’s about 

coming up with a solution.” 

Sometimes the counselor is so afraid of the situation that he/she doesn’t tell anyone, including the 

supervisor. But this fear proves destructive, says Benson. “I tell people they will get trapped in their own 

fear, because if you find yourself attracted to a client, you’ll get trapped into thinking that there’s 
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something wrong with you, and you’re defective as a counselor,” she says. “You’re having a human 

feeling.” 

The counselor’s job is to convey this to the supervisor, and the supervisor’s job is to understand that this is 

human nature, and that the supervisor will help the counselor manage this. 

“This is about real life,” says Benson. “You cannot prevent everything.” Even with the best policies and 

the best training, treatment programs still may not be able to prevent sexual misconduct. But where the 

true liability lies is in how the treatment program responds to a situation once aware of it. 

Benson stresses that the absolutely wrong move to make when an incident of sexual misconduct occurs 

is to transfer the patient immediately to another counselor. “That’s the mark of a poorly trained 

supervisor and clinician, who believes that the first response is to transfer,” she says. “That’s harmful to 

the counselor and to the client.” Many people come to treatment with abandonment issues, and if the 

first time they show up they get rejected—which is how they will interpret a transfer to another 

counselor—they will feel that they must be worthless if even the therapist doesn’t want to talk to them, 

Benson explains. 

Patient blaming 

Benson says patients don’t seduce counselors. Rather, the patient comes into a program and is at the 

level of coping that he/she has in life at the time. “It’s not at all uncommon, particularly for females, to 

use their bodies,” she says. “They use sex as a way of controlling and minimizing further damage to 

themselves.” It’s a convoluted sense of survival, but by being in control of sex, these women believe 

they can reduce their chances of being harmed. 

Counselors are trained in how human beings developed coping skills to help them survive, says Benson. 

“The burden is always on the clinician, on the staff person, to manage themselves,” she says. “We’re the 

professionals.” 

Patterson is outraged when she hears counselors claim to have been seduced by patients. “The patient 

is acting like a patient, using the coping skills she has,” says Patterson. “The only way she knows how to 

interact is sexually.” 

Because of the disease patients arrive with, and the past trauma they may have experienced, it may 

take them months or more to report sexual misconduct, says IC&RC's Mather. “Maybe a year later 

they’re back in treatment someplace else, and they realize this wasn’t supposed to happen,” she says. 

Dual relationships 

The concept of sexual misconduct has been broadened to include dual relationships, which are 

banned by ethics codes. A dual relationship is one that is outside of the clinical care the counselor is 

providing. On one end of the spectrum is running into a patient or former patient at a 12-Step meeting 

and interacting with them with a “social feel” to the relationship, including an activity such as going out 



with a group for coffee. On the other end of the spectrum is full physical intimacy. The potential harm to 

the client varies, but it exists in all dual relationships. 

Sean Conaboy, a risk management consultant with NSM Insurance Group in Philadelphia, recalls the 

slippery slope of relationships he witnessed in treatment programs. “When I was managing facilities and 

doing clinical supervision, I would see the relationships that would start to occur, and blossom into 

something that was inappropriate,” Conaboy says. “We had to do a lot of training, a lot of policies and 

procedures. This is a danger sign, but these are human beings, and it happens. You have to deal with 

it.” 

IC&RC recently changed its code of ethics to ban not only exploitation of clients, but also dual 

relationships. “Sometimes it isn’t physical, but it has crossed over from the professional relationship,” says 

Mather. “Maybe they’re texting at night, meeting for coffee, not doing anything sexual. It’s still a dual 

relationship, and not allowed.” 

Role of non-clinical staff 

While administrative staff are less likely to have dual relationship issues, they do get to make the big 

decisions. They’re the people in power, and as Patterson said, “They look at lawsuits and the bottom 

line.” 

That’s why consultants who work with treatment programs on ethics training frequently request to meet 

with non-clinical staff as well as clinicians. Treatment centers, says Benson, need to understand that the 

costs of letting the counselor simply go work at another program, with nothing ever reported, are too 

high. 

When Benson works with a facility that is going through a sexual misconduct situation, she tells 

administrators that they need to terminate the employee, report the person to the appropriate 

authority, get the patient placed in another treatment program, and pay for that treatment. “They do 

not like hearing this,” she says. 

Importance of investigating 

While investigating claims is onerous and expensive, it’s something that treatment programs need to do, 

says Conaboy. “Firing the counselor and hoping they don’t get sued won’t make the problem go 

away,” he says. Conaboy stressed that no attorney will sue only the counselor—the employing 

organization will get sued as well. 

All cases end up b being settled out of court, because treatment programs don’t want the publicity of 

a trial, says Conaboy. “Attorneys [for patients] make their money on the settlements, and on the billable 

hours,” he says. 

An organization must be acutely aware of the dangers of wrongful termination, says Conaboy. “We’ve 

all worked and dealt with transference,” he says. “Patients lie, they fabricate, they’re delusional, they’re 



trying to get back at you. So, don’t rush to judgment.” There must be due process, in which allegations 

are thoroughly investigated. 

Sexual misconduct presents a “very challenging set of dynamics” for a treatment organization, says 

Conaboy. “And no matter how well managed you are, these things still happen, because this is human 

behavior.” Some of the most prestigious programs have experienced these situations, he says. 

All hospitals have general, professional, and sexual misconduct/abuse and molestation insurance 

coverage, and behavioral health providers should as well, says Conaboy. “Different carriers handle the 

premiums differently,” he says. In many cases, the sexual misconduct coverage is bundled into general 

and professional liability coverage. 

A preventive culture 

“Ethical violations don’t happen in a vacuum,” says Sandy Wummer, corporate director of 

performance, standards and research at Pennsylvania-based Caron Treatment Centers. “We try from 

the beginning to create a culture of ongoing training and supervision around ethical issues.” 

Caron focuses on preventing ethical violations, says Wummer. A key component involves having a 

treatment team, not a single individual, treating each patient, she says. “When there are multiple staff 

members, this eliminates some of the boundary issues, the transference and countertransference,” 

Wummer says. 

She adds, “Ethical issues always arise, in any kind of medical treatment. It’s how you respond that 

matters.” Caron also educates patients and their families about ethical and appropriate behavior “on 

our part and on their part,” she says. 

What if the sexual relationship is between patients? “This is a clinical issue, a treatment team issue,” says 

Wummer. “There are patients whose histories may lend themselves to that behavior—patients come 

here with a lot of issues.” 

If a patient reports sexual misconduct, Caron has processes in place to investigate. “It’s a patient 

advocate process,” says Wummer. “We take every allegation seriously. In the rare case that we have 

an allegation of an inappropriate relation between a staff member and a patient, we would explain to 

the counselor first that there is an allegation.” In some cases, the counselor would have to stay home 

until the investigation is concluded. 

“If we find an allegation to be accurate, we would take appropriate steps through the HR process and 

the licensing boards,” says Wummer. “That is not a choice—that is a regulation.” 

It’s important to use an allegation, whether it’s true or not, as an opportunity for training, supervision and 

learning, she says. Doing nothing in response to an allegation sets up an organization for liability in many 

areas, says Wummer. 

“It will cause repeat behavior,” she says. 



  One patient's ordeal 

Pamela Banker, who lives in Geneseo, N.Y., was arrested for drunk driving and had been sent to court-

ordered treatment in 1999. The counselor who supervised her told her that if she didn’t submit to his 

sexual advances, she would be sent to prison for 14 years. 

When Banker did report the abuse (which she said went on for seven years) to her probation officer, the 

officer told the counselor. He retaliated by forcing her to plead guilty to drunk driving in the treatment 

court where he served as coordinator, so that she would stay under his jurisdiction. 

Ultimately Banker was sent to prison for three years, for relapsing to alcohol use, which was triggered by 

the sexual abuse. The counselor eventually was allowed to resign, citing health reasons. 

Banker’s story was not reported until she filed a lawsuit in 2009, citing the abuse. The employer was the 

state because she had been in a state-run treatment program. The state refused to pay any award, 

saying that what the counselor did occurred outside of his purview as an employee. 

The state Office of Alcoholism and Substance Abuse Services (OASAS) did confirm to Addiction 

Professional that its review of the situation concluded that the counselor had violated applicable 

ethical standards. OASAS adds that he is no longer credentialed by the state agency. 

The patient's lawsuit was dropped, and Banker, who lives on $750 a month in disability, says she owes 

her lawyer more than $6,000. In August, a reporter with the Democrat & Chronicle newspaper met with 

her, and published her story on Aug. 29. Addiction Professional contacted Banker in early September, 

and she said she wants her story to be told. 

 




