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CODE 
OF 
ETHICS

OVERVIEW

It has been updated as needed over the

years as the profession and society have evolved.

• It is intended to ensure the welfare of the consumer and 

to protect the reputation and integrity of the profession.

• It is a framework and focused guide for professionals for 

day‐to‐day decision making related to professional 

conduct.

The ASHA Code of Ethics applies to:

• members of the American Speech‐Language‐Hearing 

Association holding the Certificate of Clinical 

Competence (CCC)

• members of the Association not holding the Certificate 

of Clinical Competence (CCC)

• nonmembers of the Association holding the Certificate 

of Clinical Competence (CCC)

• applicants for certification or for membership and 

certification



ASHA:  THE 4 PRINCIPLES OF ETHICS
 

Public

Persons served 
& research 

participants  

Professional
relationships

Professional
Competence

The 4 Principles of Ethics that form the
underlying philosophical basis for the Code of
Ethics include:
(I) responsibility to persons served professionally
and to research participants, both human and
animal;
(II) responsibility for one's professional
competence;
(III) responsibility to the public; and
(IV) responsibility for professional relationships.



B. Individuals shall use 
every resource, 

including referral 
and/or interprofessional

collaboration when 
appropriate, to ensure 
that quality service is 

provided.

C. Individuals shall not 
discriminate in the delivery of 
professional services or in the 

conduct of
research and scholarly 

activities on the basis of race, 
ethnicity, sex, gender 

identity/gender
expression, sexual orientation, 
age, religion, national origin, 

disability, culture, language, or
dialect.

D. Individuals shall not 
misrepresent the credentials 

of aides, assistants, 
technicians, support

personnel, students, research 
interns, Clinical Fellows, or any 
others under their supervision,

and they shall inform those 
they serve professionally of 

the name, role, and 
professional

credentials of persons 
providing services.

PRINCIPLE OF ETHICS I

A. Individuals shall 

provide all clinical 

services and 

scientific activities 

competently.



E. Individuals who hold the 

Certificate of Clinical Competence 

may delegate tasks related to the

provision of clinical services to 

aides, assistants, technicians, 

support personnel, or any other

persons only if those persons are 

adequately prepared and are 

appropriately supervised. The

responsibility for the welfare of 

those being served remains with 

the certified individual.

F. Individuals who hold the 

CCC shall not delegate tasks 

that require

the unique skills, knowledge, 

judgment, or credentials that 

are within the scope of their 

profession

to aides, assistants, 

technicians, support 

personnel, or any 

nonprofessionals over whom 

they have

supervisory responsibility.

G. Individuals who hold the CCC 

may delegate to students tasks 

related to the provision of clinical 

services that require the unique 

skills, knowledge, and judgment 

that are within

the scope of practice of their 

profession only if those students 

are adequately prepared and are

appropriately supervised. The 

responsibility for the welfare of 

those being served remains with 

the certified individual.

H. Individuals shall 

obtain informed 

consent from the

persons they serve 

about the nature and

possible risks and 

effects of services 

provided, technology 

employed, and 

products dispensed.



I. Individuals shall enroll 
and include persons as 
participants in research 

or teaching
demonstrations only if 
participation is voluntary, 
without coercion, and 
with informed consent 

J. Individuals shall 
accurately represent the 

intended purpose of a 
service, product, or 

research
endeavor and shall 

abide by established 
guidelines for clinical 

practice and the 
responsible

conduct of research.

K. Individuals who hold 
the CCC shall evaluate 

the effectiveness
of services provided, 

technology employed, 
and products 

dispensed, and they 
shall provide

services or dispense 
products only when 

benefit can reasonably 
be expected.

L. Individuals may 
make a reasonable 

statement of 
prognosis, but they 

shall not guarantee—
directly or by 

implication—the 
results of any 
treatment or 
procedure.



M. Individuals who 

hold the Certificate 

of Clinical 

Competence shall 

use independent and 

evidence‐ based 

clinical judgment, 

keeping paramount 

the best interests of 

those being served.

N. Individuals who hold 

the CCC shall not 

provide clinical services

solely by 

correspondence, but 

may provide services via 

telepractice consistent 

with professional

standards and state and 

federal regulations.

O. Individuals shall 

protect the 

confidentiality and 

security of records of 

professional services

provided, research 

and scholarly 

activities conducted, 

and products 

dispensed.

P. Individuals shall protect the 

confidentiality of any professional 

or personal information

about persons served 

professionally or participants 

involved in research and scholarly

activities and may disclose 

confidential information only when 

doing so is necessary to protect

the welfare of the person or of the 

community, is legally authorized, 

or is otherwise required

by law.



Q. Individuals shall 
maintain timely records 
and accurately record 

and bill for services
provided and products 
dispensed and shall not 
misrepresent services 

provided, products
dispensed, or research 
and scholarly activities 

conducted.

R. Individuals whose 
professional practice is 
adversely affected by 

substance
abuse, addiction, or other 
health‐related conditions 
are impaired practitioners

and shall seek professional 
assistance and, where 

appropriate, withdraw from 
the

affected areas of practice.

S. Individuals who have 
knowledge that a 

colleague is unable to 
provide

professional services 
with reasonable skill and 

safety shall report this 
information

to the appropriate 
authority, internally if a 
mechanism exists and, 

otherwise,
externally.

T. Individuals shall 
provide reasonable 

notice and information 
about alternatives

for obtaining care in the 
event that they can no 

longer provide 
professional

services.



A. Individuals who hold 
the Certificate of Clinical 

Competence shall 
engage in only those 

aspects of
the professions that are 
within the scope of their 

professional practice 
and competence. 

B. Members who do not hold 
the Certificate of Clinical 

Competence may not engage 
in the

provision of clinical services; 
however, individuals who are 
in the certification application

process may engage in the 
provision of clinical services 
consistent with current local 

and state
laws and regulations and with 

ASHA certification 
requirements.

C. Individuals who 
engage in research shall 

comply with all 
institutional,state, and 

federal
regulations that address 
any aspects of research, 

including those that 
involve human

participants and animals.

D. Individuals shall 
enhance and refine their 

professional 
competence and 
expertise through

engagement in lifelong 
learning applicable to 

their professional 
activities and skills.

PRINCIPLES OF ETHICS II



E. Individuals in 
administrative or supervisory 

roles shall not require or 
permit their

professional staff to provide 
services or conduct 

research activities that 
exceed the staff

member's certification 
status, competence, 

education, training, and 
experience.

F. Individuals in 
administrative or 

supervisory roles shall 
not require or permit 

their
professional staff to 
provide services or 

conduct clinical 
activities that 

compromise the staff
member's independent 

and objective 
professional judgment.

G. Individuals shall make 
use of technology and 

instrumentation 
consistent with 

accepted professional 
guidelines in their areas 
of practice. When such 

technology is not 
available, an

appropriate referral may 
be made.

H. Individuals shall 
ensure that all 

technology and 
instrumentation used to 

provide services or to
conduct research and 

scholarly activities are in 
proper working order 

and are properly 
calibrated.



A. Individuals shall 
not misrepresent 
their credentials, 

competence, 
education, training,

experience, and 
scholarly 

contributions.

B. Individuals shall avoid 
engaging in conflicts of 

interest whereby 
personal, financial, or 

other
considerations have the 
potential to influence or 

compromise 
professional judgment 

and
objectivity.

C. Individuals shall not 
misrepresent research 

and scholarly 
activities, diagnostic 

information,
services provided, 
results of services 
provided, products 
dispensed, or the 

effects of products
dispensed.

D. Individuals shall not 
defraud through intent, 

ignorance, or negligence 
or engage in any

scheme to defraud in 
connection with 

obtaining payment, 
reimbursement, or grants 

and
contracts for services 

provided, research 
conducted, or products 

dispensed.

PRINCIPLE OF ETHICS III



E. Individuals' statements to 
the public shall provide
accurate and complete 

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.

F. Individuals' statements 
to the public shall adhere 
to prevailing professional 

norms and shall
not contain 

misrepresentations when 
advertising, announcing, 

and promoting their
professional services and 

products and when 
reporting research 

results.

G. Individuals shall 
not knowingly 

make false financial 
or nonfinancial 
statements and 

shall
complete all 

materials honestly 
and without 

omission.



A. Individuals shall 
work collaboratively, 

when appropriate, with 
members of one's own

profession and/or 
members of other 

professions to deliver 
the highest quality of 

care.

B. Individuals shall 
exercise independent 
professional judgment 
in recommending and
providing professional 

services when an 
administrative mandate, 

referral source, or
prescription prevents 

keeping the welfare of 
persons served 

paramount.

C. Individuals' 
statements to 

colleagues about 
professional 

services, research 
results, and 

products shall 
contain no 

misrepresentation. 

D. Individuals shall 
not engage in any 
form of conduct 
that adversely 
reflects on the 
professions or

on the individual's 
fitness to serve 

persons 
professionally.

PRINCIPLE OF ETHICS IV



E. Individuals shall 
not engage in 

dishonesty, 
negligence, fraud, 

deceit, or 
misrepresentation.

F. Applicants for 
certification or 

membership, and 
individuals making 

disclosures, shall not
knowingly make false 
statements and shall 

complete all application 
and disclosure materials

honestly and without 
omission.

G. Individuals shall 
not engage in any 

form of 
harassment, power 

abuse, or sexual 
harassment.

H. Individuals shall not 
engage in sexual activities 

with individuals (other than a 
spouse or

other individual with whom a 
prior consensual relationship 

exists) over whom they 
exercise

professional authority or 
power, including persons 

receiving services, 
assistants, students, or
research participants.



I. Individuals shall 
not knowingly 
allow anyone 

under their 
supervision to 
engage in any
practice that 

violates the Code 
of Ethics.

J. Individuals shall assign 
credit only to those who 

have contributed to a 
publication,

presentation, process, or
product. Credit shall be 

assigned in proportion to 
the contribution

and only with the 
contributor's consent.

K. Individuals shall 
reference the source 

when using other 
persons' ideas, research,
presentations, results, or 
products in written, oral, 

or any other media 
presentation or
summary. To do 

otherwise constitutes 
plagiarism.

L. Individuals shall not 
discriminate in their 

relationships with colleagues, 
assistants, students,

support personnel, and 
members of other professions 
and disciplines on the basis of 

race, ethnicity, sex, gender 
identity/gender expression, 

sexual orientation, age, religion, 
national

origin, disability, culture, 
language, dialect, or 

socioeconomic status.



M. Individuals with 
evidence that the Code 

of Ethics may have been 
violated

have the responsibility 
to work collaboratively 
to resolve the situation 

where
possible or to inform the 
Board of Ethics through 

its established 
procedures.

N. Individualsshall report 
members of other 

professions who they know
have violated standards of 

care to the appropriate 
professional licensing 

authority or board, other 
professional regulatory
body, or professional 

association when such 
violation compromises the 
welfare of persons served

and/or research 
participants.

O. Individualsshall not 
file or encourage others 

to file complaints that
disregard or ignore facts 
that would disprove the 
allegation; the Code of
Ethics shall not be used 
for personal reprisal, as 

a means

P. Individuals making 
and responding to 

complaints shall comply 
fully with

the policies of the Board 
of Ethics in its 
consideration,

adjudication, and
resolution of complaints 
of alleged violations of 

the Code of Ethics.

ADD A HEADING



Q. 
Individualsinvolved 

in ethics 
complaints shall
not knowingly 

make false
statements of fact

R. Individualsshall 
comply with local, 
state, and federal 

laws and 
regulations

S. Individuals who have been convicted; 
been found guilty; or entered a plea of 

guilty or nolo contendere to (1)
any misdemeanor involving dishonesty, 
physical harm—or the threat of physical 

harm—to the person or property of 
another, or (2) any felony, shall self‐ 

report by notifying ASHA Standards and 
Ethics (see Terminology for mailing 

address) in writing within 30 days of the 
conviction, plea, or finding of guilt. 

Individuals shall also
provide a certified copy of the 

conviction, plea, nolo contendere record, 
or docket entry to ASHA Standards and
Ethics within 30 days of self‐reporting.

T. Individuals who have been publicly 
sanctioned or denied a license or a 

professional credential by any 
professional association, professional 
licensing authority or board, or other 

professional regulatory body shall
self‐report by notifying ASHA 

Standards and Ethics in writing within 
30 days of the final action or 

disposition. 
 

Individuals shall also provide a 
certified copy of the final action, 
sanction, or disposition to ASHA 

Standards and Ethics within 30 days of 
self‐reporting.



 Out of the 30 required professional 

development hours for certification 

maintenance for ASHA, at least 1 hour 

must be in the area of ethics. 

Your state may require more, always 

check regulations for each state in which 

you are licensed.

REMINDER



1 Excellence

2 Integrity

3 Diversity

4 Commitment

5 Responsive

6 Member-centric

7 Research-based

 

advancing science,
setting standards,
fostering excellence in professional practice, 
and
advocating for members and those they 
serve.

ASHA's Core Values
https://www.asha.org/about/strategic-pathway/

ASHA's Strategic Plan

Vision
Making effective communication, a human right, 
accessible and achievable for all.
Mission
Empowering and supporting speech-language 
pathologists, audiologists, and speech, 
language, and hearing scientists through:



FOUR GUIDING BIOMEDICAL ETHICAL PRINCIPLES
 

Nonmaleficence

Justice 

Beneficence

Autonomy

1979 Beauchamp & Childress

Extremely influential in the 
field of medical ethics, and are 
fundamental for understanding 
the current approach to ethical 
assessment in Western health 
care. 

The Principles of Biomedical Ethics by Beauchamp and Childress is a classic in the field 
of medical ethics. The first edition was published in 1979 and “unleashed” the four 

principles of respect for autonomy, non-maleficence, beneficence, and justice on the 
newly emerging field.



2

ATONOMY The right of patients to make decisions about their medical care without their

health care provider trying to influence the decision. 

Patient autonomy does allow for health care providers to educate the patient

but does not allow the health care provider to make the decision for the

patient.



Information given to patient on

benefits and risks of treatment? 

The patient understood the information

and gave consent? 

Is the patient mentally competent? 

 If competent, what are their

preferences? 

RESPECT 
FOR
ATONOMY

6

If the patient is mentally incompetent, ,

are their prior preferences known?  If

the preferences are not known, who is

the appropriate surrogate? 

Varsky, 2021



2

BENEFICENCE The ordinary meaning of this principle is that health care providers have a duty to 
be of a benefit to the patient, as well as to take positive steps to prevent and to 
remove harm from the patient

Beneficence is important because it ensures that healthcare professionals 
consider individual circumstances and remember that what is good for one 
patient may not necessarily be great for another.

"Limited Duty"  A physician has a duty to seek the benefit of any or all of her 
patients, however, a physician may also choose whom to admit into his or her 
practice. 



2

NONMALEFICENCE Maxim primum non nocere "First do no harm." 

Non-maleficence states that a medical practitioner has a duty to do no harm

or allow harm to be caused to a patient through neglect.

It acts as a threshold for treatment. If a treatment causes more harm than

good, then it should not be considered

In common language, we consider it negligent if one imposes a careless or

unreasonable risk of harm upon.

"Constant Duty" - must uphold at all times. 



Quality of Life

Expected QOL with and without

treatment?

Deficits - physical, mental, social - may

have after treatment? 

Judging QOL of patient who cannot

express themselves? 

Who is the judge? 

ATONOMY, 
BENIFICENCE, 
NONMALEFICNCE

6

Recognition of possible physician bias

in judging QOL? 

Rationale to forgo life-sustaining

treatment(s)? 

Varsky, 2021



2

JUSTICE Justice is generally interpreted as fair, equitable, and appropriate treatment

of persons. 

Distributive justice refers to the fair, equitable, and appropriate distribution of

health-care resources determined by justified norms that structure the terms

of social cooperation.



Conflicts of interests - does the

physician benefit financially,

professionally by ordering tests,

prescribing medications, seeking

consultations? 

Conflicts of interests based on religious

beliefs? Legal issues? 

Conflicts of interest between

organizations (clinics, hospitals), 3rd

party payers? 

DISTRIBUTIVE 
JUSTICE

6

Public health and safety issues? 

Problems in allocation of scare

resources? 

Varsky, 2021



PATIENT SELF-DETERMINATION 
ACT 1990

INFORMED CONSENT

Required that patients be informed of 

their right to be involved in making 

decisions with regard to the medical care 

they receive. 

Required that the patient is asked about 

advanced directives, and to document 

any wishes the patient might have with 

regard to the care they want or do not 

want. 

Mandates that patient advanced 

directives be implemented if necessary, 

assuming those wishes are legally valid 

and permissible by State law.

It requires education programs including 

advanced directives, bioethics, patient 

wishes, and the concept of patient self- 

determination.

Teoli, 2021



DEATH
WITH 
DIGNITY 
ACT



Parents commenced a l egal battle against the Morris County prosecutor over 

whether the withdrawal of life support constituted homicide. On March 31, 1976, in a 

landmark decision, the New Jersey State Supreme Court ruled 7-0 that privacy rights 

assured a person’s prerogative to forgo life-sustaining medical treatment, and that— 

in this case—a parent could make the decision for Karen. 

When taken off the ventilator, Karen shocked many by continuing to breathe on her 

own. She lived in a coma for nine more years, succumbing to pneumonia on June 11, 

1985

Karen Quinlan 1954-1985
Instrumental in the Right to Die Movement 



In a 6-3 decision the US Supreme Court upheld Oregon's law on doctor assisted suicide in 

2006. 

The ruling said the 1997 Oregon law, which allows doctors to end the lives of terminally ill 

people who ask for it, trumped federal authority to regulate doctors.

Oregon's Death with Dignity Act
1997

Charatan 2006



Death with 
Dignity

Legislation Enacted, Amendment passed

 Oregon (1994, 1997) , Washington (2008) , California (2015), 

Colorado (2016), New Jersey (2019), Maine, Vermont (2013), 

Washington DC (2016), Hawaii (2019)

States Considering This Year

 Pennsylvania : status pending 

Requirements

an adult resident of a state where such a law is in effect;

capable of making and communicating your own healthcare 

decisions;

diagnosed with a terminal illness that will lead to death within 

six months, as confirmed by qualified healthcare providers; and

capable of self-administering and ingesting medications 

without assistance.

Waiting period variable, none to 20 days

https://deathwithdignity.org/states/

As of August 25, 2022



Euthenasia

Studies indicate that pain is not typically 

the primary motivation for requesting 

euthanasia or physician-assisted suicide; 

inadequate pain control is seen in less 

than 33% of patients 

Loss of autonomy, diminished quality of 

life and loss of dignity are the factors 

most frequently associated with requests 

for assisted dying 

 

Patients who request euthanasia or 

assisted suicide are most often dying of 

cancer (60–100% cases). Other conditions 

associated with requests include ALS, 

MS, cardiovascular disease and 

immunodeficiency syndrome.   

Most requested by white, highly 

educated and male, between 60 and 85 

years old. 

In the US state of Oregon, which has had 

the longest period of legalized 

physician-assisted suicide, from 1998 to 

June 2017, 1,857 people received 

prescriptions for life-ending medications, 

and 1,179 (64%) died from ingesting them 

Mroz 2021



Supporters Opponents

Supporters contend that the practices 

preserve an individual’s autonomy and self- 

determination during the end of life and allow 

people to choose a death with dignity.

 

Proponents also hold that euthanasia and 

assisted suicide are occasionally the only 

option to relieve unbearable suffering and that 

quality of life takes precedence over quantity 

of life. 

. Advocates cite assisted dying as an important 

option in the care for those who are dying, one 

in which physicians can facilitate death in a 

safe way that suicide by other methods cannot

Euthanasia and physician-assisted suicide practices violate

the medical code and the Hippocratic Oath that all 

physicians take.  Damage to the patient-physician 

relationship and undermine public trust in the health care 

system. 

They maintain that suffering, no matter how unbearable, 

can be relieved with adequate palliative care and/or 

terminal sedation. 

 

Warn that vulnerable populations including the 

disadvantaged and disabled will be impelled toward 

premature death. 

Religious opposition, often based on the principle of 

sanctity of life, is also often encountered.

Ethical Debate

Mroz 2021



Brittany Maynard
(1984-2014)

January 2014: Dx grade 2 astrocytoma, craniotomy and resection of 

the temporal lobe. 

April 2014:  Cancer returned, dx elevated to grade 4 glioblastoma

Moved from California to Oregon with her husband and mom and 

step-father to utilize Oregon's Death with Dignity Law. 

She ended her life November 1, 2014 - the day she choose prior.  

Death certificate states cause of death: brain tumor.



https://www.dl-online.com/news/local/murder-suicide-was-cause-of- 
detroit-lakes-couples-death



ASPEN 
POSITION 
STATEMENTS

ARTIFICIAL NUTRITION AND HYDRATION IS A 
MEDICAL TREATMENT
The word “administered” in artificially administered nutrition and 

hydration clarifies the route is artificial, not the nutrition or hydration.

ETHICS
The 4 ethical principles of autonomy, beneficence, nonmaleficence, 

and justice should be equally applied to patient care.

ADVANCED CARE PLANNING

Advance care planning (ACP) with establishment of an advance 

directive, including designation of an surrogate decision-maker is 

recommended.Schwartz 2021



PATIENT VALUES

The cultural values, religious beliefs, ethnic background, country, 

region, and geographical considerations of patients and families 

need to be respected (legally and ethically)

INTERDISCIPLANARY TEAM

The use of interdisciplinary committees and teams and meetings 

with the patient and family or surrogate decision maker is 

recommended for ANH discussions.

TRIAL

Limited-time trials are an acceptable alternative when the benefits 

of AANH are questionable and when the trial nature of AANH is 

communicated and agreed upon by the patient and family or SDM 

prior to its initiatioSchwartz 2021



OBLIGATION

Clinicians should not be ethically obligated to offer AANH if, in their 

clinical judgment, there is not adequate evidence for the therapy or 

if the burden/risk of the intervention far outweighs its benefit.

PAIN & SUFFERING
Scientific evidence related to the physiology of patients with brain 

death, in a coma, or in a previously referred to persistent vegetative 

state (PVS) indicates these patients do not experience thirst or 

hunger and, therefore, may not suffer.

END OF LIFE

For persons at the end of life (EOL), their preferences/QOL goals 

with acceptance or refusal of modified-consistency food and fluids 

provided orally or AANH must be respected.
Schwartz 2021



INFANTS & CHILDREN
Forgoing AANH in infants and children at the EOL may be ethically 

acceptable when competent parents and the medical team concur 

that the intervention no longer confers a benefit to the child or 

creates a burden that cannot be justified

STATE LAWS

The particular laws of state and national governments have to be 

considered when addressing whether or how to use AANH at the 

EOL and the role of informed consent

PREFERENCES PREVIOUSLY STATED

States may apply a “clear and convincing” evidentiary standard in 

looking for evidence that the patient would want to forgo AANH, if 

the patient did not expressly give instructions on EOL preferences.Schwartz 2021



That law was enacted as an emergency by the state legislature and signed by 

Governor Jeb Bush in October 2003 to enforce the reinsertion of a feeding tube in 

Terri Schiavo, who had been in a persistent vegetative state since her cardiac arrest in 

1990 (on behalf of her parents)

In a landmark decision Florida's highest court unanimously ruled  that the so called 

"Terri's law" was unconstitutional.

Michael Schiavo had won several court battles to remove the tube and allow his wife 

to die. Although she had left no written instructions her husband said she had told

him in conversations that she would not want to be kept alive artificially.

Terri Schiavo Case (1963-2005) 
"Terri's Law"

Charatan 2004





Gillam proposed the Zone of 

Parental Discretion as a means of 

putting into practice the key ideas 

of the Harm Principle, in a clear, 

step-by-step process. 

The Zone of Parental Discretion 

provides a tool for ethical 

deliberation by clinicians and 

ethicists about all situations in 

which parents and doctors 

disagree about treatment of a 

child, whether parents are 

refusing medically recommended 

treatment, or requesting non- 

recommended treatment.

 

Zone of Parental Discretion 

Gillam 2016



Although states vary on the specifics, mandated reporters exist to ensure safety by 

reporting suspected abuse. The local department of human services (sometimes 

called Child Protective Services or Department of Social Services) investigates the 

report and determines whether intervention is necessary.

Mandated reporters may report suspected child abuse, elder abuse, or vulnerable 

adult abuse.

Abuse can include physical or sexual,  neglect, and exposure to unsafe environments, 

such as drug use or domestic violence.  Emotional abuse varies by states under 

mandated reporting laws.     

Mandated Reporting 

Dr. Amy Marschall, PsyD        https://www.verywellmind.com/what-is-mandated-reporting-5206106



Elder abuse includes physical abuse, emotional abuse, sexual abuse, exploitation, 

neglect, and abandonment. Perpetrators include children, other family members, and 

spouses—as well as staff at nursing homes, assisted living, and other facilities.

Approximately one in 10 Americans aged 60+ have experienced some form of elder 

abuse. Some estimates range as high as five million elders who are abused each year. 

One study estimated that only one in 24 cases of abuse are reported to authorities.

Abusers are both women and men. In almost 60% of elder abuse and neglect 

incidents, the perpetrator is a family member. Two thirds of perpetrators are adult 

children or spouses.

Elder Abuse

Acierno 2010

https://ncea.acl.gov/What-We-Do/Research/Statistics-and-Data.aspx#prevalence
https://ncea.acl.gov/What-We-Do/Research/Statistics-and-Data.aspx#prevalence
https://ncea.acl.gov/What-We-Do/Research/Statistics-and-Data.aspx#perpetrators




Emotional abuse: Unexplained withdrawal from normal activities, a sudden change in alertness, or unusual 

depression; strained or tense relationships; frequent arguments between the caregiver and older adult
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AGENDA ASHA Requirements  

Fundamental Roles and

Responsibilities 

Models of Supervision 

Student Assessment



ASHA 
SUPERVISION
REQUIREMENTS

hold ASHA certification (CCC-A or CCC-SLP),

have completed a minimum of nine months of practice experience post-

certification, and

have earned at least two hours of professional development post-

certification (one-time requirement) in the area of supervision and/or

clinical instruction.

Before serving as a supervisor or CF mentor for purposes of ASHA

certification, individuals must:

Have you met the new supervision requirements? Check your status by

looking up yourself on the certification verification page, link:

https://apps.asha.org/eweb/ashadynamicpage.aspx?

site=ashacms&webcode=ccchome

https://www.asha.org/certification/prof-dev-for-2020-certification-standards/
https://apps.asha.org/eweb/ashadynamicpage.aspx?site=ashacms&webcode=ccchome


KNOWLEDGE AND SKILLS FOR
CLINICAL EDUCATORS 

Knowledge and skills specific to clinical educators of undergraduates, graduate students, preceptors of audiology externs, mentors of clinical fellow in speech-language

pathology, supervisors of support personnel, and supervisors of individuals transitioning to a new area of practice or reentering the profession

Ethical issues related to clinical education and supervision, supervisor/staff and clinical instructor/student relationships

Supervisory processes and clinical education including collaborative models of supervision and instruction, adult learning styles, teaching techniques, roles and responsibilities of

clinical educator and student

Research/evidence-based practice in clinical education Relationship development and communication skills related to working with staff and students including developing a

supportive and trusting relationship between supervisor and supervisee or mentor and mentee

Educating students and staff about management and clinical instruction processes including defining expectations, goal setting, and requirements of the relationship including

ways to respond to legal and ethical issues

Use of techniques to demonstrate recognition of and access to appropriate accommodations for staff and students with disabilities

Demonstrating the use of technology, when appropriate, for remote supervision and clinical instruction and the use of case simulations

Demonstrating the use of technology, when appropriate, for supervision of remote service provision, i.e., telepractice

The role of the clinical educator in the use of alternative clinical experiences, i.e. case simulations and standardized patients

Establishment/implementation of goals including developing goals/objectives with the student that allow for growth in critical thinking and problem solving; setting personal

goals to enhance teaching skills

Observation techniques, collecting and interpreting session data with the supervisee or student 

Providing supervisee or student objective feedback to motivate and improve performance; adjusting supervisory and teaching style based on level and needs of supervisee or

student

Analysis and evaluation related to clinical instruction including how to examine collected data and observation notes to identify patterns of behavior and targets for improvement

Clinical and performance decisions including how to model/guide the supervisee or student to respond to ethical dilemmas, apply regulatory guidance in service delivery,

access payment/reimbursement for services, and use reflective practice techniques to modify performance

Creating and implementing plans for improvement

Multicultural and/or cross-linguistic issues related to supervision and clinical education including but not limited to defining and demonstrating evidence of cultural competence

and appropriate responses to different communication styles of the supervisee or student

Interprofessional education and interprofessional practice related to supervision and clinical education, including but not limited to defining and demonstrating expectations for

interpersonal and modes of communication

Supervision of Staff/Clinical Education of Students/CF Mentors

 https://www.asha.org/Certification/Prof-Dev-for-2020-Certification-Standards/
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KNOWLEDGE AND
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STUDENT TRAINING
IN THE UNIVERSITY
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KEY POINTS



HOW MUCH OF THE PRACTICUM
IS DIRECTLY SUPERVISED? 

"must not be less than 25% of the

student's total contact with each

client/patient; and must take place

periodically throughout the practicum.

Supervision must be sufficient to ensure

the welfare of the individual receiving

services."

CAN I SUPERVISE MORE THAN ONE
STUDENT AT A TIME?

"There is no language within the

standards that specifies the number of

students that can be supervised by one

person."

CAN I BILL FOR SERVICES PROVIDED
BY A GRADUATE STUDENT CLINICIAN?

"Billing for such services is allowable,

provided those services meet or

exceed professional standards of

supervision"

Payers differ in their regulations

regarding paying for services provided

by student clinicians.

KEY
POINTS
BROKEN
DOWN:

DO I NEED TO HAVE THE PATIENT /FAMILY
SIGN CONSENT FORM TO ALLOW STUDENT
TO WORK WITH THEM?

Student clinicians and supervisors should

identify themselves appropriately to

patients and families at all times. 

https://www.asha.org/slp/supervisionfaqs/#bill%20for%20services


DO I CO-SIGN ALL NOTES WRITTEN BY
THE STUDENT? CAN ANYONE ELSE
SIGN THE STUDENT'S NOTES?

The supervisor of record for the case

would be expected to sign all treatment

documentation, in accordance with the

facility's policies.

HOW MANY MINUTES ARE IN A
CLINICAL PRACTICUM HOUR?

The Council For Clinical Certification defines

one (1) clinical practicum hour as equal to 60

minutes. When counting clinical practicum

hours for purposes of ASHA certification,

experiences/sessions that total less than 60

minutes (e.g., 45 minutes or 50 minutes) cannot

be rounded up to count as 1 hour.

ARE CRIMINAL BACKGROUND CHECKS
REQUIRED FOR STUDENT CLINICIANS?

The need to conduct a criminal background

check depends on state law and the

facility's policy. Part of this decision is

whether or not the state law specifies

student clinicians as a category of

personnel who are required to have a

background check.

KEY
POINTS
CONT'D

UNDER HIPAA, CAN I SHARE PHI WITH A
STUDENT OR DO I NEED WRITTEN
CONSENT FROM PT/FAMILY?
HIPAA regulations were designed so as not to

impede the provision of normal health care

operations. "Health care operations," as defined

in regulation, includes "conducting training

programs in which students, trainees, or

practitioners in areas of health care learn under

supervision to practice or improve their skills as

health care providers."



Acquire

fundamental

knowledge about

normal AND

disordered

communication

Develop the

ability to analyze

research and

apply evidence to

clinical practice

Become

competent in

analyzing

assessment and

treatment

behaviors to

evaluate the

effectiveness of

clinical practices

Develop

professional

behaviors,

including the

ability to work

with individuals

and their families

GOALS OF SUPERVISION/CLINICAL
EDUCATION



MODELS OF
SUPERVISION



Understanding the
supervisory process

Planning

Observing

Analyzing Integrating 

ANDERSON'S
CONTINUUM
OF
SUPERVISION

Integrating

By actively participating in all aspects of the clinical process—
including data collection, problem solving, and strategy

development—the student ultimately develops the ability to use
the strategies needed to function independently (Dowling,

2001).



Understanding the supervisory process — discussing the process, understanding
respective roles, and sharing expectations and objectives

Planning — joint planning for the clinical process (client and clinician) and the
supervisory process (supervisee and supervisor)

Observing — collecting and recording objective data by both supervisor and
supervisee

Analyzing — examining and interpreting data in relation to changes in clinician and
client

Integrating — integrating content from all components at various points throughout
the experience

Anderson (1988) emphasizes five components of the supervisory
process to facilitate movement of the student along the

continuum:



Coaching

Scaffolding

Articulation

Reflection 

COGNITIVE
APPRENTICESHIP
INSTRUCTIONAL
MODEL

Using these methods, the clinical educator makes tacit
elements of expert practice explicit so that students gain a

deeper understanding of the cognitive processes underlying
clinical decision making (Dennen & Burner, 2008).

Modeling

Exploration



modeling — demonstrating tasks and explaining internal (cognitive) processes (e.g.,
decision making)

coaching — observing students as they perform tasks and providing feedback, hints,
models, and reminders

scaffolding — tailoring support to students' current level of knowledge and gradually
removing support as they become more competent

articulation — encouraging students to verbally express their knowledge, reasoning, or
problem solving

reflection — encouraging students to reflect on their own skills and problem-solving
abilities as compared with their cognitive model of expertise

exploration — setting general goals for students and encouraging them to formulate
and pursue personal goals of interest

The Cognitive Apprenticeship Model applies the following
teaching methods to promote situated learning:



Supervision 

Strategic questions

Meaningful feedback

SUPERVISION,
QUESTIONING
AND FEEDBACK
(SQF) MODEL OF
CLINICAL
TEACHING



The Supervision, Questioning and Feedback (SQF) model of
clinical teaching integrates supervision, questioning and

feedback into clinical learning experiences. It is designed to help
the student clinician become an autonomous clinician with

sound clinical reasoning (Barnum et al., 2009).

supervision (S) that changes in response to the needs of the learner and the
situation;

strategic questioning (Q) to facilitate development of clinical reasoning skills by
providing a model for thinking; and

meaningful feedback (F) to help shape learning and skill development.



ADDITIONAL
METHODS FOR
SUPERVISION



SIMULATION

Method that replaces or amplifies real
client/patient experiences with scenarios
designed to replicate real health encounters
(Passiment, Sacks, & Huang, 2011). Simulation
affords an opportunity to build knowledge
and experience by rehearsing in a safe
environment (e.g., clinical skills lab), where
potential harm to the client/patient is
minimized.

GRAND ROUNDS

Formal meetings at which cases are
presented to student clinicians, clinical
educators, and other medical and allied
health professionals, followed by a
discussion of each case. 

PROBLEM BASED
LEARNING SCENARIOS
Experiences in which groups of students
—with guidance from an instructor—learn
through solving an open-ended problem
by identifying what they know, what they
need to know, and where they can access
the necessary information to solve the
problem.

METHODS

CASE BASED LEARNING
SCENARIOS

Use discussion of case studies and real-life
scenarios to help students put their
learning into practice in a clinical setting.
Students work collaboratively to examine,
analyze, and discuss problems related to
the case.



ASSESSMENT OF THE
STUDENT CLINICIAN'S
KNOWLEDGE AND SKILLS



Defining expected knowledge and skills1

Developing learning goals2

Gathering and analyzing data regarding

performance or verification of clinical

outcomes

4

Setting criteria for demonstrating learning3

Providing feedback &. documenting feedback

and remediation opportunities

5

COMPONENTS
OF
ASSESSMENT



SUMMATIVE 
ASSESSMENT

FORMATIVE 
ASSESSMENT

1 2

Types of Assessment



FORMATIVE 
ASSESSMENT

Observation – observing the student clinician during sessions and providing
feedback (written or verbal) regarding mastery of a skill (e.g., branching to a less
difficult task during the session or selecting an appropriate masking level during
audiologic testing).
Questioning – engaging the student clinician with questions that encourage open
dialogue, critical thinking, problem solving, and exploration of new information.
Learning logs – asking students to reflect on a session or learning experience by
summarizing the experience, noting what they learned, posing questions that they
still have, evaluating their clinical skills, and providing insight and suggestions for
continued performance improvement. Learning logs allow the clinical educator to
monitor student progress and provide feedback and concrete suggestions on
ways to improve.
Proficiency exams – evaluating student performance on a particular skill (e.g.,
pure-tone testing) to determine skill level at various points throughout training.
Exam performance can help determine the need for additional practice and/or
remediation.

Formative assessment is ongoing measurement and feedback yielding critical
information for monitoring acquisition of knowledge and skill during the learning
process for the purpose of improving learning.

Examples of Formative Assessment 



SUMMATIVE
ASSESSMENT

Gateway clinical exams administered as benchmarks before more complex
clinical procedures (or placements) are permitted.
Examination of practical skills (e.g., demonstration of skills in use of technology;
demonstrating diagnostic skills using simulated patients).
End-of-semester final exams or evaluations.
End-of-program comprehensive written and oral exams. 
Culminating demonstrations of learning, such as

oral presentations (e.g., case presentations);
capstone projects (e.g., case studies, surveys, and outcomes-based research)
in which theory and knowledge are applied to a real-world setting; and
portfolios of work (e.g., case reviews, treatment plans, reports, and academic
papers) demonstrating evidence of academic and clinical achievements.

Standardized tests (e.g., Praxis® exams).

Summative assessment is the comprehensive evaluation of learning outcomes at
the conclusion of a defined instructional period (e.g., end of semester, academic
year, or program of study).

Examples of Summative Assessment



REFERENCES & DETAILED
GUIDELINES

https://www.asha.org/practice-portal/professional-issues/clinical-education-and-
supervision/

https://www.asha.org/slp/supervisionfaqs

https://www.asha.org/certification/

Clinical Education and Supervision Details

Student Supervision FAQS

Verify ASHA Certification (licensure and supervising)
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