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INTRODUCTION AND APPLICABILITY
The American Psychological Association’s (APA’s)
Ethical Principles of Psychologists and Code of Conduct
(hereinafter referred to as the Ethics Code) consists of an Introduction, a Preamble, five General Principles (A–E), and
specific Ethical Standards. The Introduction discusses the
intent, organization, procedural considerations, and scope of
application of the Ethics Code. The Preamble and General
Principles are aspirational goals to guide psychologists toward
the highest ideals of psychology. Although the Preamble and
General Principles are not themselves enforceable rules, they
should be considered by psychologists in arriving at an ethical
course of action. The Ethical Standards set forth enforceable
rules for conduct as psychologists. Most of the Ethical Standards are written broadly, in order to apply to psychologists in
varied roles, although the application of an Ethical Standard
may vary depending on the context. The Ethical Standards are
not exhaustive. The fact that a given conduct is not specifically
addressed by an Ethical Standard does not mean that it is necessarily either ethical or unethical.
This Ethics Code applies only to psychologists’ activities that are part of their scientific, educational, or professional roles as psychologists. Areas covered include but are
not limited to the clinical, counseling, and school practice of
psychology; research; teaching; supervision of trainees; public service; policy development; social intervention; development of assessment instruments; conducting assessments;
educational counseling; organizational consulting; forensic
activities; program design and evaluation; and administration. This Ethics Code applies to these activities across a variety of contexts, such as in person, postal, telephone, Internet,
and other electronic transmissions. These activities shall be
distinguished from the purely private conduct of psychologists, which is not within the purview of the Ethics Code.
Membership in the APA commits members and student affiliates to comply with the standards of the APA Ethics
Code and to the rules and procedures used to enforce them.
Lack of awareness or misunderstanding of an Ethical Standard
is not itself a defense to a charge of unethical conduct.
The procedures for filing, investigating, and resolving
complaints of unethical conduct are described in the current
Rules and Procedures of the APA Ethics Committee. APA may
impose sanctions on its members for violations of the standards of the Ethics Code, including termination of APA membership, and may notify other bodies and individuals of its
actions. Actions that violate the standards of the Ethics Code
may also lead to the imposition of sanctions on psychologists
or students whether or not they are APA members by bodies
other than APA, including state psychological associations,
other professional groups, psychology boards, other state or
federal agencies, and payors for health services. In addition,
APA may take action against a member after his or her conviction of a felony, expulsion or suspension from an affiliated state
psychological association, or suspension or loss of licensure.
When the sanction to be imposed by APA is less than expulsion, the 2001 Rules and Procedures do not guarantee an op2
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portunity for an in-person hearing, but generally provide that
complaints will be resolved only on the basis of a submitted
record.
The Ethics Code is intended to provide guidance for
psychologists and standards of professional conduct that can
be applied by the APA and by other bodies that choose to
adopt them. The Ethics Code is not intended to be a basis of
civil liability. Whether a psychologist has violated the Ethics
Code standards does not by itself determine whether the psychologist is legally liable in a court action, whether a contract
is enforceable, or whether other legal consequences occur.
The modifiers used in some of the standards of this
Ethics Code (e.g., reasonably, appropriate, potentially) are included in the standards when they would (1) allow professional judgment on the part of psychologists, (2) eliminate
injustice or inequality that would occur without the modifier,
(3) ensure applicability across the broad range of activities
conducted by psychologists, or (4) guard against a set of rigid
rules that might be quickly outdated. As used in this Ethics
Code, the term reasonable means the prevailing professional
judgment of psychologists engaged in similar activities in similar circumstances, given the knowledge the psychologist had
or should have had at the time.
The American Psychological Association’s Council of Representatives adopted this version of the APA Ethics Code during its meeting on August 21,
2002. The Code became effective on June 1, 2003. The Council of Representatives amended this version of the Ethics Code on February 20, 2010. The
amendments became effective on June 1, 2010 (see p. 15 of this pamphlet).
Inquiries concerning the substance or interpretation of the APA Ethics Code
should be addressed to the Director, Office of Ethics, American Psychological Association, 750 First Street, NE, Washington, DC 20002-4242. The
Ethics Code and information regarding the Code can be found on the APA
website, http://www.apa.org/ethics. The standards in this Ethics Code will
be used to adjudicate complaints brought concerning alleged conduct occurring on or after the effective date. Complaints will be adjudicated on the basis
of the version of the Ethics Code that was in effect at the time the conduct
occurred.
The APA has previously published its Ethics Code as follows:
American Psychological Association. (1953). Ethical standards of psychologists. Washington, DC: Author.
American Psychological Association. (1959). Ethical standards of psychologists. American Psychologist, 14, 279–282.
American Psychological Association. (1963). Ethical standards of psychologists. American Psychologist, 18, 56–60.
American Psychological Association. (1968). Ethical standards of psychologists. American Psychologist, 23, 357–361.
American Psychological Association. (1977, March). Ethical standards of
psychologists. APA Monitor, 22–23.
American Psychological Association. (1979). Ethical standards of psychologists. Washington, DC: Author.
American Psychological Association. (1981). Ethical principles of psychologists. American Psychologist, 36, 633–638.
American Psychological Association. (1990). Ethical principles of psychologists (Amended June 2, 1989). American Psychologist, 45, 390–395.
American Psychological Association. (1992). Ethical principles of psychologists and code of conduct. American Psychologist, 47, 1597–1611.
American Psychological Association. (2002). Ethical principles of psychologists and code of conduct. American Psychologist, 57, 1060-1073.
Request copies of the APA’s Ethical Principles of Psychologists and Code
of Conduct from the APA Order Department, 750 First Street, NE, Washington, DC 20002-4242, or phone (202) 336-5510.
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In the process of making decisions regarding their
professional behavior, psychologists must consider this Ethics Code in addition to applicable laws and psychology board
regulations. In applying the Ethics Code to their professional
work, psychologists may consider other materials and guidelines that have been adopted or endorsed by scientific and
professional psychological organizations and the dictates of
their own conscience, as well as consult with others within
the field. If this Ethics Code establishes a higher standard of
conduct than is required by law, psychologists must meet the
higher ethical standard. If psychologists’ ethical responsibilities conflict with law, regulations, or other governing legal
authority, psychologists make known their commitment to
this Ethics Code and take steps to resolve the conflict in a responsible manner in keeping with basic principles of human
rights.

Principle A: Beneficence and Nonmaleficence

PREAMBLE

Principle B: Fidelity and Responsibility

Psychologists are committed to increasing scientific
and professional knowledge of behavior and people’s understanding of themselves and others and to the use of such
knowledge to improve the condition of individuals, organizations, and society. Psychologists respect and protect civil
and human rights and the central importance of freedom of
inquiry and expression in research, teaching, and publication.
They strive to help the public in developing informed judgments and choices concerning human behavior. In doing so,
they perform many roles, such as researcher, educator, diagnostician, therapist, supervisor, consultant, administrator, social interventionist, and expert witness. This Ethics Code provides a common set of principles and standards upon which
psychologists build their professional and scientific work.
This Ethics Code is intended to provide specific standards to cover most situations encountered by psychologists.
It has as its goals the welfare and protection of the individuals
and groups with whom psychologists work and the education
of members, students, and the public regarding ethical standards of the discipline.
The development of a dynamic set of ethical standards
for psychologists’ work-related conduct requires a personal
commitment and lifelong effort to act ethically; to encourage ethical behavior by students, supervisees, employees,
and colleagues; and to consult with others concerning ethical
problems.

GENERAL PRINCIPLES
This section consists of General Principles. General
Principles, as opposed to Ethical Standards, are aspirational
in nature. Their intent is to guide and inspire psychologists toward the very highest ethical ideals of the profession. General
Principles, in contrast to Ethical Standards, do not represent
obligations and should not form the basis for imposing sanctions. Relying upon General Principles for either of these reasons distorts both their meaning and purpose.
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Psychologists strive to benefit those with whom they
work and take care to do no harm. In their professional actions, psychologists seek to safeguard the welfare and rights
of those with whom they interact professionally and other affected persons, and the welfare of animal subjects of research.
When conflicts occur among psychologists’ obligations or
concerns, they attempt to resolve these conflicts in a responsible fashion that avoids or minimizes harm. Because psychologists’ scientific and professional judgments and actions may
affect the lives of others, they are alert to and guard against
personal, financial, social, organizational, or political factors
that might lead to misuse of their influence. Psychologists
strive to be aware of the possible effect of their own physical
and mental health on their ability to help those with whom
they work.
Psychologists establish relationships of trust with
those with whom they work. They are aware of their professional and scientific responsibilities to society and to the specific communities in which they work. Psychologists uphold
professional standards of conduct, clarify their professional
roles and obligations, accept appropriate responsibility for
their behavior, and seek to manage conflicts of interest that
could lead to exploitation or harm. Psychologists consult
with, refer to, or cooperate with other professionals and institutions to the extent needed to serve the best interests of
those with whom they work. They are concerned about the
ethical compliance of their colleagues’ scientific and professional conduct. Psychologists strive to contribute a portion
of their professional time for little or no compensation or personal advantage.

Principle C: Integrity
Psychologists seek to promote accuracy, honesty, and
truthfulness in the science, teaching, and practice of psychology. In these activities psychologists do not steal, cheat, or engage in fraud, subterfuge, or intentional misrepresentation of
fact. Psychologists strive to keep their promises and to avoid
unwise or unclear commitments. In situations in which deception may be ethically justifiable to maximize benefits and
minimize harm, psychologists have a serious obligation to
consider the need for, the possible consequences of, and their
responsibility to correct any resulting mistrust or other harmful effects that arise from the use of such techniques.

Principle D: Justice
Psychologists recognize that fairness and justice entitle all persons to access to and benefit from the contributions of psychology and to equal quality in the processes,
procedures, and services being conducted by psychologists.
Psychologists exercise reasonable judgment and take precautions to ensure that their potential biases, the boundaries of

Preamble–Principle D

3

their competence, and the limitations of their expertise do
not lead to or condone unjust practices.

Principle E: Respect for People’s Rights
and Dignity
Psychologists respect the dignity and worth of all people, and the rights of individuals to privacy, confidentiality,
and self-determination. Psychologists are aware that special
safeguards may be necessary to protect the rights and welfare
of persons or communities whose vulnerabilities impair autonomous decision making. Psychologists are aware of and
respect cultural, individual, and role differences, including
those based on age, gender, gender identity, race, ethnicity,
culture, national origin, religion, sexual orientation, disability,
language, and socioeconomic status, and consider these factors when working with members of such groups. Psychologists try to eliminate the effect on their work of biases based
on those factors, and they do not knowingly participate in or
condone activities of others based upon such prejudices.

ETHICAL STANDARDS
1.
Resolving Ethical Issues
1.01 Misuse of Psychologists’ Work
If psychologists learn of misuse or misrepresentation
of their work, they take reasonable steps to correct or minimize the misuse or misrepresentation.

1.02	Conflicts Between Ethics and Law,
Regulations, or Other Governing
Legal Authority
If psychologists’ ethical responsibilities conflict with
law, regulations, or other governing legal authority, psychologists clarify the nature of the conflict, make known their
commitment to the Ethics Code, and take reasonable steps
to resolve the conflict consistent with the General Principles
and Ethical Standards of the Ethics Code. Under no circumstances may this standard be used to justify or defend violating human rights.

1.03	Conflicts Between Ethics
and Organizational Demands
If the demands of an organization with which psychologists are affiliated or for whom they are working are in
conflict with this Ethics Code, psychologists clarify the nature
of the conflict, make known their commitment to the Ethics
Code, and take reasonable steps to resolve the conflict consistent with the General Principles and Ethical Standards of the
Ethics Code. Under no circumstances may this standard be
used to justify or defend violating human rights.

1.04	Informal Resolution of Ethical Violations
When psychologists believe that there may have been
an ethical violation by another psychologist, they attempt to
resolve the issue by bringing it to the attention of that indi4
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vidual, if an informal resolution appears appropriate and the
intervention does not violate any confidentiality rights that
may be involved. (See also Standards 1.02, Conflicts Between
Ethics and Law, Regulations, or Other Governing Legal Authority, and 1.03, Conflicts Between Ethics and Organizational Demands.)

1.05	Reporting Ethical Violations
If an apparent ethical violation has substantially
harmed or is likely to substantially harm a person or organization and is not appropriate for informal resolution under
Standard 1.04, Informal Resolution of Ethical Violations, or
is not resolved properly in that fashion, psychologists take
further action appropriate to the situation. Such action might
include referral to state or national committees on professional ethics, to state licensing boards, or to the appropriate
institutional authorities. This standard does not apply when
an intervention would violate confidentiality rights or when
psychologists have been retained to review the work of another psychologist whose professional conduct is in question.
(See also Standard 1.02, Conflicts Between Ethics and Law,
Regulations, or Other Governing Legal Authority.)

1.06	Cooperating With Ethics Committees
Psychologists cooperate in ethics investigations, proceedings, and resulting requirements of the APA or any affiliated state psychological association to which they belong.
In doing so, they address any confidentiality issues. Failure
to cooperate is itself an ethics violation. However, making a
request for deferment of adjudication of an ethics complaint
pending the outcome of litigation does not alone constitute
noncooperation.

1.07	Improper Complaints
Psychologists do not file or encourage the filing of
ethics complaints that are made with reckless disregard for or
willful ignorance of facts that would disprove the allegation.

1.08	Unfair Discrimination Against Complainants
and Respondents
Psychologists do not deny persons employment, advancement, admissions to academic or other programs, tenure, or promotion, based solely upon their having made or
their being the subject of an ethics complaint. This does not
preclude taking action based upon the outcome of such proceedings or considering other appropriate information.

2.
Competence
2.01 Boundaries of Competence
(a) Psychologists provide services, teach, and conduct
research with populations and in areas only within the boundaries of their competence, based on their education, training,
supervised experience, consultation, study, or professional
experience.
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(b) Where scientific or professional knowledge in the
discipline of psychology establishes that an understanding of
factors associated with age, gender, gender identity, race, ethnicity, culture, national origin, religion, sexual orientation,
disability, language, or socioeconomic status is essential for effective implementation of their services or research, psychologists have or obtain the training, experience, consultation, or
supervision necessary to ensure the competence of their services, or they make appropriate referrals, except as provided in
Standard 2.02, Providing Services in Emergencies.
(c) Psychologists planning to provide services, teach,
or conduct research involving populations, areas, techniques,
or technologies new to them undertake relevant education,
training, supervised experience, consultation, or study.
(d) When psychologists are asked to provide services
to individuals for whom appropriate mental health services
are not available and for which psychologists have not obtained the competence necessary, psychologists with closely
related prior training or experience may provide such services
in order to ensure that services are not denied if they make a
reasonable effort to obtain the competence required by using
relevant research, training, consultation, or study.
(e) In those emerging areas in which generally recognized standards for preparatory training do not yet exist,
psychologists nevertheless take reasonable steps to ensure
the competence of their work and to protect clients/patients,
students, supervisees, research participants, organizational clients, and others from harm.
(f) When assuming forensic roles, psychologists are
or become reasonably familiar with the judicial or administrative rules governing their roles.

2.02 Providing Services in Emergencies
In emergencies, when psychologists provide services
to individuals for whom other mental health services are not
available and for which psychologists have not obtained the
necessary training, psychologists may provide such services
in order to ensure that services are not denied. The services
are discontinued as soon as the emergency has ended or appropriate services are available.

2.03 Maintaining Competence
Psychologists undertake ongoing efforts to develop
and maintain their competence.

2.04 Bases for Scientific and Professional
Judgments
Psychologists’ work is based upon established scientific and professional knowledge of the discipline. (See also
Standards 2.01e, Boundaries of Competence, and 10.01b, Informed Consent to Therapy.)

2.05	Delegation of Work to Others
Psychologists who delegate work to employees, supervisees, or research or teaching assistants or who use the ser-
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vices of others, such as interpreters, take reasonable steps to
(1) avoid delegating such work to persons who have a multiple relationship with those being served that would likely lead
to exploitation or loss of objectivity; (2) authorize only those
responsibilities that such persons can be expected to perform
competently on the basis of their education, training, or experience, either independently or with the level of supervision
being provided; and (3) see that such persons perform these
services competently. (See also Standards 2.02, Providing
Services in Emergencies; 3.05, Multiple Relationships; 4.01,
Maintaining Confidentiality; 9.01, Bases for Assessments;
9.02, Use of Assessments; 9.03, Informed Consent in Assessments; and 9.07, Assessment by Unqualified Persons.)

2.06 Personal Problems and Conflicts
(a) Psychologists refrain from initiating an activity
when they know or should know that there is a substantial
likelihood that their personal problems will prevent them
from performing their work-related activities in a competent
manner.
(b) When psychologists become aware of personal
problems that may interfere with their performing work-related duties adequately, they take appropriate measures, such as
obtaining professional consultation or assistance, and determine whether they should limit, suspend, or terminate their
work-related duties. (See also Standard 10.10, Terminating
Therapy.)

3.
Human Relations
3.01	Unfair Discrimination
In their work-related activities, psychologists do not
engage in unfair discrimination based on age, gender, gender
identity, race, ethnicity, culture, national origin, religion, sexual orientation, disability, socioeconomic status, or any basis
proscribed by law.

3.02	Sexual Harassment
Psychologists do not engage in sexual harassment.
Sexual harassment is sexual solicitation, physical advances, or
verbal or nonverbal conduct that is sexual in nature, that occurs in connection with the psychologist’s activities or roles as
a psychologist, and that either (1) is unwelcome, is offensive,
or creates a hostile workplace or educational environment,
and the psychologist knows or is told this or (2) is sufficiently
severe or intense to be abusive to a reasonable person in the
context. Sexual harassment can consist of a single intense or
severe act or of multiple persistent or pervasive acts. (See also
Standard 1.08, Unfair Discrimination Against Complainants
and Respondents.)

3.03	Other Harassment
Psychologists do not knowingly engage in behavior
that is harassing or demeaning to persons with whom they
interact in their work based on factors such as those persons’
age, gender, gender identity, race, ethnicity, culture, national
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origin, religion, sexual orientation, disability, language, or socioeconomic status.

3.04	Avoiding Harm
Psychologists take reasonable steps to avoid harming
their clients/patients, students, supervisees, research participants, organizational clients, and others with whom they
work, and to minimize harm where it is foreseeable and unavoidable.

3.05 Multiple Relationships
(a) A multiple relationship occurs when a psychologist is in a professional role with a person and (1) at the same
time is in another role with the same person, (2) at the same
time is in a relationship with a person closely associated with
or related to the person with whom the psychologist has the
professional relationship, or (3) promises to enter into another relationship in the future with the person or a person
closely associated with or related to the person.
A psychologist refrains from entering into a multiple
relationship if the multiple relationship could reasonably be
expected to impair the psychologist’s objectivity, competence, or effectiveness in performing his or her functions as
a psychologist, or otherwise risks exploitation or harm to the
person with whom the professional relationship exists.
Multiple relationships that would not reasonably be
expected to cause impairment or risk exploitation or harm are
not unethical.
(b) If a psychologist finds that, due to unforeseen factors, a potentially harmful multiple relationship has arisen,
the psychologist takes reasonable steps to resolve it with due
regard for the best interests of the affected person and maximal compliance with the Ethics Code.
(c) When psychologists are required by law, institutional policy, or extraordinary circumstances to serve in more
than one role in judicial or administrative proceedings, at the
outset they clarify role expectations and the extent of confidentiality and thereafter as changes occur. (See also Standards 3.04, Avoiding Harm, and 3.07, Third-Party Requests
for Services.)

3.06	Conflict of Interest
Psychologists refrain from taking on a professional
role when personal, scientific, professional, legal, financial, or
other interests or relationships could reasonably be expected
to (1) impair their objectivity, competence, or effectiveness in
performing their functions as psychologists or (2) expose the
person or organization with whom the professional relationship exists to harm or exploitation.

3.07 Third-Party Requests for Services
When psychologists agree to provide services to a
person or entity at the request of a third party, psychologists
attempt to clarify at the outset of the service the nature of the
relationship with all individuals or organizations involved.
This clarification includes the role of the psychologist (e.g.,
6
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therapist, consultant, diagnostician, or expert witness), an
identification of who is the client, the probable uses of the
services provided or the information obtained, and the fact
that there may be limits to confidentiality. (See also Standards
3.05, Multiple Relationships, and 4.02, Discussing the Limits
of Confidentiality.)

3.08 Exploitative Relationships
Psychologists do not exploit persons over whom they
have supervisory, evaluative, or other authority such as clients/patients, students, supervisees, research participants,
and employees. (See also Standards 3.05, Multiple Relationships; 6.04, Fees and Financial Arrangements; 6.05, Barter
With Clients/Patients; 7.07, Sexual Relationships With Students and Supervisees; 10.05, Sexual Intimacies With Current Therapy Clients/Patients; 10.06, Sexual Intimacies With
Relatives or Significant Others of Current Therapy Clients/
Patients; 10.07, Therapy With Former Sexual Partners; and
10.08, Sexual Intimacies With Former Therapy Clients/Patients.)

3.09	Cooperation With Other Professionals
When indicated and professionally appropriate, psychologists cooperate with other professionals in order to
serve their clients/patients effectively and appropriately. (See
also Standard 4.05, Disclosures.)

3.10	Informed Consent
(a) When psychologists conduct research or provide
assessment, therapy, counseling, or consulting services in person or via electronic transmission or other forms of communication, they obtain the informed consent of the individual
or individuals using language that is reasonably understandable to that person or persons except when conducting such
activities without consent is mandated by law or governmental regulation or as otherwise provided in this Ethics Code.
(See also Standards 8.02, Informed Consent to Research;
9.03, Informed Consent in Assessments; and 10.01, Informed
Consent to Therapy.)
(b) For persons who are legally incapable of giving
informed consent, psychologists nevertheless (1) provide an
appropriate explanation, (2) seek the individual’s assent, (3)
consider such persons’ preferences and best interests, and (4)
obtain appropriate permission from a legally authorized person, if such substitute consent is permitted or required by law.
When consent by a legally authorized person is not permitted
or required by law, psychologists take reasonable steps to protect the individual’s rights and welfare.
(c) When psychological services are court ordered or
otherwise mandated, psychologists inform the individual of
the nature of the anticipated services, including whether the
services are court ordered or mandated and any limits of confidentiality, before proceeding.
(d) Psychologists appropriately document written or
oral consent, permission, and assent. (See also Standards 8.02,

Effective June 1, 2003, as amended 2010

Informed Consent to Research; 9.03, Informed Consent in Assessments; and 10.01, Informed Consent to Therapy.)

3.11 Psychological Services Delivered to or
Through Organizations
(a) Psychologists delivering services to or through
organizations provide information beforehand to clients and
when appropriate those directly affected by the services about
(1) the nature and objectives of the services, (2) the intended
recipients, (3) which of the individuals are clients, (4) the relationship the psychologist will have with each person and the
organization, (5) the probable uses of services provided and
information obtained, (6) who will have access to the information, and (7) limits of confidentiality. As soon as feasible,
they provide information about the results and conclusions of
such services to appropriate persons.
(b) If psychologists will be precluded by law or by
organizational roles from providing such information to particular individuals or groups, they so inform those individuals
or groups at the outset of the service.

3.12	Interruption of Psychological Services
Unless otherwise covered by contract, psychologists
make reasonable efforts to plan for facilitating services in the
event that psychological services are interrupted by factors
such as the psychologist’s illness, death, unavailability, relocation, or retirement or by the client’s/patient’s relocation or
financial limitations. (See also Standard 6.02c, Maintenance,
Dissemination, and Disposal of Confidential Records of Professional and Scientific Work.)

4.
Privacy and Confidentiality
4.01 Maintaining Confidentiality
Psychologists have a primary obligation and take reasonable precautions to protect confidential information obtained through or stored in any medium, recognizing that the
extent and limits of confidentiality may be regulated by law or
established by institutional rules or professional or scientific
relationship. (See also Standard 2.05, Delegation of Work to
Others.)

4.02	Discussing the Limits of Confidentiality
(a) Psychologists discuss with persons (including, to
the extent feasible, persons who are legally incapable of giving
informed consent and their legal representatives) and organizations with whom they establish a scientific or professional
relationship (1) the relevant limits of confidentiality and (2)
the foreseeable uses of the information generated through
their psychological activities. (See also Standard 3.10, Informed Consent.)
(b) Unless it is not feasible or is contraindicated, the
discussion of confidentiality occurs at the outset of the relationship and thereafter as new circumstances may warrant.

Effective June 1, 2003, as amended 2010

(c) Psychologists who offer services, products, or information via electronic transmission inform clients/patients
of the risks to privacy and limits of confidentiality.

4.03	Recording
Before recording the voices or images of individuals to
whom they provide services, psychologists obtain permission
from all such persons or their legal representatives. (See also
Standards 8.03, Informed Consent for Recording Voices and
Images in Research; 8.05, Dispensing With Informed Consent for Research; and 8.07, Deception in Research.)

4.04 Minimizing Intrusions on Privacy
(a) Psychologists include in written and oral reports
and consultations, only information germane to the purpose
for which the communication is made.
(b) Psychologists discuss confidential information
obtained in their work only for appropriate scientific or professional purposes and only with persons clearly concerned
with such matters.

4.05	Disclosures
(a) Psychologists may disclose confidential information with the appropriate consent of the organizational client,
the individual client/patient, or another legally authorized
person on behalf of the client/patient unless prohibited by
law.
(b) Psychologists disclose confidential information
without the consent of the individual only as mandated by law,
or where permitted by law for a valid purpose such as to (1)
provide needed professional services; (2) obtain appropriate professional consultations; (3) protect the client/patient,
psychologist, or others from harm; or (4) obtain payment for
services from a client/patient, in which instance disclosure is
limited to the minimum that is necessary to achieve the purpose. (See also Standard 6.04e, Fees and Financial Arrangements.)

4.06	Consultations
When consulting with colleagues, (1) psychologists
do not disclose confidential information that reasonably
could lead to the identification of a client/patient, research
participant, or other person or organization with whom they
have a confidential relationship unless they have obtained the
prior consent of the person or organization or the disclosure
cannot be avoided, and (2) they disclose information only to
the extent necessary to achieve the purposes of the consultation. (See also Standard 4.01, Maintaining Confidentiality.)

4.07	Use of Confidential Information for Didactic
or Other Purposes
Psychologists do not disclose in their writings, lectures, or other public media, confidential, personally identifiable information concerning their clients/patients, students,
research participants, organizational clients, or other recipi-
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ents of their services that they obtained during the course of
their work, unless (1) they take reasonable steps to disguise
the person or organization, (2) the person or organization has
consented in writing, or (3) there is legal authorization for doing so.

5.
Advertising and Other Public Statements
5.01	Avoidance of False or Deceptive Statements
(a) Public statements include but are not limited to
paid or unpaid advertising, product endorsements, grant applications, licensing applications, other credentialing applications, brochures, printed matter, directory listings, personal
resumes or curricula vitae, or comments for use in media
such as print or electronic transmission, statements in legal
proceedings, lectures and public oral presentations, and published materials. Psychologists do not knowingly make public
statements that are false, deceptive, or fraudulent concerning
their research, practice, or other work activities or those of
persons or organizations with which they are affiliated.
(b) Psychologists do not make false, deceptive, or
fraudulent statements concerning (1) their training, experience, or competence; (2) their academic degrees; (3) their
credentials; (4) their institutional or association affiliations;
(5) their services; (6) the scientific or clinical basis for, or results or degree of success of, their services; (7) their fees; or
(8) their publications or research findings.
(c) Psychologists claim degrees as credentials for their
health services only if those degrees (1) were earned from a
regionally accredited educational institution or (2) were the
basis for psychology licensure by the state in which they practice.

5.02	Statements by Others
(a) Psychologists who engage others to create or place
public statements that promote their professional practice,
products, or activities retain professional responsibility for
such statements.
(b) Psychologists do not compensate employees of
press, radio, television, or other communication media in
return for publicity in a news item. (See also Standard 1.01,
Misuse of Psychologists’ Work.)
(c) A paid advertisement relating to psychologists’ activities must be identified or clearly recognizable as such.

5.03	Descriptions of Workshops and Non-DegreeGranting Educational Programs
To the degree to which they exercise control, psychologists responsible for announcements, catalogs, brochures,
or advertisements describing workshops, seminars, or other
non-degree-granting educational programs ensure that they
accurately describe the audience for which the program is
intended, the educational objectives, the presenters, and the
fees involved.

8

Standard 5.01–Standard 6.02

5.04 Media Presentations
When psychologists provide public advice or comment via print, Internet, or other electronic transmission,
they take precautions to ensure that statements (1) are based
on their professional knowledge, training, or experience in accord with appropriate psychological literature and practice;
(2) are otherwise consistent with this Ethics Code; and (3)
do not indicate that a professional relationship has been established with the recipient. (See also Standard 2.04, Bases
for Scientific and Professional Judgments.)

5.05	Testimonials
Psychologists do not solicit testimonials from current
therapy clients/patients or other persons who because of their
particular circumstances are vulnerable to undue influence.

5.06	In-Person Solicitation
Psychologists do not engage, directly or through
agents, in uninvited in-person solicitation of business from
actual or potential therapy clients/patients or other persons
who because of their particular circumstances are vulnerable to undue influence. However, this prohibition does not
preclude (1) attempting to implement appropriate collateral
contacts for the purpose of benefiting an already engaged
therapy client/patient or (2) providing disaster or community outreach services.

6.
Record Keeping and Fees
6.01	Documentation of Professional and Scientific
Work and Maintenance of Records
Psychologists create, and to the extent the records are
under their control, maintain, disseminate, store, retain, and
dispose of records and data relating to their professional and
scientific work in order to (1) facilitate provision of services
later by them or by other professionals, (2) allow for replication of research design and analyses, (3) meet institutional
requirements, (4) ensure accuracy of billing and payments,
and (5) ensure compliance with law. (See also Standard 4.01,
Maintaining Confidentiality.)

6.02 Maintenance, Dissemination, and Disposal
of Confidential Records of Professional and
Scientific Work
(a) Psychologists maintain confidentiality in creating, storing, accessing, transferring, and disposing of records
under their control, whether these are written, automated, or
in any other medium. (See also Standards 4.01, Maintaining
Confidentiality, and 6.01, Documentation of Professional and
Scientific Work and Maintenance of Records.)
(b) If confidential information concerning recipients
of psychological services is entered into databases or systems
of records available to persons whose access has not been consented to by the recipient, psychologists use coding or other
techniques to avoid the inclusion of personal identifiers.
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(c) Psychologists make plans in advance to facilitate
the appropriate transfer and to protect the confidentiality of
records and data in the event of psychologists’ withdrawal from
positions or practice. (See also Standards 3.12, Interruption of
Psychological Services, and 10.09, Interruption of Therapy.)

6.03 Withholding Records for Nonpayment
Psychologists may not withhold records under their
control that are requested and needed for a client’s/patient’s
emergency treatment solely because payment has not been
received.

6.04	Fees and Financial Arrangements
(a) As early as is feasible in a professional or scientific
relationship, psychologists and recipients of psychological
services reach an agreement specifying compensation and
billing arrangements.
(b) Psychologists’ fee practices are consistent with
law.
(c) Psychologists do not misrepresent their fees.
(d) If limitations to services can be anticipated because
of limitations in financing, this is discussed with the recipient
of services as early as is feasible. (See also Standards 10.09, Interruption of Therapy, and 10.10, Terminating Therapy.)
(e) If the recipient of services does not pay for services
as agreed, and if psychologists intend to use collection agencies or legal measures to collect the fees, psychologists first inform the person that such measures will be taken and provide
that person an opportunity to make prompt payment. (See
also Standards 4.05, Disclosures; 6.03, Withholding Records
for Nonpayment; and 10.01, Informed Consent to Therapy.)

6.05 Barter With Clients/Patients
Barter is the acceptance of goods, services, or other
nonmonetary remuneration from clients/patients in return
for psychological services. Psychologists may barter only if
(1) it is not clinically contraindicated, and (2) the resulting
arrangement is not exploitative. (See also Standards 3.05,
Multiple Relationships, and 6.04, Fees and Financial Arrangements.)

6.06	Accuracy in Reports to Payors and
Funding Sources
In their reports to payors for services or sources of
research funding, psychologists take reasonable steps to ensure the accurate reporting of the nature of the service provided or research conducted, the fees, charges, or payments,
and where applicable, the identity of the provider, the findings, and the diagnosis. (See also Standards 4.01, Maintaining
Confidentiality; 4.04, Minimizing Intrusions on Privacy; and
4.05, Disclosures.)

6.07	Referrals and Fees
When psychologists pay, receive payment from, or divide fees with another professional, other than in an employ-
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er–employee relationship, the payment to each is based on
the services provided (clinical, consultative, administrative,
or other) and is not based on the referral itself. (See also Standard 3.09, Cooperation With Other Professionals.)

7.
Education and Training
7.01 	Design of Education and Training Programs
Psychologists responsible for education and training
programs take reasonable steps to ensure that the programs
are designed to provide the appropriate knowledge and proper experiences, and to meet the requirements for licensure,
certification, or other goals for which claims are made by the
program. (See also Standard 5.03, Descriptions of Workshops
and Non-Degree-Granting Educational Programs.)

7.02 	Descriptions of Education and Training
Programs
Psychologists responsible for education and training
programs take reasonable steps to ensure that there is a current
and accurate description of the program content (including
participation in required course- or program-related counseling, psychotherapy, experiential groups, consulting projects,
or community service), training goals and objectives, stipends
and benefits, and requirements that must be met for satisfactory completion of the program. This information must be
made readily available to all interested parties.

7.03	Accuracy in Teaching
(a) Psychologists take reasonable steps to ensure
that course syllabi are accurate regarding the subject matter
to be covered, bases for evaluating progress, and the nature
of course experiences. This standard does not preclude an
instructor from modifying course content or requirements
when the instructor considers it pedagogically necessary or
desirable, so long as students are made aware of these modifications in a manner that enables them to fulfill course requirements. (See also Standard 5.01, Avoidance of False or Deceptive Statements.)
(b) When engaged in teaching or training, psychologists present psychological information accurately. (See also
Standard 2.03, Maintaining Competence.)

7.04 Student Disclosure of Personal Information
Psychologists do not require students or supervisees
to disclose personal information in course- or program-related activities, either orally or in writing, regarding sexual history, history of abuse and neglect, psychological treatment, and
relationships with parents, peers, and spouses or significant
others except if (1) the program or training facility has clearly
identified this requirement in its admissions and program
materials or (2) the information is necessary to evaluate or
obtain assistance for students whose personal problems could
reasonably be judged to be preventing them from performing
their training- or professionally related activities in a competent manner or posing a threat to the students or others.
Standard 6.03–Standard 7.04
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7.05 Mandatory Individual or Group Therapy
(a) When individual or group therapy is a program or
course requirement, psychologists responsible for that program allow students in undergraduate and graduate programs
the option of selecting such therapy from practitioners unaffiliated with the program. (See also Standard 7.02, Descriptions of Education and Training Programs.)
(b) Faculty who are or are likely to be responsible
for evaluating students’ academic performance do not themselves provide that therapy. (See also Standard 3.05, Multiple
Relationships.)

7.06	Assessing Student and Supervisee
Performance
(a) In academic and supervisory relationships, psychologists establish a timely and specific process for providing feedback to students and supervisees. Information regarding the process is provided to the student at the beginning of
supervision.
(b) Psychologists evaluate students and supervisees
on the basis of their actual performance on relevant and established program requirements.

7.07	Sexual Relationships With Students and
Supervisees
Psychologists do not engage in sexual relationships
with students or supervisees who are in their department,
agency, or training center or over whom psychologists have
or are likely to have evaluative authority. (See also Standard
3.05, Multiple Relationships.)

8.
Research and Publication
8.01	Institutional Approval
When institutional approval is required, psychologists
provide accurate information about their research proposals
and obtain approval prior to conducting the research. They
conduct the research in accordance with the approved research protocol.

8.02	Informed Consent to Research
(a) When obtaining informed consent as required
in Standard 3.10, Informed Consent, psychologists inform
participants about (1) the purpose of the research, expected
duration, and procedures; (2) their right to decline to participate and to withdraw from the research once participation
has begun; (3) the foreseeable consequences of declining or
withdrawing; (4) reasonably foreseeable factors that may be
expected to influence their willingness to participate such as
potential risks, discomfort, or adverse effects; (5) any prospective research benefits; (6) limits of confidentiality; (7) incentives for participation; and (8) whom to contact for questions
about the research and research participants’ rights. They provide opportunity for the prospective participants to ask questions and receive answers. (See also Standards 8.03, Informed
Consent for Recording Voices and Images in Research; 8.05,
10
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Dispensing With Informed Consent for Research; and 8.07,
Deception in Research.)
(b) Psychologists conducting intervention research
involving the use of experimental treatments clarify to participants at the outset of the research (1) the experimental
nature of the treatment; (2) the services that will or will not
be available to the control group(s) if appropriate; (3) the
means by which assignment to treatment and control groups
will be made; (4) available treatment alternatives if an individual does not wish to participate in the research or wishes to
withdraw once a study has begun; and (5) compensation for
or monetary costs of participating including, if appropriate,
whether reimbursement from the participant or a third-party payor will be sought. (See also Standard 8.02a, Informed
Consent to Research.)

8.03 	Informed Consent for Recording Voices and
Images in Research
Psychologists obtain informed consent from research
participants prior to recording their voices or images for data
collection unless (1) the research consists solely of naturalistic observations in public places, and it is not anticipated
that the recording will be used in a manner that could cause
personal identification or harm, or (2) the research design includes deception, and consent for the use of the recording is
obtained during debriefing. (See also Standard 8.07, Deception in Research.)

8.04 	Client/Patient, Student, and Subordinate
Research Participants
(a) When psychologists conduct research with clients/patients, students, or subordinates as participants, psychologists take steps to protect the prospective participants
from adverse consequences of declining or withdrawing from
participation.
(b) When research participation is a course requirement or an opportunity for extra credit, the prospective participant is given the choice of equitable alternative activities.

8.05	Dispensing With Informed Consent for
Research
Psychologists may dispense with informed consent
only (1) where research would not reasonably be assumed to
create distress or harm and involves (a) the study of normal
educational practices, curricula, or classroom management
methods conducted in educational settings; (b) only anonymous questionnaires, naturalistic observations, or archival
research for which disclosure of responses would not place
participants at risk of criminal or civil liability or damage their
financial standing, employability, or reputation, and confidentiality is protected; or (c) the study of factors related to
job or organization effectiveness conducted in organizational
settings for which there is no risk to participants’ employability, and confidentiality is protected or (2) where otherwise
permitted by law or federal or institutional regulations.
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8.06 	Offering Inducements for Research
Participation
(a) Psychologists make reasonable efforts to avoid
offering excessive or inappropriate financial or other inducements for research participation when such inducements are
likely to coerce participation.
(b) When offering professional services as an inducement for research participation, psychologists clarify the
nature of the services, as well as the risks, obligations, and
limitations. (See also Standard 6.05, Barter With Clients/Patients.)

8.07	Deception in Research
(a) Psychologists do not conduct a study involving
deception unless they have determined that the use of deceptive techniques is justified by the study’s significant prospective scientific, educational, or applied value and that effective
nondeceptive alternative procedures are not feasible.
(b) Psychologists do not deceive prospective participants about research that is reasonably expected to cause
physical pain or severe emotional distress.
(c) Psychologists explain any deception that is an integral feature of the design and conduct of an experiment to
participants as early as is feasible, preferably at the conclusion
of their participation, but no later than at the conclusion of
the data collection, and permit participants to withdraw their
data. (See also Standard 8.08, Debriefing.)

8.08	Debriefing
(a) Psychologists provide a prompt opportunity for
participants to obtain appropriate information about the nature, results, and conclusions of the research, and they take
reasonable steps to correct any misconceptions that participants may have of which the psychologists are aware.
(b) If scientific or humane values justify delaying or
withholding this information, psychologists take reasonable
measures to reduce the risk of harm.
(c) When psychologists become aware that research
procedures have harmed a participant, they take reasonable
steps to minimize the harm.

8.09 	Humane Care and Use of Animals
in Research
(a) Psychologists acquire, care for, use, and dispose of
animals in compliance with current federal, state, and local
laws and regulations, and with professional standards.
(b) Psychologists trained in research methods and
experienced in the care of laboratory animals supervise all
procedures involving animals and are responsible for ensuring appropriate consideration of their comfort, health, and
humane treatment.
(c) Psychologists ensure that all individuals under
their supervision who are using animals have received instruction in research methods and in the care, maintenance, and
handling of the species being used, to the extent appropriate
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to their role. (See also Standard 2.05, Delegation of Work to
Others.)
(d) Psychologists make reasonable efforts to minimize
the discomfort, infection, illness, and pain of animal subjects.
(e) Psychologists use a procedure subjecting animals
to pain, stress, or privation only when an alternative procedure is unavailable and the goal is justified by its prospective
scientific, educational, or applied value.
(f) Psychologists perform surgical procedures under
appropriate anesthesia and follow techniques to avoid infection and minimize pain during and after surgery.
(g) When it is appropriate that an animal’s life be
terminated, psychologists proceed rapidly, with an effort to
minimize pain and in accordance with accepted procedures.

8.10 	Reporting Research Results
(a) Psychologists do not fabricate data. (See also Standard 5.01a, Avoidance of False or Deceptive Statements.)
(b) If psychologists discover significant errors in their
published data, they take reasonable steps to correct such errors in a correction, retraction, erratum, or other appropriate
publication means.

8.11 Plagiarism
Psychologists do not present portions of another’s
work or data as their own, even if the other work or data
source is cited occasionally.

8.12 Publication Credit
(a) Psychologists take responsibility and credit, including authorship credit, only for work they have actually
performed or to which they have substantially contributed.
(See also Standard 8.12b, Publication Credit.)
(b) Principal authorship and other publication credits
accurately reflect the relative scientific or professional contributions of the individuals involved, regardless of their relative
status. Mere possession of an institutional position, such as
department chair, does not justify authorship credit. Minor
contributions to the research or to the writing for publications are acknowledged appropriately, such as in footnotes or
in an introductory statement.
(c) Except under exceptional circumstances, a student
is listed as principal author on any multiple-authored article
that is substantially based on the student’s doctoral dissertation. Faculty advisors discuss publication credit with students
as early as feasible and throughout the research and publication process as appropriate. (See also Standard 8.12b, Publication Credit.)

8.13 	Duplicate Publication of Data
Psychologists do not publish, as original data, data
that have been previously published. This does not preclude
republishing data when they are accompanied by proper acknowledgment.

Standard 8.06–Standard 8.13
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8.14 Sharing Research Data for Verification
(a) After research results are published, psychologists
do not withhold the data on which their conclusions are based
from other competent professionals who seek to verify the
substantive claims through reanalysis and who intend to use
such data only for that purpose, provided that the confidentiality of the participants can be protected and unless legal
rights concerning proprietary data preclude their release. This
does not preclude psychologists from requiring that such individuals or groups be responsible for costs associated with the
provision of such information.
(b) Psychologists who request data from other psychologists to verify the substantive claims through reanalysis
may use shared data only for the declared purpose. Requesting psychologists obtain prior written agreement for all other
uses of the data.

8.15	Reviewers
Psychologists who review material submitted for presentation, publication, grant, or research proposal review respect the confidentiality of and the proprietary rights in such
information of those who submitted it.

9.
Assessment
9.01 Bases for Assessments
(a) Psychologists base the opinions contained in their
recommendations, reports, and diagnostic or evaluative statements, including forensic testimony, on information and techniques sufficient to substantiate their findings. (See also Standard 2.04, Bases for Scientific and Professional Judgments.)
(b) Except as noted in 9.01c, psychologists provide
opinions of the psychological characteristics of individuals
only after they have conducted an examination of the individuals adequate to support their statements or conclusions.
When, despite reasonable efforts, such an examination is not
practical, psychologists document the efforts they made and
the result of those efforts, clarify the probable impact of their
limited information on the reliability and validity of their
opinions, and appropriately limit the nature and extent of
their conclusions or recommendations. (See also Standards
2.01, Boundaries of Competence, and 9.06, Interpreting Assessment Results.)
(c) When psychologists conduct a record review or
provide consultation or supervision and an individual examination is not warranted or necessary for the opinion, psychologists explain this and the sources of information on which
they based their conclusions and recommendations.

9.02	Use of Assessments
(a) Psychologists administer, adapt, score, interpret, or
use assessment techniques, interviews, tests, or instruments
in a manner and for purposes that are appropriate in light of
the research on or evidence of the usefulness and proper application of the techniques.
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(b) Psychologists use assessment instruments whose
validity and reliability have been established for use with
members of the population tested. When such validity or reliability has not been established, psychologists describe the
strengths and limitations of test results and interpretation.
(c) Psychologists use assessment methods that are appropriate to an individual’s language preference and competence, unless the use of an alternative language is relevant to
the assessment issues.

9.03 Informed Consent in Assessments
(a) Psychologists obtain informed consent for assessments, evaluations, or diagnostic services, as described
in Standard 3.10, Informed Consent, except when (1) testing is mandated by law or governmental regulations; (2) informed consent is implied because testing is conducted as a
routine educational, institutional, or organizational activity
(e.g., when participants voluntarily agree to assessment when
applying for a job); or (3) one purpose of the testing is to
evaluate decisional capacity. Informed consent includes an
explanation of the nature and purpose of the assessment, fees,
involvement of third parties, and limits of confidentiality and
sufficient opportunity for the client/patient to ask questions
and receive answers.
(b) Psychologists inform persons with questionable
capacity to consent or for whom testing is mandated by law
or governmental regulations about the nature and purpose of
the proposed assessment services, using language that is reasonably understandable to the person being assessed.
(c) Psychologists using the services of an interpreter
obtain informed consent from the client/patient to use that
interpreter, ensure that confidentiality of test results and test
security are maintained, and include in their recommendations, reports, and diagnostic or evaluative statements, including forensic testimony, discussion of any limitations on the
data obtained. (See also Standards 2.05, Delegation of Work
to Others; 4.01, Maintaining Confidentiality; 9.01, Bases for
Assessments; 9.06, Interpreting Assessment Results; and
9.07, Assessment by Unqualified Persons.)

9.04	Release of Test Data
(a) The term test data refers to raw and scaled scores,
client/patient responses to test questions or stimuli, and psychologists’ notes and recordings concerning client/patient
statements and behavior during an examination. Those portions of test materials that include client/patient responses
are included in the definition of test data. Pursuant to a client/
patient release, psychologists provide test data to the client/
patient or other persons identified in the release. Psychologists may refrain from releasing test data to protect a client/
patient or others from substantial harm or misuse or misrepresentation of the data or the test, recognizing that in many
instances release of confidential information under these
circumstances is regulated by law. (See also Standard 9.11,
Maintaining Test Security.)
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(b) In the absence of a client/patient release, psychologists provide test data only as required by law or court order.

9.05	Test Construction
Psychologists who develop tests and other assessment
techniques use appropriate psychometric procedures and
current scientific or professional knowledge for test design,
standardization, validation, reduction or elimination of bias,
and recommendations for use.

9.06	Interpreting Assessment Results
When interpreting assessment results, including automated interpretations, psychologists take into account the
purpose of the assessment as well as the various test factors,
test-taking abilities, and other characteristics of the person being assessed, such as situational, personal, linguistic, and cultural differences, that might affect psychologists’ judgments
or reduce the accuracy of their interpretations. They indicate
any significant limitations of their interpretations. (See also
Standards 2.01b and c, Boundaries of Competence, and 3.01,
Unfair Discrimination.)

9.07	Assessment by Unqualified Persons
Psychologists do not promote the use of psychological assessment techniques by unqualified persons, except
when such use is conducted for training purposes with appropriate supervision. (See also Standard 2.05, Delegation of
Work to Others.)

9.08	Obsolete Tests and Outdated Test Results
(a) Psychologists do not base their assessment or intervention decisions or recommendations on data or test results that are outdated for the current purpose.
(b) Psychologists do not base such decisions or recommendations on tests and measures that are obsolete and
not useful for the current purpose.

9.09 	Test Scoring and Interpretation Services
(a) Psychologists who offer assessment or scoring services to other professionals accurately describe the purpose,
norms, validity, reliability, and applications of the procedures
and any special qualifications applicable to their use.
(b) Psychologists select scoring and interpretation
services (including automated services) on the basis of evidence of the validity of the program and procedures as well
as on other appropriate considerations. (See also Standard
2.01b and c, Boundaries of Competence.)
(c) Psychologists retain responsibility for the appropriate application, interpretation, and use of assessment instruments, whether they score and interpret such tests themselves or use automated or other services.

9.10 Explaining Assessment Results
Regardless of whether the scoring and interpretation
are done by psychologists, by employees or assistants, or by
Effective June 1, 2003, as amended 2010

automated or other outside services, psychologists take reasonable steps to ensure that explanations of results are given
to the individual or designated representative unless the nature of the relationship precludes provision of an explanation
of results (such as in some organizational consulting, preemployment or security screenings, and forensic evaluations),
and this fact has been clearly explained to the person being
assessed in advance.

9.11 Maintaining Test Security
The term test materials refers to manuals, instruments,
protocols, and test questions or stimuli and does not include
test data as defined in Standard 9.04, Release of Test Data.
Psychologists make reasonable efforts to maintain the integrity and security of test materials and other assessment techniques consistent with law and contractual obligations, and in
a manner that permits adherence to this Ethics Code.

10. Therapy
10.01	Informed Consent to Therapy
(a) When obtaining informed consent to therapy as
required in Standard 3.10, Informed Consent, psychologists
inform clients/patients as early as is feasible in the therapeutic relationship about the nature and anticipated course of
therapy, fees, involvement of third parties, and limits of confidentiality and provide sufficient opportunity for the client/
patient to ask questions and receive answers. (See also Standards 4.02, Discussing the Limits of Confidentiality, and 6.04,
Fees and Financial Arrangements.)
(b) When obtaining informed consent for treatment
for which generally recognized techniques and procedures
have not been established, psychologists inform their clients/patients of the developing nature of the treatment, the
potential risks involved, alternative treatments that may be
available, and the voluntary nature of their participation. (See
also Standards 2.01e, Boundaries of Competence, and 3.10,
Informed Consent.)
(c) When the therapist is a trainee and the legal responsibility for the treatment provided resides with the supervisor, the client/patient, as part of the informed consent
procedure, is informed that the therapist is in training and is
being supervised and is given the name of the supervisor.

10.02 Therapy Involving Couples or Families
(a) When psychologists agree to provide services to
several persons who have a relationship (such as spouses, significant others, or parents and children), they take reasonable
steps to clarify at the outset (1) which of the individuals are
clients/patients and (2) the relationship the psychologist will
have with each person. This clarification includes the psychologist’s role and the probable uses of the services provided or
the information obtained. (See also Standard 4.02, Discussing the Limits of Confidentiality.)
(b) If it becomes apparent that psychologists may
be called on to perform potentially conflicting roles (such

Standard 9.05–Standard 10.02

13

as family therapist and then witness for one party in divorce
proceedings), psychologists take reasonable steps to clarify
and modify, or withdraw from, roles appropriately. (See also
Standard 3.05c, Multiple Relationships.)

10.03	Group Therapy
When psychologists provide services to several persons in a group setting, they describe at the outset the roles
and responsibilities of all parties and the limits of confidentiality.

10.04 Providing Therapy to Those Served by Others
In deciding whether to offer or provide services to
those already receiving mental health services elsewhere, psychologists carefully consider the treatment issues and the potential client’s/patient’s welfare. Psychologists discuss these
issues with the client/patient or another legally authorized
person on behalf of the client/patient in order to minimize
the risk of confusion and conflict, consult with the other service providers when appropriate, and proceed with caution
and sensitivity to the therapeutic issues.

10.05	Sexual Intimacies With Current Therapy
Clients/Patients
Psychologists do not engage in sexual intimacies with
current therapy clients/patients.

10.06	Sexual Intimacies With Relatives or
Significant Others of Current Therapy
Clients/Patients

ent’s/patient’s personal history; (5) the client’s/patient’s current mental status; (6) the likelihood of adverse impact on
the client/patient; and (7) any statements or actions made by
the therapist during the course of therapy suggesting or inviting the possibility of a posttermination sexual or romantic
relationship with the client/patient. (See also Standard 3.05,
Multiple Relationships.)

10.09	Interruption of Therapy
When entering into employment or contractual relationships, psychologists make reasonable efforts to provide
for orderly and appropriate resolution of responsibility for client/patient care in the event that the employment or contractual relationship ends, with paramount consideration given
to the welfare of the client/patient. (See also Standard 3.12,
Interruption of Psychological Services.)

10.10 Terminating Therapy
(a) Psychologists terminate therapy when it becomes
reasonably clear that the client/patient no longer needs the
service, is not likely to benefit, or is being harmed by continued service.
(b) Psychologists may terminate therapy when threatened or otherwise endangered by the client/patient or another person with whom the client/patient has a relationship.
(c) Except where precluded by the actions of clients/
patients or third-party payors, prior to termination psychologists provide pretermination counseling and suggest alternative service providers as appropriate.

Psychologists do not engage in sexual intimacies with
individuals they know to be close relatives, guardians, or significant others of current clients/patients. Psychologists do
not terminate therapy to circumvent this standard.

10.07 Therapy With Former Sexual Partners
Psychologists do not accept as therapy clients/patients persons with whom they have engaged in sexual intimacies.

10.08	Sexual Intimacies With Former Therapy
Clients/Patients
(a) Psychologists do not engage in sexual intimacies
with former clients/patients for at least two years after cessation or termination of therapy.
(b) Psychologists do not engage in sexual intimacies
with former clients/patients even after a two-year interval except in the most unusual circumstances. Psychologists who
engage in such activity after the two years following cessation
or termination of therapy and of having no sexual contact with
the former client/patient bear the burden of demonstrating
that there has been no exploitation, in light of all relevant factors, including (1) the amount of time that has passed since
therapy terminated; (2) the nature, duration, and intensity of
the therapy; (3) the circumstances of termination; (4) the cli14

Standard 10.03–Standard 10.10
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2010 Amendments to the 2002 “Ethical Principles of Psychologists
and Code of Conduct”
The American Psychological Association’s Council of
Representatives adopted the following amendments to the
2002 “Ethical Principles of Psychologists and Code of Conduct” at its February 2010 meeting. Changes are indicated
by underlining for additions and striking through for deletions. A history of amending the Ethics Code is provided in
the “Report of the Ethics Committee, 2009” in the July-August 2010 issue of the American Psychologist (Vol. 65, No. 5).
Original Language With Changes Marked

Introduction and Applicability
If psychologists’ ethical responsibilities conflict with
law, regulations, or other governing legal authority, psychologists make known their commitment to this Ethics Code and
take steps to resolve the conflict in a responsible manner. If
the conflict is unresolvable via such means, psychologists may
adhere to the requirements of the law, regulations, or other
governing authority in keeping with basic principles of human rights.

1.02 	Conflicts Between Ethics and Law,
Regulations, or Other Governing Legal
Authority
If psychologists’ ethical responsibilities conflict with
law, regulations, or other governing legal authority, psychologists clarify the nature of the conflict, make known their
commitment to the Ethics Code, and take reasonable steps
to resolve the conflict consistent with the General Principles
and Ethical Standards of the Ethics Code. If the conflict is unresolvable via such means, psychologists may adhere to the
requirements of the law, regulations, or other governing legal
authority. Under no circumstances may this standard be used
to justify or defend violating human rights.

1.03	Conflicts Between Ethics and Organizational
Demands
If the demands of an organization with which psychologists are affiliated or for whom they are working are in
conflict with this Ethics Code, psychologists clarify the nature
of the conflict, make known their commitment to the Ethics Code, and to the extent feasible, resolve the conflict in a
way that permits adherence to the Ethics Code. take reasonable steps to resolve the conflict consistent with the General
Principles and Ethical Standards of the Ethics Code. Under no
circumstances may this standard be used to justify or defend
violating human rights.

Effective June 1, 2003, as amended 2010 2010 Amendments to the 2002 “Ethical Principles of Psychologists and Code of Conduct”
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Introduction

Family law proceedings encompass a broad range of issues, including
custody, maintenance, support, valuation, visitation, relocation, and
termination of parental rights. The following guidelines address what are
commonly termed “child custody” evaluations, involving disputes over
decision-making, caretaking, and access in the wake of marital or other
relationship dissolution. Our goal is to promote proficiency in the conduct of
these particular evaluations. This narrowed focus means that evaluations
occurring in other contexts (e.g., child protection matters) are not covered
by these guidelines. In addition, we acknowledge a clear distinction between
the forensic evaluations described in this document and the advice and
support that psychologists provide to families, children, and adults in the
normal course of psychotherapy and counseling.
1

This revision of the 1994 Guidelines for Child Custody Evaluations in Divorce Proceedings
was completed by the Committee on Professional Practice and Standards (COPPS). Members of
COPPS during the development of this document were Lisa Drago Piechowski (Chair, 2009),
Eric Y. Drogin (Chair, 2007-2008), Mary A. Connell (Chair, 2006), Nabil El-Ghoroury (BPA
Liaison, 2007-2008), Michele Galietta, Terry S. W. Gock, Larry C. James (BPA Liaison, 20042006), Robert Kinscherff, Stephen J. Lally, Gary D. Lovejoy, Mary Ann McCabe, Bonnie J.
Spring, and Carolyn M. West. COPPS is grateful for the support and guidance of the Board of
Professional Affairs (BPA), and particularly to BPA Chairs Cynthia Sturm (2009), Jaquie
Resnick (2008), Jennifer F. Kelly (2007), and Kristin Hancock (2006). COPPS also
acknowledges the consultation of APA Practice Directorate staff Shirley A. Higuchi and Alan
Nessman. COPPS extends its appreciation to the APA Practice Directorate staff who facilitated
both the work of COPPS and revision efforts: Lynn F. Bufka, Mary G. Hardiman, Omar
Rehman, Geoffrey M. Reed, Laura Kay-Roth, Ernestine Penniman, and Ayobodun Bello.

Although some states have begun to favor such term s as “parenting
plan or time” or “parental rights and responsibilities” over “custody”
(American Law Institute, 2000, pp. 131-132), the substantial majority of
legal authorities and scientific treatises still refer to “custody” when
addressing the resolution of decision-making, caretaking, and access
disputes. In order to avoid confusion and to ensure that these guidelines
are utilized as widely as possible, we have continued to apply the term
“custody” to these issues generically, unless otherwise specified. It is no
longer the default assumption that child custody proceedings will produce
the classic paradigm of sole custodian versus visiting parent. Many states
recognize some form of “joint” or “shared” custody that affirms the decisionmaking and caretaking status of more than one adult. The legal system also
recognizes that the disputes in question are not exclusively “marital” and
therefore may not involve “divorce” per se. Some parents may never have
been married, and perhaps never lived together at all. In addition, child
custody disputes may arise after years of successful co-parenting, when one
parent seeks to relocate for work-related or other reasons. In these
guidelines, we apply the term “parents” generically when referring to
persons who seek legal recognition as sole or shared custodians.
Parents may have numerous resources at their disposal, including
psychotherapy, counseling, consultation, mediation, and other forms of
conflict resolution. When parents agree to a child custody arrangement on

their own—as they do in the overwhelming majority (90%) of cases (Melton,
Petrila, Poythress, & Slobogin, 2007)—there may be no dispute for the court
to decide. However, if parties are unable to reach such an agreement, the
court must intervene in order to allocate decision-making, caretaking, and
access, typically applying a “best interests of the child” standard in
determining this restructuring of rights and responsibilities (Artis, 2004;
Elrod, 2006; Kelly, 1997).
Psychologists render a valuable service when they provide competent
and impartial opinions with direct relevance to the “psychological best
interests” of the child (Miller, 2002). The specific nature of psychologists’
involvement and the potential for misuse of their influence has been the
subject of ongoing debate (Grisso, 1990, 2005; Krauss & Sales, 1999, 2000;
Melton, Petrila, Poythress, & Slobogin, 2007). The acceptance and thus the
overall utility of psychologists’ child custody evaluations are augmented by
demonstrably competent forensic practice and by consistent adherence to
codified ethical standards.
These guidelines are informed by the American Psychological
Association’s (APA) Ethical Principles of Psychologists and Code of Conduct
(“Ethics Code,” APA, 2002). The term guidelines refers to statements that
suggest or recommend specific professional behavior, endeavors, or conduct
for psychologists. Guidelines differ from standards in that standards are
mandatory and may be accompanied by an enforcement mechanism.

Guidelines are aspirational in intent. They are intended to facilitate the
continued systematic development of the profession and to help facilitate a
high level of practice by psychologists. Guidelines are not intended to be
mandatory or exhaustive and may not be applicable to every professional
situation. They are not definitive and they are not intended to take
precedence over the judgment of psychologists.
Expiration
These guidelines are scheduled to expire 10 years from February 21, 2009
[the date of adoption by APA Council of Representatives]. After this date,
users are encouraged to contact the APA Practice Directorate to determine
whether this document remains in effect.

I. Orienting Guidelines: Purpose of the Child Custody Evaluation

1. The purpose of the evaluation is to assist in determining the
psychological best interests of the child.

Rationale. The extensive clinical training of psychologists equips them to
investigate a substantial array of conditions, statuses, and capacities. When
conducting child custody evaluations, psychologists are expected to focus on
factors that pertain specifically to the psychological best interests of the

child, because the court will draw upon these considerations in order to
reach its own conclusions and render a decision.

Application. Psychologists strive to identify the psychological best interests
of the child. To this end, they are encouraged to weigh and incorporate such
overlapping factors as family dynamics and interactions; cultural and
environmental variables; relevant challenges and aptitudes for all examined
parties; and the child’s educational, physical, and psychological needs.

2. The child’s welfare is paramount.

Rationale. Psychologists seek to maintain an appropriate degree of respect
for and understanding of parent’s practical and personal concerns; however,
psychologists are mindful that such considerations are ultimately secondary
to the welfare of the child.

Application. Parents and other parties are likely to advance their concerns in
a forceful and contentious manner. A primary focus on the child’s needs is
enhanced by identifying and stating appropriate boundaries and priorities at
the outset of the evaluation. Psychologists may wish to reflect upon their
own attitudes and functioning at various points during the course of the

evaluation, to ensure that they are continuing to maintain an optimal focus
on the child’s welfare.

3. The evaluation focuses upon parenting attributes, the child’s
psychological needs, and the resulting fit.

Rationale. From the court’s perspective, the most valuable contributions of
psychologists are those that reflect a clinically astute and scientifically sound
approach to legally relevant issues. Issues that are central to the court’s
ultimate decision-making obligations include parenting attributes, the child’s
psychological needs, and the resulting fit. The training of psychologists
provides them with unique skills and qualifications to address these issues.

Application. Psychologists attempt to provide the court with information
specifically germane to its role in apportioning decision-making, caretaking,
and access. The most useful and influential evaluations focus upon skills,
deficits, values, and tendencies relevant to parenting attributes and a child’s
psychological needs. Comparatively little weight is afforded to evaluations
that offer a general personality assessment without attempting to place
results in the appropriate context. Useful contextual considerations may
include the availability and use of effective treatment, the augmentation of
parenting attributes through the efforts of supplemental caregivers, and

other factors that could affect the potential impact of a clinical condition
upon parenting.

II. General Guidelines: Preparing for the Custody Evaluation

4. Psychologists strive to gain and maintain specialized competence.

Rationale. Laws change, existing methods are refined, and new techniques
are identified. In child custody evaluations, general competence in the
clinical assessment of children, adults, and families is necessary, but
insufficient in and of itself. The court will expect psychologists to
demonstrate a level of expertise that reflects contextual insight and forensic
integration as well as testing and interview skills.

Application. Psychologists continuously strive to augment their existing skills
and abilities, consistent with a career-long dedication to professional
development. Although psychologists take care to acquire sufficient
knowledge, skill, experience, training, and education prior to conducting a
child custody evaluation, this acquisition is never complete. An evolving and
up-to-date understanding of child and family development, child and family
psychopathology, the impact of relationship dissolution on children, and the
specialized child custody literature is critical to sustaining competent practice

in this area. Psychologists also strive to remain familiar with applicable legal
and regulatory standards, including laws governing child custody
adjudication in the relevant state or other jurisdiction. Should complex
issues arise that are outside psychologists’ scope of expertise, they seek to
obtain the consultation and supervision necessary to address such concerns.

5. Psychologists strive to function as impartial evaluators.

Rationale. Family law cases involve complex and emotionally charged
disputes over highly personal matters, and the parties are often deeply
invested in a specific outcome. The volatility of this situation is often
exacerbated by a growing realization that there may be no resolution that
will completely satisfy every person involved. In this contentious
atmosphere, it is crucial that evaluators remain as free as possible of
unwarranted bias or partiality.

Application. Psychologists are encouraged to monitor their own values,
perceptions, and reactions actively, and to seek peer consultation in the face
of a potential loss of impartiality. Vigilant maintenance of professional
boundaries and adherence to standard assessment procedures, throughout
the evaluation process, will place psychologists in the best position to
identify variations that may signal impaired neutrality.

6. Psychologists strive to engage in culturally informed,
nondiscriminatory evaluation practices.

Rationale. Professional standards and guidelines articulate the need for
psychologists to remain aware of their own biases, and those of others,
regarding age, gender, gender identity, race, ethnicity, national origin,
religion, sexual orientation, disability, language, culture, and socioeconomic
status. Biases and an attendant lack of culturally competent insight are
likely to interfere with data collection and interpretation, and thus with the
development of valid opinions and recommendations.

Application. Psychologists strive to recognize their own biases and, if these
cannot be overcome, will presumably conclude that they must withdraw
from the evaluation. When an examinee possesses a cultural, racial, or
other background with which psychologists are unfamiliar, psychologists
prepare for and conduct the evaluation with the appropriate degree of
informed peer consultation and focal literature review. If psychologists find
their unfamiliarity to be insurmountable, the court will appreciate being
informed of this fact sooner rather than later.

7. Psychologists strive to avoid conflicts of interest and multiple
relationships in conducting evaluations.

Rationale. The inherent complexity, potential for harm, and adversarial
context of child custody evaluations make the avoidance of conflicts of
interest particularly important. The presence of such conflicts will
undermine the court’s confidence in psychologists’ opinions and
recommendations, and in some jurisdictions may result in professional board
discipline and legal liability.

Application. Psychologists refrain from taking on a professional role, such as
that of a child custody evaluator, when personal, scientific, professional,
legal, financial, or other interests or relationships could reasonably be
expected to result in (1) impaired impartiality, competence, or effectiveness;
or (2) exposure of the person or organization with whom the professional
relationships exists to harm or exploitation (Ethics Code 3.06). Subject to
the same analysis are multiple relationships, which occur when psychologists
in a professional role with a person are simultaneously in another role with
that person, when psychologists are in a relationship with another individual
closely associated with or related to that person, or when psychologists
promise to enter into another future relationship with that person or with
another individual closely associated with or related to that person (Ethics

Code 3.05). Psychologists conducting a child custody evaluation with their
current or prior psychotherapy clients, and psychologists conducting
psychotherapy with their current or prior child custody examinees, are both
examples of multiple relationships. Psychologists’ ethical obligations
regarding conflicts of interest and multiple relationships provide an
explainable and understandable basis for declining court appointments and
private referrals.

III. Procedural Guidelines: Conducting the Child Custody Evaluation

8. Psychologists strive to establish the scope of the evaluation in a
timely fashion, consistent with the nature of the referral question.

Rationale. The scope of a child custody evaluation will vary according to the
needs of a particular case and the specific issues psychologists are asked to
address. Referral questions may vary in the degree to which they specify
the desired parameters of the evaluation.

Failure to ensure in a timely

fashion that an evaluation is appropriately designed impairs the utility and
acceptance of the resulting opinions and recommendations.

Application. Before agreeing to conduct a child custody evaluation,
psychologists seek when necessary to clarify the referral question and to

determine whether they are potentially able to provide opinions or
recommendations. It may be helpful to have psychologists’ understanding
of the scope of the evaluation confirmed in a court order, or by stipulation of
all parties and their legal representatives.

9. Psychologists strive to obtain appropriately informed consent.

Rationale. Obtaining appropriately informed consent honors the legal rights
and personal dignity of examinees and other individuals. This process allows
persons to determine not only whether they will participate in a child
custody evaluation, but also whether they will make various disclosures
during the course of an examination or other request for information.

Application. When performing child custody evaluations, psychologists
attempt to obtain informed consent using language that is reasonably
understandable to the examinee. If the examinee is legally incapable of
providing informed consent, psychologists provide an appropriate
explanation, seek the examinee’s assent, consider the preferences and best
interests of the examinee, and obtain appropriate permission from a legally
authorized person (Ethics Code 3.10, 9.03). Psychologists are encouraged
to disclose the potential uses of the data obtained, and to inform parties that
consent enables disclosure of the evaluation’s findings in the context of the

forthcoming litigation and in any related proceedings deemed necessary by
the court. Psychologists may find it helpful to extend a similar approach to
persons who provide collateral information (e.g., relatives, teachers, friends,
and employers) even when applicable laws do not require informed consent
per se.

10. Psychologists strive to employ multiple methods of data
gathering.

Rationale. Multiple methods of data gathering enhance the reliability and
validity of psychologists’ eventual conclusions, opinions, and
recommendations. Unique as well as overlapping aspects of various
measures contribute to a fuller picture of each examinee’s abilities,
challenges, and preferences.

Application. Psychologists strive to employ optimally diverse and accurate
methods for addressing the questions raised in a specific child custody
evaluation. Direct methods of data gathering typically include such
components as psychological testing, clinical interview, and behavioral
observation. Psychologists may also have access to documentation from a
variety of sources (e.g. schools, health care providers, child care providers,
agencies, and other institutions), and frequently make contact with

members of the extended family, friends and acquaintances, and other
collateral sources when the resulting information is likely to be relevant.
Psychologists may seek corroboration of information gathered from third
parties, and are encouraged to document the bases of their eventual
conclusions.

11. Psychologists strive to interpret assessment data in a manner
consistent with the context of the evaluation.

Rationale. The context in which child custody evaluations occur may affect
the perceptions and behavior of persons from whom data are collected, thus
altering both psychological test responses and interview results. Unreliable
data result in decreased validity, a circumstance that enhances the potential
for erroneous conclusions, poorly founded opinions, and misleading
recommendations.

Application. Psychologists are encouraged to consider and also to document
the ways in which involvement in a child custody dispute may impact the
behavior of persons from whom data are collected. For example,
psychologists may choose to acknowledge, when reporting personality test
results, how research on validity scale interpretation demonstrates that child
custody litigations often display increased elevations.

12.

Psychologists strive to complement the evaluation with the

appropriate combination of examinations.

Rationale. Psychologists provide an opinion of an individual’s psychological
characteristics only after they have conducted an examination of the
individual adequate to support their statements and conclusions (Ethics Code
9.01(b)). The only exception to this rule occurs in those particular instances
of record review, consultation, or supervision (as opposed, in each case, to
evaluations) in which an individual examination is not warranted or
necessary for the psychologist’s opinion (Ethics Code 9.01(c)). The court
typically expects psychologists to examine both parents as well as the child.

Application. Psychologists may draw upon the court’s resources to
encourage relevant parties to participate in the child custody evaluation
process. If a desired examination cannot be arranged, psychologists
document their reasonable efforts and the result of those efforts, and then
clarify the probable impact of this limited information on the reliability and
validity of their overall opinions, limiting their forensic conclusions and any
recommendations appropriately (Ethics Code 9.01(c)). While the court
eventually will have no choice but to make a decision regarding persons who
are unable or unwilling to be examined, psychologists have no corresponding

obligation. Psychologists do have an ethical requirement to base their
opinions on information and techniques sufficient to substantiate their
findings (Ethics Code 9.01(a)), and may wish to emphasize this point for the
court’s benefit if pressed to provide opinions or recommendations without
having examined the individual in question. When psychologists are not
conducting child custody evaluations per se, it may be acceptable to
evaluate only one parent, or only the child, or only another professional’s
assessment methodology, as long as psychologists refrain from comparing
the parents or offering opinions or recommendations about the
apportionment of decision-making, caretaking, or access. Non-examining
psychologists also may be asked to share with the court their general
expertise on issues relevant to child custody (e.g., child development, family
dynamics), as long as they refrain from relating their conclusions to specific
parties in the case at hand.

13. Psychologists strive to base their recommendations, if any, upon
the psychological best interests of the child.

Rationale. Not every child custody evaluation will result in
recommendations. Psychologists may conclude that this is an inappropriate
role for a forensic evaluator, or that available data are insufficient for this

purpose. If a recommendation is provided, the court will expect it to be
supportable on the basis of the evaluations conducted.

Application. If psychologists choose to make child custody
recommendations, these are derived from sound psychological data and
address the psychological best interests of the child. When making
recommendations, psychologists seek to avoid relying upon personal biases
or unsupported beliefs. Recommendations are based upon articulated
assumptions, interpretations, and inferences that are consistent with
established professional and scientific standards. Although the profession
has not reached consensus about whether psychologists should make
recommendations to the court about the final child custody determination
(i.e., “ultimate opinion” testimony), psychologists seek to remain aware of
the arguments on both sides of this issue (Bala, 2006; Erard, 2006; Grisso,
2003; Heilbrun, 2001; Tippins and Wittman, 2006) and are able to articulate
the logic of their positions on this issue.

14. Psychologists create and maintain professional records in
accordance with ethical and legal obligations.

Rationale. Legal and ethical standards describe requirements for the
appropriate development, maintenance, and disposal of professional records.

The court expects psychologists providing child custody evaluations to
preserve the data that inform their conclusions. This enables other
professionals to analyze, understand, and provide appropriate support for
(or challenges to) psychologists’ forensic opinions.

Application. Psychologists maintain records obtained or developed in the
course of child custody evaluations with appropriate sensitivity to applicable
legal mandates, the Record Keeping Guidelines (APA, 2007), and other
relevant sources of professional guidance. Test and interview data are
documented with an eye toward their eventual review by other qualified
professionals.
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INFORMATION ABOUT THE SAMPLE
PSYCHOTHERAPIST-PATIENT CONTRACT
Eric Harris, J.D., Ed.D.
Bruce E. Bennett, Ph.D
This draft psychotherapist-patient contract has been prepared for two reasons. First, it allows the
psychologist to comply with the requirement that informed consent must be obtained from his/her
patients (Ethical Principles of Psychologists and Code of Conduct, 2002, Standards 10.02, 4.02).
Second, it allows the psychologist to establish a legally enforceable business relationship with the
patient and avoid risks of such business issues that may become the bases for malpractice suits
and ethics or licensing board complaints. Most commentators suggest that full informed consent
is both ethically necessary and a good risk management strategy.
This model contract was originally developed as a model long before HIPAA was promulgated. It
neither conforms to specific individual state laws nor does it conform to HIPAA requirements.
APA and APAIT prepared a comprehensive HIPAA compliance package called HIPAA for
Psychologists. It is available at either APA.org or APAIT.org HIPAA for Psychologists contains
a version of this Agreement that complies with both HIPAA and state law for all US jurisdictions.
The major areas of difference between this document and HIPAA/State law compliant forms are
in (1) patient access to personal records, and (2) the laws and regulations governing therapeutic
confidentiality, testimonial privilege, and exceptions to these protections of the psychotherapistpatient relationship.
This draft was designed for psychotherapy practices. It can and should be modified to include
other practice areas such as psychological evaluations, testing, neuropsychological assessment,
family therapy, group psychotherapy, etc., if these are a part of a practitioner’s work.
There is a great diversity of business practices among psychologists. You should redraft the
contract to fit your business practices rather than adjust your practices to fit the contract. Since
regulations and laws governing certain institutions are somewhat different than those governing
private practitioners, these forms may also need modification before they can be used in hospitals,
clinics, or other institutional settings.
This document includes some general language about the risks and benefits of psychotherapy, but
it should be supplemented orally or in writing by the psychologist on a case-by-case basis. This
approach was selected because the risks and benefits of therapy can vary considerably from case
to case; it is hard to design a single document that is appropriate for all situations. For example, it
is probably important to have a more thorough discussion of risks and benefits with patients who

are dealing with difficult or risky situations or issues. If the psychologist is a group or family
therapist, additional issues may need to be included. The psychologist may orally provide
whatever additional information is necessary and make a note in the record about what was said.
Of course this will not be as protective as a signed agreement, but in most cases it makes both
clinical and risk management sense. It is always important to remember that an informed consent
contract is only the beginning of providing informed consent. Important issues contained in this
contract or not contained in this contract should be discussed when it is anticipated that they are
likely to occur and that the client will feel angry or betrayed when they do.
The reader is strongly advised to have his/her personal attorney review the informed consent
document prior to implementation. We recommend that the document you use be in compliance
with HIPAA and state and local statutes regulating the practice of psychology and should not
include any language that could be interpreted as a guarantee or implied warranty regarding the
services rendered.
What follows is specific draft text that you may feel free to adapt for your practice or agency.
Sections of the draft where you should insert numbers are designated XX, and sections you may
want to add or specially modify are [bracketed].

OUTPATIENT SERVICES CONTRACT
Welcome to my practice. This document contains important information about my professional
services and business policies. Please read it carefully and jot down any questions you might have
so that we can discuss them at our next meeting. When you sign this document, it will represent
an agreement between us.
PSYCHOLOGICAL SERVICES
Psychotherapy is not easily described in general statements. It varies depending on the
personalities of the psychologist and patient, and the particular problems you bring forward.
There are many different methods I may use to deal with the problems that you hope to address.
Psychotherapy is not like a medical doctor visit. Instead, it calls for a very active effort on your
part. In order for the therapy to be most successful, you will have to work on things we talk about
both during our sessions and at home.
Psychotherapy can have benefits and risks. Since therapy often involves discussing unpleasant
aspects of your life, you may experience uncomfortable feelings like sadness, guilt, anger,
frustration, loneliness, and helplessness. On the other hand, psychotherapy has also been shown
to have benefits for people who go through it. Therapy often leads to better relationships,
solutions to specific problems, and significant reductions in feelings of distress. But there are no
guarantees of what you will experience.
Our first few sessions will involve an evaluation of your needs. By the end of the evaluation, I
will be able to offer you some first impressions of what our work will include and a treatment
plan to follow, if you decide to continue with therapy. You should evaluate this information along
with your own opinions of whether you feel comfortable working with me. Therapy involves a
large commitment of time, money, and energy, so you should be very careful about the therapist
you select. If you have questions about my procedures, we should discuss them whenever they
arise. If your doubts persist, I will be happy to help you set up a meeting with another mental
health professional for a second opinion.
MEETINGS
I normally conduct an evaluation that will last from 2 to 4 sessions. During this time, we can both
decide if I am the best person to provide the services you need in order to meet your treatment
goals. If psychotherapy is begun, I will usually schedule one 50-minute session (one appointment
hour of 50 minutes duration) per week at a time we agree on, although some sessions may be
longer or more frequent. Once an appointment hour is scheduled, you will be expected to pay for
it unless you provide XX hours [days] advance notice of cancellation [unless we both agree that

you were unable to attend due to circumstances beyond your control]. [If it is possible, I will try
to find another time to reschedule the appointment.]
PROFESSIONAL FEES
My hourly fee is $XXX. In addition to weekly appointments, I charge this amount for other
professional services you may need, though I will break down the hourly cost if I work for
periods of less than one hour. Other services include report writing, telephone conversations
lasting longer than XX minutes, attendance at meetings with other professionals you have
authorized, preparation of records or treatment summaries, and the time spent performing any
other service you may request of me. If you become involved in legal proceedings that require my
participation, you will be expected to pay for my professional time even if I am called to testify
by another party. [Because of the difficulty of legal involvement, I charge $XXX per hour for
preparation and attendance at any legal proceeding.]
BILLING AND PAYMENTS
You will be expected to pay for each session at the time it is held, unless we agree otherwise or
unless you have insurance coverage which requires another arrangement. Payment schedules for
other professional services will be agreed to when they are requested. [In circumstances of
unusual financial hardship, I may be willing to negotiate a fee adjustment or payment installment
plan.]
If your account has not been paid for more than 60 days and arrangements for payment have not
been agreed upon, I have the option of using legal means to secure the payment. This may
involve hiring a collection agency or going through small claims court. [If such legal action is
necessary, its costs will be included in the claim.] In most collection situations, the only
information I release regarding a patient’s treatment is his/her name, the nature of services
provided, and the amount due.
INSURANCE REIMBURSEMENT
In order for us to set realistic treatment goals and priorities, it is important to evaluate what
resources you have available to pay for your treatment. If you have a health insurance policy, it
will usually provide some coverage for mental health treatment. I will fill out forms and provide
you with whatever assistance I can in helping you receive the benefits to which you are entitled;
however, you (not your insurance company) are responsible for full payment of my fees. It is very
important that you find out exactly what mental health services your insurance policy covers.
You should carefully read the section in your insurance coverage booklet that describes mental
health services. If you have questions about the coverage, call your plan administrator. Of course
I will provide you with whatever information I can based on my experience and will be happy to

help you in understanding the information you receive from your insurance company. If it is
necessary to clear confusion, I will be willing to call the company on your behalf.
Due to the rising costs of health care, insurance benefits have increasingly become more complex.
It is sometimes difficult to determine exactly how much mental health coverage is available.
“Managed Health Care” plans such as HMOs and PPOs often require authorization before they
provide reimbursement for mental health services. These plans are often limited to short-term
treatment approaches designed to work out specific problems that interfere with a person’s usual
level of functioning. It may be necessary to seek approval for more therapy after a certain number
of sessions. While a lot can be accomplished in short-term therapy, some patients feel that they
need more services after insurance benefits end. [Some managed-care plans will not allow me to
provide services to you once your benefits end. If this is the case, I will do my best to find
another provider who will help you continue your psychotherapy.]
You should also be aware that most insurance companies require you to authorize me to provide
them with a clinical diagnosis. Sometimes I have to provide additional clinical information such
as treatment plans or summaries, or copies of the entire record (in rare cases). This information
will become part of the insurance company files and will probably be stored in a computer.
Though all insurance companies claim to keep such information confidential, I have no control
over what they do with it once it is in their hands. In some cases, they may share the information
with a national medical information databank. I will provide you with a copy of any report I
submit, if you request it.
Once we have all of the information about your insurance coverage, we will discuss what we can
expect to accomplish with the benefits that are available and what will happen if they run out
before you feel ready to end our sessions. It is important to remember that you always have the
right to pay for my services yourself to avoid the problems described above [unless prohibited by
contract].
CONTACTING ME
I am often not immediately available by telephone. While I am usually in my office between 9
AM and 5 PM, I probably will not answer the phone when I am with a patient. I do have call-in
hours at XXXX on XXXXX. When I am unavailable, my telephone is answered by an answering
service [machine, voice mail, or by my secretary] [that I monitor frequently, or who knows where
to reach me]. I will make every effort to return your call on the same day you make it, with the
exception of weekends and holidays. If you are difficult to reach, please inform me of some times
when you will be available. [In emergencies, you can try me at my home number.] If you are
unable to reach me and feel that you can’t wait for me to return your call, contact your family
physician or the nearest emergency room and ask for the psychologist [psychiatrist] on call. If I
will be unavailable for an extended time, I will provide you with the name of a colleague to
contact, if necessary.

PROFESSIONAL RECORDS
The laws and standards of my profession require that I keep treatment records. You are entitled to
receive a copy of your records, or I can prepare a summary for you instead. Because these are
professional records, they can be misinterpreted and/or upsetting to untrained readers. If you wish
to see your records, I recommend that you review them in my presence so that we can discuss the
contents. [I am sometimes willing to conduct a review meeting without charge.] Patients will be
charged an appropriate fee for any professional time spent in responding to information requests.
For psychologists who practice in states that require patient access to records, unless to do so
would cause emotional damage, upset, etc.
The laws and standards of my profession require that I keep treatment records. You are entitled to
receive a copy of the records unless I believe that seeing them would be emotionally damaging, in
which case I will be happy to send them to a mental health professional of your choice. Because
these are professional records, they can be misinterpreted and/or upsetting to untrained readers. I
recommend that you review them in my presence so that we can discuss the contents. [I am
sometimes willing to conduct a review meeting without charge.] Patients will be charged an
appropriate fee for any time spent in preparing information requests.
For psychologists who practice in states that do not require patient access to records
As I am sure you are aware, I am required to keep records of the professional services I provide
[your treatment, or our work together.] Because these records contain information that can be
misunderstood by someone who is not a mental health professional, it is my general policy that
patients may not review them; however, I will provide at your request a treatment summary
unless I believe that to do so would be emotionally damaging. If that is the case, I will be happy
to send the summary to another mental health professional who is working with you. [This
service will be provided without any additional charge.] [You should be aware that this will be
treated in the same manner as any other professional (clinical) service and you will be billed
accordingly.] [There will be an additional charge for this service.]
MINORS
If you are under eighteen years of age, please be aware that the law may provide your parents the
right to examine your treatment records. It is my policy to request an agreement from parents that
they agree to give up access to your records. If they agree, I will provide them only with general
information about our work together, unless I feel there is a high risk that you will seriously harm
yourself or someone else. In this case, I will notify them of my concern. I will also provide them
with a summary of your treatment when it is complete. Before giving them any information, I
will discuss the matter with you, if possible, and do my best to handle any objections you may
have with what I am prepared to discuss. [At the end of your treatment, I will prepare a summary
of our work together for your parents, and we will discuss it before I send it to them.]

CONFIDENTIALITY
In general, the privacy of all communications between a patient and a psychologist is protected by
law, and I can only release information about our work to others with your written permission.
But there are a few exceptions.
In most legal proceedings, you have the right to prevent me from providing any information about
your treatment. In some proceedings involving child custody and those in which your emotional
condition is an important issue, a judge may order my testimony if he/she determines that the
issues demand it.
There are some situations in which I am legally obligated to take action to protect others from
harm, even if I have to reveal some information about a patient’s treatment. For example, if I
believe that a child [elderly person, or disabled person] is being abused, I must [may be required
to] file a report with the appropriate state agency.
If I believe that a patient is threatening serious bodily harm to another, I am [may be] required to
take protective actions. These actions may include notifying the potential victim, contacting the
police, or seeking hospitalization for the patient. If the patient threatens to harm himself/herself, I
may be obligated to seek hospitalization for him/her or to contact family members or others who
can help provide protection.
These situations have rarely occurred in my practice. If a similar situation occurs, I will make
every effort to fully discuss it with you before taking any action.
I may occasionally find it helpful to consult other professionals about a case. During a
consultation, I make every effort to avoid revealing the identity of my patient. The consultant is
also legally bound to keep the information confidential. If you don’t object, I will not tell you
about these consultations unless I feel that it is important to our work together.
While this written summary of exceptions to confidentiality should prove helpful in informing
you about potential problems, it is important that we discuss any questions or concerns that you
may have at our next meeting. I will be happy to discuss these issues with you if you need
specific advice, but formal legal advice may be needed because the laws governing
confidentiality are quite complex, and I am not an attorney. [If you request, I will provide you
with relevant portions or summaries of the state laws regarding these issues.]
Your signature below indicates that you have read the information in this document and agree to
abide by its terms during our professional relationship.
Rev. 12/99
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With increasing frequency, psychologists, psychiatrists, and other mental health professionals are
participating as forensic experts in litigation on behalf of their patients. Factors such as tightened insurance
reimbursement rules, a growing market for forensic mental health professionals, and zealous patient
advocacy by therapists have combined to induce many therapists, including those who once zealously
avoided the judicial system, to appear, often willingly, as forensic expert witnesses on behalf of their
patients. Although therapists' concerns for their patients and for their own employment is understandable, this
practice constitutes engaging in dual-role relationships and often leads to bad results for patients, courts, and
clinicians.
Although there are explicit ethical precepts about psychologists and psychiatrists engaging in these
conflicting roles, they have not eliminated this conduct. One important factor contributing to this continued
conduct is that psychologists and psychiatrists have not understood why these ethical precepts exist and how
they affect the behavior of even the most competent therapists. When the reasons for the ethical precepts are
understood, it is clear why no psychologist, psychiatrist, or other mental health professional is immune from
the concerns that underlie them.
This article contrasts the role of therapeutic clinician as care provider and the role of forensic evaluator as
expert to the court, acknowledges the temptation to engage in these two roles in the same matter, explains the
inherent problems and argues strongly against doing so, and discusses the ethical precepts that discourage the
undertaking of the dual roles, as well as the legal and professional responses to this dilemma. The specific
problem addressed here is that of the psychologist or psychiatrist who provides clinical assessment or therapy
to a patient—litigant and who concurrently or subsequently attempts to serve as a forensic expert for that
patient in civil litigation.
Expert persons may testify as fact witnesses as well as either of two types of expert witnesses: treating
experts and forensic experts. No special expertise beyond the ability to tell the court what is known from
first-hand observation is required to be a fact witness. Being an expert person, however, does not preclude

one from simply providing to the court first-hand observations in the role of a fact witness. What
distinguishes expert witnesses from fact witnesses is that expert witness have relevant specialized knowledge
beyond that of the average person that may qualify them to provide opinions, as well as facts, to aid the court
in reaching a just conclusion. Psychologists and psychiatrists who provide patient care can usually qualify to
testify as treating experts, in that they have the specialized knowledge, not possessed by most individuals, to
offer a clinical diagnosis and prognosis. However, a role conflict arises when a treating therapist also
attempts to testify as a forensic expert addressing the psycholegal issues in the case (e.g., testamentary
capacity, proximate cause of injury, parental capacity).
Although in the preceding description the therapeutic relationship occurs first and the forensic role second,
there are parallel concerns with the reverse sequence (i.e., the subsequent provision of therapy by a
psychologist or psychiatrist who previously provided a forensic assessment of that litigant). There are also
similar concerns about the treating therapist's role in criminal litigation. However, this article will only
address civil litigation because the concerns and considerations arising in criminal litigation are somewhat
different, such as therapy provided under court order and the provision of therapy and evaluation in forensic
hospitals pending criminal responsibility or competency to stand trial determinations.
Role Conflict
In most jurisdictions, a properly qualified therapist testifies as a fact witness for some purposes, as he or she
is expected to testify to information learned first hand in therapy, and as an expert witness for some purposes,
as he or she is permitted to testify to opinions about mental disorder that a layperson would not be permitted
to offer. Thus, a therapist may, if requested to do so by a patient or ordered to do so by a court, properly
testify to facts, observations, and clinical opinions for which the therapy process provides a trustworthy basis.
This testimony may include the history as provided by a patient; the clinical diagnosis; the care provided to a
patient; the patient's response to that treatment; the patient's prognosis; the mood, cognitions, or behavior of
the patient at particular times; and any other statements that the patient made in treatment. A therapist may
properly testify, for example, that Ms. Jones reported the history of a motor vehicle accident (MVA) 2 weeks
prior to the start of therapy and that the therapist observed the patient to be bruised, bandaged, tearful, and
extremely anxious. The therapist may properly testify that he or she observed, and that Ms. Jones reported,
symptoms that led to a diagnosis of posttraumatic stress disorder (PTSD). The therapist may also describe the
particular type of treatment used, the patient's response to that treatment, and her prognosis. The therapist
may properly testify that the primary focus for the therapy was the MVA, or the PTSD secondary to the
MVA. The therapist may even properly testify that, for treatment purposes, the operating assumption was that
the MVA rather than her impending divorce or recent job termination or the death of a family member was
what caused the patient's distress.
To be admissible, an expert opinion must be reliable and valid to a reasonable degree of scientific certainty (a
metric for scrutinizing the certainty of expert testimony as a condition of its admissibility). It is improper for
the therapist to offer an expert opinion that the MVA was the proximate cause of her impairments rather than
the divorce, job termination, or bereavement. This is true for two reasons. First, the type and amount of data
routinely observed in therapy is rarely adequate to form a proper foundation to determine the psycholegal (as
opposed to the clinically assumed) cause of the litigant's impairment, nor is therapy usually adequate to rule
out other potential causes. Second, such testimony engages the therapist in conflicting roles with the patient.
Common examples of this role conflict occur when a patient's therapist testifies to the psycholegal issues that
arise in competency, personal injury, worker's compensation, and custody litigation.
These concerns do not apply when the treating expert witness stays within the boundaries of facts and
opinions that can be reliably known by the treating professional. Indeed, the treating therapist can be
compelled to testify to information perceived during the therapeutic process and to opinions previously
formed for the purpose of therapy but cannot be compelled to do a forensic examination or analysis (Shuman,
1983). Clinical, ethical, and legal concerns arise when the treating expert offers psycholegal assessment–an
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assessment for which the treating expert does not have adequate professional basis, for which there are
inherent role conflicts, and for which there will almost certainly be negative implications for continued
therapy.
The temptation to use therapists as forensic experts falls on fertile ground because clinical psychology and
psychiatry graduate students often do not receive adequate training in forensic ethics. Although graduate
training in ethics has vastly improved in general, most graduate ethics courses teach clinicians in training
about the dual roles that most often get therapists in difficulties: mainly, sexual and other nonprofessional
relationships with patients. The legal arena is sufficiently foreign to most academicians and their students
that ethics training primarily focuses on licensing laws and ethical codes for general practice. For example,
few psychologists receive training in the Specialty Guidelines for Forensic Psychologists (Committee on
Ethical Guidelines for Forensic Psychologists, 1991) because few see themselves as forensic psychologists.
When these clinicians eventually testify in court, they see themselves as benignly telling the court about their
patients and perhaps even benevolently testifying on behalf of their patients. Therapists are not typically
trained to know that the rules of procedure, rules of evidence, and the standard of proof is different for court
room testimony than for clinical practice.
The temptation to use therapists as forensic experts on behalf of patient—litigants exists because of
erroneous beliefs about efficiency, candor, neutrality, and expertise. Using a therapist to provide forensic
assessment appears efficient because the therapist has already spent time with the patient and knows much
about him or her that others are yet to learn and not without substantial expenditures of time and money for
an additional evaluation. A therapist appears to gain candid information from a patient—litigant because of
the patient's assumed incentive to be candid with the therapist to receive effective treatment. Although
litigants may learn much about themselves as a consequence of receiving thorough forensic evaluations (Finn
& Tonsager, 1996), the same treatment incentive does not exist in a forensic examination. Thus, the facts
forming the basis for a therapist's opinion may initially appear more accurate and complete than the facts that
could be gathered in a separate forensic assessment.
In addition, a therapist does not appear to be the attorney's hired gun who came into the case solely to assist
in advancing or defeating a legal claim or defense. Thus, a therapist's forensic assessment may appear more
neutral and less immediately subject to financial incentives to reach a particular result than does a separate
forensic evaluation. And, it is sometimes assumed that if a therapist has the expertise to be trusted to treat the
condition for which a patient seeks compensation, surely the therapist has the expertise to testify about it.
Indeed, in many ways it would appear from this analysis that one would have to be foolish not to have
therapists also testify as forensic experts. Nevertheless, examining the differences between the therapeutic
and forensic relationships, process, and expertise reveals that such foolishness is the mirror image of
sensibility.
Ten Differences Between Therapeutic and Forensic Relationships
As can be seen from Table 1, the therapeutic and forensic roles demand different and inconsistent
orientations and procedures (adapted from Greenberg & Moreland, 1995). The superficial and perilous
appeal of using a therapist as a forensic examiner is debunked by examining the conceptual and practical
differences between the therapist—patient relationship and the forensic examiner—litigant relationship.
The first and perhaps most crucial difference between the roles is the identification of whose client the
patient—litigant is. As implied by the name, the patient—litigant has two roles, one as therapy patient and
another as plaintiff in the legal process. The patient—litigant is the client of the therapist for the purposes of
treatment. The patient—litigant is as well the client of the attorney for guidance and representation through
the legal system.
The nature of each relationship and the person who chooses to create it differs for therapy and forensic
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evaluation. The therapist is ultimately answerable to the client, who decides whether to use the services of a
particular therapist; the forensic evaluator is ultimately answerable to the attorney, or the court in the case of
a court-appointed expert, who decides whether to use the services of a particular forensic evaluator. The
patient retains the therapist for treatment. The attorney (or the court) retains the forensic evaluator for
litigation. This arrangement allows for the relationship that is most straightforward and free of conflict of
interest. It best protects the parties' interests as well as the integrity of the therapist and the forensic evaluator.
Second, the legal protection against compelled disclosure of the contents of a therapist—patient relationship
is governed by the therapist—patient privilege and can usually only be waived by the patient or by court
order. Society seeks to further the goal of treatment through recognition of a privilege for confidential
communications between a therapist and patient in most jurisdictions under a physician, psychiatrist,
psychologist, or psychotherapist—patient privilege (Shuman & Weiner, 1987).
Legal protection against compelled disclosure of the contents of the forensic evaluator—litigant relationship
is governed by the attorney—client and attorney—work-product privileges. Because the purpose of a forensic
relationship is litigation, not treatment nor even diagnosis for the purpose of planning treatment,
communications between a forensic examiner and a litigant are not protected under a physician-, psychiatrist, psychologist-, or psychotherapist-patient privilege. The forensic evaluator, however, having been retained
by the attorney, is acting as an agent of the attorney in evaluating the party or parties in the legal matter. This
legal agency status puts the forensic evaluator under the umbrella of the attorney—client privilege and
usually protects privileged information until such time that the evaluator is declared to be a witness at trial.
Until that time, most states, especially in civil matters, allow the attorney to prevent access to that attorney's
retained expert by opposing counsel, thus best protecting the party's interest should the evaluator's
independent opinion not favor the party of the attorney who has retained him or her. Because it would not be
a therapeutic relationship, no such potential protection is available if the forensic evaluator were to be
retained directly by the party, thereby creating the onus of one's own expert who was hired to evaluate some
potential merit to the case instead being used to discredit the retaining side. Because parties, through their
attorneys, need to be able to evaluate the merits of their case candidly without such jeopardy, the attorney
work-product privilege covers such trial-preparation use of experts retained by counsel.
The main practice point to be made here is that the logic, the legal basis, and the rules governing the privilege
that applies to care providers are substantially different from those that apply to forensic evaluators. Given
this, the duty to inform forensic examinees of the potential lack of privilege and the intended use of the
examination product is embodied in case law (Estelle v. Smith, 1981) and the Specialty Guidelines for
Forensic Psychologists (SGFP) adopted by the American Psychology—Law Society (APA Division 41) and
the American Board of Forensic Psychology in 1991. The Specialty Guidelines state the following:
Forensic psychologists have an obligation to ensure that prospective clients are informed of their legal rights
with respect to the anticipated forensic service, of the purposes of any evaluation, of the nature of procedures
to be employed, of the intended uses of any product of their services, and of the party who has employed the
forensic psychologist. (Committee on Ethical Guidelines for Forensic Psychologists, 1991 , p. 659)
The third difference is evident in the evaluative attitude of each of the experts. The therapist is a care
provider and usually supportive, accepting, and empathic; the forensic evaluator is an assessor and usually
neutral, objective, and detached as to the forensic issues. A forensic evaluator's task is to gain an empathic
understanding of the person but to remain dispassionate as to the psycholegal issues being evaluated. For
therapists, empathy and sympathy–generating a desire to help–usually go hand-in-hand. For forensic
evaluators, the task is a dispassionate assessment of the psycholegal issues.
Fourth, to perform his or her task, a therapist must be competent in the clinical assessment and treatment of
the patient's impairment. In contrast, a forensic evaluator must be competent in forensic evaluation
procedures and psycholegal issues relevant to the case. A therapist must be familiar with the literature on
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diagnoses and treatment interventions, knowing from among which diagnostic categories and treatment
interventions the patient's difficulties would be best identified and treated. The forensic evaluator must know
the basic law as it relates to the assessment of the particular impairment claimed.
Fifth, a therapist then uses this expertise to test rival diagnostic hypotheses to ascertain which therapeutic
intervention is most likely to be effective. For example, a therapeutic diagnostic question might be whether a
patient is a better candidate for insight-oriented psychotherapy, systematic desensitization, or
psychopharmacologic intervention. A forensic evaluator must know the relevant law and how it relates to a
particular psychological assessment. A forensic evaluator then uses this expertise to test a very different set
of rival psycholegal hypotheses that are generated by the elements of the law applicable to the legal case
being adjudicated. A psycholegal question might be whether an impairment in the plaintiff's functioning
would not have occurred but for the death of the plaintiff's child that was allegedly caused by the defendant.
Another forensic question might be whether the proximate cause of a plaintiff's impairment is a
discriminatory promotional practice, a hostile work environment, quid pro quo sexual harassment, or
management retaliation for having filed a complaint.
The sixth difference is the degree of scrutiny to which information from the patient—litigant is subjected.
Historical truth plays a different role in each relationship. At least with competent adults, therapy is primarily
based on information from the person being treated, information that may be somewhat incomplete, grossly
biased, or honestly misperceived. Even when the therapist does seek collateral information from outside of
therapy, such as when treating children and incompetent adults, the purpose of the information gathering is to
further treatment, not in the pursuit of validating historical truth. In most instances, it is not realistic, nor is it
typically the standard of care, to expect a therapist to be an investigator to validate the historical truth of what
a patient discusses in therapy. Indeed, trying to do so by contacting family members, friends, or coworkers
and by requesting corroborating documentation may frustrate therapy even if the patient has signed a release
of information. Further, this corroboration is usually unnecessary. Effective therapy can usually proceed even
in the face of substantial historical inaccuracy. For example, a patient's impaired self-esteem, body image,
and sexual interest might be effectively treated regardless of the fact that her reported memory of having been
sexually abused early in childhood by her maternal uncle was inaccurate and that she was actually abused by
her paternal uncle. Similarly, a fear of small places can be effectively treated even if the cause was having
been locked in a closet by an angry spouse or parent and not by being trapped in a faulty elevator. Depression
from poor work performance, excessive and losing gambling, almost being caught defrauding an employer,
and having to resign can be treated even if the reason for the depression conveyed to the therapist by the
patient is that he or she was the victim of an incompetent and unfair supervisor.
The more important question for most psychotherapeutic techniques is how a patient perceives or feels about
the world–what is real to that patient–not factual or historical truth (Wesson, 1985). Even for those
therapeutic techniques that involve confrontation and challenge of a patient's conceptions of events,
therapists rarely conduct factual investigations into circumstances surrounding patient claims in therapy.
Thus, the historical truth of matters raised during therapy cannot, simply on that basis alone, be considered
valid and reliable for legal purposes. This is not a criticism of therapy. This approach to psychotherapy
makes sense given its temporal framework. If a patient report or a diagnostic hypothesis is not borne out, it
can be revised in later sessions. This approach to therapy, which is informed and educated but still somewhat
trial-and-error, typically does no harm unless the patient is in a high-risk situation, such as being suicidal or
in an abusive environment.
In contrast, the role of a forensic examiner is, among other things, to offer opinions regarding historical truth
and the validity of the psychological aspects of a litigant's claims. The accuracy of this assessment is almost
always more critical in a forensic context than it is in psychotherapy. A competent forensic evaluation almost
always includes verification of the litigant's accuracy against other information sources about the events in
question. These sources may include collateral interviews with coworkers, neighbors, family members,
emergency room personnel, or a child's teacher or pediatrician and a review of documents such as police
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reports, school records, military records, medical records, personnel files, athletic team attendance, credit
card bills, check stubs, changes in one's resume, depositions, witness statements, and any other possible
sources of information about the litigant's pre- and postincident thoughts, emotions, and behaviors. However,
therapists do face a dilemma regarding the historical accuracy of the information provided by the patient,
depending on how they or their patients act on that information. This is illustrated by a case in which a
therapist was successfully sued for slander by a father who was identified through memories recovered in
therapy as allegedly having abused the therapist's patient as a child every Friday evening. The father offered
employment records at the therapist's trial that revealed that he had worked for the railroad and had been
working out of town every Friday evening in question (Blow, 1995).
Seventh, the need for historical accuracy in forensic evaluations leads to a need for completeness in the
information acquired and for structure in the assessment process to accomplish that goal. Therapeutic
evaluation, in comparison, is relatively less complete and less structured than a forensic evaluation.
Moreover, a patient provides more structure to a therapeutic evaluation than does a litigant to a forensic
evaluation. Ideally, a patient and therapist work collaboratively to define the goals of a therapeutic interaction
and a time frame within which to realize them. The time frame and goals of a forensic evaluation are defined
by the legal rules that govern the proceeding, and once these are determined, the forensic evaluator and
litigant are usually constrained to operate within them. To make maximum use of the time available, forensic
evaluators usually conduct highly structured assessments using structured interviews supplemented with a
battery of psychological tests and forensically oriented history and impairment questionnaires. Certainly the
plaintiff is encouraged to describe the events in question, but it is the forensic evaluator's task to establish a
preincident baseline of functioning, a complete description of the incidents alleged in the legal complaint, the
subsequent areas of resilience and impairment of the plaintiff's functioning, the proximate cause of any
impairment, and the likely future functioning of the plaintiff, if necessary, ameliorated or enhanced by any
needed therapy.
Eighth, although some patients will resist discussing emotionally laden information, the psychotherapeutic
process is rarely adversarial in the attempt to reveal that information. Forensic evaluation, although not
necessarily unfriendly or hostile, is nonetheless adversarial in that the forensic evaluator seeks information
that both supports and refutes the litigant's legal assertions. This struggle for information is also handled
quite differently by each expert: The therapist exercises therapeutic judgment about pressing a patient to
discuss troubling material, whereas a forensic evaluator will routinely seek information from other sources if
the litigant will not provide it or to corroborate it when the litigant does provide information. In the extreme,
when presented with excessive underreporting or overreporting of critical information, the forensic evaluator
might even decide that the litigant is dissembling.
Ninth, consider the goals of each of these relationships. Therapy is intended to aid the person being treated.
A therapist—patient relationship is predicated on principles of beneficence and nonmaleficence–doing good
and avoiding harm. A therapist attempts to intervene in a way that will improve or enhance the quality of the
person's life. Effective treatment for a patient is the reason and the principal defining force for the therapeutic
relationship. According to the Hippocratic oath, "Into whatever house I enter, I will do so to help the sick,
keeping myself free from all intentional wrong-doing and harm. . . ." Similarly, according to the ethical
principles of psychologists, "Psychologists seek to contribute to the welfare of those with whom they interact
professionally. . . . [They attempt] to perform their roles in a responsible fashion that avoids or minimizes
harm" (APA, 1992 , p. 1600).
Forensic examiners strive to gather and present objective information that may ultimately aid a trier of fact
(i.e., judge or jury) to reach a just solution to a legal conflict. A forensic examiner is obligated to be neutral,
independent, and honest, without becoming invested in the legal outcome. A forensic evaluator advocates for
the findings of the evaluation, whatever those findings turn out to be. Thus, the results of a forensic
examination may well be detrimental to the legal position of an examinee (American Psychiatric Association,
1984) and contrary to basic therapeutic principles.
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Tenth, the patient—litigant is likely to feel differently about expert opinions rendered by therapists than
those rendered by forensic experts. Consider the role of judgment in therapeutic relationships. There is a
robust, positive relationship between the success of the therapist—patient alliance and success in therapy
(Horvath & Luborsky, 1993). To develop a positive therapist—patient alliance, a therapist must suspend
judgment of the patient so that the therapist can enter and understand the private perceptual world of the
patient without doing anything that would substantially threaten that relationship. Indeed, some believe that
even a posttherapy disturbance of this therapeutic alliance may cause serious harm to a patient; hence many
advocate substantial limitations on personal relationships between former patients and their therapists.
In contrast, the role of a forensic examiner is to assess, to judge, and to report that finding to a third party
(attorney, judge, or jury) who will use that information in an adversarial setting. To assess, a forensic
examiner must be detached, maybe even skeptical, and must carefully question what the litigant presents.
Because a forensic psychologist or psychiatrist has not engaged in a helping relationship with the litigant, it
is less likely that his or her judgment-laden testimony would cause serious or lasting emotional harm to the
litigant than would that of the psychologist or psychiatrist who has occupied a therapeutic role.
Waiving the Dual-Role Conflict
These role differences are not merely artificial distinctions but are substantial differences that make
inherently good sense. Unless these distinctions are respected, not only are both the therapeutic and forensic
endeavors jeopardized for the patient—litigant but as well the rights of all parties who are affected by this
erroneous and conflictual choice. Unlike some conflicts of interest, this role conflict is not one that the
plaintiff can waive, because it is not the exclusive province of the plaintiff's side of the case. The conflict
affects not only the plaintiff but also the defense and the court. This conflict not only poses therapeutic risks
to the patient—litigant but also risks of inaccuracy and lack of objectivity to the court's process and to all of
the litigants.
Existing Professional Guidelines
On the basis of these concerns, both psychological and psychiatric organizations have sought to limit these
situations when dual functions are performed by a single psychologist or psychiatrist. In increasing detail and
specificity, professional organizations have discouraged psychologists and psychiatrists from engaging in
conflicting dual professional roles with patient—litigants. As the Ethical Guidelines for the Practice of
Forensic Psychiatry, adopted by the American Academy of Psychiatry and the Law (AAPL) in 1989, note:
A treating psychiatrist should generally avoid agreeing to be an expert witness or to perform an
evaluation of his patient for legal purposes because a forensic evaluation usually requires that other
people be interviewed and testimony may adversely affect the therapeutic relationship.
In a very similar vein, the Specialty Guidelines for Forensic Psychologists indicate the following:
Forensic psychologists avoid providing professional services to parties in a legal proceeding with
whom they have personal or professional relationships that are inconsistent with the anticipated
relationship. When it is necessary to provide both evaluation and treatment services to a party in a
legal proceeding (as may be the case in small forensic hospital settings or small communities), the
forensic psychologist takes reasonable steps to minimize the potential negative effects of these
circumstances on the rights of the party, confidentiality, and the process of treatment and evaluation.
(Committee on Ethical Guidelines for Forensic Psychologists, 1991 , p. 659)
The Committee on Psychiatry and Law of the Group for the Advancement of Psychiatry (GAP, 1991)
concluded in 1991 that "While, in some areas of the country with limited number of mental health
practitioners, the therapist may have the role of forensic expert thrust upon him, ordinarily, it is wise to avoid
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mixing the therapeutic and forensic roles" (p. 44). Similarly, the Ethical Principles of Psychologists and Code
of Conduct of the American Psychological Association (APA, 1992) admonishes that "In most
circumstances, psychologists avoid performing multiple and potentially conflicting roles in forensic matters"
(p. 1610). Finally, the most recent and the most specific of these codes, the American Psychological
Association's (1994) guidelines for conducting child custody evaluations, concluded the following:
Psychologists generally avoid conducting a child custody evaluation in a case in which the
psychologist served in a therapeutic role for the child or his or her immediate family or has had other
involvement that may compromise the psychologist's objectivity. This should not, however, preclude
the psychologist from testifying in the case as a fact witness concerning treatment of the child. In
addition, during the course of a child custody evaluation, a psychologist does not accept any of the
involved participants in the evaluation as a therapy client. Therapeutic contact with the child or
involved participants following a child custody evaluation is undertaken with caution. A psychologist
asked to testify regarding a therapy client who is involved in a child custody case is aware of the
limitations and possible biases inherent in such a role and the possible impact on the ongoing
therapeutic relationship. Although the court may require the psychologist to testify as a fact witness
regarding factual information he or she became aware of in a professional relationship with a client,
that psychologist should decline the role of an expert witness who gives a professional opinion
regarding custody and visitation issues (see Ethical Standard 7.03) unless so ordered by the court. (p.
678)
The Legal Perspective
Although there are explicit ethical precepts addressing this dual role, there are no reported judicial decisions
to date that address the exclusion of a forensic assessment by a psychologist or psychiatrist who served as a
litigant's therapist. Courts may not see this as an issue of competence or qualification, but instead, at most, as
one of weight or credibility. Thus, the therapist would be permitted to testify and the ethical precept could be
used to challenge credibility. Some courts may not recognize the role conflicts or not see them as important;
other courts may see them but are too concerned with efficiency to give them great weight.
Although even the clear ethical conflict may not yet persuade a court to exclude the testimony of a therapist
who offers a forensic assessment, the effect of this departure from professional standards on the perceived
credibility of the witness may persuade attorneys to resist this two-for-one strategy. Deviating from the
ethical codes or practice guidelines of one's profession is an appropriate and effective basis for impeaching a
witness and the explicit ethical and specialty guidelines that address this problem simplify this task for the
cross-examining attorney.
Similarly, under both the test of "general acceptance" in the relevant professional community of Frye v.
United States (1923) and the "good grounds given what is known" test of Daubert v. Merrell Dow
Pharmaceuticals (1993), forensic assessment by a patient's therapist does not generally provide a reliable
basis for a forensic assessment and therefore should be avoided by the ethical psychologist and viewed
skeptically by the courts. Expert witnesses are held highly accountable for the accuracy of their opinions
through the rules of evidence; the rigors of deposition, voir dire, cross-examination; and the testimony of
opposing experts. Courts now scrutinize the admissibility of expert opinion testimony on the basis of the
quality of the science that underlies the testimony (Shuman, 1994). The Supreme Court's decision in Daubert
(1993) requires federal courts to make a "preliminary assessment of whether the reasoning or methodology
underlying the testimony is scientifically valid and whether that reasoning properly can be applied to the
facts in issue" (p. 592). This decision is part of a trend in both state and federal courts toward a more
demanding level of scrutiny requiring scientific support or validation for the assertions made by mental
health professionals in forensic settings. This trend (e.g., State v. Russel, 1994) is even seen in states that
have chosen to apply the "general acceptance in the relevant professional community" test (Frye, 1923)
instead of the test in Daubert. Psychologists and psychiatrists should expect courts to demand evidence of the
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research that supports their opinions and that supports the data acquisition methods on which opinions are
based. A forensic evaluation must be based on information that is more complete and more accurate than that
typically obtained as part of therapy.
To date, society has taken a largely laissez-faire, market orientation to psychotherapy. Most successful
malpractice claims against mental health professionals have involved sex with patients, drug interactions,
failure to warn or protect, and suicide (Smith, 1991). However, engaging in dual roles raises the potential for
a lawsuit against a therapist by a patient alleging lack of informed consent. This could be claimed by a
disgruntled patient—litigant who expected the therapist to be as successful and partisan an expert witness as
he or she was a therapist. The argument would follow that the therapist should have reasonably known that
the patient would be less likely to disclose certain information knowing that a third person would be made
aware of, and potentially use, the information to the detriment of the discloser and, therefore, the therapist
should have warned the patient of that potential consequence not just before the therapist changed roles but
also before therapy (and the disclosures) even began. It is similarly likely that most people would choose to
disclose more information with less self-censorship in psychotherapy than in forensic examinations. Once
this information has been disclosed in therapy, and the therapy process then becomes the basis for forensic
testimony by the therapist, this then places the otherwise innocuous information into a different context and
makes it more likely that this disclosure will be used to the detriment of the patient (Shuman & Weiner,
1987).
Where Then Should the Line Be Drawn?
As stated earlier, psychologists and psychiatrists may appropriately testify as treating experts (subject to
privilege, confidentiality, and qualifications) without risk of conflict on matters of the reported history as
provided by the patient; mental status; the clinical diagnosis; the care provided to the patient and the patient's
response to it; the patient's prognosis; the mood, cognitions, or behavior of the patient; and any other relevant
statements that the patient made in treatment. These matters, presented in the manner of descriptive
"occurrences" and not psycholegal opinions, do not raise issues of judgment, foundation, or historical truth.
Therapists do not ordinarily have the requisite database to testify appropriately about psycholegal issues of
causation (i.e., the relationship of a specific act to claimant's current condition) or capacity (i.e., the
relationship of diagnosis or mental status to legally defined standards of functional capacity). These matters
raise problems of judgment, foundation, and historical truth that are problematic for treating experts.
When faced with issues that seem to fall between these guideposts, it is useful to ask whether each opinion is
one that could or should have been reached in therapy. Thus, if the legal system did not exist, would
therapists be expected to reach these sorts of conclusions on their own? Would doing so ordinarily be
considered an aspect of the therapy process? In doing so, would the opinion be considered exploratory,
tentative, and speculative, or instead as providing an adequate basis for guiding legal action outside of
therapy? Is the therapist generating hypotheses to facilitate treatment or is he or she reasonably scientifically
certain that this opinion is accurate? Is it based on something substantially more than, "My patient said so,"
"My patient would have no reason to lie," or "My patient would not lie to me"?
Conclusion
Psychologists, psychiatrists, and other mental health professionals have given and received criticism about
the use of expert witnesses whose partisanship appears to overwhelm their professionalism. Engaging in
conflicting therapeutic and forensic relationships exacerbates the danger that experts will be more concerned
with case outcome than the accuracy of their testimony. Therapists are usually highly invested in the welfare
of their patients and rightfully concerned that publicly offering some candid opinions about their patient's
deficits could seriously impair their patient's trust in them. They are often unfamiliar with the relevant law
and the psycholegal issues it raises. They are often unaware of much of the factual information in the case,
and much of what they know comes solely from the patient and is often uncorroborated. What they do know,
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they know primarily, if not solely, from their patient's point of view. They are usually sympathetic to their
patient's plight, and they usually want their patient to prevail.
By failing to recognize the inherent limitations of their work as therapists, as well as the conflicting
therapeutic and forensic roles, psychologists, psychiatrists, and other mental health professionals risk harm to
their profession, their patients, and the courts. Although therapists frequently enter the forensic arena in their
efforts to help, these efforts may not only put therapists in ethical difficulty but may also neutralize the
impact both of their testimony and their work as therapists. Therapists need to acknowledge the limits of
what they can accurately and reliably say on the basis of therapeutic relationships. Although it is difficult,
when asked psycholegal questions, therapists must be willing to testify "I cannot answer that question given
my role in this case," "I do not have an adequate professional basis to answer that question," "I did not
conduct the kind of evaluation necessary to reliably answer that question," "I can only tell you what I
observed," or "I can only tell you what my patient told me." No matter how laudable their motives might be,
therapists who venture beyond these limits and into the arena of psycholegal opinion are deceiving
themselves and others. Engaging in an irreconcilable role conflict and lacking an adequate professional basis
for their testimony, they can be neither neutral, objective, nor impartial.
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Table 1.
Ten Differences B etween T herapeu tic and Forensic Relationships
Therapeutic Care

Forensic Examination

1.

W hose client is the p atient/litigant?

The mental health practitioner’s

The attorney’s

2.

The relational privilege that
governs disclosure in each
relationship

Therapist-patient privilege

Attorney-client and attorney
work-product privilege

3.

The cognitive set and evaluative
attitude of each expert

Supportive, accepting, empathic

Neutral, objective, detached

4.

The nature and degree of
alliance in each relationship

A helping relationship, allies; rarely
adversarial

An evaluative relationship; frequently adversarial

5.

The differing areas of
competency of each expert

Therapy techniques for treatment of
the impairment

Forensic examination techniques
relevant to the legal claim.

6.

The nature of the hypotheses
tested by each expert

Diagno stic criteria for the purpose
of therapy

Psycholegal criteria for purpo se
of legal adjudication

7.

The amount and control of
structure in each relationship

Patient -structure d and relatively
less structured tha n foren sic
examination

Examiner-structured and
relatively more structured than
therapy

8.

The scrutiny applied to the
information used in the process,
and the role of historical truth

Mostly based on information from
the person b eing trea ted, with little
external scrutiny of that information
by the therapist

Litigant information supplemented with and verified by
collateral sources and scrutinized
by the examiner, adversaries, and
the court

9.

The goa l of the professio nal in
each relationship

Therapist attempts to benefit the
patient by working within the
therap eutic relationship

Examiner advocates for the results and implications of the
evaluation for the benefit of the
court

10.

The impact on each relationship
of critical judgment by the
psychologist

The basis of the relationship is the
therapeutic alliance and critical
judgement is likely to impair that
alliance

The basis of the relationship is
evalua tive and critical jud gment is
less likely to cause serious
emotional harm
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Claims-Made Coverage
Professional Liability Program Rate Table A
RATE AREA A
Alabama, Alaska, Arkansas, Connecticut, Delaware, Hawaii, Indiana, Iowa, Kentucky, Maine, Massachusetts, North Dakota,
Oklahoma, Rhode Island, South Carolina, Utah, Vermont, West Virginia, Wyoming

Rate Table 1 - 1st Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
144
86
16
8

1M/6M
132
79
15
7

1M/5M
129
77
15
7

1M/4M
125
75
14
7

1M/3M
115
69
13
6

1M/1M
101
61
11
5

500K/500K
89
53
10
5

Indiana Only
250K/750K
72
43
8
4

1M/6M
261
156
30
14

1M/5M
255
152
30
14

1M/4M
248
149
28
14

1M/3M
228
137
26
12

1M/1M
200
121
22
10

500K/500K
176
105
20
10

250K/750K
143
85
16
8

1M/6M
380
228
43
20

1M/5M
372
222
43
20

1M/4M
360
216
40
20

1M/3M
331
199
37
17

1M/1M
291
176
32
14

500K/500K
256
153
29
14

250K/750K
207
124
23
12

1M/6M
448
268
51
24

1M/5M
438
261
51
24

1M/4M
424
255
48
24

1M/3M
390
234
44
20

1M/1M
343
207
37
17

500K/500K
302
180
34
17

250K/750K
244
146
27
14

1M/6M
475
284
54
25

1M/5M
464
277
54
25

1M/4M
450
270
50
25

1M/3M
414
248
47
22

1M/1M
363
219
40
18

500K/500K
320
191
36
18

250K/750K
259
155
29
14

1M/6M
493
295
56
26

1M/5M
482
288
56
26

1M/4M
467
280
52
26

1M/3M
429
258
49
22

1M/1M
377
228
41
19

500K/500K
332
198
37
19

250K/750K
269
161
30
15

1M/5M
491
293
57
27

1M/4M
476
286
53
27

1M/3M
438
263
50
23

1M/1M
385
232
42
19

500K/500K
339
202
38
19

250K/750K
274
164
30
15

Rate Table 2 - 2nd Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
285
170
32
16

Rate Table 3 - 3rd Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
415
248
46
23

Rate Table 4 - 4th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
489
292
54
27

Rate Table 5 - 5th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
518
309
58
29

Rate Table 6 - 6th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
538
321
60
30

Rate Table 7 - 7th Year and beyond Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
549
328
61
30

1M/6M
503
301
57
27

* Non Medical Allied health Professionals (includes social workers, counselors, therapists, etc.). Does not include clerical employees
Effective 8/1/1999
(0508) © TRMS, 2008

Area A

Occurrence Coverage
Professional Liability Program Rate Table A
RATE AREA A
Alabama, Alaska, Arkansas, Connecticut, Delaware, Hawaii, Indiana, Iowa, Kentucky, Maine, Massachusetts, North Dakota,
Oklahoma, Rhode Island, South Carolina, Utah, Vermont, West Virginia, Wyoming

Occurrence Rate Area A
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,157
463
85
37

1M/6M
1,080
433
84
35

1M/5M
1,054
422
82
34

1M/4M
1,023
410
79
33

1M/3M
989
396
72
31

1M/1M
878
352
68
28

500K/500K
676
270
58
21

Indiana Only
250K/750K
582
234
51
19
Effective 8/1/1999

Available Discounts for both Claims Made and Occurrence Policies
Part-Time Discount:

35% discount for working 20 hours per week or less, as computed on an annual average

First Year Practitioner:

The discount in the 1st year of practice is 35%, 2nd year 25% and 3rd year 15%. (Limited to those working under
supervision toward licensure)

Switchover:

10% first-year discount if you transfer from another carrier's professional liability program and have had no losses
reported over the past 3 years. Please forward a copy of your current declarations page with your application.

Continuing Education:

15% premium discount for two consecutive years for attending one of the Trust Risk Management Workshops (schedule
available at www.apait.org/seminars).
-ORReceive a 10% premium discount for completing six or more hours of a Trust independent study program such as
Assessing and Managing Risk in Psychological Practice: An Individualized Approach.
-OR5% discount if you have received at least 4 hours of Continuing Education from an APA-approved CE sponsor.
For proper discount, you must submit a Certificate of Attendance, less than 15 months old, with your application. At least
50% of a group must submit Certificates for the entire group to receive a discount.** The maximum Risk Management
discount is 15% Total.

Staff Size Discount:

For group practices only **
Number of Staff
Discount
(Owners & Professional Employees)
3-5
4% discount
6-10
6% discount
11-15
8% discount
16-19
10% discount
20+
Referred to Company For Consideration

Note: Part-Time Discount and First Year Practitioner Discount may not be combined. Maximum credit for both is 35%.

* Non Medical Allied health Professionals (includes social workers, counselors, therapists, etc.). Does not include clerical employees
** For discount purposes, "group" is defined as all fully covered owners and employees.

Effective 8/1/1999
(0508) © TRMS, 2008

Area A

Claims-Made Coverage
Professional Liability Program Rate Table B
RATE AREA B
District of Columbia, Florida, Georgia, Idaho, Illinois, Kansas, Maryland, Mississippi, Missouri, Montana, Nebraska, Nevada, New
Hampshire, New York, North Carolina, Ohio, Pennsylvania, South Dakota, Texas, Tennessee, Virginia, Washington, Wisconsin,
United States Virgin Islands

Rate Table 1 - 1st Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
214
141
26
10

1M/6M
197
130
24
9

1M/5M
192
127
24
9

1M/4M
186
123
23
9

1M/3M
171
113
21
8

1M/1M
150
99
18
7

500K/500K
132
87
16
6

200K/200K
108
71
13
5

1M/6M
446
294
54
20

1M/5M
434
287
54
20

1M/4M
421
278
52
20

1M/3M
387
256
48
18

1M/1M
339
224
41
16

500K/500K
299
197
36
14

200K/200K
244
161
29
11

2M/4M

1M/6M

1M/5M

1M/4M

1M/3M

1M/1M

500K/500K

200K/200K

732
483
89
34

674
445
82
31

657
435
82
31

636
421
79
31

585
387
72
27

513
339
62
24

452
298
55
21

370
243
44
17

1M/6M
804
531
98
37

1M/5M
784
519
98
37

1M/4M
759
502
94
37

1M/3M
698
461
86
33

1M/1M
612
404
73
29

500K/500K
539
355
65
24

200K/200K
441
290
53
20

1M/6M
856
565
104
39

1M/5M
834
552
104
39

1M/4M
808
535
100
39

1M/3M
743
491
91
35

1M/1M
652
430
78
30

500K/500K
574
378
70
26

200K/200K
469
309
56
22

1M/6M
891
588
109
41

1M/5M
868
574
109
41

1M/4M
841
556
104
41

1M/3M
773
511
95
36

1M/1M
678
448
81
32

500K/500K
597
393
72
27

200K/200K
488
321
59
23

Limits Each Incident/Aggregate
2M/4M
1M/6M
1M/5M
1M/4M
1M/3M
1M/1M 500K/500K
1. Per Psychologist
988
910
887
859
790
693
610
2. Per Non-Psychologist *
651
600
587
568
522
457
402
3. Per Additional Insured
120
111
111
106
97
83
74
4. Per Independent Contractor
46
42
42
42
37
32
28
* Non Medical Allied health Professionals (includes social workers, counselors, therapists, etc.). Does not include clerical employees

200K/200K
499
328
60
23

Rate Table 2 - 2nd Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
484
319
59
23

Rate Table 3 - 3rd Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

Rate Table 4 - 4th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
874
576
106
41

Rate Table 5 - 5th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
930
613
113
43

Rate Table 6 - 6th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
967
637
118
45

Rate Table 7 - 7th Year & Beyond Annual Premium
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Effective 8/1/1999
Area B

Occurrence Coverage
Professional Liability Program Rate Table B
RATE AREA B
District of Columbia, Florida, Georgia, Idaho, Illinois, Kansas, Maryland, Mississippi, Missouri, Montana, Nebraska, Nevada, New
Hampshire, New York, North Carolina, Ohio, Pennsylvania, South Dakota, Texas, Tennessee, Virginia, Washington, Wisconsin,
United States Virgin Islands

Occurrence Rate Area B
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,421
619
113
49

1M/6M
1,329
577
112
46

1M/5M
1,296
563
109
45

1M/4M
1,259
547
106
44

1M/3M
1,215
529
97
42

1M/1M
1,080
469
91
37

500K/500K
832
361
79
29

200K/200K
717
310
68
25
Effective 8/1/1999

Available Discounts for both Claims Made and Occurrence Policies
Part-Time Discount:

35% discount for working 20 hours per week or less, as computed on an annual average

First Year Practitioner:

The discount in the 1st year of practice is 35%, 2nd year 25% and 3rd year 15%. (Limited to those working under
supervision toward licensure)

Switchover:

10% first-year discount if you transfer from another carrier's professional liability program and have had no losses
reported over the past 3 years. Please forward a copy of your current declarations page with your application.

Continuing Education:

15% premium discount for two consecutive years for attending one of the Trust Risk Management Workshops (schedule
available at www.apait.org/seminars).
-ORReceive a 10% premium discount for completing six or more hours of a Trust independent study program such as
Assessing and Managing Risk in Psychological Practice: An Individualized Approach.
-OR5% discount if you have received at least 4 hours of Continuing Education from an APA-approved CE sponsor.
For proper discount, you must submit a Certificate of Attendance, less than 15 months old, with your application. At least
50% of a group must submit Certificates for the entire group to receive a discount.** The maximum Risk Management
discount is 15% Total.

Staff Size Discount:

For group practices only **
Number of Staff
Discount
(Owners & Professional Employees)
3-5
4% discount
6-10
6% discount
11-15
8% discount
16-19
10% discount
20+
Referred to Company For Consideration

Note: Part-Time Discount and First Year Practitioner Discount may not be combined. Maximum credit for both is 35%.

* Non Medical Allied health Professionals (includes social workers, counselors, therapists, etc.). Does not include clerical employees
** For discount purposes, "group" is defined as all fully covered owners and employees.
Effective 8/1/1999
(0508) © TRMS, 2008

Area B

Claims-Made Coverage
Professional Liability Program Rate Table C
RATE AREA C
Arizona, California, Colorado, Louisiana, Michigan, Minnesota, New Jersey, New Mexico, Oregon

Rate Table 1 - 1st Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
306
148
29
11

1M/6M
282
136
26
10

1M/5M
274
132
26
10

1M/4M
267
129
25
10

1M/3M
245
118
23
9

1M/1M
216
104
20
8

500K/500K
189
91
18
7

Louisiana Only
100K/300K
145
70
14
5

1M/6M
687
331
63
24

1M/5M
667
322
63
24

1M/4M
650
314
61
24

1M/3M
597
287
56
22

1M/1M
526
253
49
19

500K/500K
460
222
44
17

100K/300K
353
171
34
12

1M/6M
1,059
511
98
38

1M/5M
1,029
496
98
38

1M/4M
1,002
484
94
38

1M/3M
920
443
86
34

1M/1M
811
390
75
30

500K/500K
710
342
68
26

100K/300K
544
263
53
19

1M/6M
1,271
613
117
45

1M/5M
1,235
595
117
45

1M/4M
1,203
581
113
45

1M/3M
1,104
532
104
41

1M/1M
973
469
90
36

500K/500K
852
410
81
32

100K/300K
653
315
63
23

1M/6M
1,355
653
125
48

1M/5M
1,317
634
125
48

1M/4M
1,283
620
120
48

1M/3M
1,177
567
111
43

1M/1M
1,038
500
96
38

500K/500K
908
437
86
34

100K/300K
697
336
67
24

1M/6M
1,411
681
130
50

1M/5M
1,371
661
130
50

1M/4M
1,336
646
125
50

1M/3M
1,226
590
115
45

1M/1M
1,081
520
100
40

500K/500K
946
455
90
35

100K/300K
726
350
70
25

1M/5M
1,402
675
133
51

1M/4M
1,366
660
128
51

1M/3M
1,253
604
118
46

1M/1M
1,105
532
102
41

500K/500K
967
466
92
36

100K/300K
742
358
72
26

Rate Table 2 - 2nd Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
745
361
71
27

Rate Table 3 - 3rd Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,149
556
109
41

Rate Table 4 - 4th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,379
667
131
50

Rate Table 5 - 5th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,470
711
139
53

Rate Table 6 - 6th Year Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,531
741
145
55

Rate Table 7 - 7th Year & Beyond Annual Premium
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
1,565
757
148
56

1M/6M
1,443
696
133
51

* Non Medical Allied health Professionals (includes social workers, counselors, therapists, etc.). Does not include clerical employees
Effective 8/1/1999
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Area C

Occurrence Coverage
Professional Liability Program Rate Table C
RATE AREA C
Arizona, California, Colorado, Louisiana, Michigan, Minnesota, New Jersey, New Mexico, Oregon

Occurrence Rate Area C
Limits Each Incident/Aggregate
1. Per Psychologist
2. Per Non-Psychologist *
3. Per Additional Insured
4. Per Independent Contractor

2M/4M
2,438
773
141
61

1M/6M
2,278
721
140
58

1M/5M
2,223
704
137
56

1M/4M
2,158
683
133
54

1M/3M
2,083
660
121
52

1M/1M
1,852
587
114
47

500K/500K
1,427
451
99
37

Louisiana Only
100K/300K
1,080
343
75
27
Effective 8/1/1999

Available Discounts for both Claims Made and Occurrence Policies
Part-Time Discount:

35% discount for working 20 hours per week or less, as computed on an annual average

First Year Practitioner:

The discount in the 1st year of practice is 35%, 2nd year 25% and 3rd year 15%. (Limited to those working under
supervision toward licensure)

Switchover:

10% first-year discount if you transfer from another carrier's professional liability program and have had no losses
reported over the past 3 years. Please forward a copy of your current declarations page with your application.

Continuing Education:

15% premium discount for two consecutive years for attending one of the Trust Risk Management Workshops (schedule
available at www.apait.org/seminars).
-ORReceive a 10% premium discount for completing six or more hours of a Trust independent study program such as
Assessing and Managing Risk in Psychological Practice: An Individualized Approach.
-OR5% discount if you have received at least 4 hours of Continuing Education from an APA-approved CE sponsor.
For proper discount, you must submit a Certificate of Attendance, less than 15 months old, with your application. At least
50% of a group must submit Certificates for the entire group to receive a discount.** The maximum Risk Management
discount is 15% Total.

Staff Size Discount:

For group practices only **
Number of Staff
Discount
(Owners & Professional Employees)
3-5
4% discount
6-10
6% discount
11-15
8% discount
16-19
10% discount
20+
Referred to Company For Consideration

Note: Part-Time Discount and First Year Practitioner Discount may not be combined. Maximum credit for both is 35%.

* Non Medical Allied health Professionals (includes social workers, counselors, therapists, etc.). Does not include clerical employees
** For discount purposes, "group" is defined as all fully covered owners and employees.

Effective 8/1/1999
(0508) © TRMS, 2008

Area C

Record Keeping Guidelines
American Psychological Association

Introduction
These guidelines are designed to educate psychologists and
provide a framework for making decisions regarding professional record keeping. State and federal laws, as well as
the American Psychological Association’s (APA, 2002b)
“Ethical Principles of Psychologists and Code of Conduct”
(hereafter referred to as the Ethics Code), generally require
maintenance of appropriate records of psychological services. The nature and extent of the record will vary depending upon the purpose, setting, and context of the
psychological services. Psychologists should be familiar
with legal and ethical requirements for record keeping in
their specific professional contexts and jurisdictions. These
guidelines are not intended to describe these requirements
fully or to provide legal advice.
Records benefit both the client1 and the psychologist
through documentation of treatment plans, services provided, and client progress. Record keeping documents the
psychologist’s planning and implementation of an appropriate course of services, allowing the psychologist to
monitor his or her work. Records may be especially important when there are significant periods of time between
contacts or when the client seeks services from another
professional. Appropriate records can also help protect
both the client and the psychologist in the event of legal or
ethical proceedings. Adequate records are generally a requirement for third-party reimbursement for psychological
services.
The process of keeping records involves consideration
of legal requirements, ethical standards, and other external
constraints, as well as the demands of the particular professional context. In some situations, one set of considerations may suggest a different course of action than another, and it is up to the psychologist to balance them
appropriately. These guidelines are intended to assist psychologists in making such decisions.

Guidelines and Use of Language
Psychological practice entails applications in a wide range
of settings for a variety of potential clients. This document was written to provide broad guidance to providers
of services (e.g., assessment, diagnosis, prevention,
treatment, psychotherapy, consultation). Extension of
the guidelines to some areas of practice (e.g., industrial/
organizational, consulting psychology) may likely call
for modifications, although some of the same general principles may be useful.
The term guidelines refers to statements that suggest
or recommend specific professional behavior, endeavors, or
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conduct for psychologists. Guidelines differ from standards
in that standards are mandatory and may be accompanied
by an enforcement mechanism. Guidelines are aspirational
in intent. They are intended to facilitate the continued
systematic development of the profession and to help facilitate a high level of practice by psychologists. Guidelines
are not intended to be mandatory or exhaustive and may not
be applicable to every professional situation. They are not
definitive and they are not intended to take precedence over
the judgment of psychologists.
These guidelines are intended to provide psychologists with a general framework for considering appropriate
courses of action or practice in relation to record keeping.
Record keeping procedures are directed, to some extent, by
the Ethics Code and legal and regulatory requirements.
Within these guidelines, more directive language has
been used when a particular guideline is based specifically on mandatory provisions of the Ethics Code or law.
However, some areas are not addressed in those enforceable standards and regulations. In these areas, more
aspirational language has been used. This document
aims to elaborate and provide assistance to psychologists
as they attempt to establish their own record keeping policies and procedures.
This revision of the 1993 “Record Keeping Guidelines” was completed by
the Board of Professional Affairs (BPA) Committee on Professional
Practice and Standards (COPPS). Members of COPPS during the development of this document were Eric Y. Drogin (Chair, 2007), Mary A.
Connell (Chair, 2006), William E. Foote (Chair, 2005), Cynthia A.
Sturm (Chair, 2004), Kristin A. Hancock (Chair, 2003), Armand R.
Cerbone, Victor de la Cancela, Michele Galietta, Larry C. James (BPA
liaison, 2004 –2006), Leigh W. Jerome (BPA liaison, 2003), Sara J.
Knight, Stephen Lally, Gary D. Lovejoy, Bonnie J. Spring, Carolyn M.
West, and Philip H. Witt. COPPS is grateful for the support and
guidance of the BPA, particularly to BPA Chairs Kristin A. Hancock
(2006), Rosie Phillips Bingham (2005), and Jalie A. Tucker (2004).
COPPS also acknowledges the consultation of Lisa R. Grossman,
Stephen Behnke, Lindsay Childress-Beatty, Billie Hinnefeld, and Alan
Nessman. COPPS extends its appreciation to the APA staff members
who facilitated the work of COPPS: Lynn F. Bufka, Mary G. Hardiman, Laura Kay-Roth, Ernestine Penniman, Geoffrey M. Reed, and
Omar Rehman.
Correspondence concerning this article should be addressed to the
Practice Directorate, American Psychological Association, 750 First
Street, NE, Washington, DC 20002-4242.
1
The term client is used throughout this document to refer to the
child, adolescent, adult, older adult, family, group, organization, community, or other population receiving psychological services. Although it is
recognized that the client and the recipient of services may not necessarily
be the same entity (APA Ethics Code, Standard 3.07), for economy the
term client is used in place of service recipient.
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It should also be noted that APA policy generally
requires substantial review of the relevant empirical literature as a basis for establishing the need for guidelines and
for providing justification for the guidelines’ statements
themselves (APA, 2005). There is relatively little empirical
literature, however, that bears specifically on record keeping. Therefore, these guidelines are based primarily on
previous APA policy, professional consensus as determined by the APA Board of Professional Affairs (BPA)
Committee on Professional Practice and Standards
(COPPS), the review and comment process used in developing this document, and, where possible, existing ethical
and legal requirements.

Interaction With State and Federal
Laws
Specific state and federal laws and regulations govern
psychological record keeping. To the extent possible,
this document attempts to provide guidelines that are
generally consistent with these laws and regulations. In
the event of a conflict between these guidelines and any
state or federal law or regulation, the law or regulation in
question supersedes these guidelines. It is anticipated
that psychologists will use their education, skills, and
training to identify the relevant issues and attempt to
resolve conflicts in a way that conforms to both law and
ethical practice.
HIPAA
Psychologists who are subject to the Health Insurance
Portability and Accountability Act of 1996 (HIPAA)
should be aware of certain record keeping requirements and
considerations under HIPAA’s Security Rule and Privacy
Rule (see HIPAA Administrative Simplification, Regulation
Text, 45 CFR Parts 160, 162 and 164; U.S. Department of
Health and Human Services, Office for Civil Rights, 2006).
These guidelines indicate some key areas in which HIPAA
requirements or considerations impact record keeping.
However, detailed coverage of the requirements for
HIPAA compliance is beyond the scope of this document,
and the rules related to HIPAA and their interpretation may
change over the lifetime of these guidelines. Accordingly,
consultation with other sources of information regarding
the implications of HIPAA for psychologists is recommended.2

Expiration
These guidelines are scheduled to expire 10 years from
February 16, 2007 (the date of adoption by the APA
Council of Representatives). After this date, users are encouraged to contact the APA Practice Directorate to determine whether this document remains in effect.

Background
In 1988, APA’s Board of Professional Affairs (BPA) requested that its Committee on Professional Practice and
Standards (COPPS) examine the possible usefulness of
guidelines on record keeping for psychologists. Interviews
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with psychologists indicated that such guidance would
indeed be useful. COPPS also surveyed state laws and
regulations related to record keeping by psychologists and
found them to be vague and to vary substantially across
jurisdictions. Based on these findings, BPA directed
COPPS to undertake the development of “Record Keeping
Guidelines” (APA, Committee on Professional Practice
and Standards, 1993), which were subsequently adopted as
APA policy.
As part of a process of reviewing guidelines over time
to ensure their continued relevance and applicability, BPA
noted that the guidelines did not account for new questions
raised by rapidly changing technology, particularly electronic communications and electronic media. Further, it
was clear that HIPAA had important implications for
record keeping by psychologists. In particular, HIPAA’s
Privacy Rule and Security Rule have implications for the
development, maintenance, retention, and security of medical and mental health records. In light of these developments, BPA directed COPPS to revise the “Record Keeping Guidelines.”
COPPS began with an assessment of APA member
experience with the current guidelines. The 1993 “Record
Keeping Guidelines” were posted on the APA Web site for
member and public comment in the light of a possible
revision. A call for comments was published in the APA
Monitor and circulated to state, provincial, and territorial
psychological associations and to APA divisions. COPPS
also surveyed current professional literature on record
keeping. Relevant provisions of the Ethics Code (APA,
2002b), which had been extensively revised since the development of the 1993 “Record Keeping Guidelines,” were
examined in detail, as were the ethics codes and relevant
policies of several other mental health professions. COPPS
also considered the implications of current federal and state
laws and regulations, including HIPAA. COPPS reviewed the questions received from members by the
APA Practice Directorate Legal and Regulatory Affairs
Office and the APA Ethics Office about record keeping
practices. Most commonly, these questions concerned
the content of records, management and maintenance of
records, electronic records, retention of records, and
compliance with rapidly changing state and federal requirements for record keeping. Finally, other APA practice guidelines were examined to ensure internal consistency of APA policies.
After drafting a proposed revision, COPPS sought
feedback and incorporated suggestions from the APA Ethics and Legal offices. BPA reviewed and approved the draft
for release for a Call for Comments. In the Call for Comments, input was sought from all APA divisions and individual members. COPPS presented the draft at APA Con2
Resources regarding HIPAA, and HIPAA compliance for psychologists, are available at the U.S. Department of Health and Human Services, Office for Civil Rights Web site (www.hhs.gov/ocr/hipaa/) and in
documents prepared by the APA Practice Organization (2003, 2005),
solely or in collaboration with the APA Insurance Trust (APA Practice
Organization & APA Insurance Trust, 2002).
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ventions on July 30, 2004 and August 11, 2006, seeking
input from APA members. Comments and recommendations were incorporated by COPPS, and a revised draft was
submitted to BPA on November 9, 2006. BPA approved
the draft in principle and placed it on the agenda for Board
of Directors approval in principle during its December 8 –9,
2006 meeting. The Board of Directors approved the draft in
principle on December 9, 2006, and COPPS further revised
the draft, incorporating BPA’s recommended changes, during its December 8 –9, 2006 meeting and throughout the
end of 2006. The final draft was forwarded to Council for
its approval at its February 2007 meeting and was approved
on February 16, 2007.

Guidelines
Guideline 1—Responsibility for Records:
Psychologists generally have responsibility
for the maintenance and retention of their
records.
Rationale
Psychologists have a professional and ethical responsibility
to develop and maintain records (Ethics Code, Standard
6.01). The psychologist’s records document and reflect his
or her professional work. In some circumstances, the
records are the only way that the psychologist or others
may know what the psychologist did and the psychologist’s
rationale for those actions. As a consequence, the psychologist aspires to create records that are consistent
with high-quality professional work. If the psychologist
is later questioned about services or billing, the availability of accurate records facilitates explanation and
accountability.
Application
A psychologist makes efforts to see that legible and accurate entries are made in client records as soon as is practicable after a service is rendered. Psychologists are urged
to organize their records in a manner that facilitates their
use by the psychologist and other authorized persons. Psychologists ensure that supervisees, office staff, and billing
personnel who handle records are appropriately trained
regarding awareness of and compliance with ethical and
legal standards related to managing confidential client information (Ethics Code, Standards 2.05 and 6.02). Where
appropriate, a psychologist maintains control over clients’
records, in accordance with the policies of the institution in
which psychological services are provided and consistent
with Ethics Code, Standard 6.01. To the degree that there
are conflicts between the institutional policies and procedures and the Ethics Code, psychologists appropriately
address these issues as outlined in the Ethics Code (Standard 1.03), clarifying the nature of the conflict, making
known their commitment to the Ethics Code, and, to the
extent feasible, resolving the conflict in a way that permits
adherence to the Ethics Code.
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Guideline 2—Content of Records: A
psychologist strives to maintain accurate,
current, and pertinent records of
professional services as appropriate to the
circumstances and as may be required by
the psychologist’s jurisdiction. Records
include information such as the nature,
delivery, progress, and results of
psychological services, and related fees.
Rationale
The Ethics Code (Standard 6.01) sets forth reasons why
psychologists create and maintain records. Based on various provisions in the Ethics Code, in decision making
about content of records, a psychologist may determine
what is necessary in order to (a) provide good care; (b)
assist collaborating professionals in delivery of care; (c)
ensure continuity of professional services in case of the
psychologist’s injury, disability, or death or with a change
of provider; (d) provide for supervision or training if relevant; (e) provide documentation required for reimbursement or required administratively under contracts or laws;
(f) effectively document any decision making, especially in
high-risk situations; and (g) allow the psychologist to effectively answer a legal or regulatory complaint.
Application
In making decisions about the content of records, the
psychologist takes into account factors such as the nature of
the psychological services, the source of the information
recorded, the intended use of the records, and his or her
professional obligations. Some hospitals, clinics, prisons,
or research organizations mandate record format, specific
data to be gathered and recorded, and time frames within
which the records are to be created. A psychologist endeavors to include only information germane to the purposes for
the service provided (Ethics Code, Standard 4.04). Additionally, consistent with the Ethics Code (Principle A),
psychologists are sensitive to the potential impact of the
language used in the record (e.g., derogatory terms,
pathologizing language) on the client.
Considerations Regarding the Level of Detail
of the Record
A psychologist makes choices about the level of detail in
which the case is documented. Psychologists balance client
care with legal and ethical requirements and risks. Information written in vague or broad terms may not be sufficient if more documentation is needed (e.g., for continuity
of care, mounting an adequate defense against criminal,
malpractice, or state licensing board complaints). However,
some clients may express a desire for the psychologist to
keep a minimal record in order to provide maximum protection and privacy. Although there may be advantages to
keeping minimal records, for example, in light of risk
management concerns or concerns about unintended disclosure, there are, alternately, legitimate arguments for
keeping a highly detailed record. Those may include such
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factors as improved opportunities for the treatment provider to identify trends or patterns in the therapeutic interaction, enhanced capacity to reconstruct the details of
treatment for litigation purposes, and more effective opportunities to use supervision and consultation. The following
issues may provide a guide to assist the psychologist in
wrestling with these tensions:
The client’s wishes. For a variety of reasons,
clients may express a wish that limited records of treatment
be maintained. In some situations, the client may require
limited record keeping as a condition of treatment. The
psychologist then considers whether treatment can be provided under this condition.
Emergency or disaster relief settings.
When psychologists provide crisis intervention services to
people on an emergency relief basis, the records that are
created may be less substantial because of the situational
demands. The psychologist may be guided by the oversight
agency regarding necessary elements for the record. For
example, disaster relief agencies may require only cursory
identifying information, the date of service, a brief summary of the service provided, and the provider’s name.
There may be limited opportunity to keep as detailed
records as would be kept in a less urgent situation, particularly in the short-term or immediate crisis. In some situations, such as disaster relief following an airplane crash or
a hurricane, no further intervention beyond the on-site
contact may occur and, given the brevity and sheer number
of services provided, highly detailed records may be impossible to construct even after the crisis.
Alteration or destruction of records. Many
statutes, regulations, and rules of evidence prohibit the
alteration or removal of information once a record has been
made. In the context of litigation, addition or removal of
information from a record that has been subpoenaed or
requested by court order may create liability for the psychologist. Psychologists may wish to seek consultation
regarding relevant state and federal law before changing an
existing record. It is recommended that later additions
made to a record be documented as such.
Legal/regulatory. Some statutes and regulations mandate inclusion or prohibit exclusion of particular
information. For example, an institutional rule for record
keeping may prohibit reference to sealed juvenile records
or to HIV test results, or a statute may govern disclosure of
information about treatment for chemical dependency. The
psychologist takes into account the statutes and regulations
that govern practice and heeds mandates in making decisions about record detail.
Agency/setting. Psychologists providing psychological services within an institution consider institutional policies and procedures in making decisions about
the level of detail in the record (See Guideline 10).
Third-party contracts. The psychologist considers whether the decision to maintain less detailed
records deviates from contracts between the psychologist
and third-party payers. Many third-party payers’ contracts
require specific information to be included within the
record. Psychologists who sign but do not abide by con996

tracts with such payers will potentially experience a number of adverse consequences (e.g., required reimbursement
of previously received funds, legal actions).
The record of psychological services may include
information of three kinds.
Information in the client’s file:
●
●
●
●
●
●

●

●
●

●

identifying data (e.g., name, client ID number);
contact information (e.g., phone number, address,
next of kin);
fees and billing information;
where appropriate, guardianship or conservatorship
status;
documentation of informed consent or assent for
treatment (Ethics Code, Standard 3.10);
documentation of waivers of confidentiality and authorization or consent for release of information
(Ethics Code, Standard 4.05);
documentation of any mandated disclosure of confidential information (e.g., report of child abuse,
release secondary to a court order);
presenting complaint, diagnosis, or basis for request
for services;
plan for services, updated as appropriate (e.g., treatment plan, supervision plan, intervention schedule,
community interventions, consultation contracts);
health and developmental history.

For each substantive contact with a client:
●
●
●

●

date of service and duration of session;
types of services (e.g., consultation, assessment,
treatment, training);
nature of professional intervention or contact (e.g.,
treatment modalities, referral, letters, e-mail, phone
contacts);
formal or informal assessment of client status.

The record may also include other specific information,
depending upon the circumstances:
●
●
●
●
●
●
●
●

●
●
●

client responses or reactions to professional interventions;
current risk factors in relation to dangerousness to
self or others;
other treatment modalities employed, such as medication or biofeedback treatment;
emergency interventions (e.g., specially scheduled
sessions, hospitalizations);
plans for future interventions;
information describing the qualitative aspects of the
professional– client interaction;
prognosis;
assessment or summary data (e.g., psychological
testing, structured interviews, behavioral ratings,
client behavior logs);
consultations with or referrals to other professionals;
case-related telephone, mail, and e-mail contacts;
relevant cultural and sociopolitical factors.
December 2007 ● American Psychologist

Guideline 3—Confidentiality of Records: The
psychologist takes reasonable steps to
establish and maintain the confidentiality of
information arising from service delivery.
Rationale
Confidentiality of records is mandated by law, regulation,
and ethical standards (Ethics Code, Standards 4.01 and
6.02). The assurance of confidentiality is critical for the
provision of many psychological services. Maintenance of
confidentiality preserves the privacy of clients and promotes trust in the profession of psychology.

Guideline 4 —Disclosure of Record Keeping
Procedures: When appropriate,
psychologists inform clients of the nature
and extent of record keeping procedures
(including a statement on the limitations of
confidentiality of the records; Ethics Code,
Standard 4.02).
Rationale
Informed consent is part of the ethical and legal basis of
professional psychology procedures (Ethics Code, Standards 3.10, 8.02, 9.03, and 10.01), and disclosure of record
keeping procedures may be a part of this process.

Application

Application

The psychologist maintains records in such a way as to
preserve their confidentiality. The psychologist develops
procedures to protect the physical and electronic record
from inadvertent or unauthorized disclosure (see Guideline
5). Psychologists are familiar with the ethical standards
regarding confidentiality, as well as state and federal regulations and statutes (e.g., HIPAA, licensing laws, mandated reporting of abuse). Psychologists strive to be aware
of the legal and regulatory requirements governing the
release of information (e.g., some jurisdictions prohibit the
re-release of mental health records, records of sexually
transmitted diseases, or chemical dependency treatment
records). When the psychologist employs clerical or testing
personnel, he or she is required by the Ethics Code (Standard 2.05) to take reasonable steps to ensure that the
employee’s work is done competently. Therefore, the psychologist strives to educate employees about confidentiality requirements and to implement processes that support
the protection of records and the disclosure of confidential
information only with proper consent or under other required circumstances (e.g., mandated reporting, court order).
Psychologists may encounter situations in which it is
not immediately apparent who should have access to
records. For example, children in treatment following marital dissolution may be brought for services by one parent
who wishes the record to be kept confidential from the
other parent, or an adolescent who is near but has not quite
reached the age of majority may request that records be
kept confidential from the parent/guardian. A minor may
have the legal prerogative to consent to treatment (e.g., for
reproductive matters), but the parent may nevertheless
press for access to the record. The psychologist is guided
by the Ethics Code (providing that psychologists may disclose information to a legally authorized person on behalf
of the client/patient unless prohibited by law; Ethics Code,
Standard 4.05) as well as by state and federal regulations in
these matters. Following marital dissolution, a psychologist
may be unclear whether to release records to one of the
parents, particularly when the release is not wanted by the
other parent. In such a situation, the psychologist recognizes that the relevant court overseeing the marital dissolution may have already specified who has access to the
child’s treatment records.

Consistent with the APA’s Ethics Code, psychologists obtain and document informed consent appropriate to the
circumstances at the beginning of the professional relationship. In some circumstances, when it is anticipated that the
client might want or need to know how records will be
maintained, this process may include the disclosure of
record keeping procedures. This may be especially relevant
when record keeping procedures are likely to have an
impact upon confidentiality or when the client’s expressed
expectations regarding record keeping differ from the required procedures.
The manner in which records are maintained may
potentially affect the client in ways that may be unanticipated by the client. Psychologists are encouraged to inform
the client about these situations. For example, in some
medical settings, client records may become part of an
electronic file that is accessible by a broad range of institutional staff (see Guideline 10). In some educational settings, institutional, state, and federal regulations dictate
record keeping procedures that may expand the range of
individuals who have access to the records of a school
psychologist.
When a psychologist releases client records, with
proper authorization to release information, they may be
further distributed without the psychologist’s or the client’s
consent. The psychologist may wish to alert the client of
this potential at the outset of services or before consent for
release is given. For example, after release in a litigation
context, records may be placed in the public domain and be
accessible to any member of the public. Another example
of unwanted re-release may occur when records are sent, at
the client’s request, to another treating professional, whose
handling of those records is then beyond the control of the
psychologist who sent them.
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Guideline 5—Maintenance of Records: The
psychologist strives to organize and
maintain records to ensure their accuracy
and to facilitate their use by the psychologist
and others with legitimate access to them.
Rationale
The usefulness of psychological service records often depends on the records being systematically updated and
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logically organized. Organization of client records in a
manner that allows for thoroughness and accuracy of
records, as well as efficient retrieval, both benefits the
client and permits the psychologist to monitor ongoing care
and interventions. In the case of the death or disability of
the psychologist or of an unexpected transfer of the client’s
care to another professional, current, accurate, and organized
records allow for continuity of care (see Guideline 13).
Application
The psychologist is encouraged to update active records to
reflect professional services delivered to the client and
changes in the client’s status. The psychologist may use
various methods to organize records to assist in storage and
retrieval. Methods reflecting consistency and logic are
likely to be most useful. For example, a logical file labeling
system facilitates the search and recovery of records. The
psychologist may consider dividing client files into two or
more sections. Psychotherapy notes, as defined by HIPAA,
are necessarily kept apart from other parts of the record.
Additionally, client information that may be considered
useful to others and that is intended to be shared with them
may constitute a section. A psychologist may also consider,
for purposes of convenience and organization, an additional section to include material generated by the client or
by third parties, such as the client’s family members, or
from prior treatment providers. This might include, among
other things, behavioral ratings or logs, diaries, journals,
letters from the client’s children, pictures or videos, or
greeting cards. Psychological test data, because it may bear
more careful consideration before being released, may be
clustered and designated, within the file, to ensure that its
release is appropriately considered.
A specific area of concern is the re-release of data that
have been included in the client’s record. When the psychologist is releasing the client’s record, upon request and
with consent, the psychologist is faced with the question of
whether the client’s previous therapist’s records, for example, constitute a part of the record and should be released.
The psychologist considers HIPAA regulations regarding
psychotherapy notes,3 the breadth of the records requested,
and the client’s wishes, along with the situational demands.
For instance, when a psychologist is responding to a subpoena4 for “any and all records” upon which the psychologist relied in forming opinions, it is generally necessary to
re-release any third-party information included in the
record. The psychologist may nevertheless provide advance notification to the client and allow sufficient time for
objection to be raised before responding to such requests
for records.
Guideline 6 —Security: The psychologist
takes appropriate steps to protect records
from unauthorized access, damage, and
destruction.
Rationale
Psychologists proceed with respect for the rights of individuals to privacy and confidentiality (Ethics Code, Prin998

ciple E). Appropriate security procedures protect against
the loss of or unauthorized access to the record, which
could have serious consequences for both the client and
psychologist.5 Access to the records is limited in order to
safeguard against physical and electronic breaches of the
confidentiality of the information. Advances in technology,
especially in electronic record keeping, may create new
challenges for psychologists in their efforts to maintain the
security of their records (see Guideline 9).
Application
The psychologist strives to protect the security of the paper
and electronic records he or she keeps and is encouraged to
develop a plan to ensure that these materials are secure.6 In
the security plan, two elements to be considered are the
medium on which the records are stored and access to the
records.
Maintenance. Psychologists are encouraged to
keep paper records in a secure manner in safe locations
where they may be protected from damage and destruction
(e.g., fire, water, mold, insects). Condensed records may be
copied and kept in separate locations so as to preserve a
copy from natural or other disasters. Similarly, electronic
records stored on magnetic and other electronic media may
require protection from damage (e.g., electric fields or
mechanical insult; power surges or outage; and attack from
viruses, worms, or other destructive programs). Psychologists may plan for archiving of electronic data including file
and system backups and off-site storage of data (See
Guideline 9).
Access. Control of access to paper records may be
accomplished by storing files in locked cabinets or other
containers housed in locked offices or storage rooms. Psychologists protect electronic records from unauthorized
access through security procedures (e.g., passwords, firewalls, data encryption and authentication). Consistent with
legal and regulatory requirements and ethical standards
(e.g., Ethics Code, Standard 6.02; HIPAA Privacy Rule and
Security Rule), psychologists employ procedures to limit
access of records to appropriately trained professionals and
others with legitimate need to see the records.
3
See the HIPAA Privacy Rule (Standards for Privacy of Individually
Identifiable Health Information, 2002).
4
See “Strategies for Private Practitioners Coping With Subpoenas or
Compelled Testimony for Client Records or Test Data” (APA, Committee
on Legal Issues, 2006, or http://content.apa.org/journals/pro/37/2/
215.pdf).
5
For psychologists who are subject to HIPAA and keep electronic
records, the HIPAA Security Rule requires a detailed analysis of the risk
of loss of, or unauthorized access to, electronic records and detailed
policies and procedures to address those risks (for more details regarding
the Security Rule, see Health Insurance Reform: Security Standards,
2003) .
6
If the psychologist is subject to HIPAA and maintains electronic
records, the HIPAA Security Rule will generally require the development
of security policies and procedures for those records (for more details
regarding the Security Rule, see Health Insurance Reform: Security Standards, 2003).
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Guideline 7—Retention of Records: The
psychologist strives to be aware of
applicable laws and regulations and to
retain records for the period required by
legal, regulatory, institutional, and ethical
requirements.
Rationale
A variety of circumstances (e.g., requests from clients or
treatment providers, legal proceedings) may require release
of client records after the psychologist’s termination of
contact with the client. Additionally, it is beneficial for the
psychologist to retain information concerning the specific
nature, quality, and rationale for services provided. The
retention of records may serve not only the interests of the
client and the psychologist but also society’s interests in a
fair and effective legal dispute resolution and administration of justice, when those records are sought to illuminate
some legal issue such as the nature of the treatment provided or the psychological condition of the client at the
time of services.
Application
In the absence of a superseding requirement, psychologists
may consider retaining full records until 7 years after the
last date of service delivery for adults or until 3 years after
a minor reaches the age of majority, whichever is later. In
some circumstances, the psychologist may wish to keep
records for a longer period, weighing the risks associated
with obsolete or outdated information, or privacy loss,
versus the potential benefits associated with preserving the
records (See Guideline 8).
There are inherent tensions associated with decisions
to retain or dispose of records. Associated with these decisions are both costs and benefits for the recipient of
psychological services and for the psychologist. A variety
of circumstances can trigger requests for records even
beyond 7 years after the psychologist’s last contact with the
client. For example, an earlier record of symptoms of a
mental disorder might be useful in later diagnosis and
treatment. In contrast, the client may be served by the
disposal of the record as soon as allowed. For example,
the client may have engaged in behavior as a minor that,
if later disclosed, might prove demeaning or embarrassing. Also, retaining records over long intervals can be
logistically challenging and expensive for the psychologist. The psychologist is encouraged to carefully weigh
these matters in making decisions to retain or dispose of
records.7
Guideline 8 —Preserving the Context of
Records: The psychologist strives to be
attentive to the situational context in which
records are created and how that context
may influence the content of those records.
Rationale
Records may have a significant impact on the lives of
clients (and prior clients). At times, information in a cliDecember 2007 ● American Psychologist

ent’s record is specific to a given temporal or situational
context (e.g., the time frame and situation in which the
services were delivered and the record was created). When
that context changes over time, the relevance and meaning
of the information may also change. Preserving the context
of the record protects the client from the misuse or misinterpretation of those data in a way that could prejudice or
harm the client.
Application
When documenting treatment or evaluation, the psychologist is attentive to situational factors that may affect the
client’s psychological status. The psychologist is often
asked to assess or treat individuals who are in crisis or
under great external stress. Those stresses may affect the
client’s functioning in that setting, so that the client’s
behavior in that situation may not represent the client’s
enduring psychological characteristics. For example, a
child subjected to severe physical abuse may produce low
scores in a cognitive assessment that may not accurately
predict the child’s future functioning. Or a psychologist
writing a case summary regarding a client who had only
been violent in the midst of a psychotic episode is careful
to record the context in which the behavior occurred. The
psychologist strives to create and maintain records in such
a way as to preserve relevant information about the context
in which the records were created.
Guideline 9 —Electronic Records: Electronic
records, like paper records, should be
created and maintained in a way that is
designed to protect their security, integrity,
confidentiality, and appropriate access, as
well as their compliance with applicable
legal and ethical requirements.
Rationale
The use of electronic methods and media compels psychologists to become aware of the unique aspects of electronic
record keeping in their particular practice settings. These
aspects include limitations to the confidentiality of these
records, methods to keep these records secure, measures
necessary to maintain the integrity of the records, and the
unique challenges of disposing of these records. In many
cases, psychologists who maintain electronic records will
be subject to the HIPAA Security Rule, which requires a
detailed analysis of the risks associated with electronic
records. Conducting that risk analysis may be advisable
even for psychologists who are not technically subject to
HIPAA. The HIPAA Privacy Rules and Security Standards
provide assistance to the practitioner in scrutinizing office
practices such as assuring that personal health information
is handled in a way designed to protect the privacy of
7
The HIPAA Security Rule, if applicable, sets forth specific requirements and considerations for the disposal of electronic patient information
and computers and devices that contain such information (for more details
regarding the Security Rule, see Health Insurance Reform: Security Standards, 2003).
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clients; defining proper deidentification of case information
for research or other purposes when deidentification is in
order; and clearly defining the elements required in an
authorization to release information. The discussion in this
section addresses considerations beyond the requirements
of the Security Rule.
Whether or not the Security Rule applies, rapid
changes in the technology of service delivery, billing,
and media storage have prompted psychologists to consider how to apply existing standards of psychological
record keeping using these methods and media. Psychologists struggle with questions such as whether to communicate with clients through e-mail and how to allow
for the secure transmission, storage, and destruction of
electronic records. The ease of creating, transmitting,
and sharing electronic records may expose psychologists
to risks of unintended disclosure of confidential information.
Application
Psychologists may develop security procedures that fit the
specific circumstances in which they work. Psychologists
using online test administration and scoring systems may
consider using a case identification number rather than the
client’s Social Security number as the record identifier.
Psychologists using computers or other digital or electronic
storage devices to maintain client treatment records may
consider using passwords or encryption to protect confidential material.8 The psychologist strives to become aware
of special issues associated with using electronic methods
and media and seeks training and consultation when necessary.9
Guideline 10 —Record Keeping in
Organizational Settings: Psychologists
working in organizational settings (e.g.,
hospitals, schools, community agencies,
prisons) strive to follow the record keeping
policies and procedures of the organization
as well as the APA Ethics Code.
Rationale
Organizational settings may present unique challenges in
record keeping. Organizational record keeping requirements may differ substantially from procedures in other
settings. Psychologists working in organizational settings
may encounter conflicts between the practices of their
organization and established professional guidelines, ethical standards, or legal and regulatory requirements. Additionally, record ownership and responsibility is not always
clearly defined. Often, multiple service providers access
and contribute to the record. This potentially affects the
degree to which the psychologist may exercise control of
the record and its confidentiality.
Application
Three record keeping issues arise when psychologists provide services in organizational settings: conflicts between
1000

organizational and other requirements, ownership of the
records, and access to the records.
The psychologist may consult with colleagues in the
organization to support record keeping that serves the
needs of different disciplines and while meeting acceptable
record keeping requirements and guidelines. In addition,
the psychologist may review local, state, and federal laws
and regulations that pertain to that organization and its
record keeping practices. In the event that there are conflicts between an organization’s policies and procedures
and the Ethics Code, psychologists clarify the nature of the
conflict, make their ethical commitments known, and to the
extent feasible, resolve the conflict consistent with those
commitments (Ethics Code, Standard 1.03).
Record keeping practices may depend upon the nature
of the psychologist’s legal relationship with the organization. In some settings, the physical record of psychological
services is owned by the organization and does not travel
with the psychologist upon departure. However, in consultative relationships, record ownership and responsibility
may be maintained by the psychologist. It is therefore
helpful for psychologists to clarify these issues at the
beginning of the relationship in order to minimize the
likelihood of misunderstandings.
Often, rules for record creation and maintenance
reflect requirements of all relevant disciplines, not only
those related to psychological services. Treatment team
involvement in service delivery may occasion wider
access to records than usually exists in independent
practice settings. Because others (e.g., physicians,
nurses, paraprofessionals, and other service providers)
may have access to and make entries into the client’s
record, the psychologist has less direct control over the
record. Psychologists are encouraged to participate in
development and refinement of organizational policies
involving record keeping.
It is important to note that multidisciplinary records
may not enjoy the same level of confidentiality generally
afforded psychological records. The psychologist working
in these settings is encouraged to be sensitive to this wider
access to the information and to record only information
congruent with organizational requirements and necessary
to accurately portray the services provided. In this situation, if permitted by institutional rules and legal and regulatory requirements, the psychologist may keep more sensitive information, such as therapy notes, in a separate and
confidential file.10
8
The reader may wish to consult the HIPAA Security Rule for
further guidance on this issue.
9
See the HIPAA Security Rule.
10
In order for therapy notes to have heightened protection as “psychotherapy notes” as defined by the HIPAA Privacy Rule, the notes must
be kept separate from the rest of the record. If they are psychotherapy
notes, only the psychologist who took the notes can access them, absent
a HIPAA complaint authorization from the client (for more details regarding the Privacy Rule, see Standards for Privacy of Individually
Identifiable Health Information, 2002).
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Guideline 11—Multiple Client Records:
The psychologist carefully considers
documentation procedures when conducting
couple, family, or group therapy in order to
respect the privacy and confidentiality of all
parties.
Rationale
In providing services to multiple clients, issues of record
keeping may become very complex. Because records
may include information about more than one individual
client, legitimate disclosure of information regarding
one client may compromise the confidentiality of other
clients.
Application
The psychologist strives to keep records in ways that facilitate authorized disclosures while protecting the privacy
of clients. In services involving multiple individuals, it may
be important to specify the identified client(s) (Ethics
Code, Standards 10.02 and 10.03).
There are a number of further concerns regarding
record keeping with multiple clients. First, the information
provided to clients as part of the informed consent process
at the onset of the professional relationship (Ethics Code,
Standard 10.02) may include information about how the
record is kept (e.g., jointly or separately) and who can
authorize its release. In considering the creation of records
for couple, family, or group therapy, the psychologist may
first seek to clarify the identified client(s). In some situations, such as group therapy, it may make sense to create
and maintain a complete and separate record for all identified clients. On the other hand, if a couple or family is the
identified client, then one might keep a single record. This
will vary depending upon practical concerns, ethical guidelines, and third-party reporting requirements. Upon later
requests for release of records, it will be necessary to
release only the portions relevant to the party covered by
the release. Given this possibility, the psychologist may
choose to keep separate records on each participant from
the outset. The psychologist endeavors to become familiar
with legal and regulatory requirements regarding the release of a record containing information about multiple
clients.
Guideline 12—Financial Records: The
psychologist strives to ensure accuracy of
financial records.
Rationale
Accurate and complete financial record keeping helps to
ensure accuracy in billing (Ethics Code, Standards 6.04
and 6.06). A fee agreement or policy, although not
explicitly required for many kinds of psychological services such as preemployment screening under agency
contract or emergency counseling services at a disaster
December 2007 ● American Psychologist

site, provides a useful starting point in most service
delivery contexts for documenting reimbursement of
services. Accurate financial records not only assist payers in assessing the nature of the payment obligation but
also provide a basis for understanding exactly which
services have been billed and paid. Up-to-date record keeping can alert the psychologist and the client to accumulating balances that, left unaddressed, may adversely affect
the professional relationship.
Application
Financial records may include, as appropriate, the type and
duration of the service rendered, the name of the client, fees
paid for the service, and agreements concerning fees, along
with date, amount, and source of payment received. Special
consideration may be given to fee agreements and policies,
barter agreements, issues relating to adjusting balances,
issues concerning copayments, and concerns about collection.
Fee agreement or fee policy. The financial
record for services may begin with a fee agreement or fee
policy statement that identifies the amount to be charged
for service and the terms of any agreement for payment.
The record may potentially include who is responsible for
payment, how missed appointments will be handled, acknowledgement of any third-party payer preauthorization
requirements, any agreement regarding copayment and adjustments to be made, payment schedule, interest to accrue
on unpaid balance, suspension of confidentiality when collection procedures are employed, and the methods by
which financial disputes may be resolved (Ethics Code,
Standard 6.04).
Barter agreements and transactions. Accurately recording bartering agreements and transactions
helps ensure that the record clearly reflects how the
psychologist was compensated. Designation of the
source, nature, and date of each financial or barter transaction facilitates clarification when needed regarding the
exchange of goods for service. Because of the potential
for the psychologist to have greater power in the negotiation of bartering agreements, careful documentation
protects both the psychologist and the client. Such documentation may reflect the psychologist’s basis for concluding, at the onset, that the arrangement is neither
exploitative nor clinically contraindicated (Ethics Code,
Standard 6.05).
Adjustments to balance. It is helpful to designate the rationale for, description of, and date of any
adjustments to the balance that are made as a result of
agreement with a third-party payer or the client. This may
reduce potential misunderstanding or perceived obligations
that might affect the relationship.
Collection. Psychologists may consider including
in the record information about collection efforts, including
documentation of notification of the intention to use a
collection service.
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Guideline 13—Disposition of Records: The
psychologist plans for transfer of records
to ensure continuity of treatment and
appropriate access to records when the
psychologist is no longer in direct control,
and in planning for record disposal, the
psychologist endeavors to employ methods
that preserve confidentiality and prevent
recovery.11
Rationale
Client records are accorded special treatment in times of
transition (e.g., separation from work, relocation, death). A
record transfer plan is required by both the Ethics Code
(Standard 6.02), and by laws and regulations governing
health care practice in many jurisdictions. Such a plan
provides for continuity of treatment and preservation of
confidentiality. Additionally, the Ethics Code (Standards
6.01 and 6.02) requires psychologists to dispose of records
in a way that preserves their confidentiality.
Application
The psychologist has two responsibilities in relation to the
transfer and disposal of records. In anticipation of unexpected events, such as disability, death, or involuntary
withdrawal from practice, the psychologist may wish to
develop a disposition plan in which provisions are made for
the control and management of the records by a trained
individual or agency. In other circumstances, when the
psychologist plans in advance to leave employment, close
a practice, or retire, similar arrangements may be made or
the psychologist may wish to retain custody and control of
client records.
In some circumstances, the psychologist may consider
a method for notifying clients about changes in the custody
of their records. This may be especially important for those
clients whose cases are open or who have recently terminated services. The psychologist may consider including in
the disposition plan, in accordance with legal and regulatory requirements, a provision for providing public notice
about changes in the custody of the records, such as placing
a notice in the local newspaper.
Considerations of record confidentiality are critical
when planning for disposal of records. For example, in
transporting records to be shredded, the psychologist may
take care that confidentiality of the records is maintained.
Some examples of this effort might be accompanying the
records through the disposal process or establishing a confidentiality agreement with those responsible for records
disposal. When considering methods of record destruction,
the psychologist seeks methods, such as shredding, that
prevent recovery. Disposal of electronic records poses
unique challenges because the psychologist may not have
the technical expertise to fully delete or erase records, for
example, before disposing of a computer hard drive, external back-up storage device, or other repository for electronic records. Even though efforts to delete or erase
records may be undertaken, the records may nevertheless
remain accessible by those with specialized expertise. The
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psychologist may seek consultation from technical consultants regarding adequate methods for destruction of electronic records, such as physically destroying the entire
medium or wiping clean (demagnetizing) the storage device.12

Conclusion
These “Record Keeping Guidelines” provide a framework
for keeping, maintaining, and providing for the disposition
of records and what is contained in them. They discuss
special situations: electronic records, organizational settings, and multiple clients. They are intended to benefit
both the psychologist and the client by facilitating continuity and evaluation of services, preserving the client’s
privacy, and protecting the psychologist and client in legal
and ethical proceedings.
These guidelines do not establish rules for practice,
but rather provide an overall conceptual model and strategies for resolving divergent considerations. The demands
of professional settings are varied and complex. It would
not be feasible to establish detailed guidelines for record
creation, maintenance, and disposition that would be relevant for each setting. The current document may provide
useful guidance for various professional applications.
Where standards and legal and regulatory codes exist, they
take precedence over these guidelines.

Record Keeping Guidelines
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See the HIPAA Security Rule.
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The Trust Advocate 800 Risk Management Service
What is The Trust Advocate 800 Program?
The Trust Advocate 800 Program is intended to help those individuals insured through
The Trust Sponsored Professional Liability Insurance Program to avoid or reduce the risk
of malpractice actions and disciplinary complaints. The principal service of The Trust
Advocate 800 Program is the availability of professional ethical and risk management
consultation from a licensed psychologist with extensive legal, ethical, and risk
management expertise.
The Trust Advocate 800 Program also includes a preventative educational component
which provides continuing education workshops and webinars, articles, and other risk
management products and services designed to heighten recognition of high-risk
situations and general risk management strategies.
Who should use The Trust Advocate 800 Program?
The Trust Advocate 800 Program is designed to assist psychologists insured through The
Trust Sponsored Professional Liability Insurance Program who are confronting a problem
which currently has, or may have, legal or ethical ramifications for their day-to-day
practice. The question may be generic or specific. In addition, psychologists who believe
that they are at high risk of a suit or who have been notified of circumstances that might
result in a suit but who have not, as of that time, been assigned an attorney by the
insurance carrier should contact The Trust Advocate 800 Program for consultation on
procedures to reduce the possibility of a suit or to control potential damages.
How do I use the service?
Call The Trust Advocate 800 Number (1-800-477-1200) at the first sign of a potential
problem to schedule an appointment. If you wait until the problem has developed, it is
much more difficult to limit the potential damage. Remember, in risk management, there
is no such thing as a "stupid" or unnecessary call. Your call will be answered by a
member of The Trust staff who will record some basic information and will schedule an
appointment for the Risk Management Consultant to call you back. When the Consultant
calls, be prepared to discuss the issues in some detail. Have your case files and other
related documents readily available. In complex situations, the consultation may include
a recommendation that you consult with an attorney or a clinical consultant.

What types of issues are covered and what are excluded?
The Trust Advocate 800 Program is limited to issues that are subject to coverage under
The Trust Sponsored Professional Liability Insurance Program. This includes, but is not
limited to, questions about:
•
•
•
•
•
•
•
•
•

minor children, parents, divorce, custody issues or problematic patients;
confidentiality and its exceptions; including duty to protect, suicidal client,
mandated reporting of child abuse, bill collection;
forensic issues and court involvement, including expert testimony;
employment related evaluations;
conflicts between managed care demands and responsibilities to patients,
including certain contractual provisions of managed care contracts;
responding to complaints before licensing boards and ethics committees;
potential conflicts of interest, multiple relationships, allegations of sexual
misconduct;
supervisory responsibilities; and
informed consent, record keeping, and access to professional records.

The service is not designed to provide advice on business questions, such as advantages
and disadvantages of different organizational structures, antitrust issues, analysis of
business contracts, office leases, and employee-employer relations. The service is also
not designed for consultation on personal legal questions which are unrelated to
professional liability, such as the purchase of a house, tax matters, and interpretations of a
legal document such as a will. These types of questions should be addressed by a
personal attorney. Questions on types of insurance, pricing, and coverage issues related to
your Professional Liability Insurance policy should be addressed to The Trust (1-800477-1200).
Other important information about the service:
•
•

•

The Advocate 800 consultations constitute confidential professional ethical and
risk management advice.
While the consultations represent ethical and risk management advice, they do not
constitute legal representation or a contract to provide legal representation. In
some cases, follow-up calls may be recommended, but the Consultant will be the
sole judge of whether such calls are appropriate.
The Trust staff will request basic information from each caller as part of the initial
intake process. Only aggregate case information about the problem raised will be
supplied by the Consultant to The Trust.

The Trust Advocate 800 Consultants are:
Eric A. Harris, Ed.D., J.D., Joe Scroppo Ph.D., J.D., Daniel O. Taube, J.D., Ph.D., and
Elizabeth Winkelman, J.D., Ph.D.
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Trust Sponsored Professional
Liability Program
Policy Discounts
•

Premium discount of 15% for two years for attending The
Trust Sponsored Continuing Education Risk Management
Workshop.

•

Premium discount of 10% for completing and passing the home
study exam based on the Trust publication Assessing and
Managing Risk in Psychological Practice: An Individualized
Approach or any two APAIT CD-ROM series modules.

•

Premium discount of 5% for obtaining 4 hours of CE credit from
an APA-approved sponsor.

•

Premium discount for early career psychologists not yet licensed
of 35% for first year, 25% for the second year and 15% for the
third year.

•

Premium discount of 35% for 20 hours per week or less of work
(annual per week average).

•

Premium discounts of 4-10% for group practices of 3 or more
practitioners.

•

Premium discount of 10% for psychologists who change their
professional liability coverage from another insurer to The Trust
Sponsored Program.

•

Additional legal defense protection of $25,000 or $50,000 for a
licensing board complaint may be purchased for only $35 or $45
respectively.

NOTE: Either the 5%, 10% or 15% CE premium discount may be used.
CE discounts cannot be combined. (rev. 02/2010)

