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Our working hypotheses: 

 

1. Structure comes in four forms: limits and associated consequences, boundaries, roles, and routines. 

2. Structure (in moderation) reduces anxiety (even if it invites limit testing) 

3. Anxiety fuels conflict 

4. Co-parental conflict works against the best interests of the child 

5. Therefore, structure (in moderation) reduces conflict and works in the best interests of the child 
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Take a moment to think about the work that you do.  

What are the (1) limits and associated consequences, (2) boundaries, (2) roles, and (4) routines or rituals built into 

your work? How could you enhance one or more of these four types of structure to diminish your anxiety and the 

anxiety of the people with whom you work in order to improve the quality of your work, your life, and the lives of 

those whom you serve?  
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The Importance of Maintaining
Structure and Routine During
Stressful Times

Key Takeaways

• Even if you don't typically thrive on a strict schedule, having a routine can be helpful in
times of unpredictability, uncertainty, and stress.

• Implementing a structure to your day can give you a sense of control. It can also improve
your focus, organization, and productivity.

• Having a routine is about more than just your day-to-day responsibilities and your
work—don't forget to make time for self-care.

Some people love to have a solid daily routine, while others shudder at the thought of having a
predictable schedule. During times of great stress, however, maintaining structure and routine
can help you feel more organized and in control.

Having a routine can be helpful at any time, particularly if you are trying to establish healthy
habits, but these routines can be particularly important when aspects of your life feel
uncertain. 

The disruptions caused by the COVID-19 pandemic have dramatically altered many people’s
normal routines, which makes it that much harder to cope with the stress that people are
feeling. 

By

Medically reviewed by on April 26, 2020

Kendra Cherry

Amy Morin, LCSW

Firefox https://www.verywellmind.com/the-importance-of-keeping-a-routine-dur...

1 of 6 9/29/21, 2:50 PM

https://www.verywellmind.com/
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/news-news-latest-research-and-trending-topics-4846421
https://www.verywellmind.com/kendra-cherry-2794702
https://www.verywellmind.com/kendra-cherry-2794702
https://www.verywellmind.com/amy-morin-4842552
https://www.verywellmind.com/amy-morin-4842552
https://www.verywellmind.com/
https://www.verywellmind.com/
https://www.verywellmind.com/
https://www.verywellmind.com/
https://www.verywellmind.com/
https://www.verywellmind.com/
https://www.verywellmind.com/


A Sudden Lack of Structure
Many people are either working from home or faced with the prospect of an unknown period of
unemployment. Those working at home may quickly discover that the constant isolation and
lack of a normal schedule can be mentally taxing. 

A lack of structure and routine can actually exacerbate feelings of distress and make you pay
more attention to the source of your problems. As Rachel Goldman, PhD, a psychologist and
clinical assistant professor at the NYU School of Medicine, explains: “If people don't have
structure and are sitting around with less to focus on, then they also probably will find
themselves thinking about the stressful situation more, which can also lead to additional stress
and anxiety."

One way to get out of this cycle that promotes ruminating over the source of your stress is to
maintain some structure and routine throughout your day.

The Benefits of Having a Routine
Research has consistently shown that routines can play an important role in mental health. One
study, for example, found that routines could help people better manage stress and anxiety. 

Having a regular routine can help you:

• Lower stress levels

• Form good daily habits

• Take better care of your health

• Feel more productive

• Feel more focused

Getting necessary tasks out of the way can also help you find more time for healthy behaviors

“
When people don't have a routine or structure to their day it can cause increased stress and
anxiety, as well as overwhelming feelings, lack of concentration, and focus.”

— RACHEL GOLDMAN, PHD
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like exercise and leave you more time to enjoy fun activities and hobbies. 

Focus on Things You Can Control
Managing your own behaviors can help you feel more in control of the situation. Goldman
recommends focusing on the things that are within your power to control.

The key is to create a routine that adds structure and a sense of predictability to your day. Of
course, your schedule may change somewhat depending on the day of the week, but sticking
to a basic structure for when you will wake, eat, work, do activities, and sleep can help you feel
less stressed out and more organized. 

Structuring your day also ensures that you accomplish those basic tasks that must be done,
which will leave you with the time to schedule in other things that you want or need to
accomplish.

You’ll feel more organized and productive with a regular routine, which will help you feel more
proactive and in control in the face of a stressful situation.

Follow a Routine That Supports Your Health
There are some things that you can make a part of your daily routine to help manage stress
levels. These include:

• Staying active and getting regular daily exercise

• Making sure that you are well-rested

• Eating healthy meals on a regular schedule

“
A good place to start with creating a new routine is to set wake-up and bedtimes, as well as
meal and activity times.”

— RACHEL GOLDMAN, PHD
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• Setting realistic goals

• Trying to stay positive

• Preparing for challenges but not ruminating on things you can't control

• Staying in touch with friends and family members

• Setting aside time for activities that you enjoy

Of course, the situation you personally are coping with can also affect how easy or hard it is to
stick to a daily routine. Stay-at-home orders due to COVID-19 have left many people with
blank schedules, which can be a daunting prospect. It’s important to find things to fill your time
so you don’t end up engaging in unhelpful or unhealthy behaviors. 

Make Your List
One helpful activity is to make a list of the things that you normally do during the day. Include
everything from work to meal preparation to household chores. Once you have an idea of the
basic tasks you need to accomplish, you can start creating a general outline for what you
might need to accomplish each day to stay on track.

Stress can make it hard to concentrate, so outlining these daily activities can help you better
focus on what’s important.

While its important to get the essentials done, be sure to find things that you can look forward
to, whether it’s watching a favorite television show or calling up a friend. Making these little
rewards a part of your routine can help you stay upbeat and focused when you are working on
a task that you might not enjoy as much.

Find What Works for You
Is it better to have a structured daily schedule or just a general to-do list for the day? Some
people might thrive with a highly structured daily schedule that outlines activities in specific
blocks of time, while others might do well with a loose list of things they need to get done in
the day. 

How do you decide which approach is right for you? Consider your motivations as well as what
you need to get done. “If it is something that is of high importance and needs to get done on a
specific day, then scheduling it into your routine and carving out that time may be necessary to

Firefox https://www.verywellmind.com/the-importance-of-keeping-a-routine-dur...

4 of 6 9/29/21, 2:50 PM

https://www.verywellmind.com/repetitive-thoughts-emotional-processing-or-rumination-3144936
https://www.verywellmind.com/repetitive-thoughts-emotional-processing-or-rumination-3144936
https://www.verywellmind.com/how-to-use-time-blocking-to-manage-your-day-4797509
https://www.verywellmind.com/how-to-use-time-blocking-to-manage-your-day-4797509


make sure it gets accomplished,” Goldman recommends.

In other words, deliberately schedule a specific time to take care of those high priority tasks.
Knowing that you have that time set aside for those tasks will leave you free to focus on using
the rest of your time effectively. Goldman also suggests that it may be helpful to schedule
things that you may not be motivated to do.

Knowing that you need to do those tasks at a certain time on a certain day will help keep you
on track and hopefully overcome the urge to just keep putting them off.

Remember It Takes Time and Practice
Just like trying to create a new habit, starting and sticking to a new routine takes some time
and effort. You know yourself best, so if something doesn't seem to be working, try tweaking
your schedule to make it work for your needs.

Goldman recommends paying attention to how you feel throughout the day in order to
determine what times of day you are the most productive. "If you feel like each day you feel
unmotivated and lethargic at a certain time, then that is a sign that you may need a mental
break at that time," she says.

When you find yourself in those moments, think about what you might need to feel better and
get motivated. That might mean that you need to take a break, go for a walk, have a snack, or
spend some time working on a hobby.

Structure your day to make the most of the natural ebb and flow of your energy levels. You'll
get more done and ensure that you're getting what you need in terms of rest and relaxation.

“Plans don’t always go as planned, though, so remember to be kind to yourself,” says

“
When we don’t feel motivated to do things, it is very easy to procrastinate doing them and they
will continue to get pushed for the next day and the next day.”

— RACHEL GOLDMAN, PHD
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Goldman. “This is not the time to put extra pressure and expectations on yourself. It's not easy
to create new routines, or add structure to a day, when our lives feel completely disrupted and
turned upside down, so it may take some time to get used to this "new" routine and be able to
feel accomplished.”

Helpful Links

Protecting Your Mental Health During Quarantine

How to Date Remotely During the Coronavirus Pandemic

The information in this article is current as of the date listed, which means newer information
may be available when you read this. For the most recent updates on COVID-19, visit our
coronavirus news page.

What This Means For You

While having a routine is important, give yourself some flexibility and don’t beat yourself up if
you have trouble sticking to your own schedule. Everyone copes with stress differently. Having
a routine can help you maintain a sense of normalcy and focus through tough times, but don’t
stress yourself out more if you sometimes deviate from your plans.
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Psychological endeavors with children and ado-
lescents, notably those with emotional disorders, 
psychosocial distresses, neurobiological disorders, 
neurodevelopmental conditions, substance abuse 
problems, and adverse childhood events, are clini-
cally and ethically challenging. Clinical activities 
compel psychologists to understand the nuances 
and complexities of developmental issues, the eco-
logical and contextual environments in which youth 
live and function, and the multiple family, peer, and 
social expectations that youth face on a continuous 
basis, and their own values and biases. Moreover, 
clinicians must be knowledgeable of all pertinent 
state and federal laws, standard of care practices, 
and ethical principles.

A disconcerting number of young people con-
tend with mental health impairments. Current 
12-month prevalence data for the United States 
indicates that youths ages 4 to 17 are struggling 
with severe mental health disorders at a rate of 5.3 
and with less critical diagnoses at a rate of 13.7 
(National Institute of Mental Health, 2016). In 
recognition that youths require psychological and 
medical care, every state in the United States has 
statutes that demarcate the limits and scope of legal 
rights afforded children and adolescents with regard 
to informed consent, autonomy, and confidential-
ity. Likewise, each state has laws designed to protect 
children such as those regulating education and the 
reporting of child abuse. Although many psycholo-
gists (e.g., Belitz, 2004, 2008; Kalichman, 1999; 
Koocher, 2008; Koocher & Keith-Spiegel, 2000) 
have written about the unique ethical and practical 

challenges of working with children and adoles-
cents, psychology has no professional guidelines 
specifically targeting the delivery of care to youth 
or their families. Medical colleagues have tackled 
this issue more directly and have generated a Child 
and Adolescent Code of Ethics (American Academy 
of Child and Adolescent Psychiatry, 2014), Position 
Paper on the Confidential Delivery of Care to Adoles-
cents (Ford, English, & Sigman, 2004), Guidelines 
for Adolescent Health Research (Santelli et al., 2003), 
and a Statement on Informed Consent, Parental Per-
mission, and Assent in Pediatric Practice (American 
Academy of Pediatrics, 1995).

This chapter presents an ethical framework for 
the provision of psychological services to children 
and adolescents. Ethical concerns related to such 
themes as professional competence, informed con-
sent, confidentiality, boundary question issues, 
special populations, familial and cultural practices, 
research practices assessment issues, and electronic 
media are examined.

Professional ComPetenCy

The Ethical Principles of Psychologists and Code 
of Conduct (American Psychological Association 
[APA], 2017) obliges psychologists to practice 
within their scope of professional competence. 
Child therapists and psychological assessment 
specialists achieve expertise through a formal pro-
cess of education, training, and supervised experi-
ences. Ongoing proficiency is maintained through 
professional engagements, continuing education, 

C h a P t e r  2 5
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consultation, and supervision when needed. Com-
petency is categorically essential when working 
with youth. Children and adolescents are in a mas-
sive process of developing their neurobiological 
systems, sense of agency, cognitive skills, emotional 
awareness and expression, self-regulation capabili-
ties, moral evolution, identity, and general sense 
of themselves in relation to their world. Psycholo-
gists must possess this requisite understanding and 
appreciation of age related development to work 
with this unique population.

Though the nouns youth, children, and adoles-
cents are used interchangeably, there is no singular 
entity that can be categorized as a youth. Sub-
stantial differences exist along the developmental 
continuum: infants differ from toddlers; preschool-
ers differ from latency-age children; and preteens 
differ from adolescents. Children and adolescents 
of similar ages and developmental phases display 
much variability among themselves. Within any one 
defined apportionment of children there is unpre-
dictability in such domains as cognition, communi-
cation, emotional maturity, and motor coordination, 
and such attributes as sex, size, and sensory abilities. 
Also, numerous young people experience uneven 
growth and mastery as they advance through their 
own developmental tasks. Each child may progress 
and regress in the effort to negotiate an array of 
challenges or traumas. Psychologists are encour-
aged to attend closely to the fluid state and abilities 
of their patients, as these may fluctuate at any given 
moment. The youth’s capacity to engage in clinical 
undertakings may oscillate within a session regard-
ing his or her current developmental abilities, themes, 
challenges, and tasks (Belitz & Bailey, 2009).

By legal definition, and by the actuality of their 
lives, young people are dependent on their fami-
lies, teachers, and other designated care takers to 
attend to and meet their physical, emotional and 
developmental needs. Indeed, young children are 
dependent on adults for food, clothing, shelter, 
and their very survival. All youths are mandated to 
function in multiple environments in which they 
lack the legal status and, in many cases, the emo-
tional maturity to assert their autonomy and rights. 
Though not powerless, children have less ability and 
permission to structure their environment in which 

to meet their needs. Psychologists, as designated 
health care providers, have a large degree of author-
ity and power ascribed to them and a responsibility 
to appreciate this inherent vulnerability in children 
and adolescents. Consequently, psychologists must 
be cognizant to the possible positive and negative 
developmental implications of each intervention.

Because children function in multiple environ-
ments, psychologists are encouraged to adopt an 
ecological approach in their work with children and 
families. An ecological or contextual orientation 
incorporates an understanding of the many systems 
that influence children, including the nuclear and 
extended family, educational systems, churches and 
religious beliefs, community standards, and socio-
cultural variables (e.g., culture, ethnicity, socioeco-
nomic status). Also, children rarely refer themselves 
for psychological treatment. Often, they are brought 
in by their guardians who are concerned about their 
well-being or problematic behaviors. Or, they are 
referred by professionals like teachers or health care 
providers who interact with the youths in one of the 
environments in which they are required to func-
tion. These caring professionals observe maladap-
tive behaviors that impair youths’ developmental 
trajectories.

Unsurprisingly, treatment objectives identified 
by the guardians may be dissimilar from the child’s 
perception and understanding for the need for 
psychological services. This is likely to produce a 
difficult situation in which to develop a therapeutic 
milieu. Psychologists need to respect and integrate 
the child’s expressed wishes, the referring party’s 
expected outcomes, the child’s maturational needs, 
and the family’s cultural beliefs about family roles 
and child-rearing practices. Correspondingly, psy-
chologists are advised to consider a family systems 
approach in their efforts to establish therapeutic 
relationships and treatment objectives and to imple-
ment therapeutic interventions.

Psychologists typically deliver care to children 
as part of a multidisciplinary treatment team com-
prised of professionals and paraprofessionals. This 
collaborative approach requires all providers to 
understand the scope of their professional practices 
and to recognize and respect the important contri-
butions of the other team members. Increasingly, 
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and appropriately, youths and guardians participate 
in these teams. Community members and extended 
family also participate as part of the youth’s formal 
or informal support system. Psychologists may need 
to assess the clinical and ethical competency of their 
colleagues, and provide consultation when indi-
cated without alienating youths and their families or 
unnecessarily communicating confidential material.

Finally, professional competence compels child 
psychologists to evaluate their attitudes and beliefs 
about children and adolescents, young adults, mar-
riage, families, and child-rearing practices. As such 
constructs of family, gender roles, gender identity, and 
ethnicity evolve, clinicians are encouraged to reflect 
on and challenge any preconceived biases that could 
impede therapeutic processes. Likewise, psychologists 
are urged to explore their values associated with cul-
tural differences related to such practices as discipline, 
toilet training, family roles, and religion. A clinician’s 
ability to use consultants in times of uncertainty is 
the hallmark of an ethical professional (Belitz, 2004; 
Belitz & Bailey, 2009; Roberts et al., 1996).

Ideally, this self-assessment leads to an explora-
tion of the professional’s own childhood and transi-
tion to adulthood, and the genesis and motivation 
for becoming a child psychologist. If clinicians are 
unaware of the process by which they decided to 
become a child specialist, they are at risk of abusing 
their power with children and families. Psycholo-
gists who have unresolved parent–child conflicts 
may inadvertently engender a conflict between the 
child and guardian or develop a nontherapeutic alli-
ance with either the child or the adult. This is likely 
to result in an over identification with the injured 
youth or with the overwhelmed parent.

On occasion, consequently, therapists may act 
out wishes of being the child’s protector or ideal par-
ent, or act out impulses to over regulate the child. 
Clinicians may be attempting to repair their own 
relationships with their families rather than focus-
ing on the child’s and family’s needs and strengths. 
Any behavior that undermines or devalues the child, 
parent, or family is a misuse of power. Child spe-
cialists are obligated to use their assigned authority 
and power only in the service of advancing the well-
being of their patients, not in the service of navigat-
ing their own lives.

informed Consent

Informed consent is the cornerstone of ethical care 
in all clinical settings or roles in which psychologists 
practice (Belitz & Bailey, 2009; Kuther, 2003; Rob-
erts & Dyer, 2004). Consent is comprised of three 
elements: information sharing, decisional capacity, 
and voluntarism. Clinicians are expected to share 
sufficient information with the youth so he or she 
can understand the rationale for the intervention, 
expected benefits and risks of accepting or declin-
ing the treatment, and the potential outcomes of 
alternative treatments. Decisional capacity connotes 
the youth’s cognitive ability to participate in the 
process of consenting to a specific treatment within 
the context of his or her current level of functioning 
and current health care needs. Four core tenets are 
involved in the decisional process (Appelbaum & 
Grisso, 1988; Roberts & Dyer, 2004). The youth is 
required to have the capacity for understanding rel-
evant information provided by the clinician, rational 
thinking, comprehending the meaning of a decision 
and the expected consequences, and communicating 
a treatment preference or choice. And voluntarism 
represents the youth’s ability to act in accordance 
with his or her values and history, and the ability to 
provide a voluntary and noncoerced decision. Con-
comitantly, psychologists are presumed to respect 
the youth’s dignity, autonomy, and capacity for 
self-determination.

Historically, minors were determined to lack 
decisional capacity. Parents or guardians have been 
assigned the responsibility of conferring informed 
consent for medical and behavioral health care 
interventions. With respect to children’s dignity and 
emerging sense of autonomy, many psychologists 
include youths in the consent process and ask them 
to assent to treatment participation. The American 
Academy of Pediatrics (1995) delineated four fac-
tors related to assent. The provider helps the youth 
understand the reason for treatment, explains the 
nature of the interventions, assesses the youth’s 
comprehension of the situation, and solicits a non-
coerced communication to willingly partake in the 
treatment. This practice also applies to youth who 
participate in treatment outcome research (Kendall &  
Suveg, 2008). In sum, information about the 
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problem and proposed treatment is communicated 
to minors in a manner that is congruent with their 
age and developmental aptitudes, and minors either 
assent or affirmatively agree to participate.

Although legislators and clinicians understand 
that parental involvement in minors’ health care 
decisions is typically appropriate and optimal, they 
also appreciate that many minors will not access 
crucial clinical services if they are forced to involve 
their parents (National Institute for Health Care 
Management Research and Educational Foundation 
[NIHCM]), 2011). A position paper by the Society 
for Adolescent Medicine stresses the fundamental 
necessity of allowing adolescents to consent to their 
own treatment, particularly for sensitive health 
concerns. (Ford et al., 2004). The Society for Ado-
lescent Medicine asserts that adolescents will either 
abstain from health care or will provide incomplete 
and less than honest information if they are not 
allowed to secure treatment services without paren-
tal involvement. This situation is particularly true 
for those adolescents who engage in high risk behav-
iors (e.g., unprotected sex) or illegal behaviors (e.g., 
drug dealing). Youths who are homeless, victims 
of domestic or partner violence, pregnant, abusing 
drugs, or medically ill with sexually transmitted 
diseases will be reluctant to access behavioral health 
care if they are denied the autonomy to consent  
to clinical care.

Consequently, every state has recognized the 
construct of a “mature minor,” a youth who pos-
sesses the requisite cognitive and emotional abilities 
to provide informed consent for oneself (Boonstra & 
Nash, 2000; NIHCM, 2011). Research demonstrates 
that by age 14 or 15, minors have the emotional 
maturity, cognitive capabilities, and decisional capa-
bilities comparable to adults (Grisso & Vierling, 
1978; Kuther, 2003). These minors display the abil-
ity to understand factual issues, potential outcomes, 
the consequences of each alternative, and the mean-
ing of the decision within the framework of their 
personal values.

In addition to recognizing emancipated minors 
(e.g., those who are married, in the armed services, 
emancipated by the courts), all 50 states recognize 
the construct of a mature minor. Every state and the 
District of Columbia have passed legislation that 

allows mature minors the legal power to consent to 
specific health care decisions (e.g., contraceptives, 
pregnancy, sexually transmitted diseases, mental 
health, substance abuse; NIHCM, 2011). Before 
2000, all 50 states and the District of Columbia have 
allowed adolescents to consent to testing for and 
treatment of sexually transmitted diseases, 44 states 
and the District of Columbia have allowed these 
youths to consent to treatment for alcohol or drug 
abuse, and 20 states and the District of Columbia 
have permitted minors to consent to outpatient 
mental health care. Importantly, these statutes do 
not mandate parental notification. In states that 
do not explicitly grant mature minors confidential 
access to mental health care, psychologists ordinar-
ily treat adolescents they determine to be mature, 
especially if their state has laws allowing minors to 
access similar services. Psychologists are advised to 
document evidence of the adolescent’s maturity and 
the reasoning for their decision to treat the patient 
exclusive of parental consent.

It is important to acknowledge that there is 
research evidence that challenges the capacity of 
mature minors to autonomously provide informed 
consent (Kuther, 2003). Age may be an arbitrary 
method of regulating when a youth becomes deci-
sionally competent. Not all adolescents achieve devel-
opmental milestones at the same rate or sequence. 
Adolescents’ capacity to provide voluntary consent 
may be altered by the complexity of the decision, 
the effect of authority figures or peers, the context 
of their own personal experiences, and their current 
emotional status. Much of the research confirming 
the decisional capabilities of minors has occurred in 
laboratory settings and may not generalize to real-
world settings, whereas the adolescent may not have 
all the relevant information presented in a research 
environment or may be experiencing psychosocial 
stress that impacts their decisional capacity.

A review of the literature (Piker, 2011) indicates 
that adolescents often lack the requisite extents of 
impulse control and perspective taking that young 
adults evince. Data showing that adolescents have 
high incidents of substance abuse, unprotected sex, 
automobile accidents, and arrests support these 
findings. Many adolescents do not consider the 
long-term consequences of their behaviors.
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As a salient example, the use of substances 
may impair a youth’s cognitive ability to convey 
informed consent (Brody & Waldron, 2000). Cogni-
tive deficits are common during periods of intoxi-
cation and withdrawal. Substance abuse has been 
associated with cognitive impairments in the areas 
of attention, concentration, processing of informa-
tion, motivation, and perception. Substance-abusing 
minors may not have the decisional capacity of their 
nonabusing peers.

Many minors are referred to treatment by par-
ents, school officials, juvenile justice personnel, 
or other representatives of their social system after 
their negative, rule-breaking behaviors have sur-
faced. These youths consent to health care because 
an individual or system threatens to deny them 
access to school or other social and legal privi-
leges unless they accept the mandatory treatment. 
Though it is credibly in the adolescents’ best interest 
to receive care, this may not meet the standard for 
voluntarism (Belitz, 2008; Brody & Waldron, 2000). 
Depending on the youth’s age and developmental 
level, child specialists are advised to solicit either 
the assent or informed consent of the youth.

Psychologists, by obligation, use clinical judg-
ment and knowledge of state laws and professional 
guidelines with respect to a minor’s right to exercise 
informed consent. Essentially, health care providers 
are encouraged to assess their historical relation-
ship with the youth and family and to assess the 
youth’s chronological age, psychosocial level of 
development, current levels of functioning, current 
health status, and health-related behaviors before 
determining the youth’s decisional capacity. Psy-
chologists maintain the ethical principles of dignity, 
autonomy, self-determination, beneficence, and 
nonmaleficence when ascertaining a youth’s  
capacity for providing informed consent.

Confidentiality

Confidential information cannot be disclosed to a 
third party with the authorization of the individual 
who provided informed consent for the treatment 
(English & Ford, 2004; U.S. Department of Health 
and Human Services [USDHHS], 2013). Accord-
ingly, the parent or guardian who initially consented 

to a child’s treatment retains the privilege of releas-
ing confidential information. Mature minors who 
have conferred informed consent absent parental 
notification or involvement can independently allow 
or deny the release their records to a third party. In 
many states, where guardians are responsible for 
furnishing informed consent for their minor chil-
dren regardless of age, the guardians and the youths 
over the age of 14 need to knowingly consent to the 
release of information.

Virtually every state has provisions that allow 
health care providers to avert the requirement of 
an authorized release of information. Psychologists 
may disclose protected health information to other 
providers or concerned individuals if that informa-
tion is considered vital for the continuity of care or 
vital for the protection of that youth, others, or the 
public against imminent harm (English & Ford, 
2004; USDHHS, 2013). Psychologists are expected 
to ensure the safety of their minor patients, and are 
legally required to report any suspected child abuse 
to an identified state agency. Child specialists have a 
responsibility to explain their specific limits of con-
fidentiality, on the basis of state and federal laws and 
professional standards and ethics, and to explain 
their definitions of imminent harm and the best 
interest of the minor at the initiation of services and 
again whenever it is clinically or developmentally 
appropriate.

The Health Insurance Portability and Account-
ability Act (HIPAA) does not guarantee that pro-
tected health material is inaccessible to guardians 
regardless of the sensitivity of that data (English & 
Ford, 2004; USDHHS, 2013). However, HIPAA 
specifies that a state’s laws delimiting the rights of 
a mature minor supersede its regulations. When a 
state legally affords mature minors the right to con-
sent to clinical care, the minors are also afforded full 
authority of their confidential information. This pro-
tection of confidentiality precludes releasing infor-
mation to the legal guardian without the minor’s 
approval. These statutes recognize that adolescents 
will not access necessary care or engage in treatment 
if they are not assured of this confidentiality. This 
avoidance of care has negative health implications 
for the individual youth and for the larger issue  
of public health.
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Psychologists are obligated to act in the best 
interest of the minor child. Accordingly, HIPAA 
(English & Ford, 2004; USDHHS, 2013) sanctions 
clinicians to withhold clinical subject matter from 
guardians if knowledge of this material will cause 
injury or harm to the child. Harm is not strictly 
defined; however, it involves any physical or emo-
tional abuse, neglect, retaliation against the youth, 
or a discontinuation of the child’s clinically neces-
sary treatment. This exception to parental notifica-
tion is extended to all minors, regardless of their age 
or developmental level.

Minors can also have a degree of confidentiality 
when they lack the legal status to consent to their 
own treatment. This occurs when the guardian 
assents to an agreement of confidentiality between 
the minor and clinician, thereby permitting the 
minor to function as the individual who authorizes 
the release of information (English & Ford, 2004). 
However, this is not stipulated in any statutes and 
may be discontinued at the request of the guardian 
or when the psychologist determines it is not in the 
youth’s best interests to suppress communication 
with the guardian.

CommuniCation With third Parties

Communication with third parties can actuate unin-
tended disclosures of confidential health informa-
tion (Belitz, 2004; Recupero, 2008). Violations of 
confidentiality are often connected to billing and 
third-party reimbursement practices. When minors 
have health insurance, it can be expected that the 
coverage is via their parents’ plans. Passage of the 
Patient Protection and Affordable Care Act (2010) 
ensured that transitioning adults can be covered 
under their parents’ policies through the age of 26. 
Rarely do mature minors or young adults assume 
the responsibility of funding their own care. Bills are 
transmitted to either the guardian or a health insur-
ance carrier, and protected information can be dis-
closed to the guardian inadvertently through data on 
the bill or an explanations of benefits (EOB). Com-
mercial insurance institutions send the EOB to the 
guardian who is responsible for paying the bill with-
out regard to which individual consented to treat-
ment. The EOB communicates the date of service, 

the identity of the provider, the procedural code, 
and the amount payed by the carrier and the balance 
owed by the payee. At a minimum, the EOB divulges 
that the dependent youth is receiving psychological 
or other sensitive health services. More sophisti-
cated guardians can further discover their child’s 
diagnosis and the nature of the delivered services.

Psychologists are encouraged to collaborate 
with third-party payers to explain that the care is 
confidential and to restrict the information that is 
conveyed in the billing procedure. Clinicians are 
expected to disclose this potential breach of confi-
dentiality to their transitioning age clients, or pro-
viders can offer services at a discounted fee or refer 
the minor to a community resource that extends  
free or affordable care.

Concomitantly, many insurance companies 
require specific details about the patient’s clini-
cal presentation and the provider’s treatment plan 
before authorizing payment for services (Belitz & 
Bailey, 2009). Frequently, insurance carriers limit 
the number of sessions allowed for a diagnosis or 
presenting problem and may attempt to prescribe 
the course of treatment. Psychologists are again 
advised to negotiate this potential conflict early in 
the treatment while preserving collaborative com-
munication and therapeutic alliances with carriers. 
When information is shared, clinicians should com-
municate the minimum information necessary to 
secure authorization.

Courts, juvenile justice systems, social services 
agencies, and schools who mandate treatment 
for minors may request protected information as 
evidence of the youth’s adherence to treatment 
recommendations, justification for their financial 
compensation for the services, or rationalization 
for allowing the youths to recoup lost privileges 
and rights. Such disclosures may result in a place-
ment outside the home, expulsion from school, or 
penalties from the courts. These outcomes may or 
may not be in the best interest of the youth. Provid-
ers should communicate to these institutions that 
the minor and/or guardians must provide informed 
consent before treatment can be initiated. Further, 
providers are expected to communicate that the goal 
of treatment is to help minors and families achieve 
more adaptive levels of functioning. It is uncertain 
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if clinical goals are in alignment with the referring 
entity’s goals. The optimal outcome is an agreement 
among the child and family, the referring agency, 
and the clinician that delineates the treatment objec-
tives and the parameters for sharing clinical data. 
Communication regarding attendance and general 
information about progress toward the identified 
goals should be the desired resolution. If the refer-
ring agency demands more protected information 
then is ethically required, child specialists have  
the option to refuse services and refer the minor  
to other providers.

Truthfulness cannot be compromised in the pro-
cess of communicating with insurance carriers or 
other organizations that intersect with youths and 
their families (Recupero, 2008). When confronted 
with restrictions exercised by the carriers, child 
practitioners may be moved to amplify the minors’ 
symptoms or diagnoses to ensure an allocation of 
sufficient sessions or clinical resources. Clinicians, 
with or without parental pressure, may also feel 
compelled to intensify the patients’ clinical presenta-
tion to help the children obtain benefits associated 
with specific syndromes, disorders, or disabilities. 
These benefits, including special education eligibili-
ties, supplemental security income, and affordable 
housing, can be expected to alleviate distress and 
improve the youths’ and families’ functional capaci-
ties. Regardless of one’s intentions, the Ethical Prin-
ciples of Psychologists and Code of Conduct (APA, 
2017) expressly underscores the charge to apply 
honesty and truthfulness and to disallow the misrep-
resentation of fact in the practice of psychology. The 
integrity of practitioners is compromised when they 
engage in deception. Essentially, the foundation of 
trust and respect fundamental to the therapeutic 
relationship is ruptured when the clinician  
becomes duplicitous.

eleCtroniC health reCords

Health records have always posed a risk to confiden-
tiality violations. A long-existing dilemma centers 
on documentation about family members. Many 
parents release confidential information about their 
children without realizing that the medical record 
often contains sensitive data about other family 

members. Clinicians are encouraged to educate 
guardians about this potential release of private 
information connected to nonpatient participants 
in the treatment. Options for preventing such 
unwanted disclosures include maintaining separate 
records on each family member, obtaining separate 
releases of information for each member, or deleting 
nonpatient material from the record before disclos-
ing it to a third party. Many providers identify fam-
ily members only by their relationship to the client 
without ever identifying them by name, or they 
restrict their documentation in the patient’s chart to 
material specific to that identified patient.

The advent of the electronic health record (EHR) 
increased the potential conflicts associated with 
clinical documentation. An EHR is a record that 
assembles patient health information from multiple 
providers and sites of care and enables those pro-
viders to access that material (Nielsen et al., 2013). 
Essentially, EHRs were designed to promote and 
expedite the sharing of patient information among 
practitioners within a health care system and across 
service sectors (Gray et al., 2014; Nielsen et al., 
2013). This is markedly beneficial when a child with 
a chronic or acute medical condition is receiving 
concordant psychological services (Richards, 2009). 
Another primary objective of the EHR is to allow 
patients, or their guardians, easier access to their 
health data. This is achieved using patient portals 
and summary of care documents. A patient portal 
is an online point of access to one’s health informa-
tion, including visit history, medications, lab results 
and discharge summaries, and, possibly, visit sum-
maries. Likewise, patients or guardians can directly 
input health information into their records.

Ironically, EHRs facilitate easier distribution of 
patient information to involved parties while dimin-
ishing the confidentiality of sensitive material that 
is legally and clinically afforded to adolescents and 
mature minors. The Health Information Technol-
ogy Act (2009) which promoted and advanced the 
implementation of EHRs did not specify if the ado-
lescent, guardian, or both have access to the patient 
portal and electronic record (Nielsen et al., 2013). 
Individual states are given the authority to deter-
mine a minor’s right to confidentiality. In states that 
lack specific legislation concerning mature minors, 
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guardians own the right to review their child’s 
records. If a state has legislation protecting an ado-
lescent’s confidentiality, psychologists, adolescent 
specialists, and behavioral health providers will 
undoubtedly adhere to those regulations. However, 
an EHR is used by numerous practitioners from 
numerous disciplines, many of whom may not be 
knowledgeable about the rights of mature minors. 
These medical providers may legally allow a guard-
ian access to the adolescent’s health record regard-
ing their domain of care without realizing they are 
also extending access to the adolescent’s protected 
sensitive health care data.

A multiple user EHR allows professionals 
ingress into the records of individuals related to 
their patients without informed consent from the 
involved participants. Clinicians, to appreciate the 
environmental and familial contexts of their young 
patients, may examine the records of parents, sib-
lings, or extended family involved with the care of 
the youth. Affiliated practitioners also may access 
information from the notes of psychologists deliver-
ing care to their shared patient. Indeed, these spe-
cialists may be providing care that is inconsequential 
to the minor’s behavioral health care. Less often, 
the provider of a youth’s parent or sibling inspects 
the documentation of that minor to garner informa-
tion relevant to the treatment of their patient. Fre-
quently, these breaches result from an intention to 
provide optimal and integrated care; however, they 
represent confidentiality violations.

Careful attention to documentation mitigates 
against these prospective violations. Psycholo-
gists are advised to notate with the presumption 
that the child or family will read the record. This 
means omitting details that would be harmful for 
the youth or guardians to read and details that any 
family member does not intend to be disclosed to 
others (Nielsen et al., 2013; Recupero, 2008). To 
record the minimal amount of sensitive material 
necessary to validate the treatment, the practitioner 
can write a general summary or identify the content 
of a discussed topic as a replacement for extensive 
and specific descriptions. An objective and judi-
cious approach is recommended in that the therapist 
records what is reported by the youth and family 
and avoids blaming, criticizing, or judging any of 

the participants. Also, it is suggested that notes are 
written in language that can be comprehended by 
family members and professionals from other  
disciplines (Van Liew, 2012). In this way, the  
psychologist’s communication is clear and less likely 
to be misinterpreted.

When the EHR has privacy settings, sensitive 
data should be secured so that only identified pro-
viders can access that information. Psychologists are 
especially knowledgeable about the value of confi-
dentiality and are encouraged to work with admin-
istrators and information technology personnel to 
construct EHRs that restrict staff and families from 
accessing an adolescent’s sensitive health informa-
tion (Knowles, 2009; Van Liew, 2012). Psycholo-
gists can advocate for the creation of a protected file 
for sensitive information including behavioral health 
notes, electronic documentation of the adolescent’s 
consent to release information, and to whom and 
when the information can be disseminated, and 
organizational policies that ensure the EHR is in 
compliance with state laws regarding the rights  
of mature minors.

Clinicians are accountable for the education of 
youths and guardians about the structure and pur-
pose of the EHR, including the benefits of a mul-
tidisciplinary approach to treatment, the methods 
of accessing data, and the risks to confidentiality. 
Adolescents and guardians need to understand how 
the practitioner will shield sensitive data from being 
accessed by nonessential or unwanted parties. Psy-
chologists are obligated to have the adolescents and 
the guardians sign all releases of information that 
delineate to whom and why the record is being sent. 
Mature minors who consent to their own treatment 
own the right to release their health information. 
Mature minors have the right to share or not share 
material with their guardians.

family involvement in treatment

One of the most complicated tasks is determining 
when to share clinical information with parents. As 
discussed in the previous section, even states that 
authorize mature minors to consent to their own 
treatment allow clinicians to communicate with par-
ents when such an intervention is evidently in the 
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best interest of the youth. Correspondingly, many 
states allow practitioners to prevent guardians from 
accessing clinical information if the disclosure is apt 
to cause harm to the minor. However, separate from 
these legal guidelines, psychologists must navigate 
the clinical processes of appropriately engaging 
guardians in the care of their children.

Interventions at the initiation of treatment can 
alleviate many of these quandaries. At the onset, 
the psychologist and family establish the identi-
fied patient (e.g., the youth, the familial system). 
This informs the treatment plan and the therapeutic 
course of action, and clarifies professional relation-
ships with the different family members. Details 
about the release of confidential information and 
potential problems related to documentation and 
record-keeping are made transparent. Equally 
important, the psychologist articulates procedures 
regarding the presence or absence of confidentiality 
of information communicated to the psychologist by 
different family members in a manner that is devel-
opmentally congruent with all participants (Belitz, 
2004, 2008). This includes explanation of terms such 
as the best interest of the child. When the family is 
joined in the treatment, they need to understand 
how much confidentiality is attached to what indi-
vidual members communicate to the psychologist. 
It is suggested that the clinician avoid any absolute 
commitments. Rather, the clinician retains the flex-
ibility to introduce material to the child or family as 
is clinically relevant. This allows children who lack 
the legal status of a mature minor to have a measure 
of confidentiality when the guardians understand the 
importance of the therapeutic relationship and agree 
to respect the confidentiality that is inherent to that 
relationship. This is not an enforceable agreement 
and does not release the clinician from the obligation 
of acting in the best interest of the child.

With older youth, including mature minors, the 
psychologist catalogs behaviors that may necessitate 
parental notification, including personal neglect, 
imminent harm, self-injury, and unsafe behavior 
(Belitz, 2008). Unsafe or high-risk behaviors can be 
defined as those that have a probability of causing 
injury or harm to the youth (e.g., substance abuse, 
unprotected sex, possession or availability of lethal 
weapons, involvement in criminal behaviors). It is 

beneficial to identify the approaches by which the 
psychologist will help the minor maintain safety. 
This may encompass involving guardians or other 
family members, notifying legal authorities, securing 
a higher level of care for the minor, or developing 
a safety plan. To respect the youth’s integrity, clini-
cians are encouraged to explore with older youth the 
process by which this clinical material will be shared 
with parents, notably settling who conveys the 
information and the context in which the material 
is shared. This enables the minor to autonomously 
decide when and what to reveal to the therapist.

Excluding or disregarding the family system may 
alienate the guardians and limit the value of treat-
ment (Belitz, 2004). Typically, parental participation 
supports treatment effectiveness. As mentioned ear-
lier, children live within the context of a family and 
depend on these adults for their well-being. Treatment 
often entails parental understanding and acceptance of 
their child’s diagnoses, symptoms and strengths, and 
the path toward healing and improved functioning. 
Guardians are asked to modify their child’s environ-
ment, which incorporates modulating their parental 
styles of communication, discipline, and relatedness. 
Access to the other systems in which the child inhabits 
may not be possible without parental permission.

Though adolescents are sanctioned to receive 
confidential care, it may be in their best inter-
est to include the family in the treatment process 
when the parents are viable treatment partners. 
The research literature offers compelling evidence 
that many effective therapies for children and ado-
lescents incorporate the parental or family system. 
Youths who abuse substances often request confi-
dential treatment that precludes parental notifica-
tion; however, family based interventions reduce 
adolescent substance abuse and improve family 
functioning (National Institute on Alcohol Abuse 
and Alcoholism, 2004–2005). Trauma-focused 
cognitive–behavioral therapy (Cohen et al., 2006) 
is an evidence-based therapy that uses a guardian in 
the treatment of a youth’s posttraumatic stress disor-
der. Of course, mature minors retain the privilege  
of disallowing parental involvement. A skilled 
 psychologist navigates this clinical ambiance and 
provides the optimal care available for each  
specific adolescent.
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roles and Boundary issues

Clinical efforts with children present an array of 
possible boundary crossings and violations, includ-
ing accepting hugs from patients, escorting children 
to the bathroom, giving food as a reward, buying 
fund-raising items, accepting invitations to mean-
ingful events, accepting gifts from guardians, and 
restraining out-of-control patients (Belitz & Bailey, 
2009; Mannheim et al., 2002). Understandably, 
therapists are more flexible with their interventions 
when working with younger children. However, 
whether working with children or adolescents, 
psychologists must develop a professional and prin-
cipled orientation with respect to boundaries and 
childhood development so that coherent therapeutic 
relationship are maintained with minors.

Children commonly ask psychologists about 
their personal life or their personal views on con-
troversial subjects (Ascherman & Rubin, 2008; 
Belitz, 2004; Belitz & Bailey, 2009). These may 
be innocent questions about the clinician’s age or 
marital status or more searching questions about the 
clinician’s religious views, history of substance use, 
attitudes about human sexuality, or political affilia-
tions. These questions have very different meanings 
when asked by parents. Guardians may be apprais-
ing the psychologist to determine if this is someone 
with whom they can trust their child. Youths might 
simply be curious or might be exploring meaning-
ful issues in their lives. Psychologists are urged to 
“maintain focus on the meaning of the question 
within the context of the patient’s phenomenologi-
cal world and provide a response that is congruent 
with the child’s intent behind the question, thera-
peutic needs, and emotional and cognitive develop-
mental level” (Belitz & Bailey, 2009, p. 251). For 
example, if an adolescent asks at what age the psy-
chologist became sexually active, a reply of why the 
youth wants to know or a dismissal of the question 
as unimportant to the treatment is unfulfilling and 
nontherapeutic for the youth. Rather, the clinician 
is advised to explore the implication of the inquiry. 
Perhaps the adolescent is considering becoming inti-
mate with a significant other or perhaps the adoles-
cent is feeling pressured to engage in sexual activity.

Self-disclosures, when imparted, should be in the 
service of the treatment. Each psychologist practices 

within a theoretical model that informs the use of 
self-disclosures. Aside from answering questions or 
volunteering personal information, clinicians reveal 
much about themselves by the way they dress and 
decorate their offices. Psychologists who have pho-
tographs of their families or pets convey a disparate 
message than those who only display pictures of 
nature scenes. Likewise, psychologists who wear 
jewelry with religious icons communicate dissimi-
lar self-statements than those who wear regional 
jewelry or no jewelry at all. Child psychologists are 
encouraged to examine the meanings and values 
they share about themselves in these nonverbal 
behaviors. Also, these behaviors can be interpreted 
differently than intended by families from  
different cultures.

Competing world views between children and 
parents present unique challenges (Belitz, 2004; 
Belitz & Bailey, 2009; Koocher, 2008). This diffi-
culty is often evidenced early in the treatment when 
the minor disagrees, either overtly or covertly, with 
the parent’s conception of the problem behaviors 
and treatment goals. At any point in the therapy, 
the youth could reveal beliefs or practices that are 
compatible with the youth’s peer culture but violate 
or disrespect the family’s moral, religious, or cul-
tural values. The therapeutic alliance between the 
clinician and youth may be inhibited or ruptured 
if the youth perceives the clinician as an extension 
of the parental system, or parents may terminate 
treatment if they perceive the clinician as aligning 
with their child and invalidating their role as par-
ents. It is the psychologist’s responsibility to create 
a safe environment in which sensitive issues can be 
introduced and explored. Clinicians are expected 
to value each participant’s feelings and beliefs while 
facilitating meaningful and respectful discussions 
between the child and parent. These dialogues 
consider the youth’s age and developmental levels 
and therapeutic needs. A younger child is expected 
to conform to parental expectations. An adoles-
cent with proven cognitive and emotional skills is 
afforded expanded self-determination. Regardless of 
the youth’s age, the clinical goal is to help the youth 
achieve an adaptive level of functioning in all the 
domains in which the child functions, including  
the family system.
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Psychologists are advised to examine their own 
world view about families, discipline practices, and 
acceptable or unacceptable child and adolescent 
behaviors so that their values are not imposed on 
the minors or families. When the child or parent is 
of a different culture from that of the psychologist, 
care should be taken to not assume a shared under-
standing of roles within the family (Banu az-Zubair, 
2008). Psychologists are obliged to learn about the 
cultural values and practices of their clients using 
research, in-services, case conferences, and consul-
tations with those who have knowledge and appre-
ciation of a particular culture.

Child practitioners undertake multiple roles 
when working with children (Belitz & Bailey, 2009). 
Psychologists are regularly asked by schools, courts, 
juvenile justice, child protective services, and others 
to provide an objective clinical appraisal or clini-
cal treatment recommendations about a child. It is 
imperative for clinicians to explicitly identify who 
the client is and what professional role they are 
assuming. In situations where an agency or institu-
tion is the client who is ordering an intervention, 
the minor and family does not have the privilege 
of confidentiality. Psychologists are compelled to 
clarify their role with the youths and guardians and 
explain the purpose of the intervention and how the 
clinical information will be used by the referring cli-
ent. When serving as the treating professional, psy-
chologists need the informed consent of the minors 
and/or guardians to consult with other entities. In 
this capacity, psychologists must be mindful of their 
obligations to minors and work in the best interest of  
the youths and/or their families. It is a conflict of 
interest for treating clinicians to simultaneously 
accept an assignment from a third party that in any 
way involves their patients.

Child custody conflicts present inimitable chal-
lenges to the child practitioner. Gerald Koocher 
(2008) recommened that in cases where the parents 
are separated or divorced, both parents formally 
consent to treatment. Preferably, both parents agree 
to not subpoena the psychologist or the records into 
court proceedings. Optimally, the clinician func-
tions in the sole capacity of the youth’s therapist. 
In the event the clinician is called as a witness, 
testimony should be restricted to statements about 

the clinical treatment provided to the youth. The 
psychologist specifies that the role of the therapist 
does not include custody evaluations or proffering 
custody recommendations. The APA (2010) has 
developed guidelines for psychologists performing 
custody assessments.

Rural and small world communities present 
unique boundary predicaments (Belitz & Bailey, 
2009; Smalley et al., 2010). Because rural environ-
ments have limited resources, a psychologist may 
be the only, or one of very few providers available 
for children and families. This requires managing 
the complexities associated with the overlapping 
relationships inherent to the community. Psycholo-
gists will treat children and families with whom they 
interact during the daily routine of life. Several of 
the parents will be colleagues, neighbors, business 
acquaintances, and collaborators on community 
projects. Furthermore, it is unavoidable that family 
members will have personal or professional rela-
tionships with minor patients or their families at 
school, church, recreational, or other community 
activities. In small world communities, families may 
request care from a trusted member of their defined 
group to feel understood and valued. It is mandatory 
that psychologists define the therapeutic relation-
ship and explain the principles of confidentiality. 
This means clarifying that clinical discussion ensue 
only during the therapy hour. Discussions outside 
the clinical time will occur; however, they should 
exclude any clinical topics. This requires a transpar-
ent discussion which acknowledges that the nonpro-
fessional relationship may be altered, permanently 
or temporarily. Psychologists have distinct roles in 
the clinical and community settings.

ProteCting Children and Child 
aBuse rePorts

Psychologists who work with children have an 
exacting obligation to protect youth from harm. 
Every state has agencies designated as responsible 
for protecting children and laws that define child 
abuse, identify who is a mandatory reporter, and 
the process by which reports are made. In virtually 
every state, behavioral health professionals are man-
datory reporters of suspected abuse. States impose 
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penalties for failure to report and provide immu-
nity from liability against good faith reports. These 
reports challenge the principles of confidentiality 
and can threaten the therapeutic relationship. Chil-
dren and parents may feel betrayed when a report is 
made, especially if the limits of confidentiality were 
not discussed at the beginning of treatment. How-
ever, this is a legal standard that decrees a breach of 
confidentiality (Belitz & Bailey, 2009; Kalichman, 
1999; Koocher, 2008).

Ethical conflicts surface when a psychologist 
suspects neglect or abuse, be it sexual, physical, or 
emotional. Awareness of considered abuse can occur 
through self-disclosures by the youth or other family 
member or observations of the psychologist. Con-
flicts revolve around the questions of when and how 
to report. Most states do not explicitly define abuse 
or establish a threshold for reporting. When psy-
chologists are uncertain if their suspicions warrant a 
report, they are advised to consult with state officials 
and trusted colleagues about the community’s stan-
dards of reportable abuse, especially the criteria con-
cerning physical and emotional abuse. Psychologists 
are also enjoined to explore their own values regard-
ing corporal punishment, shouting, shaming, and 
other discipline styles before determining whether 
a child is being abused (Belitz & Bailey, 2009). All 
clinicians are responsible to act in the best interest 
of the youth and need to report any behavior that 
crosses their threshold of suspected abuse.

Many child practitioners are apprehensive that a 
report will have adverse effects on the child or fam-
ily (Koocher, 2008). The report may result in Child 
Protective Services removing the child from the fam-
ily and placing the him or her, and possible siblings, 
in an uncertain placement. The report may destabi-
lize the family and result in termination of necessary 
clinical services. Regardless of this unease, clinicians 
remain obligated to report.

The guiding ethics are to protect the youth and 
maintain ethical and legal standards while endeav-
oring to preserve the therapeutic relationship with 
the child and family. Decisions related to when and 
how to report are dependent on the level of risk 
to the child (Belitz & Bailey, 2009). If the youth 
has endured serious harm or is at risk of immi-
nent harm, a report must be made immediately, 

irrespective of potential outcomes for the child or 
family. Nevertheless, psychologists are encouraged 
to use their clinical skills to prepare the child for the 
likely consequences of such a report. In situations of 
minimal risk, clinicians can assess the psychologi-
cal status of the child and family and the probable 
effects of the report. One possible resolution is to 
help the child and/or parent make the report during 
the treatment session so that it is incorporated into 
the therapeutic work, or the therapist can report 
in the presence of the child and/or family for the 
same therapeutic reasons. When the psychologist 
concludes that involving the family in the report can 
result in negative repercussions for the child, the 
report should be completed without informing the 
youth or family.

This ethical duty extends to psychological 
practices in hospitals and other milieu settings. 
Psychologists should be knowledgeable about least 
restrictive principles and the guidelines regard-
ing seclusion, restraint, punishment, and aversive 
interventions. Children are authorized to receive 
clinically appropriate and beneficial treatment. 
This precludes the use of coercive, punitive, pain-
ful, unnecessary, or developmentally inappropriate 
interventions. Ethical dilemmas may arise if the psy-
chologist observes the institution or an individual 
using harmful practices or failing to use beneficial 
practices. As a proactive measure, psychologists can 
provide psychosocial education and consultation to 
the clinical staff and administrators on such issues 
as cognitive, emotional and moral development, 
symptomatology of specific diagnoses, boundary 
violations, and clinical standards of care. In the 
event a colleague is unethical or impaired, the psy-
chologist is obligated to actively intervene to ensure 
the safety of the child (APA, 2017). This entails 
direct communication with the colleague or reports 
to the professional’s licensing board, the institution’s 
credentialing body or Child Protective Services.

teleCommuniCation

The APA (2013b) defines telecommunication 
technologies as the transmission or communica-
tion of information via electronic means or the 
Internet. This encompasses mobile telephones, 
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videoconferencing, emails, listservs, texts, chats, 
social media, and blogs. Electronic technologies 
often supplement traditional services and have 
proven to be beneficial for many patients (APA, 
2013b; Baker & Bufka, 2011; Frankish et al., 2012). 
Useful applications include improved commu-
nication, improved access to psychoeducational 
material, and apps that augment therapy. Not sur-
prisingly, youths are active consumers of electronic 
media. However, many behavioral health provid-
ers, especially early career ones, also regularly use 
social media (Gabbard et al., 2011; Koh et al., 2013; 
Tunick et al., 2011). Consequently, information 
about clinicians and patients is accessible to each 
other. Psychologists are cautioned to be aware of the 
legal and ethical uncertainties associated with elec-
tronic communication.

Youths may reach out to their psychologist and 
transmit sensitive information without consider-
ation of privacy settings, storage technologies, or 
access mechanisms. (Baker & Bufka, 2011). Many 
clinicians will respond in a therapeutic manner, 
especially if the minor patient seems to be in dis-
tress. If the youth is not in imminent danger of harm 
to self or others, the psychologist may inadvertently 
violate the principles of informed consent and con-
fidentiality. The APA Guidelines for the Practice of 
Telepsychology (2013b) enumerates procedures to 
apply before engaging in any telecommunication 
with patients. The APA accentuates the require-
ment to obtain and document informed consent 
that distinctly specifies the risks and benefits of 
telecommunication, including the potential lack of 
confidentiality. Other salient guidelines include the 
requirements to use reasonable efforts to protect and 
maintain the confidentiality of data and information 
that are exchanged bidirectionally, ensure that the 
data and information are protected from unintended 
access and disclosure, and safely dispose the data 
and information in a manner that protects against 
unauthorized access.

Even when all these guidelines are followed, 
there are ethical and clinical vulnerabilities con-
nected to electronic activity. The usage of social 
networking sites or blogs to discuss a difficult 
patient to receive a helpful consultation can pro-
duce confidentiality infringements in a nonclinical 

setting (Frankish et al., 2012; Gabbard et al., 2011). 
Though the identity of the patient may be demo-
graphically concealed, it is possible the unique clini-
cal characteristics of the case expose the youth’s 
identity. In an educational environment (e.g., a case 
conference), the participants understand and respect 
the construct of confidentiality and the specific data 
is not shared with nonclincians. The psychologist 
who sends the post may use high security privacy 
settings, but the receiving professionals may not. 
Consequently, data on the receiving sites can be 
accessed by clinicians and nonclinicians, including 
the patient, family, or acquaintances. Psychologists 
are obliged to acquire informed consent from the 
minor and/or family before sharing information 
online (APA, 2013b). Another option is to limit use 
to HIPAA compliant teleconferencing, or they can 
abstain from this practice.

Telecommunication can alter the course of the 
psychological therapy (Taylor et al., 2010; Tunick 
et al., 2011; Zur et al., 2009). Appropriate bound-
aries sustain the clinical focus on the needs of the 
patient. Within the framework of the psychologist’s 
theoretical model of care, the therapist determines 
when to disclose personal information as a function 
of the therapeutic process. When practitioners use 
social media and other internet applications, they 
inevitably post personal information about them-
selves. Youths, typically experienced internet con-
sumers, can access these sites and gain uncensored 
information about their therapist. Unintentionally, 
the psychologist may disclose sensitive material 
about such particulars as their family, social life, or 
spiritual beliefs (Tunick et al., 2011). Because these 
disclosures were not delivered as part of the thera-
peutic process that is intended to benefit the minor 
patient, they will weaken the therapeutic boundaries 
and possibly damage the therapeutic relationship. 
Psychologists are advised to use the most stringent 
privacy settings, use an alternate identity, or abstain 
from this practice.

Another challenge to the therapeutic relationship 
is the psychologist’s surveying of the youth’s inter-
net sites (Tunick et al., 2011). When an adolescent 
presents in treatment as a safety risk to self or others 
but does not meet criteria for hospitalization, the 
clinician might examine the youth’s internet sites to 
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better ascertain the level of risk and develop more 
targeted interventions. Adolescents may discuss 
their Facebook activities, tacitly inviting the thera-
pist to look at it, or psychologists have suspicions 
about an adult living in a child’s home and may 
investigate government web sites to determine if this 
adult is a sex offender or convicted criminal. These 
are more ambiguous dilemmas.

Government web sites provide public informa-
tion equivalent to newspapers and are intended for 
unrestricted consumption (Frankish et al., 2012). 
Clinicians are at liberty to access these sites. Ethical 
problems center on deciding how to therapeutically 
use discovered information that may endanger the 
youth. Does the psychologist wait for this concern 
to emerge in treatment or facilitate a dialogue that 
leads to this topic? Does the psychologist tell the 
mature minor, guardians, or make a report to Child 
Protective Services? Ultimately, each psychothera-
pist must determine what is in the best interest of 
the youth. Perhaps, the most prudent approach is 
for psychologists to inform the child and/or family 
of their intent to investigate web sites, and then to 
share this information with them. When in doubt, 
psychologists are urged to consult with a trusted 
colleague.

Regarding looking at a minor’s web sites, psy-
chologists are encouraged to be more judicious. 
Although youths openly unveil personal informa-
tion about themselves, they intend to communicate 
with their online “friends.” In the event the child or 
adolescent invites the clinician to follow their sites 
or befriend them online, therapists are counseled 
to decline the request. This will lead to boundary 
complications that can injure the therapeutic rela-
tionship. Instead, therapists are guided to jointly 
look at these sites with the minor during the therapy 
hour. This will allow for an expanded therapeutic 
exploration of the youth’s issues. In all other situa-
tions, psychologists are implored to secure informed 
consent from adolescents or families before access-
ing internet sites.

assessment

The APA’s Guidelines for Test User Qualifications 
(Turner, DeMers, Fox, & Reed, 2001) emphasizes 

that psychologists acquire competency in core 
knowledge and skills related to administering and 
interpreting assessments and a depth of knowledge 
associated with the testing purpose and context. 
These generic skill areas are classified as test admin-
istration and scoring procedures, descriptive statis-
tics, reliability and measurement error, validity and 
meaning of test scores, and normative interpretation 
of test scores.

Context-related skills will refer to those profi-
ciencies specific to the child and adolescent popula-
tion. As indicated previously, evaluators must have 
an operational knowledge and appreciation of child 
development in multiple domains, including cog-
nitive, social, emotional, moral, neurological, and 
biological. This encompasses an understanding of 
psychopathology and the manifold factors that con-
tribute to maladaptive levels of functioning. A rec-
ognition and grasp of the many environments and 
contexts in which youths live is essential for a com-
prehensive analysis and evaluation. Psychologists 
are obliged to interview the child and the guardians, 
as well as procuring collateral information from the 
environs that are relevant to the assessment, includ-
ing treating professionals and schools.

Psychologists must identify “who is the client?” 
and the purpose of the testing (Turner et al., 2001). 
The referring source may be the guardian or a third 
party (e.g., the legal system). Typically, when a 
legal or forensic entity (e.g., Juvenile Justice, Child 
Protective Services, Family Court) orders the assess-
ment, it is the client regardless of who pays for the 
testing. In situations where the youth is referred by 
the family, treating psychologist, primary care pro-
vider, or other allied health professional, the youth 
and family are the client. Informed consent must be 
obtained from the identified client. When the youth 
is the client, either consent or assent should be 
attained from him or her. The limits of confidential-
ity are explained to all involved parties, including 
the youth.

Before the actual assessment is initiated, psy-
chologists fully realize the reasons and purpose for 
the assessment. Psychologists only perform assess-
ments within the scope of their competency or work 
under the supervision of an expert practitioner 
or refer the client to another psychologist. Third 
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parties often represent institutional systems with 
specific laws, regulations and guidelines, necessitat-
ing the awareness of these practices by the evaluator 
(Turner et al., 2001). For example, psychologists 
employed by a school system are required to under-
stand special education regulations and eligibili-
ties. Psychologists who perform child maltreatment 
evaluations need to know state statutes regarding 
the definition of abuse and neglect and the process 
by which parents can lose custody of their children 
(APA, 2013a). Psychoeducational explanations are 
provided to youths so they understand the nature 
and purpose of the assessment.

Instruments are selected that best enable psy-
chologists to answer the referring questions for a 
youth. The test battery is determined by the factors 
of age, developmental level, gender identity, sexual 
orientation, ethnicity, culture, language, and any 
characteristics unique to the youth (e.g., physical 
disability, medical fragility, psychotropic medica-
tions; Turner et al., 2001). Psychologists are encour-
aged to use standardized instruments that have 
validity, reliability and measurement equivalence 
with the target population(s) to which the youth 
and family identify (APA, 2002).

Psychologists function as impartial evaluators 
and avoid role confusion and conflicts of interest 
(APA, 2010). Practitioners are expected to monitor 
and appropriately manage their own vales, mor-
als, biases, and emotional reactions for these can 
affect the outcome of the evaluation. Further, if a 
psychologist has an existing relationship with the 
youth or family member, it is advisable to refer 
the youth to another psychologist for the assess-
ment. In rural communities where resources are 
limited, the psychologist is responsible to explain 
the nature of an overlapping relationship and the 
accompanying measures to assure confidentiality 
for all involved participants. Finally, it is suggested 
to write the report with the intended readers in 
mind. Frequently, the referring party is not a psy-
chologist or even a behavioral health professional. 
The report needs to effectively communicate the 
findings in a manner congruent with the readers’ 
level of expertise. Of course, the findings will be 
explained to the youth in a developmentally appro-
priate manner.

ConClusion

Therapeutic work with children and adolescents is 
clinically and ethically multifaceted and challeng-
ing, yet quite rewarding. Psychologists who provide 
assessments and treatment for youths are compelled 
to possess and foster the clinical competencies req-
uisite for working with this population. Practitio-
ners are obliged to understand the core principles of 
psychosocial development related to the provinces 
of neurobiology, cognition, speech and language, 
motoric abilities, morality, emotional awareness and 
expression, self-regulation, self-agency and efficacy, 
relatedness to others, and all elements related to 
identity. Additionally, psychologists must value the 
ecological and contextual environments in which 
children live and function and the multiple familial, 
school, peer and social demands they encounter 
daily. Clinical interventions often require collaborat-
ing with parents, teachers, health professionals, and 
other adults or systems that interconnect with the 
youth. Each child presents with unique strengths, 
complications, fluid developmental levels of func-
tioning, and contextual intricacies that necessitate 
an individualized treatment approach.

Psychologists maintain a mindful appreciation of 
children’s vulnerabilities and dependent status while 
respecting their legal privileges. Knowledge of state 
statutes and ethical guidelines informs treatment of 
youths regarding their respective rights of integrity, 
autonomy, informed consent or assent, confiden-
tiality, and protection of health care information. 
Informed consent is the cornerstone of ethical 
clinical care and psychologists need to know when 
an adolescent has the standing of a mature minor, 
youths who possess the capabilities to provide inde-
pendent consent for themselves. Only the individual 
who provided informed consent, the youth or the 
guardian, can authorize the release of confiden-
tial information to a third party. Psychologists are 
careful to restrict disclosures to material about the 
patient and not about family members or other sig-
nificant individuals. It is advisable to share the least 
amount of data necessary to effectively communi-
cate with the third party.

EHRs concentrate health information in one 
system and consequently increase the risk for the 
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dissemination of sensitive material to unintended 
parties. It is essential that psychologists ensure that 
health care information is protected. This means 
releases of information are properly authorized, 
identify the intended third party, and are stored in 
the EHR. Psychologists are also mindful of the risks 
of inadvertent disclosures associated with the use 
of electronic media. Telecommunication is a rela-
tively new technology that presents legal and ethi-
cal uncertainties concerning electronic interactions 
between the psychologist and patient.

Psychologists are expected to act in the best inter-
est of the child. Interventions are matched to the 
needs and strengths of the youth and, when appropri-
ate, the family. It also means a commitment to the 
child’s well-being and protecting the youth against 
harm. Psychologists engage in self-exploration to gain 
awareness of their values and attitudes about children 
and families. When ethical dilemmas occur, psycholo-
gists gather additional information, refer to legal and 
professional standards, explore their own intentions 
and motivations, and consult with trusted colleagues.
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PREAMBLE 
 

The Guidelines for Court-Involved Therapy have been formulated to assist members of 
the Association of Family and Conciliation Courts (AFCC) and others who provide 
treatment to court-involved children and families.  The Guidelines are also intended to 
assist those who rely on mental health services or on the opinions of mental health 
professionals in promoting effective treatment and assessing the quality of treatment 
services. The Guidelines are also intended to assist the Courts to develop clear and 
effective Court orders and parenting plans that may be necessary for treatment to be 
effective.  
 
AFCC does not intend these Guidelines to define mandatory practice.  They are a best-
practice guide for therapists, attorneys, other professionals and judicial officers when 
there is a need for therapeutic interventions with court-involved children or parents.  
While available resources and local jurisdictional expectations may influence the types of 
therapeutic services provided by a Court-Involved Therapist (CIT), the purpose of these 
guidelines is to educate, highlight common concerns, and to apply relevant ethical and 
professional guidelines, standards, and research in handling court-involved families.  

 
 

INTRODUCTION  
 
For the purposes of these guidelines, court-involved therapists are mental health 
professionals who provide therapeutic services to family members involved in child 
custody or juvenile dependency Court processes.   Family and juvenile Court cases 
involving therapeutic services introduce unique factors and dynamics that require 
consideration in the treatment process.  Both the treatment process and information 
provided to the therapist are likely to be influenced by the family’s involvement in a legal 
process.  While appropriate treatment can offer considerable benefit to children and 
families, inappropriate treatment may escalate family conflict and cause significant 
damage.   
 
The Guidelines for Court-Involved Therapy are the product of the Court-Involved 
Therapist Task Force, appointed by AFCC President Robin Deutsch in 2009.  Task force 
members were: Hon. Linda S. Fidnick, Co-Chair;  Matthew Sullivan, Ph.D., Co-Chair;  
Lyn R. Greenberg, Ph.D., Reporter; Paul Berman, Ph.D.; Christopher Barrows, J.D.; 
Hon. R. John Harper; Hon. Anita Josey-Herring; Mindy Mitnick, M.Ed., M.A.; and Hon. 
Gail Perlman. 
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DEFINITIONS 
 

A.  Definitions Regarding Professional Roles 
 
Community Therapist:  Any mental health professional providing psychotherapeutic 
treatment of a parent, child, couple or family who is not involved with the legal system at 
any time during the treatment. 
 
Court-Involved Therapist (CIT):  Any mental health professional providing 
psychotherapeutic treatment of a parent, child, couple or family who is, at any time 
during the treatment, involved with the legal system. 
 
Court-Appointed Therapist: Any mental health professional providing 
psychotherapeutic treatment of a parent, child, couple or family undertaken because the 
particular psychotherapist was ordered by a judge to provide treatment.  The Court order 
designates the specific psychotherapist and may describe the expected treatment. 
 
Court-Ordered Therapist:  Any mental health professional providing psychotherapeutic 
treatment of a parent, child, couple or family undertaken because it was ordered by a 
judge.  The Court order does not designate a specific therapist and may describe the 
expected treatment. 
   
B.  Definitions Regarding Experts   
 
Expert:  The word expert generally refers to a person with specialized knowledge of a 
particular subject matter.   
 
In the legal context, the word “expert” refers to a witness who has been specifically 
qualified by the Court in a particular case to provide opinion evidence within a 
circumscribed subject matter determined by the Court.  To qualify an expert, the Court 
first reviews evidence of the witness’s expertise of that subject matter, unless the 
admissibility of the professional’s opinion as an expert has been previously stipulated to 
by the parties or established by the Court. 
 

(a)  Treating Expert: A mental health professional, who currently serves or has 
served as the therapist for a parent, child, couple or family involved with the 
legal system.  If the therapist is qualified by the Court as an expert, testimony 
should be limited to the therapist’s particular area of expertise and issues 
directly relevant to the treatment role.  To the degree permitted by the Court in a 
specific case, the treating expert can provide expert opinion regarding a parent 
or child’s psychological functioning over time, progress, relationship dynamics, 
coping skills, development, co-parenting progress, or need for further treatment, 
as appropriate to the therapist’s role.  In contrast to the forensic expert, the 
treating expert does not have the information base or objectivity necessary to 
make psycho-legal recommendations, such as specifying parenting plans, legal 
custody, or decision-making authority. 
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(b)  Mental Health Forensic Expert: A mental health professional hired by a party or 
appointed by a Court to answer a legal question through the application of 
psychological methods.  A mental health forensic expert, for example, may 
perform a custody evaluation, a psychological evaluation to answer a particular 
question formulated by the Court, a competency evaluation, an evaluation to 
assist the Court in the decision-making process regarding custody and/or 
access.  Their testimony might include psycho-legal issues such as 
recommendations about parenting plans, legal custody or decision-making 
authority. 

 
C.  General Definitions 
 
Client/Patient:  A parent, child, couple or family receiving psychotherapeutic treatment 
from any of the mental health professionals defined in this section 
 
Collateral:  A person, not a client or patient, who has information bearing on the client 
or patient and whom a mental health professional, in any role defined in this section, 
interviews to obtain information or engages directly in the client or patient’s treatment.  
 
Confidentiality:  An ethical duty, also established by statute, rules or case law in some 
jurisdictions, owed by a mental health professional to a client/patient, subject to some 
exceptions, to maintain the client/patient’s privacy by not revealing information received 
from the client/patient. 
 
Privilege: A legal right, conferred by statute in many jurisdictions and limited by 
exceptions, held by a mental health professional’s client/patient to prevent the mental 
health professional from disclosing confidential information in a legal proceeding.  Some 
jurisdictions have a formal process for determining whether or not and under what 
circumstances the privilege will be waived by or on behalf of the client/patient to allow 
testimony by the mental health professional in a court-related matter.  (Issues regarding 
privilege and confidentiality are described in Guideline 7.) 
 
Conflict of Interest:  A situation in which personal, professional, legal or other interests 
or relationships have the potential to compromise or bias the mental health professional’s 
judgment, effectiveness or objectivity. A conflict of interest may also occur in some 
jurisdictions based on the establishment of an appearance of conflict standard rather than 
an actual conflict. 
 
Informed Consent:   

(a) A client/patient’s decision to consent to a proposed treatment or a proposed 
release of confidential information by a mental health professional, after the 
client/patient has received reasonably full and accurate information from the 
mental health professional as to the risks, benefits and likely consequences of 
the decision to consent.   
 



4 
 

(b) The term is used colloquially by mental health professionals to mean the 
process by which a client/patient receives the information needed to make an 
informed decision.  The process usually includes discussion and a written 
agreement between the mental health professional and the client/patient as to the 
information provided and the client’s understanding of it.  (See Guideline 6.) 
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GUIDELINE 1:  ASSESSING LEVELS OF COURT INVOLVEMENT   
 
1.1 A CIT should assess the degree to which legal processes will impact the 

treatment and consider issues that may impact the client or parent’s 
functioning in treatment, and the implications of treatment interventions on 
the legal processes 

 
(a) The CIT should be aware that cases may have different degrees of Court 

involvement, and may also change in their degree of Court involvement over 
time. 

 
(b) The CIT should obtain information about how the decision to enter therapy 

was made, who was involved in the decision, and what outcomes are expected 
from the treatment or the therapist by parents, other professionals, or the 
Court.  

 
(c) The CIT should consider the variety of mechanisms through which court-

involved families can enter treatment, and the implications of each of those 
circumstances: 

 
(1) A parent involved in a Court case recognizes his/her own or child’s 

distress and seeks treatment.  
(2) A parent seeks therapy for him/herself or a child, in hopes of 

improving his/her own position in the Court case and securing the 
therapist’s direct or indirect participation (report to a custody 
evaluator, etc.). 

(3) Parents are ordered to obtain therapy for themselves or a child, but 
select from community practitioners with no specific agenda, 
reporting expectation or requirement.  

(4) The Court orders therapy to address particular issues, such as child 
distress, high-conflict dynamics, reunification, etc.  The order may 
include some degree of reporting requirement, or contingencies 
allowing reporting.  
 

(d) The CIT should consider the potential impact of Court involvement on adults’ 
functioning in treatment. The stress of Court involvement and the importance 
of the outcome to those involved can generate conscious or unconscious 
distortion of information and changes in the clients’ or parents’ expectations 
of the therapist.  

 
(e)    The CIT should consider the impact of his/her natural working alliance 

with the client. This may lead the therapist to align with the client’s position 
in the legal dispute, thus impairing the CIT’s ability to prepare the client to 
cope with likely outcomes and stresses in the legal process. While a client 
may equate his or her best interests with prevailing in the legal dispute, CITs 
must remain cognizant that their role is to promote successful psychological 



6 
 

functioning in the client, not to serve as an advocate or a forensic expert or 
produce a particular outcome in the legal process. 

 
1.2. Special considerations for court-involved roles with children 
 

(a) Children’s behavior and statements may vary markedly based on the 
circumstances of treatment.  

 
(b) The CIT has an enhanced obligation to consider multiple treatment hypotheses 

and be knowledgeable about children’s developmental tasks and needs.   
 

(c) The CIT should use particular caution to ensure that he/she has adequate data 
on which to base any opinions or assessments, and to form and express such 
opinions only within confines of the therapeutic role and available 
information, while remaining cognizant of the impact of Court involvement 
on the family and on treatment information. 

 
(d) The CIT must, whenever possible, obtain each parent’s perspective in the 

treatment process and maintain professional objectivity when interpreting 
statements and behaviors of children.  The CIT should use particular caution 
in interpreting statements, play or drawings that appear to express positions on 
adult issues to avoid inaccurate or incomplete assessment of a child’s 
developmental needs, expressed thoughts and feelings. 

 
(e) The CIT should be aware of the potential impact of parental needs and 

expectations on treatment involving children or adolescents.  The CIT should 
be particularly aware that:  

 
(1)  A parent may have a genuine desire to obtain treatment or provide it 

to a child, but may also have expectations that the therapy will 
support the parent’s own goals in the legal conflict. 

(2)  A child or adolescent who is expressing a “position” regarding a 
contested issue in the legal conflict may have external influences on 
their perceptions, or that negatively impact their coping skills. 

 
(f)  While it is common in traditional treatment for one parent to be more involved 

in child treatment than the other, this therapy structure creates a risk in court-
involved treatment.  A CIT should consider both parent-child relationships 
and each parent’s perspective in court-involved treatment. 
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GUIDELINE 2: PROFESSIONAL RESPONSIBILITIES  
 
2.1 A CIT should establish and maintain appropriate role boundaries 
 

(a) A CIT should inform potential clients, and others who may be relying on the 
therapist’s opinion or services, of the nature of the services that can be offered 
by the therapist and the limits thereof.  This includes providing thorough 
informed consent to clients/parents and appropriate information to others who 
may rely on the therapist’s information. (See Guideline 6 and Guideline 10.) 

 
(b) A CIT should resist pressure from anyone to provide services beyond or 

antithetical to the therapeutic role, as defined by recognized professional and 
ethical standards or guidelines. 

 
(c) A CIT should explain to clients any decisions to decline to provide certain 

services.  If others (e.g., the Court guardian ad litem, minor’s counsel or 
agency) have requested services that the CIT considers inappropriate, the CIT 
should also explain decisions to decline these requests, to the degree that 
information provided is not privileged or privilege has been waived.   

 
(d) A CIT should be prepared to modify elements of the therapeutic process, if 

appropriate, and to explain the necessity for the modification.  
 
(e) A CIT should apprise the Court of any conflicts between the Court’s 

expectations and the ethical and professional obligations, or role limitations, 
of the therapist.  

 
2.2 A CIT should demonstrate respect for parties, families, the legal process and 

its participants 
 
(a) A CIT should communicate respect for the legal system to clients, collaterals, 

and others who may rely on the therapist’s work, information or opinions. 
 

(b) A CIT should provide a thorough informed consent processes to parents, and 
age-appropriate explanations to children, as described in Guideline 6. 

 
(c) A CIT should communicate, within the limits of any applicable privilege, 

regarding the limits and responsibilities of the therapist’s role.  
 
(d) A CIT should respect each parent’s rights, as defined by relevant orders or 

law, regarding knowledge of, consenting to, and/or participating in a child’s 
treatment. 

 
(e) A CIT should be knowledgeable about appropriate expectations for 

developmentally acceptable behavior in children while respecting their 
independent feelings, perceptions, and developmental needs. 
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(f) A CIT should communicate with counsel in a balanced manner when in a 

neutral role and authorized to do so.  
 

2.3 A CIT should provide clear, non-technical communication of observations 
and opinions to adult clients, parents of child clients, and other professionals 
when appropriate and permitted by applicable privilege 

 
2.4 A CIT should maintain professional objectivity  
 

(a) A CIT should actively seek information that will provide the most thorough 
understanding of his/her client’s circumstances and issues, while remaining 
within the limits of the therapist’s assigned therapeutic role in the case. 

 
(b) When children are involved in treatment, a CIT has an enhanced obligation to 

consider multiple hypotheses, seek information and involvement from both 
parents and avoid the biasing effects of one-sided or limited information.  

 
(c) A CIT should make efforts to consider and assess treatment issues from the 

perspective of each involved individual.  This does not preclude maintaining a 
strong therapeutic alliance with a parent client/patient in individual therapy, 
but may require exploring with the client how others may perceive the issues.   

 
(d) To the degree possible in the given therapeutic role, the CIT should remain 

aware of the information emerging in the legal process in order to assist the 
client in coping with it.   

 
2.5 The CIT should manage relationships responsibly
 

(a) A CIT should recognize that the therapeutic relationship may change as a 
family’s involvement with the Court changes or as the therapist communicates 
to other professionals, collaterals or the Court.   

 
(b)  If a parent or family who has not previously been court-involved becomes 

involved in a legal process and asks the therapist to continue services, the CIT 
should discuss with the relevant individuals and/or family members the 
potential effect of Court involvement on the therapy. This should include 
discussion of potential requests for release of therapeutic information to others 
including a child custody evaluator, parenting coordinator, other 
professionals, or the Court.    

 
(c) If a CIT who has not previously been involved with a client’s ongoing 

litigation is asked to provide information or have other involvement in the 
legal process, the CIT should notify the client and/or the client’s legal 
representative of such requests. If the CIT believes the release of information 

bdgar
Highlight
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will adversely impact the client, the CIT should seek legal advice and notify 
the Court.  

 
(d)  The CIT should clearly document informed consent on the above issues.  

 
2.6 A CIT should maintain accountability
 

(a) The therapist in a child-centered role should recognize that active intervention 
may result in the dissatisfaction of one or both parents, but should 
nevertheless maintain focus on the welfare of the child client.   

  
(b) If disputes arise regarding interpretation of Court orders governing treatment, 

the CIT should seek direction or clarification from the Court, or an authorized 
Court representative in the case.   

(c) The CIT should recognize that others in the legal system (e.g., custody 
evaluator, parenting coordinator, child’s counsel or the Court) may have a role 
in monitoring or reviewing the therapeutic process.  

 
(d) The CIT should recognize that his/her judgments, interventions, reports, 

testimony and opinions may have a profound impact on outcomes for children 
and families. The CIT should remain objective at all times, should use caution 
in forming and expressing opinions, and should use particular caution in 
drawing conclusions from limited observations or sources of information.   

 
(e) A CIT should recognize that the dynamics of a court-involved case may create 

conflicts or disagreements with litigating parents or lead to demands that the 
therapist withdraw from the case.  The CIT should recognize that therapeutic 
confrontation of a parent or a child, or a refusal to accede to the wishes of a 
parent or child, may frustrate that individual’s desires, but does not necessarily 
constitute a conflict of interest. Such therapeutic confrontation may be 
therapeutically appropriate or even essential.  In such a situation, withdrawing 
from the case or abandoning the intervention, unless terminated by the client, 
may be antithetical to the interest of the child or family. 

 
 
GUIDELINE 3: COMPETENCE 
 
3.1 A CIT has a responsibility to develop and maintain specialized competence 

sufficient for the roles they undertake
 
3.2 Gaining and maintaining competence 
 

(a) A CIT has a responsibility to obtain education and training, and to maintain 
current knowledge, in areas including, but not limited to: 

 
(1) Characteristics of divorcing/separated families and children 
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(2) Family systems and other systems in which court-involved families 
interact 

(3) The impact of high interparental conflict on post-separation custody 
arrangements 

(4) Effective interventions with divorcing or separated families 
(5)      Adaptations of traditional therapeutic approaches that may be 

Necessary to work with divorcing or separated families 
(6) characteristics and needs of special populations who may be 

Involved in treatment 
(7) Ethical issues and applicable local legal standards 

 
(b) A CIT should utilize continuing education and professional development 

resources to maintain current knowledge of issues relevant to court-involved 
treatment. 

 
(c) A CIT may also gain some of the required knowledge through experience and 

consultation with colleagues; however, clinical experience should not be a
substitute for knowledge of the underlying science, relevant research, legal 
issues and standards of practice. 

 
3.3 Areas of competence  
 

(a) The CIT should maintain knowledge and familiarity with current research 
related to psychological issues in areas including, but not limited to: 

 
(1) Child development and coping, including developmental tasks 
(2) Child interviewing and suggestibility 
(3) Children’s decision-making ability, including appropriate means of 

understanding children’s abilities and interpreting expressed 
preferences or opinions 

(4) Factors in divorcing families that increase risk to children, or 
promote resilience in children 

(5) Domestic violence 
(6) Child abuse and child welfare 
(7) High conflict dynamics, including risks to children from exposure 

to parental conflict, parental undermining, alienation and 
estrangement 

(8) Treatment approaches, including both traditional methods and 
adaptations for divorcing or separated families 

(9) Parenting and behavioral interventions 
(10) Special needs issues, including medical issues, psychiatric 

diagnoses, substance abuse, learning or educational problems, 
developmental delays, etc. 

(11) Ethnic, cultural, and sexual orientation differences among families  
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(b) The CIT should maintain knowledge and familiarity with legal information 

and issues related to court-involved therapy, including, but not limited to: 
 
(1)  Statutes and local Court rules in the therapist’s jurisdiction 
(2)  Case precedents relevant to court-involved treatment 
(3)  Interactions and potential conflicts between governing mental 

health practice and family Court expectations or family law statues 
(4)  Ethical and professional guidelines and standards applicable to the 

role of the CIT, obtaining ethics consultation as appropriate 
(5) Circumstances under which it may be necessary or appropriate for 

the therapist to consult an attorney 
 

(c) The CIT should seek appropriate consultations when issues arise that are 
outside of the CIT’s expertise. 

 
3.4  Understanding of professional roles and resources   
 

(a) The CIT should be familiar with the roles of other professionals with whom 
the CIT may interface while providing therapy in a case.  
 

(b) The CIT should understand the roles of the child custody evaluator and the 
parenting coordinator, and the impact that the appointment of such 
professionals may have on both the process of therapy and the privacy of 
therapeutic information. 

 
(c) The CIT should understand the roles of the minor’s counsel or guardian ad 

litem, and should be aware of the laws governing confidentiality of treatment 
information when one of these professionals is appointed. 

 
3.5 Representation of competence, state of professional knowledge 
 

(a) The CIT should accurately represent his/her areas of competence, advise 
clients/parents if an issue arises that is beyond the CIT’s knowledge and 
expertise, and initiate consultation and/or referral, when appropriate.  

 
(b) The CIT should understand the limits of scientific knowledge and use caution 

to avoid overstating the certainty or parameters of professional opinions.  (See 
Guideline 10.) 

 
3.6 Consideration of impact of personal beliefs and experiences 
 

(a) The CIT should remain familiar with current research on the impact of 
personal bias, personal beliefs and cultural and value differences, factors that 
may contribute to bias, and efforts that may be undertaken to contain or 
manage potentially biasing conditions in the CIT’s work. 
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(b) The CIT should recognize and acknowledge that powerful issues may arise in 

court-related cases that generate personal reactions in the therapist or others, 
and take steps to counterbalance exposure to information or otherwise manage 
these issues. 

 
(c) The CIT should obtain appropriate consultation to assist in maintaining 

professional objectivity. 
 
 
GUIDELINE 4: MULTIPLE RELATIONSHIPS  
 
4.1   The CIT should avoid serving simultaneously in multiple roles, particularly 

if these create a conflict of interest. For example, the CIT should not serve 
simultaneously as therapist and evaluator or as therapist and friend.  
Similarly, the CIT is strongly discouraged from performing different roles 
sequentially, as, for example, a therapist who becomes an evaluator or a therapist 
who becomes a parenting coordinator.  

 
4.2  The CIT should disclose to all relevant parties any multiple relationships that 

cannot be avoided and the potential negative impact of such multiple roles.  
  

(a) The CIT who discovers that he/she is performing multiple roles in a case 
should promptly seek to resolve any conflicts in a manner that is least harmful 
to the client and family.  The CIT should clarify the expectations of each role 
and seek to avoid or minimize the negative impact of assuming multiple roles. 

 
(b) The CIT should recognize that relationships with clients are not time limited 

and that prior relationships, or the anticipation of future relationships, may 
have an adverse effect on the CIT’s ability to be objective. 

 
(c) The CIT should attempt to avoid conflicts of interest and should address them 

as soon as they arise, or the potential for conflict becomes known, by: 
 

(1)  Identifying a real or apparent conflict of interest as soon as it 
becomes known to the CIT

(2) Refusing to assume a therapeutic role if personal, professional, legal, 
financial or other interests or relationships could reasonably be 
expected to impair objectivity, competence or effectiveness in the 
provision of services

(3)       Communicating with the client or potential client or counsel, and, if 
necessary, with the Court, about the existence of the conflict. 

(4) Recognizing that the appearance of a conflict of interest, as well as 
an actual conflict of interest, can diminish public trust and 
confidence both in the therapeutic service and in the Court

(5) Differentiating between conflicts that require declining to assume or 
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withdrawing from the therapeutic role, as opposed to multiple or 
sequential roles that may be undertaken with waivers from the client 
or parent  

(6) Recognizing the risks of undertaking conflicting roles, even if the 
client or parent signs a waiver   

(7) Clearly documenting the disclosure of any waived conflict, the 
client’s ability to understand it, and the client’s waiver. The client 
must receive a clear explanation of the conflict, and it may also be 
necessary to provide such explanations to other professionals or 
agencies relying on the therapist’s work or information 

 
 
GUIDELINE 5: FEE ARRANGEMENTS  
 
5.1   The CIT should establish a clear written fee agreement with the responsible 

parties prior to commencing the treatment relationship  
 

(a) A CIT may send a written fee agreement to the parties and/or client(s) prior to 
commencing treatment.  

 
(b) If the case is not court-involved, a CIT may discuss the terms and fee 

requirements of treatment directly with the parties and/or client.  This 
discussion should be documented in the CIT’s record. 

 
(c) If the case is already court-involved, or likely to be, a CIT may send the fee 

and consent agreements to counsel.  
 
5.2 The CIT should provide written documentation to each responsible party  
 

(a) Documentation should include a description of the treatment services to be 
provided, including all of the elements of informed consent described in 
Guideline 6. 

 
(b) A CIT should provide a fee agreement that contains, at a minimum:  

 
(1) A description of all services and charges 
(2)       Expectations regarding payment, including, if applicable: 

(i) fees associated with missed or cancelled sessions,  
(ii)  costs/fees generated by one parent,   
(iii) consequences of non-payment, including its potential impact 
on continued provision of services,  
(iv) the use of collection agencies or other legal measures that may 
be taken to collect the fee (see attached sample agreement). 

(3) Policies with regard to insurance reimbursement, if any.  This should 
include issues such as identifying the person responsible for 
submitting the insurance form, payment for covered and non-covered 
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services, responsibility for submitting treatment plans (if required by 
the insurer) and the consequences of using insurance.  

(4) Policies regarding advance payments, if any, for treatment services 
and the use of those payments 

(5) A procedure for handling of disputes regarding payment 
 

(c) If the therapy is court-ordered, the CIT should provide to the Court all 
information required to engage the CIT so that the Court can issue an 
appropriate and comprehensive order. The written fee agreement may be 
incorporated into the Court order that initiates the therapy. The therapist 
should request that the Court specify the party responsible for the payment or 
the specific apportionment between the parents or parties. In the event that the 
Court order fails to address the issue of fees adequately, the therapist should 
take appropriate steps to obtain clarification from the Court before providing 
services. Arrangements should be sufficiently clear to prevent or resolve most 
fee-related disputes, and for a future judicial officer or reviewer to be able to 
resolve any such disputes submitted to the Court.   

 
(d) If treatment is terminated or suspended due to non-payment, the CIT should 

conduct the termination or suspension in accordance with the order, fee 
agreement and ethical principles. 

 
(e) The CIT should maintain complete and accurate written records of all 

amounts billed and all amounts paid.  
 
 
GUIDELINE 6: INFORMED CONSENT   
 
6.1 At the outset of therapy, the CIT should provide a thorough informed 

consent process to adult clients and parents or legal guardians if the therapy 
involves the child  

 
(a) A CIT has a professional obligation to inform the client of the limits of 

confidentiality and privilege at the outset of the therapeutic relationship, to 
promote informed decision-making throughout treatment and to document 
such explanations in the CIT’s record.   The CIT should clarify that these 
cautions do not constitute legal advice, and that the CIT will obey the Court’s 
orders regarding treatment information.  

 
(b) The informed consent should use language that is understandable and 

includes, at a minimum, information about the nature and anticipated course 
of the therapy, risks and benefits of the therapy, fees, the potential 
involvement of other individuals in the therapy, and a discussion of 
confidentiality.   
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(c) The CIT should be aware of state laws that impact confidentiality and access 
to records and these should be incorporated in the informed consent.  

 
(d) Clients or their counsel should have an opportunity to ask questions, obtain 

answers, and discuss their concerns.  These discussions should be 
documented in the CIT’s record. 

 
6.2 If a child is to be involved in treatment, there are special considerations
 

(a) A CIT should generally avoid accepting a child into treatment without 
notifying or consulting with both parents. 

 
(b) A CIT should request copies of Court orders or custody judgments 

documenting each parent’s right/authority to make decisions regarding 
treatment and delineation of each parent’s access to treatment information.  

 
(c) In rare and urgent cases, such as when there is strong reason to suspect a risk 

to a child’s safety, a CIT may accept a child in treatment at the request of one 
parent.  This should only occur if that parent has clear legal authority to 
consent and pending efforts to either notify the other parent or obtain 
permission from the Court; however, the CIT should be aware that such a 
decision may increase risk to the child, and to the CIT.   

 
(d) A CIT should explain the nature and purpose of the treatment to a child in 

age-appropriate language.  It may be necessary to revisit these issues as 
treatment proceeds. 

 
(e) A CIT should discuss the limits of parental involvement and confidentiality 

with the parents or guardians of a child or adolescent involved in treatment.  
 
6.3 When a CIT becomes involved in treatment at the request of a third party 

such as the Court, an attorney, or a social service agency, the CIT should be 
especially attentive to informed consent issues  

 
(a) The CIT should identify to the client the name of the person or agency that 

requested the services and the potential impact this may have on the treatment.  
 
(b) If an adult client or parent does not sign the informed consent, or otherwise 

has significant disagreements with the treatment process, the CIT should defer 
commencement of services and refer the client back to the third party agency 
or the Court for clarification.  

 
(c) If the CIT has been appointed by the Court to provide treatment to one or 

more adults and an adult refuses to sign consent documents, the CIT should 
defer commencement of services until consent is obtained or the Court takes 
action to resolve the issue. 
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(d) If a CIT is asked by anyone to provide treatment to a child and one parent 

supports treatment while the other refuses consent, the therapist should refer 
the parties back to the Court for resolution of the dispute between the parents, 
and then proceed as the Court directs.  

 
(e) If the court-ordered treatment is to proceed, it is recommended that the CIT 

require a treatment order, specifying the nature of the services to be provided 
and the parameters of treatment, before proceeding with treatment.   

   
6.4 When more than one individual participates in the therapy, the CIT should 

clarify with each person the nature of the relationship between the 
participants and between each participant and the therapist.  The CIT 
should also clarify his/her roles and responsibilities, the anticipated use of 
information provided by each person, and the extent and limits of 
confidentiality and privilege  

 
6.5 On a case-specific basis, the CIT should explain to the client the manner in 

which treatment information will be handled. Issues to be clarified may 
include, but are not limited to: 

 
(a) Whether the consent of one or both parents will be required to release 

information from conjoint, co-parenting or marital therapy 
 

(b) Whether information will be released to a custody evaluator, parenting 
coordinator, the Court, or any other individual, and the extent of the 
information to be released 

 
(c) Whether, and how, the CIT will communicate to the Court in the event that 

one or both parents do not cooperate with court-ordered treatment 
 

(d) What will happen if the CIT is subpoenaed to give testimony in a court-related 
matter 

 
(e) What information can be released to insurance companies, the Court, the other 

parent, or other entities to enable the CIT to collect his/her fees. 
 
6.6 The parent/client should be encouraged to consult with counsel before 

signing a therapy/informed consent agreement, if the parent or client is 
represented

 
6.7 If the CIT’s level of Court involvement changes or requests are made to 

change the CIT’s role, the CIT should inform the client of the risks, benefits 
and impact of any potential changes in treatment 
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(a) The CIT should obtain consultation before contemplating a change in his/her 
role that might create a conflict of interest or alter therapeutic alliances. 

 
(b) If the CIT becomes aware of potentially conflicting roles, he/she should take 

reasonable steps to immediately disclose, clarify and discuss the potential 
conflicts and any potential adverse impact. The CIT should make best efforts 
to minimize any negative impact, including withdrawing from the case, if 
appropriate.  

 
(c)  If the parties consent to a change in the CIT’s role, the CIT should document 

the revised informed consent process.  
 

6.8 The CIT should be sensitive to the possibility of being asked to provide 
feedback to third parties or to testify as a witness. The CIT should inform the 
client of this potential at the beginning of the informed consent process and as 
necessary thereafter.  

 
(a) The CIT should take reasonable steps to clarify the limits of the therapeutic 

role, the potential scope of information to be released, and the potential 
implications of the release of information or the testimony for the client (see 
Guideline 7).  In no case should the CIT attempt to provide legal advice to the 
client. 

 
 

GUIDELINE 7: PRIVACY, CONFIDENTIALITY AND PRIVILEGE 
 
7.1 The CIT should understand the principal issues that arise in court-related 

therapy in regard to client/patient confidentiality and privilege.  
 

(a) The CIT should be aware that laws and standards vary markedly among 
jurisdictions, and there may be conflicts in the law within a single jurisdiction.  
Issues that may vary among (and within) jurisdictions include, but are not 
limited to: 

 
(1) The identified client 
(2) Assertion and waiver of the client’s privilege  
(3) Under what circumstances the mental health professional can or 

must disclose confidential information 
 

(b) The CIT should be aware that ethical, clinical, and legal issues related to 
confidentiality/privilege may differ depending on whether a parent, child, 
couple or family is in treatment.  

 
(c) The CIT should be aware of clinical issues related to disclosure of confidential 

information.  (See Guideline 8.7.) 
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7.2 The impact of litigation on decisions regarding use of treatment information. 
 

(a)  The CIT should also be aware that a client or parent’s legal case may be 
affected by the client’s decision to release or decline to release treatment 
information. The CIT should encourage the client/parent to seek appropriate 
legal consultation before making this decision. 

 
(b)  The CIT should consider the impact of the Court context on a client’s 

decisions about the use of treatment information and should take precautions 
accordingly. 

 
(c)  The CIT should consider that situational pressures may affect the client or 

parent’s judgment or authority on the issue of waiving the privilege regarding 
treatment information. These pressures may include requests from the Court 
or other professionals with influence on the legal proceedings (e.g., a custody 
evaluator or parenting coordinator) that the parent waive his/her own, or the 
child’s privilege as to the treatment relationship. 

 
(d)  The CIT should be aware that in some jurisdictions or situations, parents may 

not hold the right to waive or assert the child’s privilege in court-involved 
treatment or treatment of the child.  In some jurisdictions, a CIT has the option 
or duty to resist disclosure of information, or seek direction from the Court, if 
the CIT determines that disclosure of the information risks the welfare of the 
child.  The CIT should be familiar with the appropriate procedures for his/her 
jurisdiction. 

 
7.3 A CIT should recognize the limits of his/her expertise and, when in doubt as to 

whether information requested about treatment can be released, seek legal 
advice or request direction from the Court  

 
7.4 Ongoing obligation to inform clients 

 
(a)    A CIT should revisit the discussion of confidentiality with the client as 

circumstances change, or as issues arise in therapy that may result in the 
disclosure of treatment information.   

  
(b)  If therapy is court-ordered and there is dispute regarding privacy, 

confidentiality and privilege, the CIT should seek clarification from the Court 
prior to commencing services.  If a dispute arises as to the interpretation of the 
Court order after services have begun, the CIT should seek direction from the 
Court before releasing information. 
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7.5 Special issues in children’s treatment 
 

(a) A CIT should be familiar with general provisions governing confidentiality of 
children’s treatment information in his/her jurisdiction, including: 
   

(1)  Who holds the child’s privilege and how a child’s privilege can be 
waived or asserted 

(2)  Under what circumstances a child or adolescent may have a role in 
this decision

(3)  How the CIT should respond if he/she receives conflicting 
instructions from the parents 

(4) How the CIT should respond if he/she believes that disclosure of 
treatment information poses a substantial risk of harm to the child 

 
(b) At the outset of a child’s treatment, the CIT should clarify the provisions of 

the order or therapy agreement regarding the child’s treatment information.  
These issues include, but are not limited to: 

 
(1) How information about a child’s progress will be shared with 

parents
(2) Whether the consent of one or both parents will be required to 

release information about the child’s progress 
(3) The role that the child’s thoughts and feelings will play in 

determining what information is shared, and how it is shared 
(4) Circumstances in which the CIT may be required to release 

information to the parent or other professionals 
(5) Circumstances that might require further discussion, clarification or 

modification of the order or agreement as the treatment progresses 
 

(c) A CIT should prepare the child client for the release of treatment information, 
address the child’s feelings about the issue, and assist the child in coping with 
any stressors that may result. 
 

(d) The CIT should adapt explanations to the developmental and situational needs 
of each child.   

 
(1) When working with a child client, the CIT should clarify the limits 

of confidentiality in developmentally appropriate language   
(2) A CIT should not make blanket promises to a child that treatment 

information will be confidential 
 

7.6 Considerations for therapists covered under the Health Insurance Portability 
and Accountability Act (HIPAA) 
 
If the CIT is a HIPAA-covered entity, he/she must be aware of his/her obligations 
under the Act, and the how those obligations may change if the client or family 
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becomes involved with the Court.  When requirements under HIPAA appear to be 
in conflict with other laws or Court orders, the CIT should obtain legal 
consultation. 

 
7.7 Responding to requests for treatment information from third parties 

 
(a) The CIT should request a copy of the release signed by the client, former 

client, parent, or other authorized person.  The CIT should not communicate 
with a third party without an appropriate release or order of the Court 
authorizing disclosure. 

 
(b) Prior to providing client information to a third party, the CIT should attempt 

to inform the client or former client about the request for release of 
information. 

 
(c) The CIT should inform the client or former client of the nature of the 

information that may be released to a third party if the client waives the 
privilege.  If appropriate, the CIT should also refer the client or former client 
to his/her attorney to assist the client in making this decision. 

 
(d) A release does not supersede a Court order; therefore, prior to releasing 

information to a third party, a CIT should consult any agreement or Court 
order that governs the treatment. 

 
7.8 Responding to a subpoena 
 

(a) A CIT should be aware of differences between subpoenas and Court orders.   
 

(b) A CIT who has received a subpoena should consider consulting an attorney 
familiar with both legal issues in the jurisdiction related to mental health law 
and the requirements of the Court in which the family is involved.  
Procedures, requirements, and the CIT’s options will vary depending on the 
jurisdiction, whether the case is being heard in a family Court or juvenile 
dependency Court, and many other issues.  

 
(c) A CIT should not automatically respond to a subpoena by disclosing written 

or oral information.   
 

(d) A CIT should not ignore a subpoena.  
 

(e) The CIT may wish to consider the additional guidance provided in Appendix 
A regarding specific steps that may be helpful in responding to a subpoena. 

 
7.9 Responding to a Court order for release of treatment information 
 

(a) If the CIT is ordered by the Court to release information, particularly over the 
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objection of one of the parties, the CIT should request a written order 
specifying the parameters of information to be released. 

 
(b) If there are outstanding legal questions regarding what information can be 

released (such as whether the CIT can release information from other agencies 
or child protective services), the CIT may wish to obtain the assistance of an 
attorney who can bring these issues to attention of the Court and obtain 
clarification or direction.   

 
7.10 Appealing a Court order 
 

There are some circumstances in which a CIT may believe that disclosing 
information may violate ethical or professional practice guidelines applicable
to mental health practice.  In such a case, the CIT may wish to consult an
attorney familiar with the laws of mental health privilege/confidentiality in that 
jurisdiction. 
 
 

GUIDELINE 8: METHODS AND PROCEDURES 
 
8.1 The CIT should adhere to the methods and procedures generally accepted in 

his/her particular discipline.  In addition, the CIT should maintain methods and 
procedures consistent with being involved in situations, which may include 
litigation, testimony, and the reporting of various matters to Court, parties, or their 
attorneys.  

  
 8.2   Obtaining necessary information if the therapy is court-ordered 
 

(a) The CIT should attempt to obtain all information necessary to conduct the 
court-ordered therapy and should discuss the goals of the court-ordered 
therapy with the client.   

 
(b)  As appropriate to the specific case, the CIT should request information that 

may be necessary for effective treatment.  This may include permission to 
speak to a prior therapist or other involved professionals, copies of prior Court 
orders, therapy records, and reports from child custody evaluators, child 
protective services, or a guardian ad litem.   

 
(c)  The CIT should obtain necessary information, including copies of relevant 

Court orders, to confirm that his/her role is clearly defined and consistent with 
the therapeutic role and the CIT’s expertise.   
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(d) If the CIT is unable to obtain information from the parties or counsel that is 
necessary to conduct treatment, the CIT may apply to the Court for further 
direction if the CIT has obtained appropriate releases. Application to the Court 
should be preceded by proper notice to the parties and counsel.  

 
8.3 Therapeutic role and process  
 

(a) The CIT has a responsibility to identify both the intended clients and any 
others intended to be the beneficiaries of the intervention.   

 
(b) When the intended beneficiary of the intervention is an individual client, the 

primary focus of the therapist is the client’s welfare and treatment is 
implemented for the benefit of the client.  Therapists with different treatment 
orientations may identify different treatment goals, but all focus on improving 
client’s functioning. 

 
(c) In other cases, a relationship or family unit may be the identified client or may 

be the participants in counseling, but the goal may be to reduce conflict or 
promote behavior change for the benefit of the child (e.g., co-parenting or 
conjoint/reunification therapy). 

 
(d) The CIT should clearly identify the goals, procedures and beneficiaries based 

on any relevant orders and in collaboration with the client(s) and other 
professionals as appropriate, and should clearly communicate this information 
to participants in the therapy.   
 

8.4 The CIT should understand that the information provided by the client 
during the course of the treatment is based upon the client’s experience and 
perspective, which may sometimes be distorted or lacking balance and 
comprehensiveness   

 
(a) The CIT should strive to maintain professional objectivity, and to remain 

aware of the impact of the therapeutic alliance on the therapist’s information 
and perspective. 

 
(b) The CIT should actively consider alternative hypotheses regarding the 

information (i.e., data) he/she is receiving in the treatment. 
 
(c) The CIT should strive to be aware of societal and personal biases and 

continuously monitor his/her actions for evidence of potential bias. Awareness 
of research and focus on the treatment data inform the CIT and help limit the 
potential for bias.  The CIT should consider withdrawing from a case when 
he/she is unable to manage a known bias and/or is unable to maintain 
objectivity. 
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(d) The CIT should be aware that the treatment may be influenced by the client or 
family’s involvement in legal processes, and that the legal process may be 
influenced by the actions of the therapist. 

 
(e) The CIT must constantly guard against/protect his or her work from threats to 

professional objectivity and role boundaries. 
 
8.5 Selecting appropriate treatment methods 

 
(a) A CIT should not exceed the bounds of his/her professional competence in 

his/her diagnosis, treatment planning and treatment of clients.  
 
(b) A CIT should use methods or interventions that are generally accepted within 

the professional communities and literature, and should apply methods or 
interventions appropriate to the situations and characteristics of court-involved 
families. 

 
(c) A CIT should be able to justify and explain the choice of methods based upon 

the current state of professional knowledge and research. 
 
(d) The CIT should select treatment methods or approaches that minimize the 

potential for biased or inappropriate interpretations of client’s statements and 
behaviors or perceptions of others’ behavior.  This may include deliberate 
balance in asking questions, challenging assumptions, and supplementing 
behavioral observations with other methods of inquiry. 

 
(e) A CIT should exercise caution in forming opinions or structuring therapy 

based on limited or one-sided information.   
 
(f) A CIT should maintain current knowledge about the validity (or lack of 

validity) of using specific behaviors as a basis for diagnosis or treatment, and 
should employ treatment methods that allow the therapist to gather 
information from a variety of methods and observations. 

 
8.6 Critical examination of information  
 

(a) A CIT should critically examine information received from a client before 
formulating or offering a clinical opinion.  This is especially important in light 
of the possibility that a therapeutic alliance may produce a bias toward the 
client.  

 
(b) A CIT should recognize that loss of therapeutic objectivity may harm a child 

or family, whether or not the therapist reports or testifies about the therapy.  
Therapists should avoid inappropriate bias by actively considering, and 
exploring, rival hypotheses about a client’s difficulties. 
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8.7 A CIT should consider the clinical implications of actions taken when the 
CIT is asked to release treatment information, and should endeavor to 
minimize risks in these areas 

 
(a) The therapist should be aware that an adult client requesting the release of 

information may not fully attend to, or understand, the risks and benefits of 
such a decision.  This may lead to distress in the client or damage to the 
therapeutic alliance, if the client is surprised by the therapist’s information or 
opinion. 

 
(b) The therapist should assist the client in understanding: 

 
(1) The risks and benefits of releasing information  
(2) The nature of the information in the client’s records 
(3) The CIT’s obligation to provide complete answers when questioned 

under oath and to avoid misleading other professionals or the Court 
(4) Other potential factors that may lead to distress in the client or 

damage to the therapeutic relationship due to the release of 
information 

 
(c) When a child is involved in treatment and the CIT is asked to release 

treatment information, the CIT should consider and address issues to 
minimize disruption of treatment and avoid distress in the child.  Issues to 
consider may include: 

 
(1) Appreciation of the parent’s right to information and any concerns 

that he or she may have about the child or the therapy 
(2) Protection of the child’s treatment progress and privacy 
(3) Potential for disruption of the therapeutic relationship if the parent 

feels excluded or resorts to litigation in order to obtain information 
(4) Possibilities for negotiating the parent’s involvement and managing 

the sharing of information without violation of the child’s privacy, 
wholesale release of treatment information, or litigation 

 
(d)  The CIT should consider and address the various clinical possibilities in 

children’s expressed preferences about disclosure of information.  The CIT 
should consider the potential implications of whatever action the CIT takes, 
and should utilize available therapeutic options for dealing with the child’s 
information.  Issues to consider and address may include: 

 
(1) Treatment goals related to the children’s resolving of issues with 

parents 
(2) A child’s realistic or unrealistic fears about the parent’s response to 

the information 
(3) The child’s  own emotional issues or difficulty in expressing feelings 

directly 
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(4) Whether the child will ultimately be empowered or protected by 
having the CIT share information on the child’s behalf 

(5) Whether the child needs protective measures to prevent harm 
resulting from the sharing of therapeutic information   

(6) Whether information can be disclosed in a therapeutic rather than 
legal setting 
 

(e) The CIT should prepare both adult and child clients for the sharing of 
information and endeavor to anticipate any problems the client may 
experience as a result. 
 

8.8 A CIT should seek appropriate advice 
 

When in doubt about an appropriate course of action, the CIT should consider 
seeking legal advice or professional consultation.  Such advice may protect both 
the clients/participants in therapy and the CIT.   
 
 

GUIDELINE 9: DOCUMENTATION 
 
9.1 A CIT should create documentation so that the Court can understand the 

treatment process, progress and financial arrangements 
 
9.2 A CIT should establish and maintain a system of record keeping that is 

consistent with applicable law, rules, and regulations and that safeguards 
applicable privacy, confidentiality, and legal privilege. A CIT should create 
and maintain records reasonably contemporaneously with the provision of 
services.   

 
(a) In deciding what to include in the record, the CIT may determine what is 

necessary in order to:  
 

(1)       Provide competent care 
(2) Assist collaborating professionals in delivery of care 
(3)       Provide documentation required for reimbursement or required 

administratively under contracts or laws 
(4) Effectively document any decision making, especially in high-risk 

situations 
(5) Allow the CIT to effectively answer a legal or regulatory complaint 

 
(b) If a client, parent or third party requests limited record keeping as a condition 

of treatment the CIT should explain that record keeping must meet 
professional standards. 
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9.3 Records should be organized and sufficiently detailed 
 

A CIT should maintain records that facilitate the provision of future services by 
the CIT and by other professionals, ensure accuracy of billing and payments, and 
ensure compliance with ethical requirements and laws.  Records should be 
sufficiently detailed, legible and readily available for reproduction upon receipt of 
appropriate releases or Court orders. 
 

9.4 Confidentiality and security of records 
 
            A CIT should make all reasonable efforts to maintain confidentiality in creating, storing, 
            accessing, transferring and disposing of records under his/her control.  A CIT should 
            maintain active control of records, provide appropriate training to any support staff,
            and take reasonable care to prevent the loss or destruction of records. 
 
9.5 Ethical and statutory requirements 
 

(a) A CIT should be cognizant of and follow relevant ethical and statutory 
requirements regarding maintaining records. 

 
9.6 Communicate and clarify recordkeeping with the client and/or parents 
 

(a) When the client is a child, the CIT should request any orders establishing who 
has the authority to consent to release of records.  A minor may have the legal 
prerogative to consent to treatment, but the parent may nevertheless seek 
access to the records. A CIT should verify parents’ statements of having the 
sole authority to consent to or block release of records by requesting relevant 
documents.   

 
(b) When the CIT has multiple clients, such as when a parent participates in 

therapy with the child, the CIT should clarify as part of the informed consent 
procedure how the records are kept and who can authorize their release.   

 
(c) A CIT should clarify any costs associated with providing copies of records 

and follow relevant statutes regarding fee arrangements. A CIT should not 
refuse to release records needed for emergency treatment because a client has 
not paid for services. 

 
(d) Even when clients are participating in therapy pursuant to a Court order, the 

CIT should clarify policies, procedures and fees associated with the release of 
records and confidentiality. 
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GUIDELINE 10:  PROFESSIONAL COMMUNICATION   
 
Communication from a CIT to another therapist, the client, parents, counsel, or the Court 
carries with it an obligation to ensure that the communication is authorized, clear, and 
accurate. A CIT should recognize the adversarial nature of the legal system and the 
potential impact of the therapist’s observations and opinions. 
 
10.1  Authorization to communicate 
 

A CIT should take reasonable steps to ensure that he/she is authorized to 
communicate with a third party, as described in Guideline 7. 
 

10.2 Accuracy in communication 
 

(a) In communication with others, a CIT should take reasonable steps to ensure 
that he/she is accurate in communicating: 

 
(1) The nature of the service provided  
(2) His or her opinions on diagnosis, prognosis, and/or progress in 

treatment 
(3) His or her opinions on appropriate actions that would support the 

therapy 
(4) His or her understanding of the role the therapist has with the family 

and in the Court process 
(5) Reports or observations of parents’ or children’s behavior  
 

(b) The CIT should make reasonable efforts to ensure that information regarding 
his or her services, including treatment, reports and testimony is 
communicated in language that can be understood by consumers and 
minimizes potential for misuse of the therapist’s information. 

 
10.3  Communicating limits and distinctions 
 

A CIT should communicate the bases and limitations of observations and 
opinions. 
 

(a) In all communications, especially in reports or testimony, the CIT should 
distinguish between observations, verbatim statements, inferences derived 
from his or her sources of information and conclusions or assessments 
reached.   

 
(b) A CIT should articulate the limits of any communications. A CIT should 

decline to communicate opinions, recommendations, or  information 
requested: 
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(1) When there is insufficient data on which to form a reliable opinion 
(2) When there is no authorization to do so 
(3) When the opinion requested is inconsistent with the role of the CIT 
 

(c) Where the information available to the CIT might support more than one 
therapeutic assessment or opinion, the CIT should present and acknowledge 
the alternate possibilities and any treatment data or research supporting them.  

 
(d) When necessary and appropriate, a CIT should be prepared to explain the 

limits of the CIT’s role and the reasons it is inappropriate to give testimony or 
opinions in violation of that role. 

 
10.4     Appropriate parties to include in communication 
 

A CIT should carefully consider who should be aware of and involved in each 
professional communication.  

 
(a) The CIT should consider whether one or both counsel, a guardian ad litem, 

child’s counsel, other CITs, or parenting coordinator should be included in the 
communication.  

 
(b) The CIT should respond with caution if an adult client’s attorney requests a 

treatment report, particularly if the request comes through the client.  The CIT 
should discuss with the client the potential content and implications of such a 
report, as discussed in Guidelines 7 and 8.  With an appropriate release, the 
CIT may also wish to consider consulting with the adult client’s attorney to 
ensure that the attorney is aware of the potential content and implications of a 
report from the therapist. 

 
(c) The CIT in a neutral role, such as that of child’s therapist, co-parenting 

therapist or conjoint/reunification therapist, should avoid unilateral 
communication with either parent’s attorney in order to avoid appearance of 
bias and to contain the potential for actual bias. 
 

10.5 Testimony 
 

(a) A CIT should recognize the limits of his/her knowledge, and the potential 
impact that testifying in Court may have on the client and on treatment.  Prior 
to testifying, a CIT should thoroughly discuss these issues with adult clients, 
and should engage in age-appropriate preparation of child clients. 

 
(b)  A CIT should comply with any limits on the scope of his/her testimony, which 

have been specified by a judicial officer in conjunction with any applicable 
ethical code. 
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(c) A CIT should anticipate that clients, attorneys, and the Court may ask the CIT 
to testify beyond the limits of his or her knowledge and role. The CIT should 
respectfully decline to provide information or opinions that exceed the 
treatment role or the CIT’s knowledge base.  

 
(d) A CIT should seek to clarify any conflicts between the testimony requested by 

the Court or counsel and any limitations imposed by professional ethics codes 
or licensing regulations.  

 
(e) When the CIT is designated as an Expert Witness by the Court he or she may 

offer relevant clinical opinions within the role of the treating expert. 
 

(1) The CIT may offer opinions on issues such as diagnosis, changes or 
behaviors observed in treatment, treatment plan, prognosis, coping and 
developmental abilities, conditions necessary for effective treatment, 
etc.  

(2) The CIT should not render opinions on psycho-legal issues (e.g., 
parental capacity, child custody, validity of an abuse allegation, joint 
or sole custody), as these are beyond the scope of the treatment role 
and properly the province of other professionals and the Court  

 



APPENDIX A 
 

RESPONDING TO A SUBPOENA 
 
 

This material is intended to supplement the information in Guidelines 7 and 8.7 regarding 
privilege and confidentiality issues, and the clinical management of requests for treatment 
records or information. 
 
1. A subpoena is not a Court order.  It is a formal request from an attorney to summon a 

witness or require a witness to bring documents to a hearing.  The hearing might be a 
deposition (oral testimony taken under oath in preparation for a formal trial or to preserve 
the evidence) or a trial itself. 

 
2. A CIT should never ignore a subpoena. 
 
3. A CIT should not assume that a subpoena requires him or her to automatically disclose 

all requested information 
 
4. Some jurisdictions have detailed statutes regarding psychotherapist privilege.  These may 

include specific statutorily-mandated steps the CIT can take in response to receipt of a 
subpoena.  In other jurisdictions, a CIT may want to obtain legal advice from an attorney 
familiar with (1) the privacy law in that jurisdiction; (2) the requirements specific to 
family court cases or the laws governing the CIT’s role; and (3) the ethical obligations of 
mental health professionals.  It is important for each CIT to know the state of the law in 
his or her jurisdiction on this issue and for the CIT to provide his/her counsel with any 
specific orders governing the CIT’s role in the particular case. 

 
5. The requirements for responding to a subpoena may be different in a juvenile or 

dependency court, a family court, a general civil court and a criminal court.  When 
obtaining legal counsel with regard to a subpoena, the CIT should know which type of 
court is the setting for the case that generated the subpoena and should provide legal 
counsel with all relevant orders and documents. 

 
6. If a CIT receives a subpoena regarding an adult client’s treatment, he or she should make 

and document best efforts to notify the client or former client that the subpoena was 
served.  The CIT should let the client know the scope of the information sought in the 
subpoena and that the client has a right to consult counsel to determine how best to 
respond to the subpoena. 

 
7. If the subpoena was sent by the client’s attorney, the CIT may, with the written consent 

of the client, cooperate with the attorney. 
 
8. If the subpoena was sent by opposing counsel, the CIT may, with the written consent of 

the client, cooperate with the client’s attorney to design a strategy for response to the 
subpoena.   

30



 
9. In working with the client’s attorney, it is important for the CIT to learn what the attorney 

hopes to gain from the CIT’s involvement in (or exclusion from) the case, the issues 
being litigated, and the information and/or opinions that the lawyer will ask the CIT to 
reveal.  The CIT should also attempt to learn what the opposing side is trying to achieve 
and whether and in what way the opposing lawyer may attempt to discredit the CIT’s 
information and/or opinions. 

 
10. Upon receipt of the subpoena, the CIT should carefully review his or her own records 

regarding the client and be prepared to discuss with the client and his or her attorney the 
following: 

 
 A. Whether the record contains outdated material; 
 B. Whether the record contains highly personal material; 

C. Whether the record contains information that could help the client achieve the 
goals described by the client’s attorney; 

 D.  Whether the record contains information that could harm the client’s goals. 
 
11. If the subpoena was sent by the opposing attorney, the CIT should discuss with the 

client’s attorney whether or not it would be useful to attempt to negotiate with opposing 
attorney to limit the scope of the subpoena, e.g., to redact outdated material, the names of 
third parties not important to the litigation or highly personal information. 

 
12. The CIT should discuss with the client’s attorney whether or not it would be wise to bring 

a Motion to Quash the subpoena, i.e., a request of the Court that the CIT be relieved of 
the obligation to provide testimony or produce records.  The Motion to Quash must be 
grounded in some legally-cognizable rationale.  For example, the material known to the 
CIT may not be relevant to the litigation.  Or the opposition might be able to obtain the 
information known by the CIT from other sources, which would be less invasive to the 
client than obtaining information from the CIT.  Or in some jurisdictions it will be 
possible to argue that, even though the CIT has information bearing on the case, it is 
more important that the client’s privacy be maintained than that the information be 
disclosed. 

 
13. If a child is the CIT’s client and the child’s records are subpoenaed, the CIT should 

consider whether or not the potential consequences to the child warrant opposing release 
of the information, requesting that an independent advocate be appointed, or warning the 
involved parties about risks to the child from release of the information.  The CIT should 
be familiar with the procedures in his or her jurisdiction that are used to protect or 
consider the child’s treatment information.  In most jurisdictions, under ordinary 
circumstances, the parents or the person with legal custody of the child or the legal 
guardian has the power to determine whether or not to allow a child’s private information 
to be released.   However, if the parents are themselves in conflict in the litigation, the 
jurisdiction may have a special process for determining the child’s privacy rights (as the 
parents are in a conflict of interest position about the child’s privacy rights).  Some 
jurisdictions will have a procedure by which a specially appointed person will decide, 
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after learning more about the litigation and the effects on the child, whether to waive or 
to assert the child’s privilege.  In some jurisdictions the decision of that appointee is 
decisive; in other jurisdictions, the person’s decision is a recommendation to the Court, 
which has the final say. 

 
14. If the CIT is asked to give information or an opinion about the effect on the child client of 

release of treatment information, the CIT should be prepared to explain the potential 
impact on the child of releasing the information and, conversely, the potential impact of 
withholding the information and the risks and benefits of each.  Relevant factors might 
include the child’s wishes, the impact of the decision on the child’s ability to trust therapy 
and the CIT following a disclosure, the child’s needs or ability to have his or her voice 
heard in the litigation, and whether or not there are other, less intrusive sources for 
obtaining the information. 

 
15.   The CIT should be aware that ultimate decisions regarding release of treatment 

information may not be the province of the therapist.  Properly informed adults, and their 
attorneys, may have the right to control their treatment information.  Those charged with 
protecting the child, such a minor’s counsel, Guardian Ad Litem or the Court, may need 
to weigh and determine the best means of protecting the child’s interests. 
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For supplemental information, please see the following documents: 

Sample client-therapist contract: 

http://www.afccnet.org/Portals/0/PublicDocuments/guidelines/Client-therapistcontract.pdf 

Sample order for counseling: 
 
http://www.afccnet.org/Portals/0/PublicDocuments/guidelines/OrderforCounseling.pdf 

Sample stipulation and order for counseling: 
 
http://www.afccnet.org/Portals/0/PublicDocuments/guidelines/StipulationandorderforCounseling.pdf 

Suggested references: 
 
http://www.afccnet.org/Portals/0/PublicDocuments/guidelines/Suggestedreferences.pdf 
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It’s Time for a Truce1 

Parenting Plans Promote Peace 

 

 

t is very difficult for children when parents continue to argue. This is especially true 

if your children feel caught in the middle of your dispute, either because they are 

being used as messengers or spies, or just because they are overhearing you talk 

with others about your divorce. Because conflict can be so damaging to your 

child, the greatest gift that you can give your child is to find a more peaceful way of 

dealing with your conflicts. This means learning to resolve your differences, or at least 

debate the issues out of your child’s earshot. 

There are many things that you can do to help yourself handle your feelings 

constructively. There are also many strategies that you can use to reduce the 

opportunities for conflict. In this chapter, we’ll discuss a few: 

• Understand your level of conflict 

• Determine whether you can cooperatively parent or will need to parallel parent 

• Develop a thorough parenting plan 

• Learn how to compromise and call for a truce 

This chapter is designed to address these opportunities. 

 

Cooperative Parenting or Parallel Parenting? 

Research on families of divorce suggest that there are primarily three styles of 

parenting for families after a divorce: cooperative, conflicted, or disengaged. 

Cooperative parenting is the style used by families in which conflict is low and parents 

can effectively communicate about their child. If you determine that your level of 

conflict is low, you and the other parent will probably be able to talk about your child’s 

needs in a healthy way. You will probably agree on most parenting values, be relatively 

consistent in your parenting styles, and have few arguments about your child’s life. 

You will rarely put your child in the middle, and you will solve differences peacefully. 

 
1 Excerpted from Chapter 2 of Stahl, PM, Parenting After Divorce, 2nd Edition, Impact Publishers, 2007. 
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Research shows that children of divorce adjust best when parents can be cooperative 

in their parenting. If you fall in this category, you should feel good about yourselves 

and know that you are helping your child immensely. There are many good books on 

cooperative parenting designed to help parents do a more effective job. A list of several 

such books will be found in Appendix A. 

As mentioned in the Introduction, however, this book focuses on those parents who 

are in conflict and argue a lot or need to disengage in their parenting. Even if you can 

sometimes parent cooperatively, you may find it to be difficult to do so and find 

yourself in conflict too much of the time. Conflicted parenting after divorce is quite 

difficult for children, especially when your child is in the middle of your conflicts. Your 

children will adjust to your divorce easier if you can avoid conflicted parenting. There 

are many factors that contribute to conflicted parenting. The psychological issues that 

lead to conflicted parenting are many, and may include: 

• continuation of hostility that began during the marriage 

• differing perceptions of pre-separation child-rearing roles 

• differing perceptions of post-separation child-rearing roles 

• differing perceptions of how to parent 

• concern about the adequacy of the other parent’s parenting ability 

• an unwillingness on the part of one or both parents to accept the end of the 

relationship 

• jealousy about a new partner in the other parent’s life 

• contested child custody issues 

• personality traits in one or both parents that stimulate conflict. 

 

Whatever the specific source, a parent’s inability to separate their parental roles from 

prior conflict in the marriage is a significant contribution to the conflict after the 

divorce. As described in chapter 1, this conflict is perhaps the most important variable 

in determining how your child will adjust to your divorce. It is important to do 

whatever it takes to change your level of conflict. 

The first step in this process is to learn to disengage from the other parent. 

Disengagement is one of the possible styles of parenting after divorce. If you 

disengage, it’s like you have developed a "demilitarized zone" around your children and 

have little or no contact with the other parent. When you disengage, you will not 

respond to your ex’s efforts to push your buttons. Essentially, you will avoid contact 
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with the other parent so that conflict cannot develop. Disengagement is a critical first 

step if you want to reduce the conflict and before you can move on to the next style of 

parenting. 

The second step in this process is what I call parallel parenting. In this style of 

parenting, both of you will each learn to parent your child effectively, doing the best 

job each of you can do during the time you are with your child. You will continue to 

disengage from the other parent so that conflicts are avoided. If you determine that 

you cannot cooperatively parent because your level of conflict is moderate or high, 

disengagement and parallel parenting is the necessary style of parenting. 

Parallel parenting gets its name from a similar concept in children’s play. Research 

psychologists have observed that young children who play together, but do not have 

the skills to interact, engage in a process of parallel play. If they are in a sandbox 

together or taking turns going down a slide, they play next to one another, not with 

one another. Each child is doing her own thing with the toys, and generally ignoring 

the other. When they get older, they will learn to interact cooperatively and play 

together.

Similarly, parallel parenting is a process of parenting next to one another because you 

are unable to parent together. Before you can learn to co-parent, you will each learn to 

parent on your own. The first step of parallel parenting is disengagement. This means 

that you will not communicate about minor things regarding your child. You will not 

bicker over things that have always led to conflicts in the past. You will give the other 

parent important information about your child, but you will not get into debates about 

the parenting plan or about each other’s parenting style. 

“Important information” means the health, welfare, and interests of your child. If your 

child is sick, you will inform the other parent of this fact, with details on what 

medication is needed, what has already been administered, and when the next dose is 

to be given. If your child has a school field trip, you will inform the other parent of the 

details, and use your parenting plan to decide who might go with the child on the field 

trip. Each of you should develop independent relationships with your child’s teachers, 

doctors, coaches, and friends so that you don’t have to rely on the other parent to 

receive important information. Each of you should take turns taking your child to the 

doctor and dentist. If you are the parent who receives your child’s report card, copy it 

and send it to the other parent. Do this with medical and extra-curricular activity 

information, such as your child’s little league schedule. Do not complain to the other 

parent when she is ten minutes late for an exchange of your child, and don’t argue 
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over whose turn it is to get your child’s next haircut. Have parameters in your 

parenting plan for some of these things and ignore the rest.

When parents are trying to disengage, but communication is necessary, it is often best 

for all non-emergency communication to be done by mail, fax or e-mail. Only use faxes 

if both of you have sufficient privacy where you will receive the fax. By putting your 

communication in writing, you will have time to gather your thoughts and make sure 

that the tone is not argumentative. This also lets the receiving parent take some time 

and gather his thoughts so that he is not impulsive or angry in his response. Sarcasm 

is never helpful when trying to disengage from conflicts. Don’t share your e-mails and 

faxes with your children; they are simply meant to share important information 

between the parents. Try to limit non-emergency communication to twice a month, 

except for sharing information that is time-sensitive (like faxing a notice from school to 

the other parent on the day you receive it). Obviously, emergency information about 

illnesses and injuries, unforeseen delays in visitation (as a result of traffic conditions, 

for example), or immediate school concerns should be shared by phone as soon as 

possible. Especially if you must be late for an exchange due to traffic conditions, use a 

mobile phone to expedite this communication. However, by reducing verbal 

communication for all but non-emergency communication, and by putting necessary 

communications in writing, you will go a long way toward disengaging from conflict.

If you have very young children, you know it is important to share all aspects of your 

child’s functions with the care provider when you drop her off. In the same way, it is 

critical for parents to share detailed information with each other upon the exchange of 

the child. A useful tool is a “parent communication notebook.” In this notebook you 

will write down the highlights of your child’s emotions and behaviors during the time 

she's with you. Fill out the notebook in great detail and pass it along to the other 

parent at the time of transition. Things to include in this notebook are your 

observations of your child’s health, feeding and sleeping patterns, your child’s 

developing language, observations about your child’s mood, what upsets your child 

and what soothes your child, your daily routine, and any other detailed information 

about your child’s functions and needs. This notebook should stay with your child so 

both parents can use it as a forum for preserving thoughts about your child and her 

needs. 

Another key to parallel parenting is avoiding telling the other parent how to parent, 

and ignoring (rather than arguing back) when the other parent tries to tell you how to 

parent. Recognize that it is better to encourage different parenting styles rather than 
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getting into conflict over those styles. Obviously, some things are very important, such 

as consistent discipline philosophies and techniques, adequate supervision, giving 

your child necessary medication, and ensuring that your child gets to school on time 

with homework completed. If you have concerns about these very important issues, 

you will need a forum for working out your differences.  

However, there are many things that parents argue about that aren’t so important. 

Some of this is related to different parenting philosophies and some of it is related to 

the difficulty of sharing your child. Accept that there is more than one “right way” to 

parent. Learn to be less rigid and more accepting of your child’s other parent. Rather 

than trying to change how the other parent does his job of parenting, do your best job 

of parenting during the time your child is with you, without criticizing the other 

parent. Children are capable of being parented with different styles of parenting, and 

many children of divorce adjust quite well to two very different homes. Remember, just 

as you will want to avoid criticizing the other parent, you will not want to deal with 

criticism of your parenting techniques. There will be more elaboration on this topic in 

chapter 7. 

 

The Concept of a Parenting Plan 

To really support your child and develop a truce, abide by your marital settlement 

agreement, the court orders, and your parenting plan. Focus on your child, not the 

conflicts with your ex-spouse.

In the process of getting a divorce, a marital settlement agreement is developed which 

outlines the legal terms and conditions of your divorce. In most states, this will 

include information about your financial settlement, arrangements for spousal and 

child support, distribution of property, and custody of your children. While the 

financial and property distribution is often described in exact detail (sometimes 

including who gets what furniture or Aunt Mary's china), the custody arrangements 

and parenting plan is often inadequate. Divorcing couples who are able to cooperate 

easily may only need a few paragraphs to describe a parenting plan, but many families 

find that the standard language of a custody order is so vague that they disagree 

about almost everything. A detailed parenting plan can help you with this. 

Parenting plans are not “one size fits all.” There are no specific rules about what is 

needed in a parenting plan. Because conflict can be so high for many families, there is 

consideration in some states to mandate that a divorce cannot be finalized until a 

parenting plan is in place. The amount of detail in your parenting plan will depend on 



 

 
6 

the level of conflict you have with your ex-spouse. In this section, I will detail what you 

might want to include in a parenting plan if you and the other parent are generally in 

a higher level of conflict. You may not need all of this detail, but you might find that 

more detail is needed than you think so that there is less room for conflict in the 

future. If you create a careful and well-thought-out parenting plan, you can save 

considerable aggravation later. Of course, once you have a parenting plan, it is critical 

that you abide by it. If you have a parenting plan and then continue to argue about its 

details or its meaning, your children will have a difficult time. However, if you take the 

time and energy to develop a careful parenting plan and then use your parenting plan 

as your guide to caring for your children, you will be teaching your child the benefit of 

problem solving and conflict resolution.

Take a look at the sample parenting plan. The elements of a parenting plan usually 

include the following: 

• A schedule that is clear and well defined. It cannot be adjusted by either parent 

without mutual agreement, usually in writing. It usually specifies how holidays 

and vacations will be arranged, and defines the nature of the exchange. It 

should also include the procedures by which a parent can request a one-time 

change in the schedule. It’s important to clarify who makes the ultimate 

decision when there’s a disagreement. You might even alternate who makes 

these decisions; for example, Mom in even-numbered years and Dad in odd-

numbered years. This is quite helpful for school vacation periods and travel 

plans. 

• A clause describing how parents will decide who will be responsible for the 

children when a parent is unavailable during his or her custodial time. Some 

parents will have a “right of first refusal,” and other parents will get baby-sitters 

or leave the children with relatives when they cannot be available to care for 

their children. Both are acceptable for your children and hopefully will not be a 

source of conflict for the two of you. 

• A clause describing who will provide transportation of the children between the 

parent’s homes. Usually, it’s best for children if the receiving parent picks up 

the children, either at a neutral site or at the other parent’s home.

• A clause about ultimate decision-making for children. Typically, the parent who 

has physical custody makes the day-to-day decisions for the child. The 

parenting plan defines this, and defines how major decisions will get made. 
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• A forum for managing disputes about major decisions, especially as more 

parents have joint legal custody. This may include decisions about school, 

medical, and extra-curricular activities. A parenting plan will frequently have a 

clause about methods for resolving impasses. Ideas such as mediation, 

arbitration, use of a special master or parenting coordinator, and other forms of 

dispute resolution will be discussed in chapter 9. 

• A provision for modification and review as special circumstances arise or 

developmental needs change, especially when parents divorce with young 

children or were never married. 

• A clause outlining financial responsibilities and who will pay for things related 

to the day-to-day parenting of children. The parenting plan will usually describe 

a mechanism for verifying the extra expenses that aren’t covered by child 

support or reimbursed by health insurance. 

• A clause associated with the responsibilities of parenting that may include who 

will stay home from work when children are sick, who will go on school field 

trips, who will take the children to non-emergency medical and dental 

appointments, who will help with homework, and who will participate with the 

children in extra-curricular activities. 

• Provisions for parents to share necessary information with each other (i.e., 

school, medical care, and activities). 

• A clause associated with your child’s religious education and who is responsible 

for maintaining it. 

• Specific information for renegotiating the parenting plan and re-assessing the 

children’s needs in case of a future move by either parent. 

 

Avoiding Conflict When the Other Parent Wants to Fight 

It can be very difficult to have good boundaries with the other parent and know when 

to either ignore the other parent or hold firm when discussing a particular issue. The 

first principle in this process is to take some time and stop and think about the issue 

and how important it really is. Is your hesitation about your child, or is it about your 

typical conflict pattern? Think about whether your ex-spouse is being reasonable in 

her request, and whether or not you might actually ask a similar favor of her. As you 

think about the issues at hand, ask yourself if it seems reasonable, and likely that you 
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might make a similar request in the future. If so, you would certainly want to go along 

with the request.

This style of communication requires two significant components. First, if you are 

requesting a favor of the other parent, it must come in the form of a request and not 

as a demand. For example, many parents do not have a beginning and ending time of 

holidays on their parenting plan. Suppose you normally do not have your children 

overnight when they are with you on Sunday, but this year you have the Fourth of 

July, which is on Sunday. You want to keep the children overnight, and you recognize 

that neither of you has to work the next day. Rather than saying to your ex-spouse, 

“I'm keeping the kids until 10:00 tomorrow morning,” it's much less antagonizing if 

you say, “Is there any problem with my keeping the kids until 10:00 tomorrow 

morning? Neither of us are going to work and I want to take them to the fireworks 

display tonight.” Thus, the first step in the communication process is to make a 

request with an explanation as to why it is reasonable. 

The second step is for the other parent to say “yes” to reasonable requests. My general 

philosophy is to encourage parents to say yes unless there is a significant reason to 

say no when requests for temporary and reasonable modifications to the schedule are 

made. As mentioned above, it is quite likely that each of you will be making requests 

of the other parent over the years, and if both parents maintain this philosophy, 

conflict for your children will be reduced. 

As described earlier, it is hoped that the parenting plan covers most of the necessary 

details. However, in the absence of a parenting plan, or if one parent questions some 

provision, conflicts may occur. Typically, things that lead to conflict may include the 

following: 

• Starting and ending times of holidays  

• Vacations  

• Extracurricular activities  

• School field trips, and who is going with the child 

• New spouse/significant other 

• Parenting philosophy  

• School  

• Costs for the children's activities and non-emergency medical and dental care 

• Religious issues and schooling 
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As you think about each of these issues — and others that are particular to you and 

your ex-spouse — you might consider how to use your parenting plan to help prevent 

conflicts. 

For example, if vacations are a source of conflict, your parenting plan might include 

the following: 

“Each parent can have the children for two separate ten-day vacations during the 

summer break from school. Both parents are to submit vacation plans to the other 

parent no later than April 1st of each calendar year. Unless there is a conflict in dates, 

all vacation plans should automatically be approved. In the case of a dispute regarding 

dates, mother gets first choice of dates in even numbered years and father has first 

choice of dates in odd-numbered years.”

By having this in the parenting plan, you will no longer need to argue about who gets 

what particular block of time for a vacation, or how long the vacation should be. 

Obviously, you will want to tailor the plan to match your particular circumstances. 

 

Knowing When to Hold Firm

As I indicated earlier, it is important to know when to hold your ground and when to 

go along with the other parent. Parenting plans can help alleviate a lot of problems, 

but they require parents to follow the court order and the parenting plan. Parents 

must communicate in a business-like fashion and keep the child's needs in mind first. 

When parents are operating in good faith — caring more about the children than their 

conflict — they can plan ahead in order to resolve conflicts. 

Unfortunately, there are some parents who simply want to fight, and when you are 

dealing with such a person, it becomes important to hold your ground. At the very 

highest levels of conflict, or when there are issues of substance abuse, domestic 

violence, or alienation of children, a well-defined parenting plan may help, but it may 

not be sufficient to resolve conflicts and keep your children out of the middle. When 

issues involve the safety and well-being of your children, your philosophy must 

change. You need to hold firm in your conviction and refuse to allow your child to 

become involved in situations that are damaging or dangerous. These issues and a 

process for reducing their negative effects will be discussed in chapters 9 and 10. 

 

 

Summary 
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Determine Your Level of Conflict 

• If you are in low-to-medium conflict, you can probably co-parent and resolve 

most differences rather easily and in a way that avoids blame and anger and 

putting your child in the middle. 

• If you are in a moderate level of conflict much of the time, you'll probably need 

to develop a business-like style of communication, learn to disengage from 

conflict, and develop a parenting plan that is very detailed and thorough. 

• For some families, there are more significant problems that cannot be solved in 

this way. When the level of conflict is quite high, one parent seems to enjoy 

arguing and controlling the other parent, or there are concerns about abuse, 

alienation, violence, or other significant problems, you will need additional 

assistance. This will be discussed more fully in chapter 9. 

 

Learn the Appropriate Style of Parenting 

• Is co-operative or parallel parenting the right style for your relationship? Select 

the style which is most appropriate based on the level of conflict you and your 

ex- have chosen to live with, be sure to learn how to make it work in the best 

interests of your child(ren).  

 

Develop a Thorough Parenting Plan 

• With a thorough and detailed parenting plan, you'll probably be able to resolve 

all your issues without going to court and without much aggravation, as long as both 

of you abide by it. If necessary, use mediation to develop your parenting plan.  
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