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Abstract:
This article provides an overview of tele-ethics, the ethical delivery of clinical services via the Internet and telecommunication technologies, with a focus on communication disorders. Guidance for new and experienced telepractioners is gleaned from the Code of Ethics of the American Speech-Language-Hearing Association (ASHA), ASHA position statements and technical reports on telepractice, and other healthcare disciplines (e.g., psychology and medicine). 
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Introduction and Purpose
The purpose of this article is to provide an overview of tele-ethics, the ethical delivery of clinical services via the Internet and telecommunication technologies by speech-language pathologists and audiologists. Guidance is gleaned from ASHA position and technical papers, the 2010 ASHA Code of Ethics, other healthcare disciplines, and even a modern day ethicist.  It is important to note that while ethics and the law are not one and the same, they are inter-related (Silverman, 1999). Therefore, to a lesser degree, this article will address telepractice issues that relate to state law, state licensure, malpractice insurance, and areas of practice risk.  Due to the relatively nascent status of both tele-ethics and telepractice, this article cannot fully anticipate the totality of ethical questions that will inevitably arise as interest in telepractice accelerates, reimbursement for telepractice becomes more favorable, and technological advances ensue.
Everyday Ethics 
Tele-ethical practice stands on the shoulders of “ethics,” for which there are thousands of definitions– too many to recount in this brief article.  Fortunately, an accessible definition with modern overtones was penned by the former New York Times ethicist, Randy Cohen (2002): 
When I respond to readers’ queries, I work from this premise: Ethics is the rational determination of right conduct, and attempt to answer the question “How should I act now?” Ethics is not just knowing, it is doing. (p. 10)
Cohen further advises that we should act with transparency, as if “everyone in the community could see what we were doing” (p.11). And, relevant to professional practice, he also relates ethical behavior to competence, observing: “Much of the world’s misery can be traced not to a lack of virtue but to a lack of ability -- not wickedness but ineptitude,” and that “it is possible for ineptitude to become evil” (p. 21). Cohen insists that we have an ethical responsibility to act in a competent manner and that “to persist in ignorance is itself dishonorable” (p. 23). Applying Cohen’s ethical standards to telepractice, it would not be honorable to engage in telepractice without being fully competent in the use of this service delivery model.
Perhaps not wishing to be regarded as a paragon of ethical behavior, Cohen invokes Samuel Johnson’s 1759 work (i.e., The History of Rasselass, Prince of Abyssinia ): “Be not too hasty....to trust, or to admire, the teachers of morality they discourse like angels, but they live like men” (p. 25).   
In a similar cautionary vein, the current article does not offer a comprehensive array of ethical certainties, and instead, directs the reader to sources of guidance that include the wisdom offered by other health related professions.  While current writings offer valuable “explicit” ethical guidance, it is unlikely that even the totality of current professional association generated documents and peer reviewed articles can address every possible ethical circumstance for a rapidly evolving service delivery model such as telepractice.   
ASHA Code of Ethics and Telepractice
When the precursor of ASHA was formed in 1925, and its first Code of Ethics (Code) created in 1957 (Paden, 1970) current versions of the Internet, e-mail, smart phones, apps, and avatars were nonexistent and largely unimaginable. Recognizing that change is inevitable, the ASHA Code of Ethics is continually examined and revised -- based upon new needs and evolving community standards. Chabon and Ulrich (2006) attributed the following to a 2003 revision of the Code:
The present Code is an affirmation of our professional obligations and privileges, as well as a reflection of the evolution and expansion of the professions of speech-language pathology and audiology. Each revision reflects the experiences and concerns of the membership.  (para 2)
The 2010 ASHA Code of Ethics makes specific reference to telepractice as follows: Principle of Ethics 1; Rules of Ethics: L. “Individuals may practice by telecommunication (e.g., telehealth/e-health), where not prohibited by law.” 
This rule of ethics strongly implies that tele-practitioners should not engage in telepractice in a state that prohibits such activity. Since state licensure is a requirement of law, practitioners (unless employed in the federal system) must be licensed to practice in the state within which they are delivering services, as well as in the state wherein the client is receiving services. 

While other Rules of Ethics in the ASHA Code of Ethics do not include telepractice related nomenclature, they nonetheless provide guidance for the ethical conduct of telepractice, and are noted below. 

Even when telepractice is not specifically codified within the ASHA Code of Ethics, it is important to note that the entirety of the ASHA Code of Ethics applies to telepractice –including tele-supervision and tele-research activities.  Table 1 provides key elements of telepractice, (as noted below, some derived from the work of Blanchard, 2006) and corresponding guidance from the 2010 ASHA Code of Ethics, albeit, typically with no specific mention of telepractice. [Disclaimer: It should be noted that the application of portions of the ASHA Code of Ethics to aspects of telepractice solely reflects the author’s interpretation, and is not an official ASHA statement of policy.]
 
Table 1. Telepractice and applicable ASHA Rules of Ethics


	Aspects of Telepractice Best Practice
	     Relevant ASHA Principles/Rules of Ethics

	
Competence/Duty of Care

[e.g., Practitioners should have knowledge and application of telepractice research, and competent use of  telepractice techniques and technologies.] 

Equivalence of Services

[i.e., Telepractice services should be equivalent or superior to in-person services.]
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics A. Individuals shall provide all services competently.

ASHA Code of Ethics: Principle of Ethics II, Rule of Ethics A. Individuals shall engage in the provision of clinical services only when they hold the appropriate Certificate of Clinical Competence or when they are in the certification process and are supervised by an individual who holds the appropriate Certificate of Clinical Competence.

ASHA Code of Ethics: Principle of Ethics II, Rule of Ethics B. Individuals shall engage in only those aspects of the professions that are within the scope of their professional practice and competence, considering their level of education, training, and experience.

ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics I. Individuals shall evaluate the effectiveness of services rendered and of products dispensed, and they shall provide services or dispense products only when benefit can reasonably be expected.

ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics B. Individuals shall use every resource, including referral when appropriate, to ensure that high-quality service is provided.

ASHA Code of Ethics: Principle of Ethics II, Rule of Ethics C. Individuals shall engage in lifelong learning to maintain and enhance professional competence and performance.

	
Privacy of Information 
(Blanchard, 2006)

[e.g., Information must be safeguarded as per HIPAA standards.]

Privacy of Person/Place 
(Blanchard, 2006)

[e.g., The privacy of others in the home is maintained; user exercises control of recording/monitoring systems.] 
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics M. Individuals shall adequately maintain and appropriately secure records of professional services rendered, research and scholarly activities conducted, and products dispensed, and they shall allow access to these records only when authorized or when required by law.

ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics N. Individuals shall not reveal, without authorization, any professional or personal information about identified persons served professionally or
identified participants involved in research and scholarly activities unless doing so is necessary to protect the welfare of the person or of the community or is otherwise required by law.


	
Informed Consent
(Blanchard, 2006)

[e.g., The client understands and agrees to the options and limitations of telepractice; the limits of privacy and security; and the presence and qualifications of clinicians and assistants.]

	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics D.  Individuals shall not misrepresent the credentials of assistants, technicians, support personnel, students, Clinical Fellows, or any others under their supervision, and they shall inform those they serve professionally of the name and professional credentials of persons providing services.
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics P. Individuals shall enroll and include persons as participants in research or teaching demonstrations only if their participation is voluntary, without coercion, and with their informed consent.
ASHA Code of Ethics: Principle of Ethics IV, Rule of Ethics C. Individuals shall not engage in dishonesty, fraud, deceit, or misrepresentation.

	
Equity of Access (Blanchard, 2006)
/Non-discriminatory 
Telepractice

[e.g., Telepractice reduces inequities in access to service; telepractice does not enable a clinician’s refusal to engage in in-person therapy due to factors based upon discrimination on the basis of race or ethnicity, gender, gender identity/gender expression, age, religion, national origin, sexual orientation, or disability.]
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics C. Individuals shall not discriminate in the delivery of professional services or the conduct of research and scholarly activities on the basis of race or ethnicity, gender, gender identity/gender expression, age, religion, national origin, sexual orientation, or disability.

	
Inter-state Licensure 

[e.g., Telepractice does not enable a practitioner to engage in practice across state lines unless the practitioner holds the appropriate licenses for such practice.]

	
ASHA Code of Ethics: Principle of Ethics 1, Rule of Ethics L. Individuals may practice by telecommunication (e.g., telehealth/e-health), where not prohibited by law.


	
Knowledge and Competent Use of Telepractice Technology

[e.g., Practitioners must use appropriate telepractice equipment and use it competently.]
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics A. Individuals shall provide all services competently.

ASHA Code of Ethics: Principle of Ethics II, Rule of Ethics E. Individuals shall ensure that all equipment used to provide services or to conduct research and scholarly activities is in proper working order and is properly calibrated.

	
Appropriate Tele-supervision

[e.g., Telepractice support personnel and students, (and perhaps caretaker assistants) are properly trained and supervised; client is informed of the roles of students and support personnel.] 
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics E.  Individuals who hold the Certificate of Clinical Competence shall not delegate tasks that require the unique skills, knowledge, and judgment that are within the scope of their profession to assistants, technicians, support personnel, or any nonprofessionals over whom they have supervisory responsibility.

ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics F. Individuals who hold the Certificate of Clinical Competence may delegate tasks related to provision of clinical services to assistants, technicians, support personnel, or any other persons only if those services are appropriately supervised, realizing that the responsibility for client welfare remains with the certified individual.
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics G. Individuals who hold the Certificate of Clinical Competence may delegate tasks related to provision of clinical services that require the unique skills, knowledge, and judgment that are within the scope of practice of their profession to students only if those services are appropriately supervised. The responsibility for client welfare remains with the certified individual.
ASHA Code of Ethics: Principle of Ethics II, Rule of Ethics D. Individuals shall not require or permit their professional staff to provide services or conduct research activities that exceed the staff member's competence, level of education, training, and experience.


	
Appropriate Patient Selection 

[e.g., Telepractice use must be appropriate to the client and situation. Client is properly trained to participate in telepractice.]

[e.g., Some patients may appear to be appropriate candidates for telepractice at the outset of treatment, but may not make the expected progress using this service delivery mode.]
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics B. Individuals shall use every resource, including referral when appropriate, to ensure that high-quality service is provided.

ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics I. Individuals shall evaluate the effectiveness of services rendered and of products dispensed, and they shall provide services or dispense products only when benefit can reasonably be expected. 



	
Ethical Representation and Marketing of Telepractice Services

[e.g., Telepractioners should engage in ethical practices to acquire and retain clients and contracts.]
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics J. Individuals shall not guarantee the results of any treatment or procedure, directly or by implication; however, they may make a reasonable statement of prognosis.

ASHA Code of Ethics: Principle of Ethics III, Rule of Ethics A. Individuals shall not misrepresent the credentials of assistants, technicians, support personnel, students, Clinical Fellows, or any others under their supervision, and they shall inform those they serve professionally of the name and professional credentials of persons providing services.

ASHA Code of Ethics: Principle of Ethics III, Rule of Ethics B. Individuals shall not participate in professional activities that constitute a conflict of interest.
.
ASHA Code of Ethics: Principle of Ethics III, Rule of Ethics C. Individuals shall refer those served professionally solely on the basis of the interest of those being referred and not on any personal interest, financial or otherwise.

ASHA Code of Ethics: Principle of Ethics III, Rule of Ethics F. Individuals' statements to the public shall provide accurate information about the nature and management of communication disorders, about the professions, about professional services, about products for sale, and about research and scholarly activities.

ASHA Code of Ethics: Principle of Ethics III, Rule of Ethics G. Individuals' statements to the public when advertising, announcing, and marketing their professional services; reporting research results; and promoting products shall adhere to professional standards and shall not contain misrepresentations

ASHA Code of Ethics: Principle of Ethics IV, Rule of Ethics I. Individuals' statements to colleagues about professional services, research results, and products shall adhere to prevailing professional standards and shall contain no misrepresentations.



	
Tele-Research
[e.g., Within the clinical environment, clients should be informed of research conducted via telepractice; refusal to offer consent must not negatively influence their clinical management.] 
 
	
ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics P. Individuals shall enroll and include persons as participants in research or teaching demonstrations only if their participation is voluntary, without coercion, and with their informed consent.




ASHA Position Papers on Telepractice

ASHA published two official position statements for professionals providing clinical services via telepractice: one for speech-language pathologists (ASHA, 2005) and another for audiologists (ASHA, 2005).  Table 2 presents selected stated policies and the implied questions they address.

Table 2. Telepractice FAQs and Related ASHA Telepractice Policies  

	IMPLIED QUESTIONS
	STATED POLICIES

	
What is the definition of telepractice?
	“Telepractice is the application of telecommunications technology to deliver professional services at a distance by linking clinician to client, or clinician to clinician for assessment, intervention, and/or consultation.”


	
Is telepractice an appropriate service delivery model?
	“It is the position of the American Speech-Language-Hearing Association (ASHA) that telepractice (telehealth) is an appropriate model of service delivery for the profession of....                     ( speech-language pathology; audiology)”

	
When may telepractice be used?
	“Telepractice may be used to overcome barriers of access to services caused by distance, unavailability of specialists and/or subspecialists, and impaired mobility.”
“Telepractice offers the potential to extend clinical services to remote, rural, and underserved populations, and to culturally and linguistically diverse populations.”


	
What responsibilities must the professional adhere to?
	“The use of telepractice does not remove any existing responsibilities in delivering services, including adherence to the Code of Ethics, Scope of Practice, state and federal laws (e.g., licensure, HIPAA, etc.), and ASHA policy documents on professional practices.”


	
What is the expected standard of quality of services?
	  “...the quality of services delivered via telepractice must be consistent with the quality of services delivered face-to-face.”





ASHA Technical Reports on Telepractice

ASHA’s technical reports on telepractice, one for speech-language pathologists (2005) and another for audiologists (2005), set-forth the following ethical imperatives: 
Inform clients how services via telepractice differ from services delivered face-to-face and disclose potential risks and limitations as well as benefits; evaluate the effectiveness of services rendered via telepractice to ensure that methods, procedures, and techniques are consistent with best available evidence and adhere to standards of best practices; create a safe environment within which to provide services; use transmission and recordkeeping methodologies that protect privacy and ensure confidentiality and security. Transmission and storage of electronic health information must also be consistent with federal and state regulations.  (p.7)
The technical reports also cited the 2010 ASHA Code of Ethics Principle of Ethics 1; Rules of Ethics: L: “Individuals may practice by telecommunication (e.g., telehealth/e-health), where not prohibited by law.” (p.7) 
In contrast to the all-encompassing and broadly crafted 2010 ASHA Code of Ethics, these technical reports include many more specific references to telepractice. 
Identity and the Internet
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Peter Steiner’s 1993 cartoon in The New Yorker magazine (July 5, 1993, p. 61) depicts a dog sitting at a computer station, telling another dog, “On the Internet, nobody knows you are a dog.” [The cartoon by Peter Steiner has been reproduced from page 61 of July 5, 1993 issue of The New Yorker, (Vol.69 (LXIX) no. 20) only for academic discussion, evaluation, research and complies with the copyright law of the United States as defined and stipulated under Title 17 U. S. ]. Such anonymity can potentially extend to e-mail, chat rooms, discussion boards, and virtual worlds.  Ethics Newsline editor Carl Hausman (2012) makes the case that while the anonymity the canines are celebrating has benefits to a free society, there remains an ethical dark side to anonymity, namely, the potential for harassment via technology using a false identify.  
Virtual worlds allow users to self-select their identities and then further shape their appearances, adjusting skin color, racial identity, height, weight, gender, eye color, attractiveness and other aspects of personal appearance.  In the virtual world Second Life (www.secondlife.com), practitioners and clients alike can self-present as one of several categories of avatars:  robot, animal, vehicle, or person. Therefore, in a virtual Speech TeleClinic, a therapist could conceivably construct an avatar that matches their client’s own racial and gender identity, but misrepresents their own actual identity.  And, since identity in a virtual world can be fluid, a person can make changes in their avatar.
In a thought-provoking article titled “Black, white or green: ‘Race,’ gender and avatars within the therapeutic space,” Graber and Graber (2011), acknowledged that “personal identity is critical to provider-patient interactions,” (abstract and para 1). and explored the ethical implications of providers choosing avatars that do not represent their physical appearances.  Citing literature by Cooper-Patrick, et al. (1999) and Ferguson and Candib (2002), they observed that while not an ideal circumstance, patient satisfaction is higher when patient and practitioner are of the same ‘race.’ (Graber and Graber add quotations to the term ‘race’ to acknowledge that this term, though controversial and “ill-defined,” is a useful descriptor.)
This begs the question: if patient satisfaction is increased by similarity, is it ethical for a practitioner to choose an avatar that misrepresents their actual physical appearance?   Graber and Graber (2011) conclude that it is not unethical for a professional to choose an avatar that does not represent their actual identity, unless the choice was made to demean the patient.  They posit that the motivation and resultant therapeutic effects could be positive and beneficial, especially if the client chooses both their own and the professional’s avatar.  However, they cautioned the wisdom of the practitioner changing the ‘race’ or gender of their avatar within an ongoing therapeutic relationship. 
As is often the case for ethical deliberations, even more questions were posed by Graber and Graber.  Would the therapeutic effects be comparable if the practitioner cannot accurately produce the speech of a discordant avatar? Might a practitioner experience cognitive dissonance when a client selects an avatar that is not the same gender, race or age as those of the practitioner?  Will the client experience confusion and a violation of trust when they realize their practitioner’s identity is not the same as the avatar?  
Maheu, McMenamin and Pulier (in press) provide valuable guidance for psychologists that can also be useful to speech-language pathologists and audiologists. Clinicians should identify “at-risk” populations and develop appropriate response strategies; the safety of clients is paramount. Clients should not be worked with anonymously, as that precludes the reporting of abuse or the intent to harm self or others. Maheu, McMenamin and Pulier advised colleagues to review copies of documents (e.g., driver’s license; insurance card) at the beginning of treatment to authenticate a client’s identity and age. (If the client is not an adult, written parental consent is required.) The practitioner should also provide the client with a means of authenticating their (i.e., the clinician’s) identity. At the start of each session, the client should be asked to identify others who are in the room, and the clinician should document the response.  Safety plans should be in place to manage emergencies.
Because  revealing personal information on blogs and other social media sites can interfere with the therapeutic relationship, Maheu, McMenamin and Pulier advised practitioners to “manage their personal boundaries” and not "friend" clients on website such as Facebook (www.facebook.com/). Clinicians should monitor their personal information on the Internet and take measures to remove inappropriate content.  The visible background for videoconferencing should be that of a professional (versus a personal) setting.  The authors advise requiring an agreement that a client will not forward the clinician’s communications without consent. Recognizing that text messages and e-mails are long-lasting (even when deleted) and can later appear as evidence in a malpractice proceeding, they urged clinicians to generate e-mail and other text-based communications that are professional in both style and content. The authors also offer excellent best practice guidelines for consent agreements and to document equipment malfunction or connectivity interruptions. Denton (2003) similarly advised clinicians to “document everything,” including those present during a session, the equipment (type, resolution, any interruptions) and why services are being offered via telepractice.
E-mail and other Text Interactions
A 2000 Resolution of the American Medical Association’s Board of Trustees set forth practical guidelines on multiple aspects of patient-physician electronic communication. (http://www.ama-assn.org/meetings/public/annual00/reports/bot/bot2a00.rtf). These include the need to establish a turnaround time for messages; to avoid the use of e-mail for urgent communications; recommended message formats; the use of acknowledgements of message receipt and reading; and numerous other medicolegal and administrative guidelines.
The ethical issues raised by unsolicited e-mails from patients asking physicians for medical advice have received much attention in the medical and psychological communities. These might alternatively take the form of “Ask the Expert” newsgroups/public discussion or via chatroom postings. Eysenbach (2000) distinguishes between two types of interactions. The Type A (i.e., “atypical”) consultation occurs when a physician responds to the e-mail of a patient that she or he has never interacted with before. The practitioner has no prior information about the client, and the information concerning the client is limited.  Type B e-mail interactions occur within a “bona fide” pre-existing or formalized practitioner-client relationship.  
Is it permissible for a speech-language pathologist or an audiologist to engage in a Type A consultation if the interaction progresses beyond referral to a qualified provider?  Guidance may be extrapolated from the ASHA Code of Ethics (2010) that states: ASHA Code of Ethics: Principle of Ethics I, Rule of Ethics: K. “Individuals shall not provide clinical services solely by correspondence” (). 
However, that which constitutes “clinical services” in the provision of information is a subject for debate.  Eysenbach (2000) offers guidelines for such interaction, including the opinion that “requests for help, including unsolicited patient questions, should not be ignored, but dealt with in some appropriate manner.” (p. 9)  He advises that while it is acceptable to supply general information and referrals, one should not make a specific diagnosis, challenge the diagnosis of other professional without a detailed knowledge of the case, mention suspicions (especially those that could have a severe emotional impact, such as the possible presence of cancer) or give detailed advice if uncertain about the patient’s cultural background or nationality.  He advises that physicians have a responsibility to read their e-mail. It is permissible, with prior patient consent, (i.e., website posting states e-mails will be forwarded to a third party) to forward the e-mail to an institution that has the capacity to respond. Another option is to forward (within 24 hours) a standard reply that contains the URLs of useful websites, the contact information for support groups and professional organizations, and/or a list of useful references. Eysenbach concludes that while e-mail is “a sufficiently capable medium” to convey general information about health, “patients have to be educated that it is unethical to diagnose and treat over the Internet in the absence of a pre-existing patient-physician relationship” (p.2).
Maheu, McMenamin and Pulier (in press) advise that practitioners retain secured, password protected, encrypted records of all e-mails (as well as text messages and telephone and video interactions).  Drude and Lichstein (2005) similarly addressed a wide range of professional issues concerning the use of e-mail in telepractice, including the need to inform clients if they are to be charged for the professional’s time spent reading and responding to e-mails.
Malpractice Insurance
Currently, the barriers created by insufficient reimbursement for telepractice and the lack of state licensure interoperability are garnering much attention (Cason & Brannon, 2011; Brannon, Cohn & Cason 2012).  However, the need to ensure that malpractice insurance covers telepractice is equally important.  Denton (2003) addressed this in his seminal article on the ethical, legal, and moral issues presented by telepractice and offered valuable risk management strategies.  
Maheu, McMenamin & Pulier (in press) advise that before commencing telepractice over state or national borders, practitioners must determine how a clinical relationship is commenced and terminated in all relevant jurisdictions. Clinicians must inform their insurance carrier of the nature of their telepractice activities and “obtain its written agreement to cover you in those regions.” (p.5)
Appropriate levels of insurance should be obtained from a solvent carrier. 
Vendor Relationships and Conflict of Interest (COI)
Telepractice often requires the purchase of equipment and services.  This underscores the need for training programs, via teaching laboratories and clinical placements, to avail students of experiences with a range of telepractice technologies (versus one commercial system) as well as to develop the critical evaluation skills to match the most appropriate equipment to their clients’ individual needs.  
When making requests for the purchase of telepractice equipment to one’s employing organization, it is advisable to engage in due diligence and make recommendations that are unfettered by personal conflicts of interest. [ASHA Code of Ethics: Principle of Ethics III, Rule of Ethics B. Individuals shall not participate in professional activities that constitute a conflict of interest.] It is thus important to declare all COIs (i.e., consulting, sales or any other circumstances based upon quid pro quo based relationships) and abide by the practices, when available, of a purchasing department.
University personnel have the opportunity and responsibility to model, for their students, appropriate interactions with vendors of telepractice equipment and services (e.g., telepractice malpractice insurance; direct equipment sales and “resalers;” and bandwidth carriers), and to reject the potential influences of gratis food, gifts, and other marketing ploys designed to influence purchases and prescribing patterns.  Wofford and Ohl (2005) note that because physicians-in-training are particularly vulnerable to the gifts of pharmaceutical company representatives (PCRs), it is important to proactively advise students on appropriate interactions with PCRs.   As one institutional example, faculty leaders in the University of Pittsburgh’s Schools of the Health Sciences deliver such a PowerPoint presentation to incoming professional students. These Schools prohibit the gifting of food, supplies, and equipment to students, and restrict direct equipment sales to students on University property or in clinical outplacements. Companies can no longer leave free pens, emblazoned with their names and logos, in university related clinics. The rationale is as follows. If “free” food and gifts have little or no impact on purchasing and prescribing decisions, why would vendors incur these marketing expenses?
K. Golding-Kushner (personal communication, June 7, 2012) observed that there is a concurrent need to provide continuing education on COI to practicing clinicians in both speech-language pathology and audiology.
Ethical Quandaries
As telepractice develops, new ethical and legal questions are emerging:
1. Is it ethical (and legal) to practice across state lines without state licensure if speech therapy is named something else, such as “English as Second Language instruction,” “tutoring,” “prevention” or “family education?” This author’s advice is that if a speech-language pathologist is performing activities that fall within the ASHA Scope of Practice, such activities should be regarded as therapeutic practice, and are subject to the requirements of state licensure. 
2. Is it advisable to ask other telepractioners what fees they charge for their services and, together, agree upon standard fees? Taken to an extreme, such practices would violate federal anti-trust laws, and are extremely inadvisable. 
3. If the clinician or client travels for work or vacation to a state in which the clinician is not licensed, can a telepractice session be held?  Unless the state has a policy for such circumstances (and most do not), this would violate state licensure laws (Cason & Brannon, 2011; Brannon, Cohn & Cason, 2012).
4. Are the support personnel who assist with technology (e-helpers) under the same requirements for supervision as speech-language-pathology assistants (SLPAs)?  (Recall that state requirements vary.)  Moreover, does the speech-language pathologist have a legal obligation to ensure the safety and competence of caregivers who enable the conduct of a telepractice session?  Denton (2003) acknowledges that this is a complicated issue. If the caregiver becomes injured during the session, attempts might be made to hold the professional liable. Legal counsel should be sought before these practices are instituted. 
[bookmark: _GoBack]5.  A host of questions are emerging concerning whether it is ethical for practitioners to contact clinics, hospitals and school systems in the hopes of securing telepractice contracts that will compete with and replace (at lower costs) the in-person services offered by longtime, qualified employees. Guidance may be sought from the ASHA Code of Ethics rules concerning accurate representation of services; the equivalency of telepractice services; and even, the maintenance of “harmonious interprofessional and intraprofessional relationships” (ASHA Code of Ethics, Principle of Ethics IV, Rule of Ethics A).  Care must be taken not to engage in “restraint of trade” or to report an ethical violation without due cause (ASHA code of Ethics, Principle of Ethics IV, Rule of Ethics L).
6. What is the obligation of university training programs to offer instruction in telepractice and in doing so, to avail students of experiences with a range of the technologies (versus one commercial system)? 
7. If telepractice is employed in clinical outplacements, what program standards must be met?  When is tele-supervision an appropriate model to supervise clinical practice? (Note that some state licensure laws forbid e-supervision.)
8. Is it ethical to commence telepractice without becoming fully informed concerning this new model of service delivery?  It is best that clinicians avoid “telepractice turn-key practices” wherein they subscribe to a free Internet videophone service and begin to treat clients without acquiring knowledge of telepractice technologies, techniques, policies and ethical considerations. Clients, too, should receive education concerning the benefits and limitations of telepractice and provide informed consent before telepractice commences.
Telepractice Bill of Rights for Consumers
A foundational premise of professional ethics is to hold the welfare of the client paramount.  Therefore, it is appropriate that this article conclude with a summary of what clients should be able to expect from their clinicians who engage in telepractice. The listed order of  the “client rights” does not suggest that any one “client right” is more important than another.
A client who receives speech-language pathology or audiology services via telepractice has the right to expect that their clinician:
1.  will hold the well-being of the client as paramount.
2.  will uphold the entirety of the ASHA Code of Ethics.
3.  holds the appropriate professional credentials and state license(s) to engage in telepractice.
4.  is competent in delivering services by telepractice.
5.  is competent in their supervision of assistants (including e-helpers), students, informational technologists, and caregivers who participate in the telepractice process.
6. maintains currency in their knowledge of telepractice and associated technologies. 
7.  selects equipment that meets their clients’ needs. 
8.  minimizes conflicts of interest in any relationships with equipment vendors.
9.  upholds the requirements of HIPAA and holds paramount client privacy and security and implements approaches to minimize privacy and security breaches.
10.  employs telepractice only if it would offer comparable or superior results to in-person delivery of care OR when in-person care is not available or possible for the consumer. 

(As per K. Golding-Kushner (personal communication, June 7, 2012), non-comparable services might be offered when there are no other services available, as for clients in some underserved rural areas or international sites. As one example, a homebound elderly person, post CVA, might not have a home therapist available and no way to travel to a clinic.  Perhaps they don’t have the optimal equipment and so the connection will not always be good.  The client also has visual and hearing problems. While a therapist seated next to such a client might be preferable to one seen on a screen, without teletherapy, the client would have access to no therapy at all.  In this “better-than-nothing option” it would nonetheless be expected that the scope and content of the therapy is consistent with current in-person clinical practice.)
 11.  has knowledge of clients’ cultural and linguistic backgrounds and how these relate to treatment via telepractice.
12.  will not use telepractice to engage in discriminatory practices.
13.  requires clients to provide informed consent before participation in telepractice commences.
14.  asks clients to provide consent for tele-research and educational demonstrations (but does not require their participation).
15. will not hold hidden any expected charges for telepractice and will not charge fees that are higher than in-person services, without providing prior notification.
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