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FOREWORD

he importance of mental health counseling has grown, as has the array

of mental health issues that arise in an uncertain and a fragile world. As
chronicled in this book, mental health counseling has evolved and matured
across the four editions that have been published. Each edition has included
new terrain that needs to be described and its treatment explained. Among
the expanded content addressed to currently important topics in mental
health counseling are those focused on the effects of terrorism and trauma
and individual recovery and treatment. Each day, as more military person-
nel are committed by the United States and its allies to conflicts in Iraq and
Afghanistan, as well as the uncertainty military and civilian populations
experience in the non-violent but stressful and abusive relationships among
nations, the need for more mental health counselors increases.

Regardless of the impact on mental health of the conflicts present among
nations around the world, this book is not primarily about terrorism or trau-
ma. It is also about the widening range of mental health issues that are now
within the scope of treatments provided by mental health counselors. They
include intimate partner violence, substance abuse, career counseling, men-
tal health and aging, multiculturalism, and cultural conflict.

As suggested earlier, mental health counseling has evolved over the four
editions of this book and, in doing so, has “come of age.” “Coming of age”
means, as a central point, that mental health counselors have created,
refined, and strengthened their professional identities. In doing so, they have
differentiated themselves from other groups of mental health providers and
focused on what they, as mental health counselors, can contribute to achiev-
ing mental health for those suffering from mental health problems.

The rise to professional maturity, to the “coming of age” as a profession,
requires an understanding of the history of mental health counseling, the bar-
riers it has surmounted as a profession, and the trends that have motivated
its particular characteristics. More than half of the chapters in this book
address the tools and constructs that undergird mental health counseling.
They include the role of theory, assessment, research, ethics, and technolo-
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gy, and the preparation of mental health counselors. Each of these chapters
addresses what is different in each of these bodies of knowledge, as well as
their integration to create the professional identity of mental health coun-
selors. This identity is forged and reinforced in the work settings and the pri-
vate practices in which mental health counselors are primarily employed.

Foundations of Mental Health Counseling (Fourth Edition) provides a com-
prehensive view of this important profession. The content of the book brings
together multiple sources of knowledge: historical perspectives, conceptual
models, the settings and clientele served by mental health counselors, the
mental health issues that are dominant, the interventions used, and the pro-
fessional identity and credentialing of mental health counselors. This infor-
mation, while of major importance to mental health counselors, can also be
useful to other mental health providers as they ponder the field and the ways
in which they can collaborate with mental health counselors.

Foundations of Mental Health Counseling (Fourth Edition) is a unique book. It
includes an excellent group of authors from a variety of settings to demon-
strate the need for, the range, and the complexity of mental health counsel-
ing. Edited books rarely have a unified and an integrated structure.
However, this book is an exception. It is well edited, the authors write well
and with authority, and they do so from a number of important vantage
points. The various chapters probe, with insight and relevance, major con-
temporary issues facing mental health counselors today.

Clearly, mental health counseling has “come of age.” Over the last 20 or
so years, the profession has won important legislative and professional vic-
tories, including 50 state statutes providing licensure for professional coun-
selors. The place of mental health counselors among mental health providers
is secure, and all of the elements required to achieve professional identity
and professional excellence are in place. Every mental health counselor will
be enriched by this book’s analyses of the legacies of the past, the present,
and the future. I endorse it without reservation.

EpwiN L. HERR

Distinguished Profesor Emeritus
The Pennsylvania State University
University Park, Pennsylvania



PREFACE

t has been 25 years since the original edition of Foundations of Mental Health

Counseling was published. During that time, there have been countless pos-
itive changes in the field of mental health, including counselor licensure in
all 50 states and the recognition of licensed professional counselors by man-
aged care organizations and insurance companies. The field of professional
counseling has developed and grown beyond the authors’ expectations,
becoming the true “fifth core mental health provider” as described in the
First Edition of the book.

The First Edition highlighted the new mental health counselor, the Second
Edition focused on the push to put the profession to the forefront of mental
health care, and the Third Edition celebrated the profession’s accomplish-
ments. The Fourth Edition focuses on an in-depth examination of the field of
mental health counseling, demonstrating the depth and breadth of profes-
sional counseling, from theory to practice issues, technology to humor in
everyday practice, professional identity to diversity and multiculturalism,
and much, much more.

Once again, the latest edition has been totally revised to reflect the status
of professional counseling at this time. We have added 12 new authors in this
Fourth Edition, all of whom have contributed to providing an up-to-date text
for the student starting a career in professional counseling. Roughly 93% of
the book has been rewritten and updated, providing the most comprehen-
sive book on professional counseling anywhere.

As a special note, in the Fourth Edition, we have expanded the highly
acclaimed section entitled “The Professional Counselor in a World of
Uncertainty.” We added a highlight section covering the stress faced by our
military personnel and the role that mental health professionals can play in
assisting the combat veterans to reintegrate back into the community. Also in
this section, we added a chapter on “Irauma Counseling,” an important
aspect of professional counselors’ role in their work with clients. There are
improved and expanded chapters on career counseling, ethics, partner vio-
lence, multiculturalism, counselor preparation, and technology. The editors
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have also expanded the final chapter of the book, “The Future of
Professional Counseling,” to include a more comprehensive examination of
what the future may bring to bear on the profession.

Finally, the editors want to thank all of the professional authors who con-
tributed to our latest efforts. Through the hard work and dedication of these
authors, we have been able to develop a book that provides Master’s- and
Doctoral-level counseling students complete and accurate information
regarding the field they have chosen to enter. We also thank the staff at
Charles C Thomas for their input, patience, and guidance in the compilation
of this book. As we have done with each of this book’s editions, we thank
those professional men and women who have nurtured, guided, and pulled
the field of professional counseling to the highest level possible. We dedicate
this Fourth Edition to all of those professionals who offered and gave so
much to the field of counseling and now face the end of their careers. The
three of us have been privileged to work with many of the professionals (sev-
eral are authors in this Fourth Edition) who brought the field of counseling
from infancy to adulthood—we thank all of them!

AJP.
AJW.
D.PB.
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Chapter 1

PROFESSIONAL COUNSELING
COMES OF AGE: THE FIRST 35 YEARS

HOWARD B. SMITH AND WILLIAM ]. WEIKEL

In Memory of and with Appreciation to
David K. Brooks, Jr.

In an organized sense, mental health counseling is a young discipline. At
the time of this writing, the profession is not quite age 35, but it remains a
dynamic discipline, where there is still active debate about professional iden-
tity, role, function, and professional preparation. When the history of mental
health counseling is written in a more definitive fashion than is possible in
2010, the past and present generation of activists and true believers may dis-
cover that their professional careers have paralleled most of the profession’s
significant milestones and that they have had a hand in shaping their own
destinies and that of their profession. Practitioners in few other fields have
been able to make this claim. These first 30+ years have been dominated by
establishing an identity, credentials, and recognition for the profession.
Although these three dominant tasks are not yet complete, it is impossible to
know what will evolve in the next 35 years. Thus, the history of mental
health counseling is still very much in the process of becoming.

Although the profession is rather young, mental health counseling did not
emerge full blown in 1976 with no previous history. A number of antecedents
led to the founding of the American Mental Health Counselors Association
(AMHCA) in that year, and certainly there were many individuals who were
practicing mental health counselors (MHCs) before they began to apply the
title to themselves and their work. These antecedents do not form a traceable
and purposeful historical path, but each may be considered an essential
thread, without which the fabric of the profession would be less than whole.

5



6 Foundations of Mental Health Counseling

HISTORICAL ANTECEDENTS

The beginnings of contemporary approaches to the treatment of mental
and emotional disorders are usually traced to the late 18th century. Prior to
that time, persons suffering from mental and emotional disorders were either
confined in asylums with wretched conditions and no systematic treatment
or lived as itinerant paupers, driven from town to town. Earlier still, mental
illness had been viewed as a spiritual disorder resulting from demonic pos-
session and curable only by exorcism or burning at the stake.

Moral Treatment

The event usually credited with bringing about a change in attitude toward
mental illness was the appointment in 1793 of Philippe Pinel as director of
the Bicetre, the largest mental hospital in Paris. The French Revolution was
in full flower, and Pinel brought the principles of “liberty, equality, and fra-
ternity” to his new task. One of his first acts was to release the inmates from
their chains. To the surprise of his critics, Pinel’s reforms worked. He forbade
corporal punishment and used physical restraint only when his patients pre-
sented a danger to themselves or others. He introduced his methods to the
Salpetriere, a hospital for women, when he was made director there in 1795.
Pinel later wrote an influential book on institutionalized treatment, in which
he developed a system for classifying various disorders and advocated the
use of occupational therapy as an adjunct to treatment. He kept detailed sta-
tistics on the patient populations in his charge, and his claims of cure rates
resulting from his methods are impressive even by contemporary standards
(Murray, 1983).

At about the same time, William Tuke, a Quaker, founded the York Re-
treat in England. Although this was in many respects a utopian community,
the Retreat focused on providing a restful, orderly environment in which
those suffering from emotional disorders could return to normal functioning.

During the first half of the 19th century in the United States, a number of
reformers, most notably Dorothea Dix, were successful in founding private
asylums and state hospitals operated on humane principles similar to those
advanced by Pinel and Tuke. These highly structured environments empha-
sized the removal of distressed persons from their families or other accus-
tomed settings, manual labor, regular religious devotions, and systematic
educational programs aimed at redirecting thought patterns and teaching
self-control. This combination of what would be known today as milieu ther-
apy and psychoeducational programming represented a significant alterna-
tive to both the medical and custodial models of treatment. Crucial to the
success of these institutions was the role of the attendants as models of appro-
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priate behavior (Sprafkin, 1977).

Following the Civil War, however, there was a dramatic change in patterns
of institutionalized care. The state asylums were required to accept a broad-
er range of patients, including alcoholics, the criminally insane, and appar-
ently deranged immigrant paupers. The generation of antebellum reformers
had done an inadequate job of choosing and training their successors. Thus,
as they retired or died, new hospital superintendents were installed who were
unfamiliar with the humanitarian ideals of their predecessors. Levels of fund-
ing declined from both public and private sources. Furthermore, the medical
model of treatment reasserted itself as medicine became a more organized
discipline. As Sprafkin (1977) points out, these factors combined to seal the
doom of moral treatment approximately 75 years after it began.

During the next half century, conditions related to the care of the institu-
tionalized mentally ill declined steadily. For all intents, state hospitals and
most of the private asylums were little more than warehouses for society’s
castoffs. Once committed, patients rarely emerged to reenter anything re-
sembling a normal life. A significant and most fortunate exception to this pat-
tern was Clifford W. Beers, who had spent much of his youth and early adult -
hood in a series of institutions. In 1908, Beers published A Mind That Found
Itself, an autobiographical account of his experiences in mental hospitals. The
heightened public interest created by his book led Beers to found the
National Committee for Mental Hygiene in 1909. This organization acted as
an advocate for the humane treatment of the mentally ill and was the fore-
runner of the present National Mental Health Association. These groups
have had a powerful, positive impact on public policy related to mental
health issues for the last century.

Clifford Beers’ early efforts in the area of mental health reform occurred
during the Progressive Era, a period of American history characterized by
intense activity in a variety of social concerns. Progressive reformers direct-
ed their energies toward economic justice by the passage of antitrust legisla-
tion and toward improving the lot of the urban poor by the founding of set-
tlement houses, among other activities. Beer’s ideas fell on fertile ground dur-
ing this period.

Vocational Guidance

Youth unemployment was a major problem at the turn of the 20th centu-
ry. Frank Parsons, another Progressive reformer, focused his energies in this
area, working first at the Bread Winners Institute, which was operated by a
settlement house, and later founding the Boston Vocational Bureau. Parsons
was one of the first to be aware of the tremendous change in occupational
choices presented by rapid industrialization coupled with the social disloca-
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tion created by the movement of entire families from failed farms to the bur-
geoning cities. This experience was particularly bewildering for older boys
who had been accustomed to working on the farms and whose potential
wages were needed for family support, but who found that they lacked both
the skills and the needed orientation to an industrialized workplace (White-
ley, 1984).

The purpose of the Boston Vocational Bureau, founded in 1908, was to
work with young men to match their interests and aptitudes with appropriate
occupational choices. Parsons described his procedures in Choosing a Vocation
(1909), a short and straightforward work that details a process of interviewing,
rudimentary motor skills testing, and providing information about various
occupations. Frank Parsons died shortly after founding the Vocational Bureau
and before his book was published, but his efforts led to the first national con-
ference on vocational guidance in 1910, sponsored by the Boston Chamber of
Commerce (Whiteley, 1984). Later, in 1913, the National Vocational Guid-
ance Association (NVGA) was founded to foster vocational guidance services
in schools and to encourage the advancement of this new profession by pro-
viding a forum for the exchange of ideas among practitioners.

Moral treatment and vocational guidance are the two major historical
antecedents of the mental health counseling movement. Moral treatment is
crucial for its emphasis on the potential of disturbed persons for recovery
and its early anticipation of psychoeducational methods as viable treatment
modalities. Vocational guidance is important for its establishment of the role
of the professional counselor, although much of that original role has changed
and expanded in the years since. In the same sense that the Progressive Era’s
settlement houses gave birth to the profession of social work, the early voca-
tional guidance programs often found in these same institutions were the in-
cubator of modern mental health counseling.

ANTECEDENTS IN PROFESSIONAL PRACTICE

In addition to moral treatment and vocational guidance, there were a
number of other antecedents necessary to the development of mental health
counseling. Among these were advances in testing and assessment technolo-
gies, the emergence of nonmedical approaches to psychotherapy, research
and theory building focused on normal human development, innovations in
group counseling and psychotherapy, and the development of psychoeduca-
tional approaches to treatment. Each of these antecedents in professional
practice is sketched briefly in this section.



Professional Counseling Comes of Age 9

Testing and Assessment

Prior to the early years of the 20th century, estimation of human abilities
and aptitudes was based largely on speculation about the relationship be-
tween intelligence and heredity. Educational achievement of the time was
more closely related to socioeconomic status than to intellectual ability, with
the “sons of riches” (Green, 1985) almost always receiving a superior educa-
tion regardless of their level of mental ability.

Two French psychologists, Alfred Benet and Theodore Simon, were com-
missioned by their government to study ways of detecting measurable dif-
ferences between normal and retarded children so that placement into spe-
cial education programs would be facilitated for those who needed such
experiences. Their work resulted in a series of standardized tasks that could
be performed by children of different mental ages. The concept of mental
age led to the development of the intelligence quotient (IQ) as a standard
measure of intellectual ability.

This was the beginning of widespread and sustained activity in testing and
assessment that has continued throughout the years. Group intelligence tests
emerged with the United States’ entry into World War I and became a fix-
ture in the public schools shortly thereafter. Tests of specific aptitudes were
first developed for selection of streetcar motormen in 1912 and now measure
everything from musical ability to clerical speed. Vocational interest measure-
ment achieved statistical respectability and acquired greater utility through
the work of E. K. Strong and G. Frederic Kuder.

Personality assessment is yet another area in which measurement special-
ists have been extremely active. The first objective personality test was devel-
oped by Edward Elliott in 1910. The publication of the Minnesota Multi-
phasic Personality Inventory (MMPI) by McKinley and Hathaway (1940)
paved the way for the systematic application of standardized measures to the
diagnosis of mental and emotional disorders. Another category of personal-
ity measures is projective instrumentation, the most prominent of which are
the Rorschach inkblot test, first published in 1921, and the Thematic Apper-
ception Test, initially developed in1938.

As pointed out by Brooks and Weikel (1996), advances have been made
in clinical assessment as well. Despite the present sophistication of both ob -
jective and projective measures, mental health practitioners in several disci-
plines have found that such approaches are often insufficient to adequately
diagnose a client’s difficulties. The multiaxial scheme presented in the fourth
edition of the Diagnostic and Statistical Manual of Mental Disorders (American
Psychiatric Association, 1994) is widely used, as are a variety of behavioral
assessment procedures.
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Perhaps the most challenging assessment issue confronting mental health
counselors and allied professionals involves evaluation of treatment out-
comes. Demonstrated therapeutic effectiveness is being demanded by gov-
ernment funding sources, private insurance carriers, and managed care plans.
Research that has been underway for nearly three decades continues to at-
tempt to more accurately describe what happens in the process of behavior
change and to measure its progress in both process and outcome dimensions.
One of the most promising methods of gathering these data comes in the
form of Practice Research Networks (PRNs). This method of data gathering,
first initiated by the American Psychiatric Association in the early 1990s, is
now being developed by virtually all mental health care provider profes-
sions. It provides a method of gathering information on predetermined data
elements by practitioners and measuring the efficacy of treatment in terms of
client outcomes directly from the clients themselves.

Nonmedical Approaches to Psychotherapy

Prior to World War II, psychotherapy was practiced almost exclusively by
psychiatrists or nonphysician therapists who relied on medical models of
treatment. Counseling and Psychotherapy (1942) was the first of several works in
which Carl Rogers, a clinical psychologist by training, advocated client-cen-
tered therapy, now known as the person-centered approach. Rogers had no
use for diagnostic labels or prescriptive methodologies. It was his conviction
that individuals, regardless of how bizarre their symptoms might appear,
have within themselves the resources for positive behavior change. He
stressed that the conditions of the relationship between counselor and client
are the primary medium through which such change occurs. It is difficult to
imagine an approach to psychotherapy that is more at variance with the tra-
ditional medical model.

The various behavior therapies have been almost as influential as Rogers,
although they differ considerably from his basic tenets. Based on principles
of learning and conditioning, the behavior therapies view emotional disorder
as the result of faulty learning. Because maladaptive behavior has been
learned, it can be unlearned and replaced with new behaviors that are more
advantageous to the individual. A more recent version is cognitive-behav-
ioral therapy, which emphasizes the role of cognitions as mediators between
stimulus and response.

The postwar era has witnessed the propagation of a number of other non-
medical approaches. Although none of these has had the widespread impact
of the person-centered approach or the behavior therapies, each of them
claims a substantial number of adherents. Among these are reality therapy,
gestalt therapy, humanistic-existentialist therapies, transactional analysis, ra -
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tional-emotive-behavioral therapy (a type of cognitive-behavioral therapy),
family systems approaches, neurolinguistic programming, narrative therapy,
and solution-focused brief therapy.

One powerful mitigating circumstance on all of these approaches has been
the managed care phenomenon. The influence of managed care on these ap-
proaches has had at least two profound results because of the conflicting
philosophies of mental health care and the managed care environment.
Mental health care has the driving philosophy of doing whatever it takes for
as long as it takes to affect some level of cure or positive growth in the client.
Managed care, in contrast, is driven by its bottom line motive of minimum
necessary care. They want the client to return to functioning and work as
soon as possible. They do not reimburse for rapport building or what we
might call “personal growth,” only for the minimum necessary for a return
to productivity. This has led to the growing popularity of the solution-focused
and other brief therapies.

Theories of Normal Human Development

Increased research and theory building in the area of abnormal human
behavior accompanied the emergence of psychology as a scientific discipline
in the late 19th century. Normal development, with the exception of inquiry
into sensation and perception, was not regarded as worthy of scientific study.
Although Sigmund Freud (1905/1953, 1923/1961) posited the first compre-
hensive theory of human development, his interest was in psychopathology
not normal behavior.

Jean Piaget (1896-1980) was a Swiss developmental psychologist whose
work forms a foundation for much of what is currently accepted about nor-
mal human development. Most of Piaget’s research was concentrated on the
cognitive development of young children, but more recent investigators have
applied some of his basic principles to other areas of human functioning as
well as tracking developmental processes across the lifespan. Examples of
this activity include Kohlberg’s (1973) stages of moral development, Perry’s
(1970) formulations of intellectual and ethical development in college stu-
dents, and Selman’s (1976, 1977) studies of social perspective-taking in young
children.

Closely related to the cognitive-developmental school is the work of Jane
Loevinger (1976) in ego development. Focusing on the ego as the “master
trait,” Loevinger’s research has resulted in the identification of 10 stages of
ego development. According to Rodgers (1980), cognitive-developmental
theorists (including Loevinger) focus on the “how” of human development,
whereas psychosocial developmental theorists concern themselves with the
“what.” Erik Erikson was the best-known theorist of the psychosocial group.
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For him, lifespan development consisted of eight developmental crises, each
of which involves resolution of a crisis of polar opposite dimensions of an
individual’s life (Brooks & Weikel, 1996).

It should be apparent that there is much diversity of opinion among the
various theorists as to what constitutes normal development. There are some
common elements or themes that tend to tie the various schools together.
Most of the theorists agree that the interaction between person and environ-
ment is critical to satisfactory development in virtually all dimensions. There
is also general agreement about the presence of a motivating force or organ-
izing structure at work within the individuals. With respect to the nature of
the developmental process, most theorists agree that within normal individ-
uals, development is relatively orderly, sequential, generally stage-related
but not necessarily age-related, and cumulative, and it proceeds from simple
to complex structures and/or operations (Brooks, 1984). These common
themes allow the sketching of a rough model of normal human behavior that
is descriptive of development at various points along the lifespan depending
on which theory one is using as a referent. Practitioners may thus assess their
clients according to multiple dimensions of functioning.

Group Counseling and Psychotherapy

Like several of the antecedents discussed thus far, the origins of group
counseling and psychotherapy can also be traced to the early years of the
20th century. According to Gazda (1982), the earliest application of the group
medium for treatment purposes was in 1905 when J. H. Pratt used group
meetings to instruct tuberculosis patients in hygienic practices. Although
Pratt originally began this practice to save time, he noticed that the effects of
group interaction tended to increase the attention patients paid to his instruc-
tions. Another American pioneer was L. C. Marsh, who used a variety of
group techniques to treat hospitalized schizophrenics. Marsh’s motto, “By the
crowd they have been broken; by the crowd they shall be healed” (quoted in
Gazda, 1982, p. 9), summarized the beliefs of many pioneers in group coun-
seling and psychotherapy.

It might be expected that the Viennese psychiatric schools would have
contributed to the early development of therapeutic group work, and,
indeed, this was the case. As early as 1921, Alfred Adler, who had previous-
ly broken with Freud and established his own system of psychotherapy, was
conducting therapeutic interviews with children before audiences of his fel-
low therapists. Although he initiated this practice for purposes of training,
Adler noticed differences in the progress made by his young clients in the
presence of a group. He began to involve the group more in the interview
process and developed what would today be known as multiple therapy (i.e.,
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more than one therapist working with a client simultaneously). Adler’s fol-
lowers in the United States have modified his practices to incorporate fami-
ly therapy into the group interview process (Brooks & Weikel, 1996).

Jacob Moreno was another Viennese therapist who began his work with
groups of prostitutes. Immigrating to the United States in 1925, he was ex-
tremely influential in the development of modern group therapy, coining the
term in 1932 (Gazda, 1982). Moreno is principally known for his work in
psychodrama, “an extension of group psychotherapy in which there is not
just verbalization but the situation is acted out in as realistic a setting as pos-
sible” (Moreno & Elefthery, 1982, p. 103). Although Moreno’s name is syn-
onymous with psychodrama, it was several years before he was given credit
for his influence in the development of a number of other approaches to
group work.

There are at present group applications for virtually every major system
of individual counseling and psychotherapy. The range of therapeutic possi-
bilities open to counselors and clients is thus expanded by the tremendous
activity in the group work arena over the past 90 years and particularly those
developments of the past four decades.

Mental health counseling has been especially influenced by developments
in group counseling and psychotherapy because much of the research, theo-
ry building, and practice of the last 40 years have been done by individuals
primarily identified with the counseling profession. The works of George
Gazda, Merle Ohlsen, Walter Lifton, Don Dinkmeyer, and Gerald Corey are
standard reading in virtually every graduate counseling program.

Psychoeducational Approaches to Treatment

As was shown to be the case with group counseling and psychotherapys, it
is difficult to pinpoint the exact beginnings of psychoeducational approach-
es to treatment. Most writers agree that such approaches did not exist in the
professional literature prior to the 1960s. Several commentators (Authier,
Gustafson, Guerney, & Kasdorf, 1975; Gazda & Brooks, 1985) emphasize the
impact of Carl Rogers and his associates (Rogers, Gendlin, Kiesler, & Truax,
1967) in specifying the conditions under which behavior change is most like-
ly to occur. Authier et al. (1975) also recognize the role played by Skinner
and his fellow behaviorists in providing the basis for the technology of psy-
choeducational approaches.

Regardless of their origins, psychoeducational approaches are different
from other approaches to treatment in that they emphasize the client as
learner rather than as patient and cast the role of the mental health profes-
sional as teacher rather than as healer. In other words, such approaches are
the antithesis of the medical model. Often called “training-as-treatment,”
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these approaches assume that the client is merely deficient in skills needed
for effective living, rather than being sick and in need of a cure. The coun-
selor’s task, therefore, is to teach the necessary skills in a systematic way so
that they can be applied not only to the presenting problem but generalized
to other areas of the client’s life as well.

An impressive array of skills training programs and packages has emerged
in the past 40 years. Included among these have been programs in interper-
sonal communication skills (Carkhuff, 1969a, 1969b; Egan, 1982; Gazda,
Asbury, Balzer, Childers, & Walters, 1984; Ivey & Authier, 1978), assertive-
ness training (Alberti & Emmons, 1970; Galassi & Galassi, 1977; Lange &
Jakubowski, 1976), relaxation training (Bernstein & Borkovec, 1973; Benson,
1975), and rational thinking (Ellis & Harper, 1975). More recently, we have
training for individuals who are first responders to disasters or crises using
critical incident stress debriefing (Mitchell, 1983).

Professionals identifying themselves as mental health counselors were not
involved in the development of all of these training programs, but the impact
of these programs on the practice of mental health counseling has been pro-
found. It would be difficult to find mental health counselors, except perhaps
those of an orthodox psychoanalytic orientation, who did not use psychoed-
ucational methods in their work with clients. This is not to say that these
approaches constitute the major component of a mental health counselor’s
skills, but they have found favor in dealing with such client issues as stress
management, low self-esteem, poor social interactions, or bothersome and
counterproductive reactions to crisis situations. There is little doubt that the
practice of mental health counseling would be difficult if psychoeducational
skills training methodologies had not been developed.

LEGISLATION AND PUBLIC POLICY

So far, this chapter has traced historical and professional practice precur-
sors that were necessary for the emergence of mental health counseling in
the late 1970s. These antecedents were the result of both societal trends and
movements and professional advances within the mental health disciplines.
To have major impact, however, both societal phenomena and significant
shifts in treatment must find expression in political actions. It is therefore safe
to say that mental health counseling would probably not have developed at
all had it not been for a series of legislative initiatives spanning more than
half a century. It is almost equally certain that the future development of
mental health counseling depends to a considerable extent on the outcome
of future legislative decisions.
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Legislation Affecting the Development
of the Counseling Profession

Professional counseling received its initial legislative mandate in the
Smith-Hughes Act of 1917. The National Vocational Guidance Association
had been founded four years earlier, and youth unemployment was still a
major social priority. The Smith-Hughes Act, like its predecessors the Morrill
Acts of 1862 and 1890, represented a major federal excursion into education
funding, a matter traditionally left to the states. Although the intent of Smith-
Hughes was focused on funding vocational education program, a section of
the law provided for vocational guidance programs in public schools.
Vocational guidance was supported by at least three other vocational educa-
tion acts prior to World War II. Among the key provisions of these acts was
funding for vocational guidance leadership positions within state depart-
ments of education. Such funding was continued well into the 1970s. Fol-
lowing World War II, Congress enacted legislation providing for veterans’
educational benefits that included funds for vocational guidance services.
These benefits were later extended to veterans of the Korean conflict (Brooks
& Weikel, 1996).

Federal legislative initiatives in support of vocational guidance were im-
portant for the future development of mental health counseling because such
acts reinforced the professionalization of counseling and provided funds for
the delivery of counseling services. The fact that counselors focused almost
entirely on vocational issues during this time is less important than the emer-
gence of counseling prior to 1950 as a unique human services profession.

The impact of counseling in educational settings was further enhanced by
the passage of the National Defense Education Act (NDEA) of 1958. This act
provided a major funding source for school-based counseling services and
for university programs to train counselors. Passed in part as a reaction to the
launching of the Sputnik satellite by the former Soviet Union, NDEA was
designed to help the United States overcome what were perceived as serious
educational deficiencies. Of particular concern was the relatively low num-
ber of youth expressing interest in careers in mathematics and the physical
sciences. Remedies supported by NDEA included a testing program to iden-
tify students with math and science abilities. Test results were to be used to
“counsel” promising students to enter these career fields. Other titles of the
act provided support for vastly expanded secondary school guidance pro-
grams and for university-sponsored institutes to train new counselors to staff
these programs. Many of the more than 600 graduate counselor education
programs that are training mental health counselors today originated as a
result of NDEA funding to train secondary school counselors.
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The NDEA was renewed and amended in 1964, with new titles aimed at
the support of counseling programs in elementary schools and community
colleges. Funds for counseling socially and economically disadvantaged stu-
dents, especially at the elementary school level, were provided by the Ele-
mentary and Secondary Education Act (ESEA) of 1965. The Emergency
School Assistance Act (ESAA) of 1971 funded additional school counselors
to assist in the desegregation of school districts. Later in that decade, the
Education Amendments of 1976 (PL 94-142) strengthened the role of coun-
seling in vocational education programs and authorized an administrative
unit for counseling and guidance in the U.S. Office of Education. Although
a few more recent federal initiatives have provided funding for school coun-
seling programs, none of these can be construed as having an impact on the
development of mental health counseling.

The importance of NDEA and subsequent federal education legislation to
mental health counseling lies in the impact of these laws on counselor edu-
cation programs and on the economics of supply and demand as it affected
counseling positions. Encouraged by federal funding and supplemented by
other funding sources, schools and colleges of education were turning out
counselors at rates that showed little regard for the demands of the market-
place. Birthrates were declining by the late 1960s, a phenomenon that result-
ed in lower school enrollments. The drain on national resources created by
the combination of federal spending on the Vietham War and on the Great
Society social initiatives (Lyndon Johnson’s promise that the nation could
afford both guns and butter) led to an economic recession in the early 1970s
that took its toll on public school budgets. The combined effect of counselor
oversupply and the reduced number of school counselor positions was pre-
dictable: Those counselors entering the field increasingly found positions in
nonschool settings (Brooks & Weikel, 1996). A quiet revolution was begun,
to which we return later.

In the more recent past, several pieces of federal legislation that have had
an impact on mental health counselors serve as examples that mental health
counseling is still active in shaping public policy. In 1996, the Mental Health
Parity Act established minor federal requirements on the coverage of mental
health services by most private sector health plans. The 1997 Balanced
Budget Act included language prohibiting Medicaid and Medicare managed
care programs from discriminating against providers on the basis of their
type of license. Perhaps the legislation that had the greatest impact on prac-
tice was the 1998 Health Insurance Portability and Accountability Act
(HIPAA), which led to the development of federal health information priva-
cy standards affecting all health care delivery in the United States. Also in
1998, the Health Professions Education Partnership Act established Licensed
Professional Counselor (LPC) eligibility for an array of federal health pro-
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fessional training and support programs. In 2000, the Department of Defense
authorization act set up a TRICARE demonstration project allowing LPCs
to practice independently under the TRICARE Programs. Finally, the
Veterans Benefits Healthcare and Information Technology Act of 2006 seems
to be opening the door for MHCs to practice within the Veterans Affairs
(VA) system. Negotiations for this expansion are being held among the ad-
ministration, ACA, AMHCA, NBCC, AAMFT, and others as this chapter is

being written.

Legislation Affecting the Delivery of Mental Health Services

The National Committee for Mental Hygiene (NCMH), founded by
Clifford Beers during the Progressive Era, was quite active in improving
mental hygiene education and patient treatment prior to and immediately
following World War I. The National Mental Health Association, the succes-
sor to NCMH, along with professional organizations representing a variety
of mental health disciplines, has been a persuasive advocate for mental
health legislation in the period since World War II. The National Mental
Health Act was passed in 1946, authorizing the establishment of the National
Institute of Mental Health (NIMH). The NIMH has in turn supported the
training of psychiatrists, clinical and counseling psychologists, and psychi-
atric nurses.

The Joint Commission on Mental Illness was established by the National
Mental Health Study Act of 1955. The findings of the commission provided
the basis for congressional passage of the Community Mental Health Centers
Act of 1963. This act provided federal funds to states to plan, construct, and
staff community mental health centers and to develop multidisciplinary treat-
ment teams of professionals and paraprofessionals. Funding extensions were
passed in 1965, 1970, and 1975, each of which expanded services to a broad-
er population.

The Carter Administration’s commitment to improvement of mental
health services was first manifested in the 1978 report of the President’s
Commission on Mental Health, chaired by First Lady Rosalynn Carter. The
report revealed problems and inadequacies in the mental health services
delivery system and emphasized the need for community-based services,
including long- and short-term care, access to continuity of care, changes to
meet the needs of special populations, and adequate financing. Also ad -
dressed was the tension among the mental health professions. The Mental
Health Systems Act of 1980 was based on the commission’s recommenda-
tions and emphasized “balanced services,” with appropriate attention to both
preventive and remedial programs. This legislation mandated new services
for children, youth, the elderly, minority populations, and the chronically
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mentally ill. The act was repealed almost before the ink was dry as the result
of severe federal budget cuts for social programs during the first year of the
Reagan Administration.

Federal mental health legislation since 1963 has been important to the
development of mental health counseling for two reasons. First, the gradual
evolution of models for community-based care of persons formerly housed
in state hospitals has had profound effects on these individuals and their fam-
ilies as well as society at large. These effects will be dealt with in more detail
in the next section. Second, the emergence of the community mental health
center has provided a rich environment in which the counseling profession
could develop and expand from its previous history in educational settings.
The “quiet revolution,” referred to earlier, continued as graduates of coun-
selor education programs found that their skills were effective with popula-
tions and in settings other than those for which they had originally been
trained. They gradually realized that they had been limiting themselves in
the application of their skills, rather than the skills they possessed being lim-
iting factors.

These pioneer mental health counselors found, however, that there was
much that they needed to know that was not covered by traditional coun-
selor education curricula. They filled in the gaps in their knowledge base by
additional coursework, in-service training, by consultation with and supervi-
sion from other mental health professionals on the center staffs, and ongoing
clinical experience. The presence of counselors in community mental health
centers had an interactive effect as well, as they shared their expertise with
their colleagues, especially in areas involving consultation and community
education. Still missing in the early 1970s, however, was a coherent profes-
sional identity for counselors working in the centers and other community
settings (Brooks & Weikel, 1996). This deficit would not be remedied for sev-
eral more years.

OTHER OUTCOMES OF
FEDERAL MENTAL HEALTH LEGISLATION

It is clear that federal mental health legislative initiatives have had a pro-
found impact on the development of mental health counseling as a profes-
sion. The establishment of community mental health centers in particular
provided the entrée for counselors to move from primarily educational set-
tings to community settings serving a much more varied population. It is also
worthwhile to note that several other outcomes of mental health legislation
since World War II. Among these are the development of community-based
delivery systems, the impact of the NIMH, and the organized efforts of com-
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munity mental health centers through the National Council of Community
Behavioral Healthcare (NCCBH), formerly known as the National Council
of Community Mental Health Centers.

Community-Based Delivery Systems

In the last 50 years, mental health services have begun to move toward
community-based delivery systems on a large scale. The Joint Commission
on Mental Illness established by the National Mental Health Study Act of
1955 realized that large state hospitals were becoming warehouses for the
mentally ill, with little treatment taking place. It was as though the reforms
instigated by Dix, Beers, and others had never happened. Another related
phenomenon was that medical research was in the early stages of what has
become a burgeoning psychopharmaceutical frontier. With the discovery of
new psychotropic medications, many of the individuals who had been “writ-
ten off,” for lack of a better term, or warehoused by society could function at
near normal if not normal capacity with the proper medication.

After the passage of the Community Mental Health Centers Act of 1963,
the state hospitals gradually saw a decline in patient census. Halfway houses
and group homes flourished as communities strained to find residences for
thousands of released patients.

Various mental health programs, with strong support from the Kennedy,
Johnson, and Nixon Administrations, also improved services for the mental-
ly retarded. The 1970 funding extension mandated programs for children and
adolescents, drug and alcohol abuse, and mental health consultation. Several
additional programs were provided for by the 1975 amendments: follow-up
care, transitional living arrangements, child and adolescent treatment, and
follow-up, screening, and additional programs in alcohol and drug abuse.

The NIMH

The NIMH is the oldest institute in the Alcohol, Drug Abuse and Mental
Health Administration (ADAMHA), into which the NIMH was incorporat-
ed by and act of Congress in 1974. The NIMH is 1 of 27 components of the
National Institutes of Health (NIH), the federal government’s principal bio-
medical and behavioral research agency. The NIH is part of the U.S. De -
partment of Health and Human Services. The NIMH, the National Institute
on Alcohol Abuse and Alcoholism, and the National Institute on Drug Abuse
are charged with advancing scientific knowledge in these fields.

Studies conducted by the NIMH have shown that as many as one in five
Americans suffer from mental or emotional problems. These range from
anxiety and phobias to schizophrenia and other debilitating illnesses, with
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various types of depression accounting for the suffering of a significant por-
tion of the population. The institute is devoted to the prevention and treat-
ment of these illnesses through research, public education, and model treat-
ment programs.

The NIMH supports a wide range of scientific studies in universities, hos-
pitals, and other research centers to advance knowledge of the biological,
genetic, and cognitive bases for behavior and effective new ways to treat and
prevent mental illness. Examples include fundamental studies of brain chem-
istry and the role of molecular and cellular mechanisms in triggering mental
illness, as well as the normal processes of memory, learning, and cognition.
Behavioral studies span mental, emotional, and behavioral development and
factors involved in dysfunctional behavior.

The NIMH also conducts and supports epidemiology research to collect
national data on the incidence and prevalence of mental illness. These stud-
ies indicate the mental health status of various segments of the population.

In the area of prevention research, the NIMH supports studies to promote
healthy behaviors and coping skills and studies of the most effective ways to
help people who have undergone a life crisis, such as death in the family, or
a catastrophic event, such as a flood, hurricane, or other natural or manmade
disasters. A special focus of the institute’s prevention studies are people con-
sidered at risk of developing mental or emotional problems, such as children
of parents who are mentally ill or are separated or divorced. Studies are also
supported in special areas, such as the mental health of minorities, antisocial
and violent behavior, sexual assault, work and mental health, and the men-

tal health of the elderly (DHHS Publication No. [ADM] 84-1320, 1984).

The National Council for Community Behavioral Healthcare

The National Council for Community Behavioral Healthcare (NCCBH) is
the national organization that represents community mental health centers in
government relations efforts and serves a networking and clearinghouse
function to enable its constituent members to better communicate among
themselves. The NCCBH is a nongovernmental body, but it is a direct result
of federal legislative initiatives beginning with the Community Mental Health
Centers Act of 1963.

Founded in 1970 as the National Council of Community Mental Health
Centers, the NCCBH represents more than 1,600 agencies today and is the
only trade association representing the providers of mental health, substance
abuse, and developmental disability services. Through its sections and divi-
sions, the organization also provides membership opportunities for individ-
uals who share common interests in specialized areas of community mental
health. The NCCBH conducts an annual national convention that provides
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opportunities for professional development and renewal as well as consider-
ation of policy and government relations initiatives.

MENTAL HEALTH COUNSELING:
THE IDENTITY EMERGES

At the beginning of this chapter, the major historical antecedents of moral
treatment and vocational guidance were presented. Antecedents in profes-
sional practice, including testing and assessment, nonmedical approaches to
psychotherapy, theories of normal human development, group counseling
and psychotherapy, and psychoeducational approaches to treatment, were
briefly sketched. These were followed by chronological accounts of legisla-
tive and public policy influences affecting the development of both the coun-
seling profession and the delivery of mental health services. As important as
all of these factors have been for the development of mental health counsel-
ing, none of them can be said to have been the causal factor of the dynamic
profession that exists today. To be sure, all of them were necessary, but none
is sufficient as an explanation. The heritage of mental health counseling can-
not be traced so directly.

The “Quiet Revolution”

The date when the first counselor joined the staff of a community mental
health center is not recorded. It is safe to say that the first cohort of coun-
selors began working in the centers sometime in the mid-1960s. By then the
decline in the number of school counselor openings and the expansion of
counselor education curriculum to include areas that prepared counselors for
settings other than schools added to the oversupply of counselor education
graduates and created a ready supply of personnel for the centers.

The staffing patterns of most community mental health centers reflected
the established professions of psychiatry, clinical and counseling psychology,
social work, and nursing. Most counselors were initially hired as paraprofes-
sionals because their preparation was not in one of the recognized disci-
plines. Their status and pay were correspondingly lower than that of their
colleagues. A wide variety of job titles, such as psych tech, mental health spe-
cialist I, and psychiatric aide, was applied to the counselor’s positions.

As new community-based programs were inaugurated in the late 1960s,
counselors found positions in these as well. Youth services bureaus, drug and
alcohol rehabilitation centers, women’s centers, and shelters for runaway
youth were but a few of the agencies that provided career options for coun-
selors. In these settings also, the recognized professions held the principal
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posts, with counselors often relegated to paraprofessional status. This was
due in large part to the lack of a clear identity of the professional counselor.

By the early 1970s, professional counselors were becoming well en-
trenched in mental health centers and other community settings. Pay and sta-
tus did not always improve commensurate with their skills, but counselors
were becoming frontline providers of mental health services. Many doctoral
graduates of counselor education programs were unable to secure licensure
as psychologists as many of their predecessors had done. They were also
finding positions as counselor educators increasingly difficult to obtain. As a
result, they began to set up private practices as professional counselors. They
were gradually joined by more and more counselors with master’s degree
training, many of whom were veterans of community mental health centers.
The “quiet revolution” was gathering momentum, but the identity of mental
health counseling was yet to be affixed to its banners.

A New Professional Organization

The American Personnel and Guidance Association (APGA) was founded
in 1952 when four professional counseling and guidance organizations
merged into a single association structure that permitted them to retain their
separate identities facilitating cooperative efforts. During the following 25
years, APGA grew to encompass 12 divisions accommodating counselors in
school, college, rehabilitation, employment, and corrections settings. Divis-
ions also represented special interests and skills, such as vocational counsel-
ing, measurement and evaluation, group work, religious and values issues,
humanistic education, multicultural concerns, and counselor education and
supervision (Brooks & Weikel, 1996).

In the early years, many counselors working in mental health and other
community settings were APGA members, even though the association did
not include a division that addressed their unique concerns. Calls for the for-
mation of such a division began around 1975, setting in motion a series of
events that led to the founding of the American Mental Health Counselors
Association (AMHCA) as an independent organization in 1976 and its affili-
ation as APGA’s 13th division in 1978 (Weikel, 1985).

AMHCA: Taking the Profession into the 21st Century

From its founding in 1976 until around 1990, it was virtually impossible to
separate the development of mental health counseling as a profession from
its organizational expression. The new association seemed an idea whose
time had come, attracting members from a variety of mental health and
other community settings, from rehabilitation and correction agencies, and
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from educational settings at all levels, elementary school through university.
Growing to more than 10,000 members in less than ten years, AMHCA’s
membership was more diverse than any of its sister divisions, with the largest
single group being private practitioners.

The association’s agenda concentrated initially on issues related to profes-
sional identity and recognition. AMHCA’s first major goal was to establish a
national certification process for mental health counselors. The National
Academy of Certified Clinical Mental Health Counselors was founded in
1979 to provide a vehicle through which the considerable skills of mental
health counselors could be validated on a voluntary basis. Coupled with the
national certification effort, AMHCA members threw their support behind
the activities underway in a number of states to achieve passage of counselor
licensure statutes.

During the 1980s, AMHCA leaders pressed NIMH officials and Congress
for full recognition of mental health counselors and their involvement at all
levels within the NIMH. Other early policy priorities included eligibility for
clinical training funds and research into areas of concern to counselors.
Professional counselors saw themselves as supporting the goals of the NIMH
without receiving any direct benefit from the institute. Mental health coun-
selors were successful in negotiating a seat on the NIMH Advisory Council.

Concurrently, AMHCA sought a greater voice within the National
Council of Community Mental Health Centers (the predecessor to the
NCCBH). The association was represented by its leaders at the NCCMHC
conventions during most of the 1980s, but the relationship between the two
groups has been less involved in recent years.

In the federal legislative arena, AMHCA supported legislation aimed at
opening federally sponsored mental health programs to mental health coun-
selors. Special targets during the 1980s were programs funded by Medicare
and Medicaid and by the Older Americans Act. These initiatives were unsuc-
cessful in achieving their immediate goals, but mental health counselors
learned a great deal about legislative advocacy during this period. More
recent efforts have met with mixed success.

Following on the heels of efforts to secure state licensure and national cer-
tification was a cluster of priorities that focused on achieving parity with the
older mental health disciplines. Labeled “recognition and reimbursement”
by AMHCA President David Brooks (1986-1987), these priorities encom-
passed: (a) third-party insurance reimbursement, (b) recognition by federal
benefit systems such as the Office of Civilian Health and Medical Programs
of the Uniformed Services (OCHAMPUS) and the Federal Employees
Health Benefits Program (FEHBP), (c) official recognition in federal statutes
as a core provider discipline of mental health services, and (d) inclusion by
title in state personnel classification systems, among others. Partial recogni-
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tion by OCHAMPUS was accomplished in 1987 after an intensive three-
year effort, but even Certified Clinical Mental Health Counselors were not
recognized as independent practitioners.

At the state level, mental health counselors achieved eligibility for health
insurance reimbursement much more slowly. The first state to pass licensure
legislation, which is the basic criterion for reimbursement, was Virginia in
1976. During the fall of 2009, California became the final state to pass a licen-
sure law for counselors. It is interesting to note that the level of collaboration
between AMHCA and ACA has remained fairly strong on the issue of licen-
sure, with both associations contributing to the efforts of the State Branches
through grants and/or technical assistance.

Also worthy of mention are the vendorship statutes that some states have
passed or in others where the insurance code has been amended by rule for
similar effects. At this writing, 20 states have such laws impacting mental
health counselors. These laws either mandate that specific provider groups
be reimbursed for their services or require insurers to offer the services of a
provider when the services are covered by a health plan.

To date, considerable unevenness still exists in patterns of reimbursement
eligibility. The advent of managed care, even with the failure of the health
care reforms of the Clinton Administration, raised the possibility that the
decades-long effort to achieve reimbursement eligibility would become a
moot point. At the time of this writing, at the end of the George W. Bush
Administration and the first year of the Obama Administration, the situation
remains too fluid and too diverse to be able to make general and definitive
statements about the status of mental health counselors in a managed care
environment.

AMHCA and ACA: Impact and Change

Mental health counselors and their professional organization have had sub-
stantial impact on the larger counseling profession as well. Immediately after
affiliation in 1978, AMHCA leaders sought to change the name of the APGA
so that the word “Counseling” was included in the name of the parent body.
They achieved partial success in 1983 when APGA changed its name to the
American Association of Counseling and Development (AACD). Following
the disaffiliation of its college student development division in 1991, AACD,
at AMHCA’s urging, changed its name once more, this time to the American
Counseling Association (ACA), and it remains so today.

Tensions surrounding the name changes were mirrored in other policy dif-
ferences among AMHCA members, other units within APGA/AACD/ACA,
and the parent body itself. Setting priorities for the government relations
agenda was one flashpoint. In the late 1970s and early 1980s, APGA (ACA)



Professional Counseling Comes of Age 25

was more comfortable lobbying for issues and funding affecting school coun-
selors with whom there was a much longer history and whose issues were
understood more clearly. AMHCA leaders decided to hire their own lobby-
ing firm to move forward their agenda, a less than popular move within
APGA. By 1985, primarily because of success in educating the larger associ-
ation about issues of concern to MHCs, AMHCA leaders returned to a strat-
egy of operating inside the ACA government relations apparatus. This was
due in no small part to AMHCA’s recognition that an association of 50,000
members (i.e., ACA) was much more effective than any of its divisions alone
in influencing public policy. There were other points of dispute that centered
on ACA’s internal governance, fiscal accountability, and general posture
with respect to advocacy for mental health counselors.

Twice in the 1990s, relations between the elected leaders of AMHCA and
the ACA governance structure reached the threshold of disaffiliation. In
February 1994, the AMHCA Board of Directors voted by a narrow margin
to disaffiliate from ACA and to put the matter to an every-member referen-
dum for ratification. They were opposed by a cadre of past presidents and
other leaders who raised questions about the haste and wisdom of such an
action. In April 1994, the membership voted by more than 70% to remain
under the ACA umbrella (Smith & Robinson, 1995). In the summer of 1995,
the AMHCA Board took similar action, again with similar results.

Since that time, however, ACA and AMHCA have worked together on
selected issues, not the least of which is the passage of licensure laws. At this
writing, as was mentioned earlier, all states have now passed licensure laws
for mental health counselors. There are seven states that still have “Title”
licensure laws as opposed to “Practice” licensure laws. Practice laws are con-
sidered stronger because they prohibit the practice of professional counsel-
ing without obtaining a license where the Title laws only prohibit the use of
the title “Licensed Professional Counselor.” As more states have been suc-
cessful in passing licensure laws, the resistance to mental health counselors
from the sister professions has diminished somewhat. This sometimes
amounts to a grudging acceptance of the mental health counseling profes-
sion. For the most part, however, mental health counselors, through both
AMHCA and ACA, have taken the high road and attempted to form or join
coalitions on federal and state legislation that benefit all mental health care
providers. With the realization that it is much easier to kill a bill than to get
one passed into law, their support has been accepted for the most part, and
recognition by the sister professions and public policymakers is slowly
becoming a reality.

Counselor education programs that are accredited by the Council for the
Accreditation of Counseling and Related Educational Programs (CACREP)
have taken notice that the specialty area of “Community Counseling” is
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being phased out and that CACREP will soon recognize only the more rig-
orous Clinical Mental Health Counseling track for accreditation. This track
requires 60 semester credit hours, and there is emphasis on diagnosis and
treatment planning. As an interesting side note, in a majority of states, the
licensure laws require a 60 semester credit hour degree for licensure of men-
tal health counselors who will be in independent practice. Although the bat-
tle is not finished, in retrospect, mental health counseling, as a profession,
continues to make good progress toward full recognition as a provider.

SUMMARY

Descendents of a rich heritage extending back well before the 20th centu-
ry, mental health counselors began their trek to professional identity and
recognition in the late 1960s. Drawing from several historical and profes-
sional practice antecedents, this new profession rose during the 1970s to the
front line of service delivery in a variety of settings but lacked a coherent
identity until the AMHCA was founded in 1976. During the next decade, the
AMHCA experienced unprecedented growth, reaching a membership high
of more than 12,700 in 1989, and had emerged as an assertive and articulate
voice for the identity and advancement of mental health counseling. Its
impact within and outside the counseling profession has been felt in areas of
training and credentialing and of increased consumer access to mental health
services.
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Chapter 2

PROFESSIONAL IDENTITY:
25 YEARS LATER

ARTIS J. PALMO

ince the first edition of the text in 1986, much has changed for the pro-

fessional counselor. Culminating years of lobbying and legislative work,
counseling is now legally defined in all 50 states, Washington, DC., and
Puerto Rico. Now, for the first time in the history of counseling, when seek-
ing the definition of professional counseling, you simply find a copy of the
appropriate counseling legislation for your state! With this information in
mind, it is more important than ever to do an exploration of the history of
the professional counselor.

As noted previously (Palmo, 2005), professional counseling began around
1900. According to Aubrey (1983), “the early pioneers of guidance and coun-
seling (Jesse Davis, Frank Parsons, Eli Weaver) were quite adamant in wish-
ing to prepare people to successfully cope with and master the social envi-
ronment” (pp. 78-79). At this early time, guidance was the only function,
with counseling being mentioned in the literature for the first time in 1931.
From a historical standpoint, counseling as a professional function has been
discussed for only the past 80 years! However, during the past 25 years,
much more has been accomplished than in the previous 25.

Up until the past 25 years, the most important professional change for
counseling occurred during the 1940s and 1950s. During this time, there was
a dramatic shift from the “mechanistic-deterministic” philosophy of behav-
iorism and psychoanalysis to “self-determinism” of the humanistic philoso-
phy espoused by Carl Rogers (Aubrey, 1977, 1983). Rogers’ overall impact
on the field of counseling, both philosophically and pragmatically, was
tremendous. The birth of the field of counseling as a separate entity from
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guidance, psychology, and psychiatry can be traced directly to the work of
Rogers. Although many varied techniques and theories of counseling exist
today, the philosophical groundwork for the profession of counseling rests
on the humanistic work of Rogers and his contemporaries. With Rogers’
work, the guidance role has expanded to include a wide range of counseling
functions as well.

Two other important historical events need to be mentioned in relation to
the professional identity of the Professional Counselor (PC). First, the training
of counselors took a giant step forward in 1958 (Aubrey, 1983) with the estab-
lishment of the National Defense Education Act (NDEA). This legislation was
in direct response to Russia initiating the space race with the launching of
Sputnik. Along with the emphasis on math and science education in the
schools, the NDEA legislation resulted “in the preparation of thousands of
counselors” (p. 79). The legislation promoted the rapid growth of counselor
education programs throughout the country, which leads to the second point.

Following the decline of the NDEA programs in the 1960s, counselor edu-
cation programs began a slow transition from the training of guidance coun-
selors for the schools to the training of counselors who could function in a
variety of mental health settings (see Chapter 9 on Work Settings) besides the
schools. This shift in the professional direction of counseling was a tremen-
dous divergence from the early roots of the guidance and counseling move-
ment. Counselors began to function effectively in settings that were tradi-
tionally the exclusive propriety of the fields of psychology and medicine. By
the late 1970s and early 1980s, the counseling professional could be found in
such varied roles as “developing career education programs; . . . working to
help chronic schizophrenics attain optimal vocational adjustment, and . . .
dealing with adolescent developmental crises” (Goodyear, 1976, p. 513). The
roles performed and work settings occupied by the budding professional
counselors of the 1960s and 1970s were numerous.

Additionally, the American Counseling Association in conjunction with
several divisions developed the accrediting arm of counseling. During the
1980s and into the 1990s, the Council for the Accreditation of Counseling
and Related Educational Programs (CACREP) was developed to provide a
set of comprehensive training standards (Council for the Accreditation of
Counseling and Related Educational Programs, 1994). With an active accred-
iting body, the field of professional counseling blossomed.

In summary, the broad-based, developmental nature of professional coun-
seling can be traced from the early vocational exploration of the 1900s,
Rogers’ self-theory of meeting individual needs in the 1940s and 1950s, the
development of professionalism in the 1960s, the use of counseling method-
ologies with all types of clientele in the 1970s and 1980s, and the advent of
fully accredited counselor education programs (Bradley, 1978). Having such
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a broad base, however, causes the profession to have a severe identity crisis,
as Aubrey noted as far back as 1977, Sherrard and Fong again in 1991, and
Bradley and Cox in 2001. Important questions arise as a result of the identi-
ty crisis. What type of clientele should be served? What counseling method-
ologies should be employed by the counselor? What is the goal of the pro-
fession of counseling?

The intent of this chapter is to answer the questions posed above as well
as to provide the reader with a framework for professional counseling. Al-
though counseling as a profession has generally suffered an identity problem,
the true identity of the PC has been more completely defined only recently.
With this in mind, the chapter explores the basic philosophical and theoret-
ical premises that underlie the profession of counseling, which make the PC
a distinct entity in the helping professions.

MENTAL HEALTH PROVIDERS

Development of the American Mental
Health Counselors Association

The identified field of professional counseling can be traced directly to the
development of the American Mental Health Counselors Association
(AMHCA) during the late 1970s within the American Personnel and Guid-
ance Association (later named the American Association for Counseling and
Development and presently the American Counseling Association).
AMHCA’s development was the direct result of the dissatisfaction of many
counselors with the existing professional groups and associations primarily
oriented toward clinical and counseling psychology, psychiatry, social work,
and guidance counseling. These early counseling professionals felt that their
training and orientation did not fit the traditional, contemporary styles of
existing professionals in the field of mental health. Rather than attempt to fit
within the existing organizational structures, a group of counseling profes-
sionals initiated AMHCA with the expressed purpose of providing coun-
selors working in the field of mental health a vehicle for the exchange of
ideas, methods, and research.

The development of AMHCA parallels the development of the profes-
sional title, Mental Health Counselor, and now, the Licensed Professional
Counselor (LPC). Through the efforts of the early AMHCA leaders, the title
Mental Health Counselor became the accepted designation for those coun-
seling professionals whose primary affiliation and theoretical basis is coun-
seling and not psychology, psychiatry, or social work. Through the work of
the founding AMHCA professionals, such as Steve Lindenberg, James
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Messina, Nancy Spisso, Joyce Breasure, Gary Seiler, and Bill Weikel, tremen-
dous strides were made in developing the concept of Mental Health
Counselor that ultimately led to today’s title of Professional Counselor.

As an aside, there are numerous variations of the titles (Lum, 2010) used
in licensure laws throughout the country. Two thirds of the state counseling
boards utilize the title Licensed Professional Counselor; however, there are
some variations. For example, two frequently used titles are Licensed Clini-
cal Professional Counselor and Licensed Mental Health Counselor. There are
other titles, including Licensed Professional Mental Health Counselor, Li-
censed Professional Clinical Counselor, Licensed Clinical Mental Health
Counselor, and Licensed Professional Counselor of Mental Health. The
identity crisis for professional counseling is not over, but we inch ever clos-
er to a unified identity and title.

It is important to note the development of AMHCA as a professional asso-
ciation when discussing the origin of the title of Mental Health Counselor.
The contemporary title of Mental Health Counselor (MHC) found in some
licensure laws is a direct result of AMHCA?s tireless struggle to have mental
health counseling legislatively recognized. Although the roots of the MHC,
and the resultant identity problems, can be traced to the beginnings of the
guidance movement, the title MHC was the antecedent to the more preva-
lent title of Professional Counselor used by state licensing boards. Therefore,
the professional identity of the PC is grounded in the beliefs and philoso-
phies of counseling’s past as well as the recent developments of the past 20
years. The primary purpose of MHCs during the past 35 years has been to
establish professional counseling as one of the core professions of mental
health services along with psychiatrists, psychologists, social workers, and
psychiatric nurses. In order to do this, PCs had to demonstrate why they
belonged as well as how they differed from existing professionals in the field
of mental health.

Professional Counselor

Prior to 1980, if one were to review the professional literature, the titles
most frequently used to distinguish the professionals associated with com-
munity mental health are the community counselor, community psycholo-
gist, psychologist, psychiatrist, or social worker. Other than an article by
Seiler and Messina (1979), it was unlikely that the reader could find literature
that related directly to the issue of the professional identity of the MHC or
PC and the role of the MHC or PC within community mental health (Lewis
& Lewis, 1977). Not until the 1980s and 1990s does the literature regularly
begin to discuss the issues surrounding the identity crisis being faced by PCs
within the community mental health movement.
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In 1981, Palmo developed a manuscript for the AMHCA Board of
Directors, which described the role and function of the MHC. This manu-
script was developed and approved for the purpose of ultimate inclusion in
the Dictionary of Occupational Titles (1991) and the Occupational Outlook Hand-
book (1984). Eventually, in 1984, segments of the description were placed in
the Occupational Outlook Handbook, establishing for the first time mental
health counseling as one of the core providers of mental health services.

Previously, four groups of helping professionals were recognized and
identified legislatively as being the core providers of mental health services.
They included psychiatrists, psychologists, psychiatric nurses, and clinical
social workers (Asher, 1979; Lindenberg, 1983; Randolph, Sturgis, & Alcorn,
1979). With the advent of licensure and certification throughout the United
States, the core providers today primarily include psychiatrists, psycholo-
gists, clinical social workers, licensed professional counselors, and marriage
and family counselors. Although there are significant overlaps between and
among the roles and functions of the identified core providers and the PC,
there are several important differences that must be discussed. First, the orig-
inal definition of an MHC:

Performs counseling/therapy with individuals, groups, couples, and families;
collects, organizes, and analyzes data concerning client’s mental, emotional,
and/or behavioral problems or disorders; aids clients and their families to
effectively adapt to the personal concerns presented; develops procedures to
assist clients to adjust to possible environmental barriers that may impede self-
understanding and personal growth. (Palmo, 1981)

This early definition of the MHC provided the necessary distinctions
between counselors and the other core providers. Primarily, the PC has a
concern for the environment surrounding the client (Hershenson & Strein,
1991). Although there is an emphasis on the identified client, the PC has a
more global view of the client concern that includes family and other per-
sonal associations. As Hershenson and Strein relate, “Clients rarely spend
more than a few hours each week in counseling; the bulk of their time is
spent in other settings, such as home, work, and community” (p. 248). The
concern for the environmental factors is a major aspect of the PC’s approach
to treating clients.

Another primary goal of counseling is the development of the client’s self-
understanding and promotion of his or her personal growth. Self-under-
standing and personal growth on the part of the client means continued self-
direction and effective mental health for the individual. The definition also
includes the following:
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Utilizes community agencies and institutions to develop mental health pro-
grams that are developmental and preventive in nature. Trained to provide a
wide variety of therapeutic approaches to assist clients, which may include
therapy, milieu therapy, and behavioral therapy. Employed in clinics, hospi-
tals, drug centers, colleges, private agencies, related mental health programs,
or private practice. Required to have knowledge and skills in client manage-
ment, assessment, and diagnosis through a post-graduate program in mental
health or community mental health counseling. (Palmo, 1981, p. 1)

The second aspect of the definition expresses more clearly the major dis-
tinguishing characteristics for counseling. A key characteristic is the empha-
sis on a developmental model of counseling and therapy within an overall
prevention scheme, with a “focus on promoting healthy development of cop-
ing capacities and on using environmental forces to contribute to the goal of
wellness. . .” (Hershenson & Strein, 1991, pp. 250-251). What this meant was
that the counselor examines clients’ concerns as part of the normal develop-
mental issues and crises faced by most people as they progress through daily
living experiences. The client is not viewed as “sick” but rather as an indi-
vidual who must learn more effective coping mechanisms in order to func-
tion appropriately and gainfully within society (Hershenson & Strein, 1991;
Lindenberg, 1983; Palmo, Shosh, & Weikel, 2001; Weikel & Palmo, 1989). It
is important to stress that the developmental/preventative model does not
deny that client concerns vary in severity, and, at times, the client suffering
from more severe distress may be referred to the services of other profes-
sionals in the helping fields.

According to the Occupational Outlook Handbook (Counselors, 2010-2011),
an MHC is defined as follows:

Mental health counselors work with individuals, families, and groups to address
and treat mental and emotional disorders and to promote mental health. They
are trained in a variety of therapeutic techniques used to address issues such as
depression, anxiety, addiction and substance abuse, suicidal impulses, stress,
trauma, low self-esteem, and grief. They also help with job and career con-
cerns, educational decisions, mental and emotional health issues, and relation-
ship problems. In addition, they may be involved in community outreach,
advocacy, and mediation activities. Some specialize in delivering mental health
services for the elderly. Mental health counselors often work closely with other
mental health specialists, such as psychiatrists, psychologists, clinical social
workers, psychiatric nurses, and school counselors.

Prevention is an important role stressed by the PC. Prevention has been a
defining characteristic to mental health counseling from the beginning of the
movement (Kiselica & Look, 1993). As outlined by Goodyear as far back as
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1976, prevention counselors “build on clients’ strengths and teach clients the
life skills necessary for problem mastery” (p. 513). This does not mean that
the client may never face the need for direct counseling intervention, but
rather the PC’s role is one of mental health educator (Heller, 1993; Lange,
1983; McCollum, 1981; Myers, 1992; Shaw, 1986; Sperry, Carlson, & Lewis,
1993; Weissberg, Kumpfer, & Seligman, 2003; Westbrook et al., 1993).
Mental health education means instructing the public regarding various
methodologies that can be utilized to handle the everyday stressors of life.

In summary, an examination of the definition of counselor shows several
important distinctive qualities for the counseling professional. First, there is
an environmental/milieu approach to the client that stresses the client’s
adjustment to societal pressures, whether it be at home, school, work, or in
the community. Second, there is a developmental/preventive (Biglan, Mrazek,
Carnine, & Flay, 2003; Nation, Crusto, Wandersman, Kumpfer, Seybolt,
Morrissey-Kane, & Davino, 2003; Weissberg, Kumpfer, & Seligman, 2003)
model that underlies the orientation the PC utilizes in his or her work with
individuals, groups, and families.

Before continuing the discussion of the PC’s role definition, it is useful to
define the role and function of the other major core providers—psychiatrists,
psychologists, and social workers. To fully understand the role and function
of the PC, it is important to be familiar with the definitions of the other men-
tal health care professionals.

MENTAL HEALTH PROVIDERS

Psychiatry

A professional psychiatrist, according to the Occupational Outlook Handbook
(Physicians and Surgeons, 2010-2011), is defined as follows:

Psychiatrists are the primary mental health caregivers. They assess and treat
mental illnesses through a combination of psychotherapy, psychoanalysis, hos-
pitalization, and medication. Psychotherapy involves regular discussions with
patients about their problems; the psychiatrist helps them find solutions through
changes in their behavioral patterns, the exploration of their past experiences,
or group and family therapy sessions. Psychoanalysis involves long-term psy-
chotherapy and counseling for patients. In many cases, medications are admin-
istered to correct chemical imbalances that cause emotional problems.

Several key aspects to the role of the psychiatrist differ from all other men-
tal health professionals. First, the psychiatrist utilizes the medical model in
his or her interventions with a client or, as the model dictates, patient. The
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medical model assumes there is an illness or a sickness, with the best inter-
vention for the patient being medicinal. Second, because the psychiatrist is a
physician, he or she is the only mental health professional who can prescribe
psychopharmacological drugs. Because many serious mental illnesses in-
volve some form of organic problem, the use of drugs as a treatment of choice
has become more and more popular.

Some movement has been made toward having psychologists trained in
psychopharmacology in order to meet the documented need for additional
assistance in medical management in some areas of the country (Tulkin &
Stock, 2004; Wiggins & Wedding, 2004). As of this writing, New Mexico and
Louisiana have passed legislation authorizing prescriptive privileges to psy-
chologists trained in psychopharmacology (Holloway, 2004a, 2004b).

A third important role most often assumed by the psychiatrist is the direc-
tor of a team of professionals working with patients. This means the psychi-
atrist is usually the most powerful professional in determining the direction
of the therapy to be completed with the patient. Most frequently, in hospitals
and other agencies, the psychiatrist has the final say regarding the methods
to be utilized by the mental health care team.

As with other mental health professions, the field of psychiatry has had to
make significant changes in its role and function. Because of the proliferation
of mental health providers from other fields, psychiatry has taken a more
consultative role in working with the other core providers of mental health
services. PCs have taken effective and active roles in the private and public
sector of community mental health, forcing the other professional groups to
adapt their treatment approaches to better treat the clientele seeking assis-
tance.

A brief case example demonstrates the consultative relationship that can
exist between a PC and a psychiatrist:

Bill was an LPC working in a private practice and treating Warren, a 17-year-
old high school junior who was having severe socialization problems at home,
school, and community. In addition to individual counseling with Warren, Bill
did family counseling as well as maintaining a consultative relationship with
Warren’s school counselor. Warren’s primary problems had subsided as a
result of counseling, but he continued to have severe behavioral outbursts
whenever he was faced with stressful situations. For example, one Saturday,
Warren’s girlfriend broke-up with him, creating a situation where Warren
became angry and abusive with her and the family. This was just one example
of his behavioral outbursts that had occurred recently. Since Bill was no longer
sure that the problem was environmental/social, he referred Warren to the psy-
chiatrist who headed the local hospital’s adolescent psychiatric unit. Through
physiological tests and psychometric examinations, the psychiatrist determined
some organic abnormalities with Warren, and placed him on medication.
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Warren was told to remain in counseling in addition to the medication. In the
consultative role, the psychiatrist was able to assist Bill in treating this young

boy and his family.

This case is a good example of how the professional fields can come
together to treat someone, rather than to make arbitrary distinctions between
mental health groups. As the world of community mental health changes,
there are more and more collaborative efforts in the field. PCs have con-
tributed a great deal to this collaborative effort over the past 25 years through
their active involvement with all professional groups in the field.

Psychology

Utilizing the Occupational Outlook Handbook (Psychologists, 2010-2011)
description, clinical psychologist is defined as follows:

Clinical psychologists—who constitute the largest specialty—are concerned with the
assessment, diagnosis, treatment, and prevention of mental disorders. While
some clinical psychologists specialize in treating severe psychological disor-
ders, such as schizophrenia and depression, many others may help people deal
with personal issues, such as divorce or the death of a loved one. Often times,
clinical psychologists provide an opportunity to talk and think about things
that are confusing or worrying, offering different ways of interpreting and un-
derstanding problems and situations. They are trained to use a variety of ap-
proaches aimed at helping individuals, and the strategies used are generally
determined by the specialty they work in.

Clinical psychologists often interview patients and give diagnostic tests in their
own private offices. They may provide individual, family, or group psycho-
therapy and may design and implement behavior modification programs. Some
clinical psychologists work in hospitals where they collaborate with physicians
and other specialists to develop and implement treatment and intervention
programs that patients can understand and comply with. Other clinical psy-
chologists work in universities and medical schools, where they train graduate
students in the delivery of mental health and behavioral medicine services. A
few work in physical rehabilitation settings, treating patients with spinal cord
injuries, chronic pain or illness, stroke, arthritis, or neurological conditions.
Others may work in community mental health centers, crisis counseling serv-
ices, or drug rehabilitation centers, offering evaluation, therapy, remediation,
and consultation.

Areas of specialization within clinical psychology include health psychology,
neuropsychology, geropsychology, and child psychology. Health psychologists
study how biological, psychological, and social factors affect health and illness.
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They promote healthy living and disease prevention through counseling, and
they focus on how patients adjust to illnesses and treatments and view their
quality of life. Neuropsychologists study the relation between the brain and
behavior. They often work in stroke and head injury programs. Geropsychologists
deal with the special problems faced by the elderly. Work may include helping
older persons cope with stresses that are common in late life, such as loss of
loved ones, relocation, medical conditions, and increased care-giving de-
mands. Clinical psychologists may further specialize in these fields by focusing
their work in a number of niche areas including mental health, learning dis-
abilities, emotional disturbances, or substance abuse. The emergence and
growth of these, and other, specialties reflects the increasing participation of
psychologists in direct services to special patient populations.

Often, clinical psychologists consult with other medical personnel regarding
the best treatment for patients, especially treatment that includes medication.
Clinical psychologists generally are not permitted to prescribe medication to
treat patients; only psychiatrists and other medical doctors may prescribe most
medications. (See the statement on physicians and surgeons elsewhere in the
Handbook.) However, two States—Louisiana and New Mexico—currently allow
appropriately trained clinical psychologists to prescribe medication with some
limitations.

Counseling psychologists advise people on how to deal with problems of everyday
living, including problems in the home, place of work, or community, to help
improve their quality of life. They foster well-being by promoting good men-
tal health and preventing mental, physical, and social disorders. They work in
settings such as university or crisis counseling centers, hospitals, rehabilitation
centers, and individual or group practices. (See also the statements on counselors
and social workers elsewhere in the Handbook.)

There are several other aspects to the role and function of the clinical psy-
chologist mentioned in the Occupational Outlook Handbook that are important.
The clinical psychologist usually collaborates with a psychiatrist in diagnosis
and treatment; frequently is responsible for the research that is conducted
with patients; develops mental health programs for social, educational, and
welfare agencies; and generally has a specialty such as the severely disturbed,
criminals, delinquents, elderly, or other special group.

The field of psychology has many varied specialties, as can be noted by
reading the list of professional divisions of the American Psychological
Association. According to the Occupational Outlook Handbook, the listing of
titles includes: Experimental, Developmental, Personality, Social, Counsel -
ing, Educational, School, Industrial, Community, and Health. Although
there has been much confusion surrounding the title of psychologist over the
years, with the academics and training requirements varying from state to
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state (Wayne, 1982), through a coordinated effort on the part of state psy-
chological associations, there is a more consistent set of national standards
defining the field of psychology.

For the purposes of the discussion in this chapter, the term psychologist will
refer to clinical and counseling psychologists because those are the two most
frequently used titles related to the treatment of clients in the mental health
field. In addition, the professional definition most closely related to profes-
sional counseling is either clinical or counseling psychology.

There are many similarities between the role definitions for psychologists
and counselors, but significant differences remain. The most important dis-
tinctions include the psychologist’s emphasis on psychometrics and various
forms of assessment. Generally speaking, projective and intellectual assess-
ments are almost always done by the psychologist. The clinical psychologist
frequently works with institutionalized persons or those with more severe
problems, in conjunction with the psychiatrist. Evaluations and assessments
by the psychologist are important to the diagnostic evaluation ultimately
completed by the psychiatrist. Many therapeutic interventions are based on
the assessments done by the psychologist, but psychopharmacological treat-
ments are always assigned by the psychiatrist.

As with psychiatry, the field of psychology has made some drastic profes-
sional changes over the past 40 years. Private practice was originally the
domain of the psychiatrist, but with modern society came many social
changes demanding treatments beyond the psychopharmacological treat-
ment of the psychiatrist. Many mental health professionals, including pro-
fessional counselors and psychologists, began to offer the general communi-
ty some alternative treatments, such as family counseling, school interven-
tions, marriage counseling, and other forms of proactive counseling. In fact,
many of the early participants in the MHC movement were psychologists,
social workers, and psychiatrists who believed in a community mental health
model based on wellness not illness, proactive treatments not reactive treat-
ments, and collaboration not separatism.

Because there has been a broadening of the roles performed by psycholo-
gists, many are presently providing services in private practice settings. Being
a licensed professional makes the private practice setting a viable alternative
to the traditional role of assessment and treatment within an institutional set-
ting. The key issue is licensure, along with acceptance by insurance carriers
who often pay for part of the treatment. For the PC, licensure is a reality as
well as being accepted/reimbursed by insurance carriers. In the area of pri-
vate practice, psychologists have been widely accepted, along with psychia-
trists, by the insurance industry, while LPCs are continuing to work in this
important area.
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In summary, utilizing various forms of assessments, the clinical psycholo-
gist is the primary nonmedical diagnostician of mental health care profes-
sionals. In addition, the broadening of the roles performed by psychologists
have led them into all areas of psychology and counseling practice, includ-
ing private practice. Historically, psychologists have worked closely with
psychiatrists in the management of cases as well as being direct providers of
service. Although they have made many changes in their approach to coun-
seling and therapy, psychologists remain directed by the medical model
because of the need for diagnosis and illness identification.

Social Work

The third core provider with legislative recognition (Occupational Outlook
Handbook, Social Workers, 2010-2011) is the field of social work. No profes-
sional field has had the major growth in all areas of mental health care as
social workers. From advancements in licensure to expanded roles in insti-
tutions to private practice, social workers have made great professional
strides to reach acceptance in the community. Two titles are most frequently
used when discussing social work—Clinical Social Worker or Licensed
Clinical Social Worker. Like the LPC, both titles usually require two years of
graduate study leading to a master’s degree in social work with specialties in
psychiatry or clinical practice.

The Occupational Outlook Handbook (Social Workers, 2010-2011) defines a
social worker as follows:

Child, family, and school social workers provide social services and assistance to
improve the social and psychological functioning of children and their families.
Workers in this field assess their client’s needs and offer assistance to improve
their situation. This often includes coordinating available services to assist a
child or family. They may assist single parents in finding day care, arrange
adoptions, or help find foster homes for neglected, abandoned, or abused chil-
dren. These workers may specialize in working with a particular problem, pop-
ulation or setting, such as child protective services, adoption, homelessness,
domestic violence, or foster care.

In schools, social workers often serve as the link between students’ families and
the school, working with parents, guardians, teachers, and other school officials
to ensure that students reach their academic and personal potential. They also
assist students in dealing with stress or emotional problems. Many school social
workers work directly with children with disabilities and their families. In addi-
tion, they address problems such as misbehavior, truancy, teenage pregnancy,
and drug and alcohol problems and advise teachers on how to cope with diffi-
cult students. School social workers may teach workshops to entire classes on
topics like conflict resolution.
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Child, family, and school social workers may be known as child welfare social
workers, family services social workers, or child protective services social
workers. These workers often work for individual and family services agencies,
schools, or State or local governments.

Historically, the role of the social worker remained somewhat defined and
stable through the 1970s and early 1980s. The professional social worker was
generally the link between the client and the community, providing adjust-
ment counseling and support for the client and his or her family. From the
1990s to the present, the role has been expanded to include long-term indi-
vidual and family counseling through community agencies and institutions.
In addition, as noted above, private practice has become a viable option for
employment for many social workers.

The important distinction to make with social work is between bachelor’s
level and master’s level. Bachelor’s-level social workers are generally in-
volved with an agency, an institution, or a hospital, assisting patients and
their families in readjusting to the community from which they came. The
master’s-level social worker may be involved in these functions but is also
trained to provide counseling services.

Psychiatric Nursing

Generally, the professional nurse associated with mental health care is
usually employed in a hospital or an institution for the chronically ill. In this
medical position, the professional nurse is a critical part of the mental health
team headed by the psychiatrist or other medical staff (Occupational Outlook
Handbook, Registered Nurses, 2010-2011). Once again, besides the psychia-
trist, the psychiatric nurse is the only mental health professional with a med-
ical background in addition to mental health training. The Occupational Out-
look Handbook has only one line that defines psychiatric nurse:

Psychiatric-mental health nurses treat patients with personality and mood disor-
ders.

The psychiatric nurse has intensive training in working with severely emo-
tionally disturbed individuals. They are the medically trained assistant to the
psychiatrist entrusted with the responsibility for medical care, distribution of
drugs, and offering some therapeutic interventions with individuals and
groups of patients in institutional settings or community readjustment pro-
grams.

Because of the shift from the hospitalization of severe, long-term disturbed
patients to less restricted community-based programs, psychiatric nurses are
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performing more of their functions in outpatient settings. As a core provider,
psychiatric nurses have been accepted by insurance carriers for quite some
time because of their advanced training and the necessity for a license to
practice. However, nurses do not usually open private practices or compete
in the open community mental health market; therefore, they are not often
compared to PC because of their specific functions within treatment.

SUMMARY

The four previously defined core providers have some distinct individual
characteristics but also many overlapping functions. Also, the PC has differ-
ent as well as similar functions to the other core providers. The overlapping
role for all five professional groups (Psychiatry, Psychology, Social Work,
Nurse, and LPC) is counseling or therapy. Each professional group is in-
volved in some level of counseling/therapy, although the orientation or
model utilized may differ as well as the content and style of advanced train-
ing. For the reader’s purpose, the following general definitions for each pro-
fession should be kept in mind for the remainder of the chapter:

1. Psychiatrists hold doctorates in medicine and are the only mental
health professionals who can administer drugs (although the Veterans
Administration Hospitals began a project to teach psychologists the use
of psychopharmacological treatments);

2. Clinical Psychologists hold doctorates and are the professionals gen-
erally entrusted with the assessment of intellectual and personality
functioning, in addition to providing counseling/therapy;

3. Psychiatrists and Psychologists are usually the mental health profes-
sionals directing mental health care teams in agencies, hospitals,
and institutions;

4. Social Workers usually provide the link between the institutional serv-
ices for clients/patients and the integration of the individual back into
the social milieu; and

5. Psychiatric Nurses provide the medical linkage between the agency
or institution and the client/patient after hospitalization.

The key to this chapter is to examine the role, function, and identity of the
PC in comparison with other mental health care providers. Hopefully, the
previous discussion has clarified the roles performed by each of the core
providers, which permits an in-depth discussion of the specific professional
characteristics of the counselor that makes mental health counseling a pro-
fession unto itself.
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PC AS A PROFESSION

Back in 1979, Seiler and Messina stated, “Although mental health coun-
selors have existed for many years, they have labored under the burden of
being professionals without a distinct identity” (p. 3). This identity crisis for
the PC is finally dissipating with the passage of licensure laws through the
United States. Although there is overlap among the PC, psychologist, and
social worker, distinct and unique characteristics remain for the PC. Several
distinctions make professional counseling a separate profession (Hershenson
& Strein, 1991; Palmo, Shosh, & Weikel, 2001; Sherrard & Fong, 1991; Weikel
& Palmo, 1989).

One of the important questions that arises from this discussion is, “What
is a profession?” As far back as 1979, Messina attempted to demonstrate that
professional counseling was a profession by citing Peterson’s long-accepted
criteria for a profession: (a) defined objectives for the professional work; (b)
techniques of the profession that can be taught to attain the objectives; (c)
techniques are basically intellectual operations, and the techniques are ap-
plied according to the individual problems; (d) techniques are founded in
principles of science, theology, or law and not readily accessible to the
novice; (e) professionals are members of an organized society; and (f) the
professional organization has altruistic goals, is not totally self-serving, and
has a statement of professional ethics.

The field of professional counseling has all the necessary characteristics to
be noted as a profession along with the other four core providers of mental
health care. An examination of the most recent standards published by the
Council for Accreditation of Counseling and Related Educational Programs
(2009) for the counseling profession demonstrates that counselors have to
meet the academic and professional training qualifications that make it a pro-
fession. The professional techniques are founded upon a sound body of
knowledge, the goals of the profession have been clearly stated, training pro-
grams have an established set of standards, and the PC is associated with two
primary professional groups (American Counseling Association [ACA] and
AMHCA). ACA and AMHCA have existing professional groups that are re -
sponsible for the development of training standards (CACREP) as well as
standards for professional certification (National Board of Certified
Counselors [NBCC]).

The following discussion provides some specific philosophical and theo-
retical orientations that make professional counseling distinct from the other
core mental health providers.



44 Foundations of Mental Health Counseling

THE DISTINCTIVENESS OF THE COUNSELING PROFESSION

Counselor Use of Self

Probably the most important aspect of the theoretical and philosophical
foundations of mental health counseling is the counselor’s therapeutic use of
his or her own experiences, reactions, and information in the counseling
relationship. Although many variations and styles of counseling are used by
today’s PCs, historically, the field of counseling is founded on the works of
Carl Rogers (Aubrey, 1977). Rogers’ approach was based on field theory and
founded in the client’s present rather than the past, as previously emphasized
by Freudian psychology (Hershenson & Strein, 1991; Meador & Rogers,
1973). Rogers’ strong belief in the “dignity of the individual” (p. 121) perme-
ates the philosophy and theory underlying the field of counseling.

The counseling relationship provides a permissive environment where a
client can explore his/her own needs, desires, and goals (Hershenson &
Strein, 1991; Palmo et al., 2001; Weikel & Palmo, 1989). More important for
the PC, Rogers advocated that the counselor also be free in the counseling
relationship to use his or her experiences in the sessions as feedback for the
client. Thus, the concept of the active “use of self” on the part of the coun-
selor became a critical part of the PC’s role and function. This aspect of the
role makes the PC a distinctly different professional from other mental
health care providers.

Traditionally, other mental health providers have followed a more analyt-
ic therapeutic approach. The psychiatric/medical model has permeated the
helping profession since the time of Freud. Using the work of Rogers as a
foundation, professional counseling became the first helping profession that
advocated the “use of self” as a necessary aspect of therapy that provides the
groundwork for client improvement. The “use of self” is one professional
characteristic that sets counseling apart from all other helping professionals.

Positive Approach to Mental Health

A second differentiating factor for the MHC is the belief that the individ-
ual has the capability to correct whatever problems he or she faces (Palmo et
al., 2001; Weikel & Palmo, 1989). As Seiler and Messina (1979) stated in one
of the original articles on mental health counseling, the model is based “on
the client’s strengths and on helping develop skills necessary for successfully
dealing with life” (p. 5). The medical model is based on the premise that
someone is sick, whereas the developmental preventive model emphasizes
the need to focus on normality and wellness.
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This leads to the second aspect of the positive approach to mental health—
prevention. As noted earlier in the chapter and in the Highlight section on
prevention, the primary professional responsibility and energy for the coun-
selor is placed on the prevention of mental illness as well as assisting indi-
viduals and groups in crisis. The PC has to be “prepared . . . to work more
on preventing onset (primary prevention) and less on the overwhelming task
of working with already affected individual clients (secondary prevention)”
(Hershenson & Strein, 1991, p. 250). Professional counseling remains dedi-
cated to primary prevention within the total model.

The concept of prevention does not deny the existence of crises in each
person’s life. Rather, it is expected that everyone goes through a variety of
crises, large and small, throughout a lifetime. Crises are a part of every indi-
vidual’s normal development. The community at large is more comfortable
with the concepts of prevention, which views people in positive ways and
does not label them as mentally ill. Therefore, the counseling philosophy of
prevention as a major aspect of the model helps alleviate the stigma usually
associated with mental health services.

Self-Development as a Continued Process

Normal development for any individual is fraught with many crises and
problems. The problem for most individuals is not How to avoid a crisis but
rather how to deal with a crisis once it is upon them. The PC’s basic philos-
ophy is founded on the belief that a person has the capability to handle the
problems he or she faces and to continue to develop personally while at -
tempting to “fix” the problem. Therefore, not all individuals should be
labeled “sick” when they are having difficulty facing a certain problem situ-
ation. A person who is temporarily nonfunctional because of a problem may
not be necessarily “sick,” but in need of assistance to overcome his or her dif-
ficulties.

Although a certain percentage of individuals seeking mental health serv-
ices may need consistent and continual care, a majority of the population
needs help to get through crisis situations only. The effects of the crisis may
last one month or one year, but eventually the person can function on his or
her own. The counselor believes that an individual, who may be nonfunc-
tional for a period of time, will more than likely return to functional in the
future. Self-development is a process of personal “ups and downs” that con-
tinues throughout a person’s life, with dysfunctional not necessarily meaning
abnormal.
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Counseling Relationship

Presented 25 years ago and relevant today, Boy and Pine (1979) master-
fully wrote, “Counselors may be the last professionals in our society who are
committed to meeting the needs of clients through the process of counseling”
(p. 527). Although this statement is 25 years old, it remains true for PCs
today! The counselor’s role and function in prevention are quite important,
but mental health counseling is founded on the counseling process. Of all the core
providers, the PC remains the helping professional who is committed to the
counseling relationship. Although the PC may function in a variety of set-
tings and roles, his or her primary function is counseling (Bubenzer, Zimpfer,
& Mahrle, 1990; Palmo, et al., 2001; Seligman & Whitely, 1983; Weikel &
Taylor, 1979; Wilcoxon & Puleo, 1992; Zimpfer & DeTrude, 1990).

SUMMARY

Although professional counseling is a relatively new profession when
compared with the other core providers of mental health services, it has now
emerged and been recognized as an important part of the total health care
system. The field of counseling is seen as continuing to grow in the future
(Ginter, 2001; Palmo et al., 2001; Weikel & Palmo, 1989) because of the needs
of the community at-large.

The need for counselors has been demonstrated through the rapid devel-
opment of licensure across the states over the past 15 years. In addition, the
acceptance of the LPC by the insurance industry has given professional
counseling a major boost. The consistent work of the professional counselors
over the past 20 years has ensured a bright future for the newest group of
mental health care providers.
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Chapter 3

THE ROLE OF THEORY IN THE PRACTICE
OF MENTAL HEALTH COUNSELING:
HISTORY AND DEVELOPMENT

THOMAS A. SEAY AND MARY B. SEAY

hy has mental health counseling in its various incarnations survived

for so long? The answer, of course, depends on many reasons too
numerous to iterate here and most of which are addressed by other authors
within these pages. Historically, the most practical reason lies in meeting a
national need not served by other mental health professionals. Of equal his-
torical importance, however, is the PHILOSOPHY — THEORY =
PRACTICE (see Figure 3.1) paradigm (Seay, 1980a). In an age where most
practitioners consider themselves practical (if not theoretical) eclectics in
their approaches to counseling (Kendall, & Chambless, 1998; Lazarus, 1993;
Lazarus, Beutler, & Norcross, 1992; Lazarus, 1993; Mahoney, 1991; Norcross,
1993), this paradigm is even more important to the continued existence of the
profession than true previously. However, problems associated with eclecti-
cism abound.

The underlying paradigm for therapeutic intervention, PHILOSOPHY
— THEORY — PRACTICE, contributes in many important ways to the
development of counseling as a vibrant profession. This philosophy to prac-
tice paradigm is the foundation for advancements in therapeutic interven-
tion. Furthermore, it provides the cushion necessary for deviations from tra-
dition to occur safely. Revolutionary changes (such as HMOs, HIPAA regu-
lations, brief therapy, and family therapy) are occurring in the field of men-
tal health, and further changes lie ahead. As teachers and practitioners, we
must understand the meaning and significance of our profession’s history in
relation to future directions if we are to continue to provide quality services.

51
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To ignore our history presages the eventuality of a fear expressed by Bergin
(1997) that these changes are forcing therapists into little more than “cookie
cutters” (p. 85). The many treatment manuals in existence that dictate to
counselors how they should conduct their interventions with specific prob-
lems seem to bare fruit to Bergin’s fear. The present chapter explores the his-
tory and development of counseling and psychotherapy, and more specifi-
cally the role of theory, as an influential force in the directions taken by men-
tal health counselors (MHCs) as core providers of mental health services.

To understand fully the role of therapy in contemporary mental health, we
must first look at its philosophical and historical roots. Only then does the
phenomenon of mental health counseling make some sense. This chapter
examines historical antecedents and current trends and developments to
determine the role played by theory. What is required is an understanding of
what brought about these changes, what the changes mean for the profession,
and what impact they are likely to have on the future of counseling. How-
ever, first it is necessary to examine the legitimacy of the mental health coun-
selor’s role and skills.

Role Legitimacy

MHC:s have joined the ranks of psychiatrists, psychologists, social work-
ers, and psychiatric nurses as primary mental health care providers. However,
are we legitimate primary caregivers? Acceptance has not been easy, nor
have we fully won over significant power brokers in the mental health field.
The primary reason is in the developmental history of the practice of men-
tal health care.

Although the origins of mental health counseling are multifarious, three
major trends have played an immediate and potent role in mental health
counseling. Each deserves special attention. The first trend refers to the
numerous changes in the methodology of psychotherapy used to treat soci-
ety’s mental health casualties. Such changes flow directly from the history
and evolution of psychotherapy. The profession’s history shows movement
from model dependency, with a restricted range of strategies and techniques
allotted each model, to an attitude of eclecticism. With eclecticism almost
any strategy or technique is acceptable so long as it gives the appearance of
working (e.g., evidence-based or empirically based therapy procedures)
(Chambless & Hollon, 1998; Chambless & Ollendick, 2001; Roth & Fonagy,
1996). Even more recent attention seems to be focused on specific process
dynamics and attributes such as the stage of change a client may have
attained in his or her therapeutic process (Dolan, 2004; Freeman & Dolan,
2001; Prochaska, 1991; Prochaska & DiClemente, 1982) and the therapeutic
interventions necessary within each stage. Some of these developments are
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occurring as a direct result of the managed care movement (Austad & Hoyt,
1992). Although it is still too early to know where such developments will
lead, these trends will receive detailed attention throughout the remainder of
the chapter.

The second development is of more recent origins and is found in the
community mental health movement of the 1960s and 1970s. Returning soci-
ety’s casualties to the community for treatment was a revolutionary step
toward recognizing the relationship among intrapsychic, interpersonal, and
environmental sources of etiology and between etiology and treatment. The
trend also provided an organizational model for mental health counseling, a
psychoecology perspective (Seay, 1983).

The third trend grew from the guidance movement of the 1950s. Although
it resulted in the production of counselors who worked primarily in educa-
tional settings, these counselors used methodology drawn almost entirely
from models of psychotherapy. Consequently, it should come as no great sur-
prise that the counselors would eventually turn their knowledge and skills
toward a larger community of people in need. These three developments—
changes in psychotherapy delivery, ecological psychology, and production
of psychologically and educationally trained counselors—merged together to
create a fifth core mental health provider—one who possesses the knowledge
and skills necessary to work with society’s casualties. Yes, we are legitimate.

Counseling and Psychotherapy: What’s in a Name?

One of the perennial controversies within the health care professions is
whether counseling can be considered the same as psychotherapy or whether
the counseling profession represent different roles, skills, and methods (see
e.g., Hackney & Cormier, 2001; Hill & Lambert, 2004; Neukrug, 1999;
Patterson, 1974). Many leading authorities believe that the two represent dis-
tinctive approaches to helping people, and that the approaches differ in
essential, identifiable ways. Other professionals hold that such a controversy
is meaningless, and that any distinction serves the sole purpose of creating
professional elitism.

It is indeed difficult to distinguish between the two on the basis of the type
of client served, the theoretical underpinnings, the therapeutic processes, and
the major strategies and techniques. Practitioners of counseling and psy-
chotherapy work with the same people, use the same methodology, and
work toward the same goals.

In the past, factors such as the type of therapy delivered, the degree of dis-
turbance, the clinical work setting, and the type of training received
(Patterson, 1974) were employed to distinguish between counseling and psy-
chotherapy. Differentiation based on the type of therapy delivered follows
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the argument that counseling is emotionally expressive, supportive, and edu-
cative, whereas psychotherapy is depth-oriented, uncovering, and remedia-
tive.

Such a distinction creates problems. Persons employed as counselors
encounter clients who begin to disclose deep levels of self. Thus, counselors
either move or are “shoved” into an uncovering process. It is hard to imag-
ine saying to a client, “Please stop, don’t say anything further. My profession
won’t allow me to get into this much depth.” Furthermore, uncovering is the
first step in any therapeutic encounter. It is impossible to remain at a super-
ficial level for any length of time. Remediation is also the desired outcome
whether one is attempting vocational counseling or attempting therapeuti-
cally to intervene into the private world of a schizophrenic. To create such a
distinction is unrealistic.

At one time, the work setting served as an adequate means of differentiat-
ing between counseling and psychotherapy. Historically, counselors were em-
ployed primarily in educational settings, whereas psychotherapists worked in
clinics, mental health agencies, hospitals, and private practice. This is no
longer true, as can be easily verified by examining current employment prac-
tices across the nation. Today, practitioners whose primary identification is
with counseling and those who identify more with psychotherapy are em-
ployed in all major work settings and work side by side for the betterment of
their common clientele.

Traditionally, the medical degree and the PhD in clinical psychology rep-
resented the necessary training to function as psychotherapists. Persons earn-
ing the EdD or PhD in counseling psychology were labeled counselors and
were expected to work with clients other than mentally disturbed patients.
Not only have these practitioners earned the right to practice psychotherapy,
but over the past 25 years, people trained at the master’s level (MA, MS,
MSW, and MDiv) have moved toward and, in some instances, won recog-
nition as legitimate practitioners in mental health. As the demand for servic-
es continues to increase and the supply of practitioners continues at levels
inadequate to meet current mental health needs, the line of differentiation
based on professional degree will continue to diminish. The master’s-level
practitioner will also continue to gain recognition as a mental health pro-
vider. Licensure for the master’s-level counselor is already a reality across the
nation. In part, the Managed Health Care movement, with its emphasis on
minimal reimbursement of licensed practitioners and session limits, assists
the impetus toward licensure and master’s-level private practice.

None of the prior arguments suffices to distinguish between counseling and
psychotherapy. In the latest edition of the well-respected Bergin & Garfield’s
Handbook of Psychotherapy and Behavior Change, Lambert, Bergin, and Garfield
(2004) pay homage, albeit reluctantly, to this receding differentiation.
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The professional community of mental health providers must now recog-
nize at least five core providers in the treatment of society’s casualties. The
tasks of the future will be recognizing that these practitioners share common
theoretical nets and a core of therapeutic intervention skills, and identifying
the unique contribution each practitioner makes to overall caregiving. For
example, psychiatry is unique in that practitioners dispense medication, not
that they deliver psychotherapy that differs from that of the psychologist.
Each core provider should and can provide something unique. The profes-
sional community must seek both that uniqueness and the core skills shared
in common, rather than mire itself in inane debates over whose credentials
are best or which practitioner is the rightful heir of therapeutic intervention.
It would seem that our time is more valuable when spent providing services
to clients.

Historical Perspective

Counseling is an artistic endeavor that uses scientific methodology to help
people lead more effective lives. Counseling, growing as it has from the prac-
tice of psychotherapy, is now more than 100 years old. Much time and effort
have been expended in developing the philosophies, theories, and practices
of therapy. For such a young endeavor, compared with other sciences, it has
been relatively successful (Lambert & Ogles, 2004; Smith, Glass, & Miller,
1980).

Counseling is a vibrant profession. Practitioners, over the last 40 years,
have witnessed phenomenal changes. The plethora of strategies and tech-
niques available today were either absent or enjoyed only restricted use in
the 1960s. Research has grown into a more sophisticated endeavor, moving
from questions such as “which approach is best” to “what are the compo-
nents of effective therapy” to “which strategy works with which client under
what specified set of circumstances.” The next 10 to 20 years will witness
even more changes. The rapidity and magnitude with which these changes
are occurring present difficulties for the novice and the experienced coun-
selor alike in gaining a firm grasp of the field.

To understand what is currently happening in the field of mental health
counseling, it is necessary to understand how the field evolved into its pres-
ent status. Numerous changes in the philosophical and theoretical founda-
tions for intervention have led to innovations in processes and strategies.
These, in turn, have resulted in major breakthroughs in the treatment of soci-
ety’s casualties.
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Philosophical Foundation

A major strength of counseling/psychotherapy has been the internal con-
sistency that binds a set of practices to a theoretical net and the net’s under-
pinning philosophical foundation. That is, the foundation for the various
counseling models is composed of a set of philosophical beliefs about human
beings, which in turn guides the formation of theoretical propositions about
human functioning. Based on these theoretical propositions, a set of practices
designed to change aspects of human functioning evolves. To be a viable
force, however, the movement from philosophical beliefs to counseling prac-
tices must be internally consistent. This consistency has enabled counseling
to make its impact on society demonstrable and its legitimacy solidified.
Figure 3.1 represents how this internal consistency may be viewed.

PHILOSOPHY — THEORY — PRACTICE

Figure 3.1. Internal Consistency as a Foundation for Counseling.

The philosophy to practice consistency enables practitioners to evaluate
how well their theory predicts actual behavior in counseling, provides an
explanation for how change occurs, and establishes expectations for what
should be done to create change for clients. The theory builder develops cer-
tain philosophical assumptions about the nature of “humanness” and about
the source of knowledge (epistemology) or how change occurs. These
assumptions should lead directly to a set of theoretical propositions about hu-
man functioning. The theory of human functioning then dictates the nature
of the counseling process and the intrasessional behaviors that are necessary
to create change (Freeman & Dolan, 2001; Prochaska & Norcross, 2002).

Following this paradigm, some concepts are appropriate within a given
model, whereas others are not. If a primary assumption concerning the
source of knowledge holds that the human mind is analogous to a blank
paper “written on” by environmental forces, then “wired-in” or inherited
cognitive configurations for learning and such notions as memory traces and
insight probably should not be postulated.

Seay (1980b; Braswell & Seay, 1984) traced the development of various
counseling (psychotherapy) models from their philosophical foundations. As
can be seen by examination of Figure 3.2, the lines of influence are not clear-
cut. Current philosophical beliefs developed from the Greek traditions.
Plato’s world of representations of ideals resulted in contemporary phenom-
enology; and Aristolean thought is expressed in modern empirical philoso-

phy.
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Figure 3.2. Philosophical-Ideological Foundations for Models of Knowledge and Therapy.

Contemporary phenomenology is best expressed through the work of
Leibnitz in philosophy and by the humanistic or “third-force” movement in
psychology. Leibnitz provided the defining characteristics of phenomenolo-
gy when he proposed that the subjective world of the mind was the source
of knowledge. The basic datum for phenomenologists is experience. Thus,
knowledge or the source for client change resides in the perceptual aware-
ness of the individual. Considerations of an external reality are useless
because the only source of knowledge about reality is created through the
subjective, interpretive system inherent to the perceiver’s mind. Shlien (1970)
states that “the phenomenologist is convinced that much goes on ‘inside,’
and that the behavioristic concept of the ‘empty organism’ is narrow, and
largely spurious. Most of our experience and its meanings exist in ‘private
worlds’. . . ” (p. 96).

Shlien (1970) captures the essential position of phenomenologists when he
writes that “physiological indexes of internal states will have immense value
for the study of experience, but heart rate, brain waves, pupil size, endocrine
output, or whatever comes will only measure increases or decreases without
meaning unless the identifying code is first given and then continually vali-
dated by the wise and willing knower” (p. 96). A thing is knowable only in
so much as the perceiver values and invests value in the thing known.
Leibnitz, in contrast to Locke, viewed people as actors on and creators of
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their environment (Allport, 1955).

The second source of influence on counseling was derived from the work
of John Locke and others of the empiricist tradition. Locke’s view represents
the empiricist tradition in philosophy and associationism (behaviorism) in
psychology. Locke’s system maintained that human beings are passive recip-
ients of environmental events and sensory experiences from an external
environment. According to Rychlak (1969), “Locke believed that the con-
tents of mind could only be those which come in from the outside” (p. 215).
At birth, the child is a “blank paper” that is written on by environmental
experiences. “The mind itself is passive, storing and combining such inputs
in a pseudo-mathematical fashion, but never imposing structure onto the
world of experience” (Rychlak, 1969, p. 215).

The world exists external to the perceiver, and examining the natural
order of things derives knowledge. Nature follows a set of laws that enable
scientists to understand it. Humans are simply an element of nature, and they
emulate natural order. There is little need to look outside nature or the exter-
nal environment for answers. Mental health and mental illness follow the
same basic laws found in nature. Thus, knowledge and, consequently, change
come from sources external to the perceiver. People react to their environ-
ment and their environment acts on them (Allport, 1955). People are not cre-
ators but only part of the natural order. Mind and brain are the same thing,
and the brain is only a physical organ, albeit a complex organ designed to
receive environmental stimuli.

The third major philosophical position is derived from the work of Kant.
Kant’s system represents an interactionist position, which holds that, al -
though knowledge is subjective and knowable only within the interpretive
realm of the perceiver, the stimuli for knowledge are found in an external
reality. According to Rychlak (1969), “Kant viewed ideas as conceptions of
reason which transcended experience” (p. 215). However, what is to be
known is real. Nature and natural laws provide the stimuli for knowledge and
are susceptible to scientific validation, but some things are known only
because of the perceiver. “Man’s mentality never senses reality directly,
‘things in themselves’ (noumena), but deals only with sensory representations
(phenomena) mediated by the understanding” (Rychlak, 1969, p. 215). The
subjective reality of the perceiver interacts with the objective reality of the
environment to produce knowledge and, thereby, change. “What is vital to
the Kantian conception is his view of mind as an organizing experience in a
certain way” (Rychlak, 1969, p. 215). The mind organizes what it perceives
and then transforms the newly organized perceptions into meaningful
thoughts. Kant’s interactionism is a separate and distinct line of thought.

Each of these major philosophical systems has resulted in a particular line
of thought leading directly to a major “school” or “model” of counseling.
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Leibnitzian philosophy provides the foundation for personology or what is
now called humanistic psychology. In counseling, the primary model is
Rogers’ Person-Centered Psychotherapy. The Lockean tradition became the
basis for Behavior Therapy and Behavioral Counseling. Kantian interaction-
ism provides the foundation for Freud’s psychoanalysis. Each of these three
models became the major paradigm from which other models are derived
(see Figure 3.3). As Corsini (2000) observed, “all psychotherapies are intend-
ed to change people: to make them think differently (cognition), to make
them feel differently (affection), and to make them act differently (behavior)”

(p- 6).

Stages of Theory Developpment

The practice of individual psychotherapy is now more than 90 years old.
During this developmental period, only three primary models of psycho-
therapy evolved. Each of these three models developed from one of three
primary philosophical systems.

Using a historical perspective to examine the development of counseling
and psychotherapy, certain stage-related progressions can be discerned.
These progressions are classified as stages in the development of counseling
theory. As with all developmental stages, these are arbitrary impositions on
the natural flow of development. However, such impositions aid in under-
standing the current state of the profession. Seay (1980b) identified five
stages (Table 3.1) through which theory development has progressed. The
complete stage model is as follows.

Table 3.1. Historical Overview of Stages of Theory Development

Stage Name Examples

1 Original Paradigm Psychoanalysis, Client-Centered & Behavior Therapy

2 Paradigm Modification Jung, Adler, Paterson, Bandura

3 Paradigm Specificity Berne, Jourard, Genlin, Beck, Krumboltz

4  Paradigm Experimentation Strupp, Mitchell & Aron, Ellis, Beutler, Wexler, Lazarus

5  Paradigm Consolidation Potentially Lazarus, Seay, Beultler

Each of the stages is examined.

Figure 3.3 shows these developments and the interrelatedness of the vari-
ous models that have been based on or derived from the original three par-
adigms (Stage 1: Original Paradigm).
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Figure 3.3. Interrelatedness Among Therapies Based on Epistemological Divergence and
Lines of Influence.

Also, Rychlak (1965) examined psychotherapy from the perspective of the
motives for engaging in psychotherapy. Interestingly, Rychlak’s three mo-
tives correspond to what Seay (1980Db) refers to as the three original para-
digms of therapy. Rychlak identified the basic motives for psychotherapy as
the scholarly motive, the ethical motive, and the curative motive.

Stage 1 developments resulted in the creation of an original paradigm.
Each paradigm is based on a different source of knowledge or change (hu-
man modality) and has as its foundation a distinct philosophical system. The
first paradigm to be developed was Freud’s. Psychoanalysis, which became
the prototype for counseling and psychotherapy, sought the source of knowl-
edge in insight, a cognitive process. The goal of psychoanalysis was and still
is the development of insight by therapists into their patients’ intrapsychic
dynamics and conflicts. Psychoanalysis explained how these conflicts arose
and how Freud’s “talking therapy” resolved them through insight—oriented
techniques. The model had a high degree of internal consistency from its
foundational philosophy to its set of prescribed practices. The underlying
theme that held the model together was that knowledge (psychological
change) came from cognitive activity (subjective) of natural events (objec-
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tive). Psychoanalysis is an excellent translation of Kant’s philosophy into
real-world problems.

The first of Rychlak’s (1965) motives, the scholarly motive, corresponds to
the purpose of psychotherapy best represented by Freud. By examining
intrapsychic dynamics using the psychoanalytic method, the analyst could
learn about human nature and human motives. The therapist was essential-
ly a scientific scholar. In fact, Freud thought the technique of free association
as analogous to the scientist’s microscope. The fact that Freud had no diffi-
culty in seeing the applicability of the natural sciences to the study of mental
activity is a direct demonstration of the power of Kantian philosophy—an
external reality examined from the internal world of perceiver. Freud’s
emphasis influenced Seay’s (1980b) designation of psychoanalysis as a cog-
nitive paradigm.

Carl Rogers created the second original paradigm. Rogers focused on the
subjective experiencing of people and on how change was created within
these subjective experiences. Rogers’ approach corresponds to Rychlak’s
second motive, the ethical motive. “Felt” levels of experiencing come from
interpersonal relationships—relationships that either did or did not provide
the necessary elements of growth. Rogers’ model focuses on the interper-
sonal difficulties of clients. Thus, Rogers’ Person-Centered Therapy repre-
sents an affective, interpersonal model or a phenomenological experiencing.
Thus, Client-Centered Therapy is one theory that represents the phenome-
nological philosophy.

Rychlak’s second motive emphasized the ethical consideration of helping
people to grow and was primarily the focal point of Rogers. The basic rea-
son for conducting psychotherapy is to help people grow. This task is accom-
plished through a subjective encounter with the patient. Rogers (1964)
labeled this type of epistemology “interpersonal knowing or phenomenolog-
ical knowledge.” The primary analogy is experience. The therapist comes to
know the patient’s (client’s) attitudes and emotions (the “felt” level of expe-
riencing). Rychlak (1965) refers to this emphasis on felt experiencing as “the
ethics of self-determination through congruent interpersonal relations” (p.
115).

Locke’s philosophy provides the foundation for modern scientific inquiry.
A scientific model of counseling and psychotherapy was a natural extension
of the Lockean tradition. Behavior Therapy, the application of learning the-
ory to human suffering, represents the third motive—the curative purpose.
The therapeutic emphasis is to help people change their ineffective behav-
iors. This orientation is epitomized by the work of Wolpe (1973). The pur-
pose for conducting therapy is to cure the patient. The appropriate analogy
for therapy is the experimental design (Rychlak, 1965). Treatment is estab-
lished as an experiment in the modification of behavior. Behavior is the focal
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point because it is an observable event. The experimental design calls for
observation as the method used to derive basic data. In this sense, Behavior
Therapy is consistent with the Lockean tradition (British Empiricism) with its
emphasis on the observable, external reality. Human suffering is explained
as learned associations. What was once learned could be unlearned or re-
learned. True to Lockean philosophy, Behavior therapists see little need to
postulate internal processes to account for psychological dysfunctions. Thus,
Behavioral counseling completes the therapeutic triad corresponding to the
triad of human modalities—cognition (Psychoanalysis), affect (Client-Centered
Therapy), and behavior (Behavior Therapy). Each of these three basic mod-
els forms the tradition (cognitive, affective, and behavioral modalities) from
which numerous other models were derived. Each of the three models rep-
resents a major shift of focus in both theory and practice. Each represented
a paradigm shift from what was tradition at that time.

Beyond the Original Paradigm

The human mind thrives on inquiry. Not long after the development of
each of these three paradigms, members of the professional community be -
gan to modify the original paradigms, thus ushering in the second stage of
development—the Modification Stage. Stage 2 developments occurred when
proponents of the original paradigm discovered a lack or an unfulfilled need
in the original theory. For example, Jung tempered Freud’s biosexual theory
with a philosophical perspective, and Adler provided a social perspective.
Both theorists gave psychoanalysis depth and breadth, but neither changed
the paradigm’s basic structure.

The third stage was classified by Seay as the Specificity Stage. During this
stage, proponents of a particular paradigm adapted aspects of the original
paradigm to their perceived needs. Thus, while leaving the basic structure of
the parent paradigm intact (e.g., Berne’s use of parent, child, and adult for
Freud’s superego, id, and ego), they developed approaches to counseling
based on some specific aspect of the original. Within Stage 3 adaptations, the
integrity of the original paradigm suffered few violations to its parameters.

Current Developments: Stage 4 Experimentation

Current Status

Counseling has undergone radical changes over the past 30 or 40 years.
Also, the rules used to signify appropriate conduct in counseling have
changed. As a result, it is difficult for practitioners to fathom the multitude of
innovations and current practices as organized and following a specific path
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of development. Yet that is precisely what has happened.

Seay (1980b) indicated that a fourth stage, the Experimentation Stage,
accounts for these changes. The fourth stage is used to reflect the current sta-
tus of the profession. Theoreticians violated the parameters of the original
paradigms by experimenting with theoretical structures, processes, and par-
adigm-linked techniques. Once such experimentation occurs when the coun-
seling profession enters Stage 4: Experimentation, but the resulting changes
and innovations to emerge thus far have already profoundly impacted the
practice of counseling (Ellis & Dryden, 1987; Gurman & Messer, 2003;
Lazarus, Beutler, & Norcross, 1992; Mahoney, 1991). For example, once pre-
viously radical behaviorists accept internal processing, such as cognitions,
they violate the parameters of their basic paradigm. However, in doing so,
behaviorists, as a group, move closer to the humanists. In the interim period,
many of the “third force” humanists are beginning to conduct therapy by
increasingly using relaxation techniques, homework assignments, and a wide
array of other behavioral techniques. Also, some practitioners with a primary
identification of psychoanalysis sound more like behaviorists than many cur-
rent behaviorists. In addition, with the growing acceptance of family thera-
Py, a Stage 4 development, as a viable methodology for treatment, the pan-
orama of therapy is explicitly altered. We as practitioners have moved
beyond being able to ignore any aspect of human functioning as fair game
for therapeutic intervention, particularly the “felt level of experiencing”
(Rychlak, 1978).

Stage 4, however, has yet to run its course. The experimental manipula-
tion of paradigm parameters is only just beginning. Also, researchers are
beginning to emphasize the scientific validation of strategies and techniques.
Once paradigm parameters are breached, the philosophy to practice internal
consistency that gave counseling its foundation falls apart. For example, the
Lockean philosophy cannot provide a firm philosophical foundation for cog-
nitive-behavior therapy. A cognitive-behavioral view implies an interactive
involvement with the environment (non-S-R) and inherent (perhaps even
deep) structures of cognitive organization. An affective-behavioral approach
such as Robert Carkhuff’s (1969) model is a reinterpretation of Rogers’
Client-Centered Therapy and, as such, can no longer claim a Leibnitzian
base. Thus, Stage 4 is a stage of models without internal consistency or foun-
dational supports. Paradigm violation is Lazarus’ (1976; Lazarus, Beutler, &
Norcross, 1992) “technical eclecticism” in action. Note that the previous is
not a criticism, just a statement of current status. Technical eclecticism is seen
here as a necessary step toward Kuhn’s (1970) “scientific paradigm” status
and as a natural outcome of Stage 4 experimentation.

At some point in the future, this problem, because it is a problem, must be
reconciled. The profession must have a means of anchoring its practices, in
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both theory and philosophy. Philosophy and theory underpin therapeutic
practices whether practitioners acknowledge or ignore their existence.

Perhaps a new philosophy will evolve. Perhaps a combinatory alternative
to current philosophical positions will be found (Seay, 1978). Although the
future does not lend itself to accurate predictions, sufficient evidence is ac-
cruing that points to a fifth stage. As previously mentioned, practitioners are
becoming more and more alike in their actual intrasessional behaviors and
practices. In addition, theoretical efforts are assuming a combinatory flavor
by adapting concepts drawn from diverse models. It is no longer unusual to
talk of cognitive-behavioral or affective-behavioral approaches or even cog-
nitive-behavioral-affective approaches. Speculating on the outcome of these
changes, Seay called the fifth state possibility the Consolidation Stage. Stage
5 represents the evolution of a single paradigm for conducting counseling.
Such a paradigm should be based on scientifically validated processes, strate-
gies, and techniques. Once such a model is established, it becomes possible
to build an appropriate theoretical net. From a well-defined theory, the
underlying philosophical propositions can be ascertained, thereby reconsti-
tuting the philosophy to practice internal consistency. Finally, counseling
and psychotherapy will enter Kuhn’s (1970) scientific era. However, not for
one minute does this possibility negate the artistry that will always be a part
of counseling and psychotherapy, because each session is truly a unique
encounter. However, saying that counseling/psychotherapy is an art form
equally does not mean that scientific knowledge should be dismissed or
taken lightly.

As previously mentioned, Stage 4 developments are having a significant
impact on counseling. Part of this impact can be seen in the restraint exer-
cised by theoreticians on further theoretical developments. None has
expressed this better than Lazarus (1976), who calls for a “technical eclecti-
cism” until the profession can grow into its own. Kuhn (1970) proposed that
a true scientific discipline is one where only a single paradigm exists as the
guiding model for the discipline. Counseling currently has no fewer than 250
such competing paradigms (Herink, 1980). Lazarus’ call for a moratorium on
theorizing is appropriate and timely. The effect of deemphasizing theory
building is a granting of freedom from the shackles of model dependency.
The price, however, is the desperate need for a scrupulously delimited re -
search mosaic that can answer the myriad of therapeutic questions that must
be answered if we are to move forward.

By deemphasizing theoretical dependency, the diminution of model
dependency occurs and model boundaries are crossed. Counselors are free
to create a mixture of models or what some identify as eclecticism (Norcross,
1986, Seay, 1978). Such mixture is easily demonstrated and more clearly con-
ceptualized if the various models are loosely classified into one of three cat-
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Figure 3.4. Diagram of the Interrelationships Among Cognition, Affect, and Behavior.

egories (Seay, 1978; 1980b). All approaches, where the primary focus for
change is on thinking processes or mental structures (cognition) such as
Freud’s insight-oriented psychoanalysis and Beck’s Cognitive Theory, can be
grouped together as Cognitive approaches. Other approaches focus almost
entirely on the “felt” level of experiencing, such as Rogers’ Person-Centered
Therapy. Rogers (1964) refers to this felt level of experiencing as phenome-
nological knowledge. These approaches can be classified as Affective. Fin-
ally, the behavioral approaches such as Wolpe’s Behavior Therapy and the
behavior modification movement (Meichenbaum, 1985) will be classified as
Behavior because of the primary emphasis on changing current maladaptive
behaviors. Using such a classification system, it becomes easy to diagram (see
Figure 3.4) the changes that are occurring.

Where the area lines are uncrossed, pure models are represented. These
models emphasize only a single modality such as cognition. Where the lines
do cross, two or more human modalities become the point of focus for client
change, where the first term (e.g., cognitive in the cognitive-behavior thera-
py model) is the modifier of the second term (e.g., behavior in the cognitive-
behavior therapy model). Thus, counselors are crossing model lines to com-
bine theoretical components, strategies, and processes from different models.
The CB component refers to practices that combine the cognitive and behav-
ioral modalities. Thus, the cognitive-behavior therapy movement of recent
years (e.g., Meichenbaum, 1977, 1985) can be understood and explained from



66 Foundations of Mental Health Counseling

this perspective. The CB group emphasizes a modification of behavior, but
they may accomplish the modification by enabling the client to restructure
or otherwise change the way the client thinks first. CA refers to those theo-
rists and practitioners who combine information-processing models of think-
ing with affective models (an approach consistent with the James theory of
emotions) (see Hilgard, 1987) to form a cognitive-affective approach to coun-
seling (Wexler, 1974). The AB designation accounts for approaches that com-
bine the affective modality with the behavioral, such as Krumboltz and Thor-
ensen (1969) and Carkhuff (1969). At this point, few approaches emphasize
equally all three modalities (CAB). Lazarus’ (1981) multimodal therapy ap-
proach stands as an exception. As research continues to identify appropriate
tools and processes for counseling, all three modalities (CAB) can be expect-
ed to play a more prominent role. New strategies are being developed and
will continue to be developed that are designed to address multiple modali-
ties simultaneously. Hopefully, from these efforts a new model will emerge.

Practitioners, in crossing the boundaries of models, are forcing paradigm
shifts to occur. As paradigm shifts occur, theoretically divergent practitioners
are finding common ground in their practices. What the outcome of this
movement will be is difficult to determine, but the profession may be mov-
ing toward a consolidation of paradigms (Seay, 1980b). If so, Kuhn’s (1970)
criterion for a scientific discipline may be achieved in the not-so-distant
future. Once the scientific component of counseling has achieved a strength-
ening of practice, the remaining task becomes one of integrating the artistic
encounter of counseling with its scientifically established practices.

Due to the crossing of paradigm boundaries, counselors can identify a mul-
titude of strategies and techniques currently available for their use. In the past,
counselors rigidly adhered to a particular model for knowledge concerning
appropriate conduct for their counseling practices. Such adherence brought a
measure of security and the ability to communicate with others professionals
of like mind. However, within these models, practitioners were limited in
their ability to utilize strategies and techniques (Seay, 1980b). In fact, practi-
tioners were limited to only techniques identified for their model as being
appropriate methods of accomplishing the goals of the model. The effect of
model dependency is to force all clients who walk through the door to con-
form to the model parameters. Model dependency appears to have ended.
Counselors are much more free to use a wider variety of techniques drawn
from diverse models. A counselor who claims allegiance to one of the human-
istic models of counseling can use systematic desensitization or cognitive
restructuring without fear of accusations of incompetence (Raimy, 1975). By
the same token, it is not at all unusual to find Behavior therapists engaging in
cognitive restructuring or affective focusing (Lazarus, 1976, 1981; Mahoney,
1991). They too will no longer be viewed as incompetent or heretical.
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Paradigm shifts and multidimensional strategies are not the only changes
growing from Stage 4 experimentation. Practitioners are decidedly more
eclectic in their approach to helping people. They seem more willing to use
whatever they deem necessary to help their clients without fear of paradigm
violations. Interestingly, eclecticism comes full circle. Hart (1986) points out
that the origins of eclecticism lies not in the 20th century but in the 19th cen-
tury, where William James in American and Pierre Janet in Paris were part
of a group of practitioners who were decidedly eclectic in their approaches.

Obviously, problems result from a haphazard and unsystematic applica-
tion of techniques. Eclecticism, to be a viable force in counseling, must be
systematic, integrative, and process oriented (Seay, 1978). In lieu of philoso-
phy and/or theory, practitioners must evolve some method of case concep-
tualization to anchor their practices. Examples of case conceptual methods
can be found in Lazarus (1976) and Seay (1978). Another possibility is to
function as if adhering to a particular model (e.g., Client-Centered Therapy)
but still use a greatly expanded repertoire of strategies and techniques that
make sense in light of the presenting client problem and the overall goal of
intervention.

Additional Stage 4 Developments

Another major development that has occurred recently may eventually
change the face of applied psychology. Community psychology, a relatively
recent entry in the field of psychology, has already had a significant impact
on professional practices (Seay, 1983). Community psychology, as the words
imply, is the application of psychological principles to community elements,
structures, and dynamics. The origins of community psychology are diverse,
but its primary impact can be traced to the conditions within the mental
health field in the early 1960s. Because of the recognition that major changes
must occur in mental health delivery, John F. Kennedy, then president of the
United States, signed into law a bill calling for the establishment of commu-
nity mental health centers. These centers shifted the responsibility for pro-
viding mental health services from state-maintained hospitals to the commu-
nity. Psychiatrists, psychologists, and social workers were quick to become
involved in this new movement, but it has taken the counseling profession
somewhat longer to move from a primary emphasis on school settings to the
community.

In many areas of the country, counselors have now earned the right to
take their place alongside other practitioners in community mental health
delivery. In fact, in these authors’ geographical location, counselors represent
one of the largest, if not the largest, professional group. Thus, the communi-
ty mental health movement has opened a new arena for professional
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employment. In so doing, however, the impetus has fallen back to colleges
and universities to upgrade and update their training programs. Counselors
whose training was geared toward schools have found themselves inade-
quately trained for the majority of a community’s mental health needs.
Counselors have found that working in the community necessitates using
counseling skills more similar to those of psychiatrists, psychologists, and
social workers than those derived from the old guidance movement of the
1950s and early 1960s. Where university programs have provided such a
shift in emphasis, counselors are finding jobs even in light of a national econ-
omy that has fallen on hard times with unexpected budgetary restrictions,
lower productivity, massive job losses, and severely reduced employee sal-
aries and benefits (Herrick, Seay, & Seay 2004).

If no other claims can be made, at least the outcome of the community
mental health movement has demonstrated the degree of importance of en-
vironment in the remediation of mental health problems.

Developments in Nontraditional Directions

Delivery Systems

There are many different ways to deliver counseling. However, only three
basic types of therapy are readily identifiable: (a) individual, (b) group, and
(c) family therapy. The distinguishing features of each type are their theoret-
ical nets and their delivery rather than the processes or methodologies
involved.

Individual Therapy: The individual form of counseling/psychotherapy
refers to the processes and techniques for encountering the client in a one-to-
one relationship. The focus of this relationship is on the client and the client’s
modes of experiencing. The methodology of individual psychotherapy is
designed to identify and modify specific aspects of the client’s intrapsychic
(internal), interpersonal, behavioral, and/or environmental dysfunctions.

Group Therapy: The group approach still focuses on the individual but
uses the natural force of group interaction as part of the therapeutic process.
Group members become the primary ingredients of change as each person
discloses “self.” Each member contributes to the process by supporting and
uncovering “self” with other members. The methodologies (e.g., psychoana-
lytic techniques) used in group therapy may not differ greatly from those
used in individual therapy, but the mutual support and the direction that psy-
chological change takes through the group effort will differ extensively.

Family Therapy: Family therapy is the newest form of therapy to appear
on the professional scene. It differs from the other two types in that family,
as an interlocking, interacting system, is the focal point for treatment rather
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than an individual who may be identified as the patient. The systemic inter-
action of the family provides the avenue for intervention and change. In fact,
for many practitioners, the family is the client not the individual family mem-
bers.

The dynamics of the therapeutic interaction differ extensively among the
three types of delivery. The dynamics of family therapy acknowledge that
the family comprises a powerful social institution, and that it has internal sup-
ports and motivational systems for change not found in other types of thera-
py- Family therapy utilizes such forces to impact the family structures and the
family members’ patterns of interaction.

Also as subclassifications of family therapy, marital therapy, divorce ther-
apy, and sex therapy have gained recognition as legitimate approaches to
specific dysfunctions within the family unit. Each of these approaches can be
expected to continue to have an impact on the way mental health counsel-
ing is practiced. Family therapy already has changed how we practice group
and individual therapy. The systems view of human dynamics has entered
mainstream counseling and psychotherapy.

Innovative Models

Counseling models cross-paradigm boundaries by focusing on more than
one modality. The three modalities are Cognition (C), Affect (A), and Be-
havior (B). Models or approaches classified as nontraditional are those mod-
els based on more than one of the basic three human modalities: cognition,
affect, and behavior. Several additional nontraditional systems are described.

Humanistic Behaviorism (A)

Robert Carkhuff (1969) developed a model that follows three process
stages: (a) the facilitation or relationship stage; (b) the self-development, self-
understanding stage; and (c) the action stage. Carkhuff combined aspects of
client-centered and behavior therapy to form the elements of this model.

Personal Science (CB)

Michael Mahoney (1977, 1991) developed a cognitive-behavioral ap-
proach to therapy. Personal Science, the title he used, indicates that the client
performs his or her own scientific investigation into the nature of personal
coping skills and monitors his or her own behavior. Mahoney employs an
acronym, SCIENCE, to describe the therapy process involved. Specifically,
Mahoney’s stages are: (a) specify problem area (S); (b) collect data (C); (c)
identify patterns or sources (I); (d) examine options (E); (e) narrow options
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and experiment (N); (f) compare data (C); and (g) extend, revise, or replace
(E). This therapy process is a basic problem-solving sequence in which the
therapist serves as a consultant and trains the client to use his or her own
resources as a problem solver. By 1991, Mahoney had expanded his ap-
proach to resemble more of a CAB model of eclecticism.

Rational Behavior Therapy (CB)

Maultsby’s (1977) RBT approach is derived from Ellis’ (1973) Rational
Emotive therapy. Unlike Ellis, however, Maultsby employs concerted and
direct effort toward working with the client’s emotionality. The context is still
cognitive, but the techniques that he uses tend to follow a more affectively
and behaviorally oriented therapy. Maultsby employs a five-step process
(Emotional Re-education):

() intellectual insight (created through rational self-analysis);

(2) converting practice (behaving consistently with the newly gained
insight);

(3) cognitive-emotive dissonance (focusing on the gap between what the
client thinks and what he or she may feel that is caused by converting prac-
tice);

(4) emotional insight (feeling right or being consistent in feelings that cor-
respond to the newly acquired rational thinking); and

(5) new personality trait (causing the new way of thinking and feeling to
become as much a habitual and natural way of living as was the old, more
irrational way).

Psychobehavioral Therapy (CB)

Woody (1971) has attempted to combine technique and theory from the
psychoanalytic and behavioral approaches. To some extent, Woody is eclec-
tic in that he is willing to use many of the insight techniques while relying on
behavior modification techniques to enhance transfer of learning.

Cognitive Client-Centered Therapy (CA)

David Wexler (1974) outlined a theoretical modification in Client-Cen-
tered thinking that reemphasized the role of cognition in affective experi-
encing. Wexler draws extensively from Information-Processing Theory as
the basis for his position on the role of cognition. He, like the cognitive
behaviorists, places emphasis on cognitive control. Emotional experiencing
cannot occur without thought occurring first.
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Multimodal Behavior Therapy (CAB)

Arnold Lazarus (1976, 1981) proposed what is probably one of the most
comprehensive methods of combining client conceptualization and therapy
procedures developed to date. Lazarus emphasized that a client utilizes many
human modalities in everyday living. Effective therapy capitalizes on this fact.
Traditional approaches to therapy are usually modality limited (i.e., Psycho-
analysis focuses on cognition, Rogerian therapists on affect, and Behavior
therapists on behavior), whereas no approach fully utilizes all of the human
modalities. Lazarus identified seven modalities, which are summarized by
the acronym BASIC ID. The corresponding modalities are behavior, affect,
sensory, imagery, cognition, interpersonal, and drugs. Lazarus’ method of
therapy was one of the first to identify and use essential problem themes.
These themes were classified according to the BASIC ID category that best
represented the item. Thus far, there is no theoretical base to guide the ther-
apist in choosing useful techniques. Lazarus has emphasized that there is no
therapy process involved in multimodal therapy. A theme is identified and a

technique is applied.

Brief Counseling

With few exceptions, the various approaches to counseling had their ori-
gins in methodologies developed for individual treatment. However, in
recent years, a dire need for brief, crisis intervention methodologies requir-
ing short periods of time to produce meaningful results has come to the
notice of the professional community.

Several reasons exist to explain why this development has occurred. One
of the primary social changes supporting brief intervention is the growing
public demand for mental health services and the corresponding shortage of
professionals available to deliver services. More people require services than
there are services available.

Also, technological and institutional changes are occurring at such a rapid
pace that the human condition is one of accelerating difficulty in adequately
coping (Toffler, 1980). Technological changes are out pacing social- and per-
sonal-value changes. The outcome is a gap between the values produced by
technology (e.g., the meaning of one’s life is brought about through the cre-
ative use of leisure time) and the values attributable to social conformance
and social convention (e.g., the meaning in one’s life is gained by the quali-
ty of one’s life work). The times in which we live are difficult because they
create mental health coping problems. The briefer methodologies offer a less
costly process of remediation because of the limited time involved.
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An additional, but seldom-mentioned, reason is that psychotherapy is a
short-term process for most clients. A review of the literature (Garfield, 1978)
on the average number of therapy sessions revealed that the typical client
remains in therapy for only three to eight sessions. Garfield’s findings are
supported by the more recent literature review by Clarkin and Levy (2004).
In addition, Clarkin and Levy (2004) found that few clients who truly need
psychotherapeutic help actually seek it. Therefore, therapy, in general, is not
the long-term venture that professionals have been led to believe. If the typ-
ical client is to benefit, the benefit must come in a relatively short period of
time. Because these figures represent an average, many clients both require
and stay in counseling/therapy for a longer period of time. After an exten-
sive review of the literature, Lambert and Ogles (2004) concluded that about
75% of all patients improve after 50 sessions, and by limiting the number of
sessions to 10 to 20 sessions, as some insurance carriers insist, patients lack
the ability to maximize the potential benefit available to them.

Another impetus is worth mentioning. The Managed Health Care move-
ment (Austad & Hoyt, 1992; Berman, 1992; Wooley, 1993), with its primary
emphasis on containing excessively escalating mental health costs, is gaining
ground. The movement may result in a complete change in the conduct of
psychotherapy, or it may not last, losing ground to some other cost-contain-
ment method. However, the movement cannot be ignored whether it is best
or not for our patients (Lambert & Ogles, 2004).

Butcher and Koss (1978) have listed several characteristics that seem com-
mon to most brief approaches: (a) the time factor (25 sessions or less); (b) lim-
ited goal setting; (c) focused interviewing (problem-centered); (d) present-
centeredness; (e) active and directive intervention; (f) quick assessment (diag-
nostics); (g) flexibility (eclecticism) in the use of therapeutic tools; (h) prompt
intervention; (i) inclusion of a ventilation process; (j) the therapeutic rela-
tionship (positive transference); and (k) careful selection of clients.

Of the several approaches to brief, crisis intervention, Small (1979) devel-
oped a six-step model that seems to offer promise as a methodology for con-
ducting therapy. The first step is to identify and continually focus on the pre-
senting problem. The second step is to take a personal history to assist in
determining essential characteristics of the client’s situation. The third step is
to establish a therapeutic relationship with the client. This relationship is
essentially the same as establishing positive transference and is accomplished
in a short period of time, even one session. The fourth step is to devise a plan
for intervention which includes strategies (and a wide variety of techniques)
specific to the client and the client’s situation. The fifth step is to resolve or
otherwise work through the problem. This step includes reinforcing the client
for transferring learning outside the specific therapy context. The final step is
successful termination of therapy. Success includes leaving the client with pos-



The Role of Theory in the Practice of Mental Health Counseling 73

itive transference feelings and positive attitudes toward returning if the need
arises. This last step recognizes that therapy is not forever—that people’s life
situations change as they change and develop and as their milieu changes.

A more recent development, but still within the framework of Small’s
model, is Solution-Focused Therapy (SFT). The goal of SFT is to construct
an atmosphere in which clients can generate specific solutions to their pre-
senting problems (de Shazer, 1988; Lipchik, 1990). The fundamental as-
sumptions of this approach hold that clients, in an atmosphere of acceptance
and support, will generate possible positive solutions to their problems. The
therapist functions as a co-facilitator, providing support and a nondefensive
climate. The therapist assists the client through guided and scaled questions
to clarify the problem and to examine situations when the problem is “bet-
ter” or less intense. The therapist reinforces the existing strengths of clients
and the positive and useful ways clients are currently reacting. Therapy
focuses on clients’ assessment of the problem. Clients are entreated to define
clear and specific goals that lead to the generation of client-specific solutions.
There is little focus on the roots of the problem or on the past in the therapy
sessions, and SFT does not use diagnostic categories as a guide to strategies
or treatment. Although originally SFT dealt primary with client’s cognitions
and behaviors, recent authors (e.g., Kiser, Piercy, & Figley, 1993) have
focused more on the role of emotion in the therapeutic process.

Diagnostic and Assessment Procedures

When drastic changes in theory occur, the way opens for difficulties in the
use of old methods and for the development of new methodologies. As shifts
in theory occur, the focus centers more on the practices of counseling than
was true of the past. Nowhere is this more apparent than with diagnosis and
assessment. Psychological testing and assessment appears to have fallen into
disfavor. In some circles, an anti-testing attitude seems to prevail. What im-
pact Managed Health Care will have on this attitude remains to be seen. In
addition, even if diagnosis is underplayed, assessment, whether formal or
informal, must still occur.

Alternative methods are being explored, and new techniques are being
developed. Traditional techniques of diagnosis include a medical exam, life
history questionnaire, projective tests, and paper-and-pencil tests. Recent
trends indicate that therapists are less inclined to use these measures, and
they are less inclined to use the corresponding restrictive nomenclature, pre-
ferring instead to engage in alternative methods of diagnosis and assessment.
Three such alternatives are present. These methods are derivations from cur-
rent theoretical developments, and each is forcing a rethinking of current
theoretical propositions.
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Neuropsychological Assessment

One such alternative that has gained in popularity in recent years is neu-
ropsychological assessment. Neuropsychology is the study of the relationship
between brain and behavior. Neuropsychology acknowledges that human
psychology is related to a physiological/neurological base (Diamond, 1978).
Every human action is caused by some finite physiological or neurological
change or causes some physiological/neurological change. Neuropsychology
has three primary purposes: (a) diagnosis, (b) patient care, and (c) research
(Lezak, 1976).

Behavioral Assessment

Behavioral assessment differs from traditional assessment procedures in
two essential ways: (a) what is examined, and (b) what is done with the find-
ings. The behavioral assessor looks at observable biological, physiological,
and social behaviors to determine how each impacts adaptive functioning.
The behavior assessor attempts to assess the degree to which a particular
behavior (e.g., social relations skills) is present or absent. These behaviors are
then related directly to desired outcomes.

Thematic Assessment

Assessment of major themes that occur in a person’s life offers another
way of understanding the client (Braswell & Seay, 1984; Seay, 1978). Usually
assessment occurs as a natural part of the therapeutic process. Major themes
emerge as clients talk about their problems. Thematic assessment attempts to
translate findings into concrete statements about the various interrelated
themes that tie together the client’s life. These themes are usually interde-
pendent, and assessment should be oriented toward understanding their
interrelatedness. Actual assessment procedures can range anywhere from
paper-and-pencil tests such as the Minnesota Multiphasic Personality In-
ventory (MMPI) to behavioral charting (e.g., frequency of disruptive anger)
to process assessment techniques (e.g., cognitive imagery) to clinical inter-
view techniques.

Methodological Innovations

While counseling methodology per se is not of concern in this chapter,
how it relates to theoretical developments is. The major thesis of this chap-
ter is that theory has and is undergoing radical changes. These changes are
resulting in numerous innovative strategies and techniques. The methodolo-
gy used by practitioners is no longer dependent on theoretical orientation for
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legitimacy. In short, the basis for conducting counseling has expanded con-
siderably. Methodology refers to the processes, strategies, and techniques
used in therapy to create client change (epistemological change). Although
there are numerous methodological advances available, only a few will be
presented here, along with several general references. In addition, because
one of the major themes has been the examination of therapy in terms of
three human modalities, consistency is maintained by subdividing the pres-
entation of methodological innovations according to their use in the cogni-
tive, affective, and behavioral modalities.

Cognitive Techniques

Of the three modalities, the greatest development in technique usage
seems to have occurred in relation to cognition. All of these techniques are
used to modify faulty thinking (irrational ideas, misconceptions, and auto-
matic thoughts), instill decision making, and engage in reality testing (Seay,
1980c). Cognitive strategies include such techniques as advanced therapy or-
ganizers, bibliotherapy, blow-up, cognitive imagery, cognitive rehearsal, cog-
nitive restructuring, cognitive self-talk, covert reinforcement, free associa-
tion, graded task assignments, mastery and pleasuring, paradoxical intention,
rational self-analysis, reality testing, distancing and centering, and repeated
review. Several general references for cognitive techniques are available
(Beck, 1976; Foreyt & Rathjen, 1978; Lazarus, 1981).

Afffective Techniques

Affective strategies and techniques are designed to bring a “felt” experi-
ence into full cognitive awareness so that it can be fully experienced, under-
stood, and diffused. The previous statement is true whether the attempt is to
have the client reexperience a previously difficult “feeling” or to identify
what is being experienced. The techniques in the affective domain include
affective focusing, body awareness, catharsis, emotional reeducation, em-
pathic responding, empty chair, evocative reflections, here and now focus,
iconification of feeling, psychodrama, stress inoculation, ventilation, and
warmth and acceptance. References for affective techniques include Gendlin
(1978), Hart and Tomlinson (1970), Seay (1980c), and Wexler and Rice (1974).

Behavioral Techniques

Various behavioral techniques are designed to focus directly on the ob -
servable behaviors of the client and on the environmental contingencies sup-
porting those behaviors. The behavioral techniques include assertiveness
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training, audiovisual feedback, aversive control, behavioral rehearsal, con-
tracting, decision making, escalation, extinction, feedback, fixed role thera-
py, homework, hypnosis, minimal effective response, modeling, pain con-
trol, reinforcement, relaxation training, role reversal, self-control procedures,
time out, systematic desensitization, and contingency management. Several
general references for behavioral techniques include Foreyt and Rathjen
(1978), Lazarus (1971), and Masters, Burish, Hollon, and Rimm (1979).

Future Directions

A Physiological Basis for Psychotherapy

Of increasing importance is the biopsychological approach to therapy,
which assumes that psychological disorders are related to physiological, pri-
marily brain dysfunctions. The assumptions underlying much of the current
biopsychological research is that all human behavior can be accounted for
by knowledge of the biological mechanisms involved (Uttal, 1978). By under-
standing these mechanisms, it is possible to understand human behavior.

Treatments altering brain chemistry (e.g., drug therapies) have been used
since the 1950s and remain an important treatment approach today. How-
ever, alternate means of altering psychology, such as the use of exercise with
depressed clients, increasingly demonstrate the intricate relationship of phys-
iological and psychological processes. Future research can be counted on to
further elaborate the role of biology in psychological processes.

Community Psychology is an Organizatoinal Model for Intervention

All societies experience psychological casualties. Casualties create a severe
drain on a nation’s economy, and they represent a terrible waste of human
resources. Numerous intervention strategies and programs have been devel-
oped to provide therapeutic relief for psychological suffering and to coun-
teract the losses suffered by society. These efforts, while producing limited
successes, have proved to be expensive and less effective than originally ex -
pected (Rappaport, 1977; Sarason, 1974).

Traditional approaches treat the psychological casualty as victimizer-vic-
tim; that is, the victim is to blame for his or her own difficulties. Professional
thinking has centered on intrapsychic conflicts, interpersonal (affective)
deficits, or maladaptive behaviors (Seay, 1978, 1980b) as the sources for men-
tal illness. Regardless of the external or interpersonal events affecting them,
clients now carry these internalized processes as their own. Person-created
difficulties such as internal conflicts, lack of love and caring, or inappropri-
ate behaviors have resulted in the victim status. Because these conditions are
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internal, they must be treated by changing or otherwise modifying the per-
son. Experience, however, has taught us that, although theories that focus on
human dynamics do result in change, the change may be short-lived, lasting
only until the return of the person to the original environment where condi-
tions and natural support systems work against previously acquired changes.
An example of this dynamic is turning a schizophrenic back to his or her
schizophrenigenic family.

Alternatives to the human dynamics theories have been proposed and
include the social reform/social action movement. Such reflections have led
to attempts to change major structures within society. These efforts also have
been less effective than desired. In many instances, they have been resisted
by the very people for whom they were intended.

An alternative to traditional treatment models is emerging in the literature
(Rappaport, 1977; Sarason, 1976). Rappaport (1977) refers to this alternative
as the psychoecological perspective (theory). From this perspective, mental
health, mental illness, and a host of psychosocial problems such as crime and
delinquency are better understood by looking at the person-environment
interactions. This theory provides a basis for incorporating and solidifying
mental health practitioners and practices. Psychoecology, as applied to the
community, refers to the psychological effects of the interaction between
people and their environment.

The major premise presented here is that historically either the person or
the society has been labeled as sick. Such views place severe limits on the
type of treatment that can be provided. Professionals are encouraged instead
to view the fit between person and community as being in accord, thereby
representing healthy living or being in relative discord and representing
mental and/or social illness (Rappaport, 1977).

Effective treatment, then, must impinge on the interaction between person
and environment. To accomplish the necessary changes, psychoecological
treatment requires the use of strategies designed to modify aspects of the per-
son that contribute to the overall problem. The strategies must be designed
to modify aspects of the environment that provide stress and otherwise hin-
der growth, and strategies designed for problems resulting from the interac-
tion between person and environment.

Seay (1983) has indicated that almost everything in a client’s environment,
including the intrapsychic and interpersonal interactions, can become thera-
peutic. In fact, intervention should occur on a number of levels simultane-
ously. Psychotherapy (individual, group, or marriage/family) should be con-
sidered only one strategy among numerous possibilities when attempting to
help a client modify his or her life functioning. What is necessary for the pro-
fessional community at this time is an organizational model that brings to -
gether all of the different therapeutic intervention methodologies and com-
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munity resources for comprehensive intervention. The professional commu-
nity can no longer afford the limited intervention approaches so characteris-
tic of our past history, where agencies and professionals isolated themselves
away from each other and provided services from only their limited per-
spective, thereby effectively ignoring the contributions that could be made
from other resources.

Seay (1983) presented an example of a theoretical and an organizational
model for psychoecological delivery based on targets of delivery, sources of
psychoecological effects, and services to be delivered. Seay’s model identi-
fied the target areas for mental health delivery as Primary (direct preventive
interventions), Secondary (remediative), and Tertiary (aftercare) Prevention.
These areas are consistent with the recommendations of Caplan (1964).

The psychoecological environments or sources of intervention were: (a)
residential, (b) community/society, (c) educational, (d) business and political,
and (e) the private sector. Together these five areas constitute most of the
major environments of clients.

Identified services required for the model were: (a) psychotherapy (includ-
ing individual, group, and family), (b) consulting, (c) educational program-
ming, (d) coordinating the various systems in operation, (e) environmental
structuring/restructuring, (f) community networking, (g) advocacy, (h) refer-
ral, (i) professional training, (j) psychodiagnostics, (k) research and evalua-
tion, and (I) funding.

The intent of this tripartite model is to bring all therapeutic intervention
methods under one organizational model. Thus, counseling/psychotherapy,
marital and family therapy, drug and alcohol therapy, environmental re-
structuring, funding, community health centers, and a host of other strategies
are simply strategies in the larger intervention system of community mental
health. Whether this model or some other similar model can accomplish its
intended goal remains to be demonstrated. However, the idea offers great
potential for organizing the mental health field. The model also provides the
opportunity to bring the five core providers under one roof and on an equal
status basis because each would provide unique aspects of the model.

Perhaps psychoecology can provide the necessary organization that is cur-
rently so lacking in the field. Certainly, the field needs an organizational net
that will allow all of the various practices and practitioners to function in con-
cert.

UNIFIED PARADIGM FOR MENTAL HEALTH COUNSELING

As practitioners use mixed models of therapy to guide their practices, the
face of mental health counseling is forced to change. What are the short- and
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long-term effects of these changes? One such effort is the movement away
from the Philosophy — Theory — Practice paradigm in favor a “technical
eclecticism” that, to some extent, ignores philosophical and theoretical foun-
dations. Abstinence from theory and philosophy frees the practitioner to use
a wide variety of strategies and techniques. In examining the use of mixed
models, it would seem that the diversity of therapeutic views is slowly
becoming more similar. A single paradigm for therapeutic intervention may
eventually emerge. Arguments against an emerging unified paradigm are
based on the idea that existing models are drawn from irreconcilable philo-
sophical positions. Although therapists may agree on practical theory proce-
dures, they will never agree on a unified philosophical or theoretical base for
those procedures. Using existing philosophies (Seay, 1980b), this argument is
undoubtedly valid. Traditional philosophies are, in many instances, in direct
opposition to one another. They all cannot be true. Nothing short of devel-
oping a new philosophy, one that can reconcile the different views of human
behavior, increasingly has distinct possibilities. In the past, philosophical
beliefs have evolved from day-to-day living and practices. Philosophy is the
explanation of the abstract human being. Thus, by developing a scientific
approach to conducting therapy, it may become possible to build a theory of
human functioning around those practices. From theory, a philosophy
becomes possible.
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Chapter 4

INTEGRATING THEORIES INTO PRACTICE

DAVE BORSOS

INTRODUCTION

ounseling or psychotherapy is a fairly new “science.” The idea of using

words and human interaction to improve or cure various human mal-
adies is revolutionary as a method of healing. Still now, 100 years after Freud
got us started, many people still scoff at this idea or believe totally in better
living through “psychochemistry.”

One of the “problems” in our new science is that it has a splintered and
fractured nature. There are many counseling theories available to us; all
insist on their individual superiority and efficacy. The truth, in both practice
and research, is that no one from Freud to Beck and back has proved itself
to be the one best therapy or the one and only way to understand and help
others through their psychological travails. Prochaska and Norcross (1994)
have stated that, “no single definition of psychotherapy has won universal
acceptance” (p. 5). As the American Psychological Association once quoted
the dodo bird from Alice in Wonderland, “All have won and all will have
prizes.” Basically, there is some truth, effectiveness, and failure in all theories,
methods, and individual schools of counseling.

However, our science has progressed to the point where we need no new
theories that are just variations on existing themes. What we need now is a
logical, effective way to bring it all together in a unified, integrated way. Our
field’s search for psychological truth has been like the story of the seven
blind men all feeling different parts of the same elephant, convinced he has
the whole picture of the beast. Each of our theories has been convinced of its
“truth” in relation to the understanding and counseling of human problems.

83
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“It’s the unconscious . . . No! The early maternal bond . . . No! The exis-
tential angst.” “No, it’s the belief systems . . . the family system . . . the envi-
ronment, the conditioned responses,” as if we were so many lab rats or
pigeons.

In reality, humans are all of the above and more. Their lives are all of the
above as are their problems and pathologies. What we need now for our pro-
fession and our clients is a way to bring together 100 years of counseling and
therapy theory. We need a confluence and integrating of ideas, not a dog-
matic loyalty to one. We need to more accurately explain only two things:
How do people get psychologically ill and how can we help them improve?
We need an integrated model of psychotherapy. This chapter is an attempt
to do just that.

The Relationship

Research has consistently and reliably demonstrated that the therapeutic
relationship, the real, human bond between counselor and client, is the
essential factor in successful counseling (Hubble, Duncan, & Miller, 1999;
Prochaska & Norcross, 1994). People come to counseling to explore various
aspects of the self, particularly those that are dysfunctional, pathological, or
just hurting. They are confused, sad, anxious, and unable to help themselves.
Their pain pushes them to make an ultimate leap of faith—a leap to you as a
counselor or therapist. They make the tentative step to trust the most pow-
erful and intimate parts of their lives to a perfect stranger. We have to be
ready for it, ready to handle it all humanely and compassionately.

So you can see how our ability to form a safe, trusting environment is cru-
cial for our clients and their willingness to reveal their hidden, hurting selves
to us. They need to feel accepted for who they are in all of their self-per-
ceived flaws and failures. They need to feel accepted not only by you as the
professional but also by themselves as individuals. They’ve been hiding and
fighting shameful, painful parts of the self for years. Therefore, they need you
to help them to accept and feel safe with themselves and the growing explo-
ration and critique of the self. If the counselor can accept them as they are,
they can learn to as well. Certainly, this is easy to say yet difficult for most of
us to do. Who has taught us the most about accepting others as they are and
helping them do the same? Carl Rogers (1942, 1951, 1957, 1961) has taught
us the most about forming and keeping that therapeutic relationship, which
he saw as simply a human one.

His qualities of genuineness, empathy, unconditional positive regard, and
a nonjudgmental attitude are key elements to forming that trusting relation-
ship. As a client reveals some painful or shameful information about himself,
he notices the counselor accepts it and does not criticize him for it. The coun-
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selor empathizes with the pain and, with a genuine warm and caring de-
meanor, encourages the person to continue. He or she usually does.

As the client grows in trust and feelings of safety, he or she reveals more
to the counselor and to the self. This process enables us to proceed with the
next part of the therapy—getting the facts of the person’s life, hearing him or
her tell the story more and more intimately and with greater detail. We are
trying to collect data. We are mining the story of the individual’s life in a
framework of safety and trust to reveal the important details so we both can
work with them.

Besides our empathetic counseling demeanor, we use other Rogerian-style
interviewing techniques to keep the client talking. We use open-ended ques-
tions or statements to explore a story. We use “How?” and “What?” questions
that require elaboration and revelation. “How did the fight with your wife
begin?” or “What events led up to the fight?” will draw out more data than
closed-questions such as “Did you fight about money?” or “Whose fault was
it this time?”

Try to avoid “Why?” questions. They have a tendency to sound accusato-
ry, attacking, or even parental and authoritarian. Note the difference in tone
between “Why did you fight with your wife again?” and “What events led up
the fight?” Say them both out loud. Can you hear the difference?

Other counseling, interviewing techniques in the Rogerian style include
paraphrasing the content of a story, reflecting the emotional content, using
encouragers like “I see” and “Please continue,” summarizing, and focusing
on an area of concern. The safer the client feels, the stronger the counseling
bond will be. The stronger the bond, the more the client will risk exploring
and revealing his life story to you. The more data that are revealed, the more
you can work with the material and help a client change toward a healthier
behavior.

Yet now comes the next phase of counseling, perhaps the hardest part.
What do we do with all of those client data, with all the details of his or her
trials and tribulations? For some clients, simply telling all in the empathetic
environment is enough. Carl Rogers (1957) always thought that this was suf-
ficient. Yet it usually is not enough for most clients. We need to work with the
material of a person’s life in some meaningful way. As Prochaska and Nor -
cross (1994) stated, we must combine some kind of action with the growing
insight and awareness of the client. We have to do something!

Our psychology libraries are bursting with theories on how to work effec-
tively with all of the client’s therapeutic material. Clinicians and theorists
from Adler to Volpe, from Freud to Frank and all of the Perls of wisdom in
between, are promoting their particular version of how people get psycho-
logically ill and how to help them get well again. The balance of this chap-
ter shows you how each one can be integrated with the others to help you be
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a more effective and versatile counselor. You will be able to help more peo-
ple more often and not just the ones’ who fit well into one particular theo-
retical orientation.

Understanding and Using Cognitions

While forming the treatment relationship and eliciting as much of the
client’s story as possible, the effective counselor must listen with the “third
ear” for patterns in the client’s material. We must listen for patterns of posi-
tives and negatives, strengths and weaknesses, and certainly for patterns of
pain, pathology, and dysfunction. All of our modern theorists have simply
decided to organize those particularly human patterns by a few main cate-
gories: cognitions, conditioned behaviors, unconscious processes, relation-
ships, emotions, coping, and decision-making processes. Each theory empha-
sizes one or two over the others, yet the treatment experience has taught us
that we are composed of all of these parts and more. Each has part of the ele-
phant, but no one describes the whole being. The effective counselor should
work with all of these components of our clients in a flexible but integrated
way according to their individual needs and pathologies.

Albert Ellis (1973) and Aaron Beck (1972, 1976) are contemporary theorists
who have accented the role of our thoughts, belief systems, and cognitions as
the cause of pathology. The two most widely researched theories on all of
counseling are Beck’s Cognitive Therapy and Ellis’ Rational-Emotive Thera-
py- The main premise of both is that how we think leads to how we feel and
behave, whether functionally or dysfunctionally.

Cognitive approaches may nod a little to the role of parents, family of ori-
gin, culture, and other influences on the person’s belief systems but insist the
origins are irrelevant to understanding and changing them. For example, a
person who continually believes that “I am worthless and unlovable” will
therefore feel depressed and behave in a depressive manner by crying, iso-
lating, or not eating. The cognitivists work at identifying and changing pat-
terns of dysfunctional or irrational thoughts. They ask for proof of the dys-
functional belief, dispute it, and teach the client to replace it with a belief or
thought that is more functional and believable. The client who believes him-
self worthless and unlovable will be asked to show the (nonexistent) proof of
this belief and then taught to rethink his beliefs about the self in a more pos-
itive and functional way. “I am a loving and capable person who does have
accomplishments in my life.” These rethinking, cognitive approaches have
been shown to be effective with a variety of problems: anxieties, addictions,
mood disorders, and lately even with borderline personality disorders, to
name a few (Ellis & Dryden, 1997). It must be noted, however, that a good
therapeutic relationship has been shown to be crucial for successful cognitive
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work (Burns & Nolen-Hoeksema, 1992).

As an example, I had a client named Turner whose chief complaint was
an extreme tension in his body, especially the jaw. He was irritable, his mar-
riage was suffering, and his job was quite stressful. He was the only northern
representative of a company located down south. He had to trouble-shoot,
service, and handle the complaints about their equipment in a large tri-state
area. His superiors kept putting him in no-win situations by demanding he
go to fix unfixable problems, get the equipment to provide services that were
not part of the normal equipment package, and keep everyone happy from
the sales staff to the customers—even if he had to lie to do it.

Turner was also an obedient, hard-working perfectionist who believed he
should be able to do all that his superiors demanded, on time, perfectly, and
with a smile on his face. The impossible demands of the job ran directly into
his beliefs of obedience, being a good worker and being perfect in all he did
(“I should be able to please my bosses . . . and do it all perfectly”). The result-
ing collision of opposing mental forces squeezed him into a constant state of
tension, which settled painfully into his jaw and his marriage.

After weeks of treatment, a breakthrough occurred when he truly realized
that his cognitive patterns of “shoulds” and “musts” were hurting him. We suc-
cessfully disputed these beliefs, especially in relation to his job’s impossible
demands. The tensions in his jaw and his life began to relax as he learned to
rethink the harsh demands he put on himself. He started to believe it was okay
to be imperfect, and make mistakes, and that he didn’t always have to bow to
the will of the authority figures in his life. He successfully completed treatment
in three to four months relying on the cognitive approach to counseling.

When working with the people who come to you for help, you should be
listening for some of these patterns of dysfunctional belief systems and cog-
nitions. They often revolve around certain common and almost predictable
absolutist beliefs like perfectionism, black-and-white thinking, overgeneraliz-
ing, needing to always be liked or loved, feeling worthless, looking through
rose-colored glasses, blaming others for our own feelings, self-condemnation,
personalizing everything, and catastrophizing, to name a few. You must help
your clients detect their irrational beliefs, dispute or debate them, and sub-
stitute and practice more functional beliefs while learning to discriminate
between rational thoughts (“I will work hard to get my assignment done but
I am not a failure if I’'m late”) and irrational ones (“My life is ruined forever
if the boss doesn’t like this proposal”) (Dryden, 1995).

Understanding and Using Behaviorism

Other theorists have proposed other ways to understand and conceptual-
ize the patterns and pathologies of human life. Behaviorists such as Skinner,
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Wolpe, Watson, and Pavlov have used animal and human studies to explain
all human behavior, including psychopathology, as learned or conditioned.
Therefore, they propose that all dysfunctional behaviors can be unlearned or
extinguished through the behavioral principles of classical or operant condi-
tioning.

The classical conditioning theories of Pavlov have shown that some
behaviors can be learned or “conditioned” by pairing them with uncondi-
tioned stimuli like food. Watson and Rayner (1920) extended this experiment
by conditioning a young boy to have a phobia of anything white and furry
by pairing his startle response with white lab rats. This is, of course, an exper-
iment we would not do today because of stronger ethical considerations for
our subjects. Anyone who has ever developed a fear of driving after a car
accident knows the power of unconditioned stimuli and their resultant con-
ditioned responses.

These behavioral observations have led to counseling techniques such as
relaxation exercises and systematic desensitization, which pairs relaxation
responses with a phobic object. My client, Earl, was a construction worker in
high-rise buildings. “Coincidentally,” he developed a phobia of elevators. He
literally spent months running up and down dozens of flights of steps to get
to his work site in the upper reaches of buildings. Earl had the best cardio-
vascular fitness of all my clients, but was of course miserable as a result of his
pathological fears. He responded best when I taught him relaxation exercis-
es and paired them with trips to actual elevators nearby. He gradually
learned to relax in their presence, sitting in them, then with the elevator
moving, and then moving to higher and higher floors. He never really
learned to “love” elevators, but he was able to return to a more normal work
routine. No exploration of childhood trauma or analyzing patterns of dys-
functional beliefs was necessary. Counselors can successfully use such condi-
tioning models of counseling to treat various anxieties, insomnia, pain man-
agement, and even the cravings of addictions.

Another behavioral technique is that of operant conditioning most associ-
ated with B. F. Skinner (1974). He proposed that all behaviors, including feel-
ings, are learned and repeated because they are somehow reinforced or
rewarded in the environment. Therefore, they can be unlearned or extin-
guished by removing the rewards or reinforcements.

Therefore, a client’s pathology will only continue if it is somehow being
reinforced by the world around him. The depressed wife may maintain her
symptoms because it causes her husband to be more loving and considerate.
The “problem child” acts out at home because it is the only way to get mom’s
undivided attention. Herbert develops anxiety at home because when he
does he is rewarded with a reduction in responsibilities and workload.

Behaviorists using this model look for the patterns that reinforce patho-



Integrating Theories Into Practice 89

logical behaviors. They attempt to bring them to the attention of the client
and introduce healthier patterns to accomplish the same goals of attention or
work reduction. Every token economy and every contingency contract is
based on the principles of operant conditioning. These ideas build systems
(new patterns) of rewards and punishments to shape pathological behavior
and develop healthier behaviors.

Another aspect of Behaviorism is Social Learning Theory as developed by
Albert Bandura (1969, 1971). This idea proposes that behaviors are not just
conditioned or reinforced, but that people also learn new behaviors by
watching others and modeling their behaviors on that which seems somehow
desirable. Children learn aggressive behaviors by watching it modeled in
others or on television. Drug abuse is learned by watching peer group mem-
bers model it with apparent pleasure. A client learns depression by watching
a depressed parent live that way all of their life. The antidote, then, to patho-
logical behavior is to watch a more functional behavior as modeled by the
counselor, by another person in life, or perhaps even by a group member.
Yet it is still only a single part of the view of the elephant.

So the behaviorists have taught us that all behaviors, functional or dys-
functional, are learned by interactions with others that condition or model
patterns within us. Treatments include relaxation exercises, imagery, system-
atic desensitization, reinforcement contingencies, positive role modeling, and
token economies.

The Cognitive and Behavioral Theorists Meet

In recent years, the cognitivists and behaviorists decided they really could
work together without contradiction; they could join their disparate views of
the elephant of counseling. Both looked at human patterns of thoughts and
behaviors that were learned. Both saw their particular approach as psychoe-
ducational, time-limited, and targeted at specific, measurable problems
(Corey, 2001). Both saw their approach as more scientific, measurable, and
observable than that grand-daddy of counseling theorists, Freud.

So, the Rational Emotive Therapy (RET) of Albert Ellis became Rational
Emotive Behavior Therapy (REBT) and the Cognitive Therapy (CT) of Beck
became Cognitive-Behavioral Therapy (CBT). This is a successful integra-
tion of counseling theories. New counselors are being trained to discover
their clients’ patterns of dysfunctional thoughts and behaviors while learning
interventions from both approaches. During the past 20 years, many well-
known theorists taught an integrated model of cognitive and behavioral ther-
apy. It was demonstrated that a client could challenge his core, dysfunction-
al beliefs during a panic attack while practicing a relaxation exercise. In addi-
tion, a depressive, withdrawn person could challenge his thoughts of worth-
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lessness while still learning assertiveness techniques to teach him new behav-
iors.

Arnold Lazarus (1976) also developed his model of integrating cognitive
and behavioral approaches, which he calls Multimodal therapy. It empha-
sizes using various techniques based on his construct of the BASIC ID. This
acronym stands for behavior, affect, sensations, imagery, cognitions, inter-
personal relations, and drugs/biological factors. He suggests ways to assess
the pathology in each of these areas of life as well as ways to intervene in
them. Lazarus gives a little more attention to affect and emotion than others
who have been mentioned. Yet, I always got the feeling he does it begrudg-
ingly and prefers to emphasize behaviors and thought patterns while moving
quickly through emotional content and client history. A main part of the
whole elephant is still missing.

Understanding and Using Psychodynamic
Theories and the Role of the Unconscious

However, this leaves the developing counselor with the long shadows of
Freud and other psychodynamic theorists. These theories posit that much of
human behavior is controlled or motivated by patterns of unconscious pro-
cesses, unconscious conflicts, emotions, and introjects. They also say that the
best way to help someone change his or her unhealthy behavior is by mak-
ing these unconscious patterns more conscious, thereby allowing the client
to “work them through” and reintegrate them into his or her personality
rather than deny or suppress them (Freud, 1949, 1963). Working through is
a process of developing insights into past problems, family of origin issues,
and repressed memories or feelings and understanding how they still impact
one’s life in the present. This allows a release of unconscious conflict and the
development of new patterns of feeling and acting that are more functional
than the prior ones. Modern psychodyamic theories that look at a client’s
past are not just archeological expeditions that spend years mining old hurts
but active approaches that help connect one’s past events to current prob-
lems.

The effective counselor may be short-changing himself and his clients’
chances of success if he relies exclusively on cognitive-behavioral approach-
es to treatment. Not every client requires in-depth counseling, but many do.
The counselor should always inquire about parental relationships, family
dynamics, emotions, unfinished business, unconscious processes, defense
mechanisms, and the like.

There are far too many of these theorists to review in this short space. The
evolving writings of Freud take up a large bookshelf on their own. His fol-
lowers and contemporaries such as Abraham (1927), Sullivan (1953), and
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Jung (1966) could take up another large room. Others have used Freud as a
launching point to adapt, add to, or expand his ideas into many different and
useful directions. These include people such as Fritz Perles and Gestalt Ther-
apy (Perles, 1969, Zinker, 1978), Alfred Adler and his Individual Psychology
(1958), the Object-Relations Theory, Self-Psychology, and Short-Term
Dynamic Therapies of people like Davanloo (1978).

It may be impossible to master all of these various approaches to counsel-
ing, yet one does not really need to as an effective counselor. It is possible to
look at the commonalities, the patterns of these theories, and apply them in
an effective, efficient, and integrated way to your clients’ problems. All of
these theories require the client to become aware of and understand the
events of his early life and how they impact his behavior today in the here
and now. All of these theories look at unconscious processes, motivations,
and the effects of early relationships on how we relate to ourselves and oth-
ers. Each psychodynamic writer has a slightly different perspective on these
processes, on their piece of the elephant. Let’s look at some of the ideas that
can be readily used with clients.

Freud (1949) originally proposed that pathology is a result of unconscious
conflicts deep in the mind. These conflicts created anxiety that must be
defended against through defense mechanisms and through the formation of
symptoms such as a phobia or conversion disorder. The conflicts were seen
to be between the natural drives or instincts found in the id and the inhibi-
tions or learned restrictions of the super-ego or conscience. Our sense of self,
our ego, was left with the task of managing these conflicting forces, some-
times successfully and oftentimes dysfunctionally.

He asserted two primary id instincts: eros and thanatos or the life and
death instincts. The life instinct includes such processes as loving and con-
necting to others, preserving life, nurturing, caring, and sexuality. The death
instinct includes our more destructive tendencies such as the fighting
response, anger, hate, and/or aggression.

The opposing super-ego is constructed from the incorporated rules and
regulations of our parents, family, religion, and culture. We all, of course,
have such lists in our mind to help us know right from wrong and to guide
us in making good decisions in our lives. We run into trouble when these
rules are overly restrictive, punishing, or inhibitive.

When Freud listened carefully to his (mostly female) patients, he observed
that their natural sexual urges were being inhibited by their overly proper,
restrictive, and punishing consciences. Their internalized rules learned from
their proper Victorian mothers consistently told them that “Nice girls don’t
have sexual urges . . . only bad women do.” Yet of course their natural sex-
ual urges existed and sought expression. He saw this battle between sexual
expression and sexual repression as an unconscious conflict and the source
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of the hysterical paralysis and other anxieties of these clients. He also start-
ed to notice that talking through these conflicts led to insight, understanding,
and emotional release, which led to symptom relief.

Today’s counselor may not find many people with internal conflicts
around sexual expression, but it will always be useful to look for other poten-
tial conflicts in your clients’ lives of which they are unaware. Perhaps there
is a great, suppressed anger toward an abusive father that is contributing to
a depression. Perhaps there is an unmourned grief or sadness over a parental
death or abandonment. Perhaps the client has never allowed herself to ex-
press the ambivalent, love-hate feelings she has for her stepdad.

I once had a client who, although depressed, could smile broadly while
crying her eyes out. This was her inner conflict expressed widely across her
face. She wanted badly to believe her family was perfect and good for her
while avoiding the reality that she felt abandoned with her mom’s death and
her dad’s subsequent emotional detachment from her. With some months’
work, she was able to release, accept, and work through these conflicting
emotions.

A useful technique instituted by Freud is that of free association (Freud,
1963; Kris, 1982). This simply encourages and allows the client to say any-
thing and everything that comes into his or her mind without censorship,
without holding anything back. It requires the person to express all inner
thoughts, feelings, and memories without inhibition. Through this process,
the individual is able to explore deeper and more hidden parts of the self that
can illuminate unconscious processes and make them accessible to change.
Although Freud never mentioned it, what can enable or encourage a person
to explore and expose secret and possibly hurtful parts of the self? A secure
and trusting relationship to a counselor whom is nonjudgmental, positively
regarding, and empathetic. The safer a client feels, the better able he or she
will be to explore unsafe, painful areas that need attention. So we see that the
concepts of Rogers and the treatment relationship are compatible with clas-
sical Freudian approaches.

Later analytic traditions developed other useful ways to explain and
examine unconscious patterns. The Object-Relations School (Horner, 1991)
asserts that our early relationships with our primary caregivers are crucial in
understanding human development. A growing infant/child takes in mes-
sages about the self and the world around him or her from those who are car-
ing for him or her—usually the parents. If the messages are primarily those of
safety, security, self-worth, nurturance, and caring, then the individual will
grow with a positive and healthy self-image and a healthy, realistic approach
to relationships with others. If the child grows up with predominating mes-
sages of being unloved, worthless, bad, or ashamed, he or she will grow up
with a self-image that is negative and a view of others as dangerous, reject-
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ing, hurtful, or untrustworthy. These views become part of the conscious and
unconscious personality of the individual and influence the patterns of how
he or she acts in the world, with others, and with the self (Mahler, 1968).

For example, it is easy to see how a person who has internalized lifelong
messages of worthlessness and shame could develop depression or relation-
ship problems. Or with another person, we can see how he may act out his
inner hurtful, rejecting messages by trying to hurt others with violence,
crime, or psychopathic behaviors. Perhaps an individual has developed a
sense of self that requires the constant pleasing of authority figures to feel
self-esteem. This person could live in a constant state of anxiety over need-
ing to always do the right thing or fear being punished or demeaned. These
lifelong messages also substantially overlap the cognitive therapy idea of irra-
tional thoughts or negative schema. Striving to please authority figures to feel
worthwhile is really the same as having an irrational belief that says, “I must
always please those in charge or I am bad.” So there is a certain conjunction
of ideas from the cognitive and psychodynamic theories of counseling. Both
are talking about inner parts of the personality that contribute to pathology.
One calls it a belief system or schema, whereas another calls it an incorpo-
rated object relation. Both approaches seek to bring this pattern to the aware-
ness of the client so it can be changed for the better. The techniques of
change differ, but I believe one can effectively work from both models at the
same time. The counselor can have a client challenge and restructure his or
her thoughts while later in the session try to uncover the origin of those
thoughts and early negative experiences.

A useful idea emerging from this approach is that our early relationships
set up an inner pattern or template for relating to the world and ourselves.
We act out these patterns in our relations to others. Therefore, we can learn
a lot about an individual by having him or her talk about personal relations
with others over the years and what made them work well or poorly. We may
discover that a person who has a strong sense of rejection and worthlessness
will constantly set up relationships to fail by rejecting the partner before he
or she gets rejected. Another person may be struggling with an intense fear
of being criticized as mom always did to her or him. These fears led the indi-
vidual to rarely say anything that led people to criticize her or him as being
aloof or snobby, thus depressing and isolating the person even more.

One client I treated spent 45 years of her life actively hating and rejecting
the parents and stepparents whom had raised her. Unfortunately, this led her
to be constantly rejecting the aspects of herself that were like them. She was
depressed and self-defeating throughout her life because she never devel-
oped a sense of her real identity on which she could rely. She was always liv-
ing “not” to be as they were but not knowing then who she was. She devel-
oped a false front of a self, an inauthentic self, that made her believe she was
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“heroic” in her struggles, above the petty needs of everyone else, and not in
need of anyone to make her life more satisfying. Improvement only came for
her when she became aware of her patterns of relating and began to accept
the walled-off and hated parts of herself.

The object-relations ideas expand the original Freudian ideas of drive the-
ory by making the urge or “instinct” to form relationships the main impetus
to how we develop. The relationships we form will include loving and
destructive aspects. But the unconscious processes and patterns we introject
through our early developmental years become a crucial part of our mental
health. Exposing, exploring, and reworking those patterns become the key
to change, and that work must occur in a new, trusting, and nurturing rela-
tionship with a counselor. Not only can the client explore the repressed or
denied parts of the self and change them, but he or she can also absorb new,
healthier qualities from the counselor who is a constant, safe, and empathic
person in the client’s life.

These ideas certainly overlap the original Freudian concept of transfer-
ence. The concept simply states that an individual will have a tendency to act
toward others as they would have acted toward powerful figures in his or her
past. This interaction takes place in the counseling setting also. A client will
have a tendency to treat you in a manner that is reminiscent of how they
treat other authority figures in life. Noticing that pattern and helping the
client to realize it will greatly help them understand themselves and change
his “automatic” transference reactions to others. So a counseling session can
become a great incubator where a client will act out some of his or her char-
acteristic patterns of development and relationship. The effective counselor
can then guide the person toward insight and restructuring the unhealthy
aspects of these patterns.

After some time counseling Cindy, I noticed she had a pattern of coming
into the session and reporting on her life in a matter-of-fact way that sound-
ed like she was reading from a book report. She would then sit back and wait
for my approval of a job well done. Feeling that our relationship was strong
enough to challenge her, I pointed out my observations that her revelations
were report-like, detached, and emotionless. She immediately became angry
and cried that she thought “that’s what I wanted” and that I was “impossible
to please.” As we talked this through, she accused me of being like her moth-
er, who wanted to know everything but was never happy with anything. This
led to deeper and more personal revelations about her relationship with
mother and its effects on her self-image as someone who could never meas-
ure up. Cindy had tried to feel better about herself over the years by using
sexual promiscuity and generous doses of cocaine. Clearly, Cindy had trans-
ferred some of her thoughts and feelings about her mother onto the coun-
selor, and we were able to use that process to help her gain increased insight
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into her unconscious or inner feelings about herself. Bringing something
from the “inside” of a person to the “outside” where it can be handled is a
potent tool for the counselor. It allows the client to rethink and refeel the
issue, and it robs it of its power over the person; the negative influence is
defused.

There is an important caution about the need for therapeutic insight and
emotional release. Even Freud noticed that insight was rarely enough to
change a person for good. Your client must use the knowledge gained in ses-
sion outside in his or her daily life. The person must act on the insight; he or
she must consciously behave and think differently in situations that were
trouble before. So for Cindy, after the session above, she was encouraged to
notice other places in her life where she behaved in a subservient, childlike
manner and make conscious attempts to act more appropriately, more adult-
like. She was to notice if her fear of “mom’s” criticism emerged to inhibit her
and remind herself that she was safe now and a competent adult who could
act on her own judgments. We also identified some areas of life where this
could happen: with mom still, at work, or with a new boyfriend. We then
practiced some new healthier behaviors in the safety of the counseling office.

This is the “working through” of a person’s issues in vivo. One can also
see that the counselor is using cognitive rethinking techniques and behavior-
istic role-plays to help strengthen the changes that became apparent during
a more psychodynamic session. The counselor can effectively use integrated
approaches to promote positive changes in people. The effective counselor
can “insert” techniques from other schools of thought as needed and as they
fit with the client’s current issues. The counselor is cautioned to use various
techniques only if they are appropriate to a current issue. One must have a
plan in mind for using techniques and should not just use them randomly or
to “see what happens” or because you just had a training in some new idea.
Integrating various counseling schools means we must do it in a sensible,
planned way that fits with a client’s needs and therapeutic goals.

When using psychodynamic or analytic ideas to explore someone’s past,
it is still crucial to note that we use the information, memories, and feelings
to help illuminate the client’s current life and problems. We are helping a
person understand the causes and effects of their developmental history not
to blame others but to facilitate change. People find it easier to change when
they understand and “own” more of their personal story. There is always an
internal consistency to a person’s life story. Events occur in relationship with
others during the vulnerable, early years and individuals react in character-
istic ways that become reinforced and internalized more with time. This is a
human process that we all go through. For most, the patterns are substan-
tially (not perfectly) healthy and life-affirming. Our patterns become so in -
grained and automatic that we are usually unaware of them unless they cause
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us trouble and we work them out in some positive way.

Again, the theme of this chapter is that we can understand our clients’ pat-
terns from cognitive, behavioral, and psychodynamic perspectives and effec-
tively integrate the various approaches depending on the particular needs
and story of a client’s life. The counselor who is attuned to his or her client
will be actively listening for the patterns, causes, effects, and internal consis-
tencies in the story. Almost simultaneously, the counselor will be evaluating
the best way to address the unhealthy aspects of the story. Will a cognitive
restructuring suffice? Should I do a role-play? An empty chair technique so
Cindy can express her anger at mom? Do I need to go more deeply into fam-
ily of origin issues to help capture some lost parts of the self and flesh out the
story more fully? The directions rely on the counselor’s clinical judgment
and experience. The approach of the counselor also depends on the client’s
reactions to what has been done so far. If the person’s anxiety is not respond-
ing to continued relaxation exercises, then do something different and
grounded in an accepted theory. One can investigate cognitions and insert a
cognitive restructuring around a possible irrational belief that is causing the
anxiety. If ineffective, one must look more deeply at possible unconscious
conflicts or dysfunctional early relationships.

INTEGRATING THE THEORIES

As we have seen, the cognitive theorists have joined the behavioral to give
us the beginnings of an integrated theory of counseling. This approach sees
no contradiction in being able to conceptualize a person’s problems from a
behavior model as well as one that emphasizes cognitions. Yet this, I believe,
still does not fully give us a picture of the elephant. It is time to blend these
ideas with the deeper, psychodynamic theories. Wachtel (1977) began an ele-
gant process of pointing out how the concepts of psychoanalysis and behav-
iorism actually overlap, except for the vocabulary. For example, he shows
how the process of systematic desensitization is really similar to the process of
a client continually free-associating to deeper memories and experiences of
his anxiety (dynamic desensitization). He also noted that the changes from the
analytic approach generalized more readily across other situations in a per-
son’s life and that it was always crucial to combine insight with some action.

This blending of ideas will give us an integrated view of individuals as
composed of thoughts and behaviors as well as unconscious processes and
feelings. All of these components are needed to understand psychopatholo-
gy and help people change. This is not to say that all approaches are equal-
ly important all of the time. Different populations need different approach-
es. For example, children respond better to behavioral or family-centered
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approaches than anything deeply analytic. Many other people respond well
to briefer cognitive or cognitive-behavioral approaches. However, for the
many who do not, we need to integrate all the available counseling tools into
our toolbox. We need to operate from an “integrated model of psychothera-
py.” Let’s use a real-life case study to elaborate this idea.

Case Study

Nick comes to counseling as a 30-something, White, middle-class profes-
sional who works from home. He is happily married and has three young
sons, ages 6, 9, and 11. Nick has also been suffering from panic attacks with
agoraphobia for many years. They have been scary enough to put him into
the emergency room a few times out of fear of a heart attack. They are upset-
ting his home life and interfering with his ability to venture out with his wife
and kids. They are restricting his work opportunities because he can only
work in positions where telecommuting is possible. He can drive short dis-
tances alone but needs a loved one with him for anything past a couple of
miles. He had an unsuccessful counseling experience a year or two ago that
mitigated his symptoms a little, but they are back now and stronger than
ever.

Nick is constantly on guard to the world around him. He checks people
for their reactions to him and adjusts himself according to what he feels they
want. He fears any confrontation or even a whiff of conflict. He stifles his
every reaction or emotion out of fear that someone will respond against him
somehow. Nick would rather “stuff” his own legitimate emotions than risk
any negative response from another. He consistently sees himself as in the
wrong, weak, or otherwise flawed. Whatever it is, it’s always his fault. It
would be impossible to live like this without some constant anxiety.

His family history has its problems. He was raised in a home where his
parents frequently fought and never modeled or gave much in the way of
nurturing relationships. Anger and aggression were ubiquitous. After an ugly
divorce, he was raised by his harsh mother whom he learned to fear greatly.
She was demanding, overly critical, and quick to punish. She had far fewer
times of fun or loving interactions with him. He learned to always strive to
do perfectly for her, to jump quickly when called, and to monitor her moods
carefully so he could act as she wanted to avoid any harsh punishment or
rejection. He tried to constantly anticipate her unpredictable moods and
actions to keep himself safe and unattacked. Nick discloses that he “always
felt anxious around mom.”

For the counselor, how one conceptualizes a case should lead you to your
methods of intervention. Is this anxiety caused by a behaviorally learned
conditioning process? Is it a result of some harsh, core belief systems? Or is
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it some unconscious conflict or harsh, punishing introject? The integrated
counselor will use his or her knowledge of all these theories to consider the
truth of all the above and orient an intervention that could include all the
above in some integrated, systematic way. We try to see the totality of the
person’s life and not just predetermined parts of the life-the “elephant.”
Much of how we act may not emerge until we get more data about the
client’s story; the more we can gather, the more we will have to guide us in
our work.

As stated earlier, the best way to learn the client’s story is through an
empathic, Rogerian-style relationship and interviewing techniques. As Nick
talks, he feels safer; he trusts more and he reveals more and more about him-
self and things he even finds shameful or “weak.” The treatment alliance not
only allows him to disclose more but also prepares him to accept the direc-
tives of the counselor and to act on them.

After a few sessions, we have learned enough through some free associa-
tion and Rogerian interviewing to begin to make some tentative interven-
tions. There are some obvious irrational thoughts and dysfunctional belief
systems contributing to Nick’s symptoms. When intervening with a person,
it is best to use a recent example of the problem with which to work. The
more specific, the better. For Nick, we begin with the anxiety he endures
around the parents of the kids he coaches in soccer. He keeps a running com-
mentary in his head while trying to fathom and control their reactions to him.
He is constantly fearful they may criticize or disapprove of something he
does or says to the kids. He carefully sculpts his words to both parent and
child to try to avoid or deflect any possibility of anger or criticism. His deci-
sions on how to discipline the kids on the team or how to use them in games
are constantly influenced by how he fears the parent will react. He tries to
control their reactions by telling them what he thinks they want to hear.
Despite these constant anxieties, to his credit, he plugs along in this volun-
teer position but feels miserable about it.

The dysfunctional thought patterns that emerge during our therapeutic
dialogue as a cause of this anxiety are variations on the common themes of,
“I can’t let anyone be mad at me or dislike me” and “I’'m just a screw-up any-
way who deserves to be criticized.” From an analytic/object relations point
of view, we can easily see that he has internalized a sense of self from his rela-
tionship with his mother that is incompetent and deserving of criticism. His
template of his relations with others also tells him that it is terrible to have
anyone get mad at him because he expects the punishment will be harsh and
fearful. These internalizations have produced the dysfunctional thought pat-
terns mentioned above.

Nick was not totally aware of these thoughts and beliefs within him until
they emerged in session. We intervene on a more cognitive level rather than
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a psychodynamic one because it is often quicker for the client. I point out the
destructive beliefs and how they are operating in him to inhibit behavior and
increase anxiety. He knows no other way to think about the situation.
Together, we develop an alternative thought pattern that is more functional,
healthier, and realistic. It allows him to rethink his beliefs in a fashion that
says, “I am a capable person, and it’s okay if everyone doesn’t like me. I’ll
never see most of these parents again anyway.” We practice these new pat-
terns in session, and Nick goes home to practice them in real life.

Over a few weeks, Nick practices restructuring his thoughts in this situa-
tion, and other situations emerge in our dialogue that are similar in tension
and in the patterns of dysfunctional thinking. He notices, for example, that
he constantly looks for his wife’s approval for anything he does. If it is not
forthcoming, it immediately increases his persistent, hypervigilant anxiety.
He learns to challenge the belief, “I need my wife to approve of me to be
allowed to feel good about myself.” The more he practices these restructured
thoughts, the better he feels and the more automatic the new perspectives
become.

Life is improving, but it is not great yet. During this work, he also starts
having memories and feelings around mom and how these old feelings par-
allel the way he acts in his life to his wife, the soccer parents, and others. Ellis
and Beck (both are “reformed” analysts) assert that understanding these his-
torical connections do not matter, and perhaps for some they do not. But for
Nick, and others like him, the ability to access those repressed memories and
feelings helps him make sense of his life story and put more power and con-
trol into his ability to change thoughts, behaviors, and symptoms.

As we work on these issues, we tackle his anxiety about driving or going
anywhere without a support. Relaxation exercises and imagery from the
behavioral schools of counseling have shown their effectiveness for this kind
of problem. I teach Nick some progressive muscle relaxation and help him
pair the relaxed state with images of him driving to help reduce or eliminate
the anxiety now paired with driving. This does help him somewhat over time
but not enough to qualify as a success. In three months, Nick has made
marked progress in his fears of others, his self-criticizing beliefs, his ability to
see himself as a functional adult and father, and in reducing his overall anx-
iety. He has taken a couple of drives that he could not before, and he even
managed one long weekend with the family at a favorite local vacation spot.
The cognitive and behavioral techniques are certainly helping, but there is
more. Something is standing in the way of a more complete return to normal
life, and for this we explore further his family of origin and relations to his
main caretakers. Simultaneously, we encourage him to keep practicing the
new thoughts and relaxation techniques during times when he feels he needs
to cope better with his daily demands. Successes build to other successes, but
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improvement is stalled out. He cannot yet drive in traffic, and he continues
to fear any lengthy trips. At times he can manage nearby trips. He is still too
harsh and critical to himself, and he fears he will not be able to handle it if
his job is downsized and he has to work out of the home.

Within the safety of our treatment alliance, Nick free associates to his
memories of the past and the relationship with both mom and dad. Various
memories of harsh, criticizing treatment emerge, along with some of the
strong emotions of fear, anger, and hate that occurred and were repressed.
As a child, he lived in constant fear of anger or punishment, yet he was not
allowed to express it anywhere. Expressing it risked the danger of more yell -
ing or punishment. These hurtful feelings grew and were bottled up inside,
where they seemed safe. Yet for Nick, they retained their strong emotional
power and sought expression. Of course, his internalized super-ego would
not allow the expression of any of this emotion. This set up a classic conflict
in his unconscious between the necessary expression of strong aggressive
feelings and the need to keep them bottled up. It was a persistent bottleneck
of conflicting feelings he worked hard to avoid, repress, and not have to feel,
although this constant struggle did contribute to his well of anxiety, which
seemed never-ending to him. He feared being overwhelmed by these strong
emotions as if he were still a child incapable of safely handling them.

Part of his vigilance about avoiding conflict with and disapproval from
others was a projection of his inner fear of confronting his own emotions and
conflicts and his super-ego’s disapproval of him for daring to have such neg-
ative feelings about mom and dad. It gets tricky. But the process, or defense
mechanism, for him was to avoid confronting others or getting mad himself
because it could tap into and release this great repressed well of anger and
hurt. Also, he must be vigilant about the disapproval of others because it
could trigger the fear and hurt that was still within him over mom’s disap-
proval and criticism. It was necessary for Nick to continually tap into that
well of hurt, fear, and anger that he had been repressing for so long, release
it in small doses, and start to own it as part of whom he was. This reduces the
power of repressed feelings over an individual and allows them to more suc-
cessfully work out other changes in their present lives.

There are a variety of ways to help a client unearth and release repressed
emotions, but two points are crucial in this process. First, it must not simply
be an intellectual acknowledgment of emotion. Many people can talk about
feelings without really feeling the feelings. It must be truly felt and sincerely
expressed, especially in the safe, accepting relationship with the counselor,
who can validate and accept the feelings as true and legitimate. The coun-
selor provides the safe “containing environment” where the feelings will not
get out of control or overwhelm the client. Together, client and counselor can
handle anything the client has been afraid to face alone.
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Second, the feelings cannot be simply expressed by some screaming, cry-
ing, or pillow punching. During and after their expression, they must be
talked through to the counselor and understood and accepted as part of the
client’s story—a cause or effect in the patterns of the client’s life. This allows
the rational, adult mind to gain control of the powerful, forbidden feelings
and reintegrate them in an accessible, healthy manner as an accepted part of
the self. Nick was eventually able to express and manage his deep feelings of
hurt, anger, and rejection by both parents. No one has to like what hap-
pened, but one does have to accept it as part of one’s life story. Acceptance
of reality rather than resistance to it is power.

There are various methods for going after repressed or denied emotions
when therapeutically necessary. One can use free association to various
events and memories from a person’s life. Dream interpretation may help, as
could analysis of the transference onto the counselor. One could use the var-
ious, powerful “experiments” of Gestalt treatment like the “empty chair”
technique, role-playing parts of the personality, or having the client talk
about both sides of a “polarity” on a particular feeling, event, or issue. Part
of Nick’s counseling was to have him talk to his “mom” in an empty chair as
if she were really there and feel free to really express everything to her that
he had been afraid to for these many years. The effective counselor could
have a person journal about a topic, write a letter to an important individual,
or draw and talk about a picture of the family doing an activity. Some peo-
ple with repressed feelings have an uncanny way of being angered or sad-
dened by minor or inappropriate events, movies, and even songs or com-
mercials that somehow touch a hidden feeling. If your client always cries
over a certain song or emotes over a 30-second commercial about a lost
puppy finding its family, there could be some real meaning in there. Ask him
or her to talk through or free associate to the meanings of those stimuli. You
may be shocked at what emerges. However you may get the client to express
feelings, remember to have the person process the feelings, talk them
through, as well as feel them through to ensure mastery of the affect.

Nick learned to express many of his old hurts and thereby accept them as
part of his life story. He also learned to challenge and change the inner rep-
resentations of himself as worthless and unlovable. He was able to replace
these with newer, healthier thoughts of himself and his relation to the world.
He continued to get better and more automatic at challenging his irrational
cognitions, and he was able to use some relaxation and imagery exercises to
help him cope with panic or anxiety whenever it arose. With many months
of hard work, he was able to terminate counseling feeling rarely anxious,
often in control of himself, and more mature and capable of running his own
life without depending on others to “save” him. Other counselors in the past
had tried one theoretical approach or another to help him, but he needed an
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overall, integrated approach to really get him to his goals of a more normal
life.

SUMMARY

This chapter is an attempt to show the developing counselor how to use
the main counseling theories in an integrated way in the service of our
clients. You may have been taught that they are incompatible or that some
are more “empirically validated” than others, but even the American Psy-
chological Association (Stiles, Shapiro, & Elliot, 1986) has recognized the
importance of all the approaches used above. The effective and ethical coun-
selor who wants to increase his or her chances of really helping a desperate-
ly suffering client should be able to use many models of counseling in a
rational, integrated way. The following is an outline of a recommended
approach toward using an integrated model.

1. Use Rogerian techniques and demeanor to form and strengthen the
therapeutic relationship. While doing this, you are drawing out the
details of the client’s life story.

2. Look for patterns in the story that could explain the presenting prob-
lems as well as possible strengths.

3. Use cognitive or rational-emotive interventions to help a client become
aware of his or her destructive belief systems if they emerge as a pat-
tern in the client’s story. Teach the person to recognize and change
these beliefs.

4. Maintain the empathic, nonjudgmental attitude while still asking about
deeper layers of the client’s life story. Listen with the “third ear” for
other key issues or patterns, especially with family, sense of self, loss,
trauma, other relational issues, coping skills, and normal emotional
accessibility or expression.

5. Use behavioral techniques for symptom relief or to help develop new
skills in the person as it seems clinically necessary. For example, teach
relaxation for anxiety problems, practice assertiveness skills with peo-
ple who need to learn to speak up for themselves, teach effective com-
munication skills for those who need it, and teach anger management
skills or other impulse control skills to those who need that. Some peo-
ple may need help in learning to cope with stress. Others may need
action plans to work toward goals and objectives such as finding a job
or getting through school. Others may need reinforcement schedules
built into their day to help them motivate toward changing. You will
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probably find many people whose behaviors are inhibited by negative
thinking and you will have to attack another negative belief system
about things such as failure, acceptance, or being good enough as a per-
son.

6. If a person is still having trouble changing or improving, keep listening
for deeper issues relating to family of origin issues, possible trauma,
pathological object relations with primary caregivers, unconscious con-
flicts around emotional expression or other taboo subjects like sex,
aggression, or anything that may be individually important to that par-
ticular client.

7. Help clients become aware of unconscious or repressed issues that
interfere with their lives and help them accept them, “own them,” and
be able to reintegrate them back into a healthier sense of self.

8. Teach them or help them develop better ways of looking at the forbid-
den issues and help them see their struggles as a normal part of the
human experience that does not make them “sick” or “crazy” but just
injured through certain causal patterns that you have identified.
Remind them we are not seeking to blame others or have them fall into
a victim mentality. We are just using a powerful process of under-
standing and action to facilitate change.

9. Try to be flexible to give a client what he or she may need at a partic-
ular moment. This may change from week to week with the same per-
son. Perhaps today the client just needs to vent about a frustrating
experience without being challenged on it. Perhaps on another day he
or she will need to use the anxiety as a motivation to finally look at
some self expectations honestly and not have the anxiety “relaxed” or
medicated away. Always try to ask yourself, “What is going on with the
person right now and how can I best intervene to help her or him at
this moment?”

10.Keep evaluating what you are doing. If it ain’t working, do something
different. Try another perspective or theoretical approach to the issue.
Reconceptualize the case from the point of view of a particular expert
such as an Ellis, Rogers, Perls, or Freud. Avoid locking yourself into
one way of thinking about a problem. People are usually more com-
plicated than the one way you are thinking about.

Not every client will need a combination of approaches. Some will respond
well to six or ten structured sessions of cognitive therapy. Others will legiti-
mately need a couple years to storm through the various travails of their lives
to feel whole again (Okun, 1990). Some are quicker to insight than others, and
for some we are unsuccessful despite our best efforts. Keep savin’ lives.
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Chapter 5

GERONTOLOGY:
MENTAL HEALTH AND AGING

JANE E. MYERS AND LAURA A. SHANNONHOUSE

he number of older persons worldwide increased dramatically in the last

century, notably in the last 50 years, in large part due to advances in
medicine and health care. In the United States in 1900, only 4% of the total
population was over 60 years of age compared with 12.8%, or more than one
in eight persons over 65, in 2009 (Administration on Aging, 2009). By the
year 2020, a further 36% increase in the older population is expected (Ad-
ministration on Aging, 2009), at which time people over age 65 will comprise
19.3% of the population (Administration on Aging, 2009).

Estimates of the number of older persons with significant mental disorders
range from 20% to 33% (American Association for Geriatric Psychiatry,
2004; Smyer & Qualls, 1999). These figures fail to include normative devel-
opmental issues such as adjustment to retirement and reduced income,
grandparenthood, second careers, and coping with loss (death of a partner or
friend, loss of health or mobility). When developmental issues are included,
clearly the incidence of mental health needs among the older population
increases. In this chapter, the challenges of later life that combine to make
older persons a population at risk are considered. The mental health needs
of this population and the current status of the mental health system as it
relates to older individuals (including individual and systemic barriers to
effective treatment) are discussed. Finally, the need for mental health coun-
selors to receive specialty training in gerontological issues is addressed.
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NORMAL AGING

One of the first challenges in working with older adults is to distinguish
normal aging from pathological, disease-related processes that may occur. A
useful rule of thumb is to view all age-related changes as gradual. Any sud-
den changes are not normal and require medical evaluation. The high inci-
dence of co-morbid mental and physical problems in later life makse pre-
vention, accurate assessment, and early intervention vital concerns (Birren &
Schaie, 2001; Myers & Harper, 2004). Normative changes may be under-
stood in terms of life transitions (which require coping with change and loss),
similarities and differences between older and younger adults, and the life
review process.

Life Transitions

Older persons experience a variety of transitions and changes at a time
when their coping, physical, emotional, social, and material resources may
be decreasing. Common transitions include adjusting to retirement and
reduced income, entry into second (or third) careers, grandparenthood, the
challenge of creating a leisure lifestyle, adjusting to declining health, and
adjusting to widowhood and single living. Although any of these, or other life
changes, can be for better or worse, older persons spontaneously cope and
adapt, the majority doing so without seeking mental health care. However,
older persons are more likely than persons of other ages to experience mul-
tiple, sequential losses. The grief process for any single loss becomes com-
pounded, and a situation of bereavement overload is not uncommon as the
capacity to cope can be significantly compromised (Smyer & Qualls, 1999).
In these circumstances, an older individual may understandably become
immobilized in his or her ability to cope with changing life circumstances.

Old age clearly is a time of change. Although continued growth in the
later years and healthy aging have become increasingly common (Friedman,
Martin, & Schoeni, 2002), helping professionals tend to focus on the dynam-
ics of particular life situations or losses rather than on how to intervene to
effectively work with older persons to reduce the negative impact of transi-
tion (Myers & Harper, 2004). Transition and loss may involve either envi-
ronmental/extrinsic or intrinsic factors, or some combination of the two. The
former include losses such as spouse, friends, and significant others, social
and work roles, prestige, and income. The latter may include loss of physi-
cal strength and health, changes in personality or sexual abilities, and the loss
of psychological resilience.

For both men and women, widowhood is the among the most severe of
the transitions because it may result in severe depression and is a risk factor
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for dying. Unstructured groups have shown to reduce depression and
increase feelings of support (Myers & Harper, 2004). Another transition is to
that of a caregiver. There are an increasing number of older persons, partic-
ularly older women, who are experiencing caregiver burden, and studies
have shown that social support is the strongest correlate to reducing burden
(Myers & Harper, 2004). Grandparenthood is another developmental shift
that sometimes involves raising grandchildren, mediating between parents
and grandchildren, and the loss surrounding being denied access to grand-
children as adult children divorce and remarry (Myers & Harper, 2004).

Situational crises may arise for older persons as they are faced with a
decreasing array of resources to meet an increasing array of needs. Most
older persons can cope successfully with these changes. Certainly, all have
the potential to react to the vicissitudes of aging in psychologically healthful
and growthful ways. This is reflected in the fact that most older people are
able to remain in community living environments. Only 4.1% lived in insti-
tutional settings in 2008 (Administration on Aging, 2009). Another 10% to
15% are largely homebound due to mental and/or physical disabilities, but
they are able to continue living independently with some assistance. Unfor-
tunately, the increased stresses of aging create adjustment problems that
impact the mental health of some older adults.

Similarities and Differences Between
Older and Younger Adults

Although older persons are more similar to persons of other ages than
they are different, the unique challenges imposed by later life transitions and
the need for coping with loss, often experienced in terms of multiple and
overlapping losses, create unique needs for adjustment. Older persons expe-
rience an increased risk for depression in response to losses; in addition, co-
morbidity of mental and physical health problems is common.

More than half of all older persons experience physical limitations due to
age-related physical changes (Administration on Aging, 2009), with ethnic
minority status and low socioeconomic status contributing to greater inci-
dences of chronic activity limitations (Administration on Aging, 2009). Older
adults experience substantial co-morbidity, such that the interaction between
physical and mental health is an especially common and complicating factor
in later life. Physical problems can lead to mental distress, mental distress can
exacerbate physical symptoms, and the interaction between the two can lead
to an exacerbation of clinical pathology (Birren & Schaie, 2001). Thus, unique
challenges for differential diagnosis are present with the older population, and
the need to determine whether problems are due to normative changes or
concerns that can be remediated perpetually complicates treatment.
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The Life Review Process

The brief review of transitions and losses described earlier underscores the
fact that challenges faced by older persons are many and varied. Erikson
(1963), the first and most prominent lifespan developmental theorist, postu-
lated that older persons experience (and most resolve) the central psychoso-
cial challenge of achieving integrity versus despair. Butler (1974) identified the
normative process of life review, commonly observed in the telling of “sto-
ries” by persons in later life, as the process by which integrity is reached. Life
review occurs with a purpose—that being an integration of life experiences
and a sense that the life one lived is the best one could have lived. This is
defined as a state of integrity. Older persons who look back on their lives with
regret, realizing that they have little time left to make significant changes, may
experience a state of depression characterized by despair. Early recollections
(ERs) can be used in conjunction with life review. ERs are obtained by ask-
ing a client to relate his or her earliest memory of a single event and are used
to explore the meaning they make of these childhood experiences. ERs cre-
ate space to explore one’s early memories, which gives direct insight into how
one functions in daily life (Clark, 2002; Sweeney, 2009). This can be a useful
alternative to the full life review process, because failing to achieve integrity
can have negative consequences (Myers & Harper, 2004).

MENTAL HEALTH AND AGING

As noted earlier, as many as one third of older persons experience men-
tal health problems that warrant professional intervention. This includes
older people with clinically significant depression and those diagnosed with
major affective disorder or bipolar depression. In Gatz and Smyer’s review
of epidemiological data, they note that around 20% of older adults met the
criteria for mental disorder (cited in Birren & Schaie, 2001), which is lower
than the prevalence of mental disorders in younger adults. Serious mental
health concerns do not necessarily increase with increasing age as was once
widely believed. In fact, future increases in the mental health issues of an
older adult may well be the result of inherited disorders that were evident at
a much younger age (Birren & Schaie, 2001).

The American Association for Geriatric Psychiatry (2004) reported that
the most common mental health disorders, “in order of prevalence, are: anx-
iety, severe cognitive impairment, and mood disorders. Studies report, how-
ever, that mental disorders in older adults are underreported. The rate of sui-
cide is highest among older adults compared to any other age group—and the
suicide rate for persons 85 years and older is the highest of all-twice the
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overall national rate” (p. 1).

According to the American Association for Geriatric Psychiatry (AAGP),
11.4% of adults over age 55 were diagnosable with an anxiety disorder in
1994, which is a lower rate than is seen among younger persons. Such stud-
ies reveal that anxiety may be more common than depression among older
individuals. However, given the complexities of diagnosis of both depression
and anxiety in older persons (e.g., the difficulty of differential diagnosis of
physical and emotional disorders), it is possible that depression is more
prevalent than diagnoses indicate. For example, the AAGP reported that the
prevalence of major depression declines with age but that depressive symp-
toms actually increase. This organization estimated that as many as one in
five older adults living in the community and one in three living in primary
care settings suffer from depression.

Significant cognitive impairment resulting from organic brain disorders is
evident in increasing numbers of older persons as they age, and such im-
pairment typically is part of a syndrome of co-occuring disorders. Alz-
heimer’s disease, the most common cause of dementia in older people, af-
fects as many as 1 in 10 persons over the age of 65, and as many as 50% of
persons over the age of 85 are thought to have some form of dementia. The
incidence of impairment is even higher among residents of long-term care
facilities. Piacitelli (1992) noted that one half of older patients with Alz-
heimer’s disease and one half of those with multi-infarct dementia are diag-
nosed concurrently with depression and psychosis.

Alcohol abuse has been difficult to study in the older population and is
widely viewed as a hidden problem. However, a panel convened by the
National Institutes of Health, Substance Abuse and Mental Health Ad-
ministration, estimated that as many as 17% of older persons misuse or abuse
prescription drugs or alcohol (Blow, 1998). Smyer and Qualls (1999) noted
that accurate assessment of substance abuse among older persons is compli-
cated by co-morbidity of dementia and other mental and physical disorders,
including sleep disorders.

Older persons comprised 18% of all deaths by suicide in 2000 (National
Institute of Mental Health, 2003), the highest rate of any age group in the
U.S. (American Psychological Association, 2003). According to American
Psychological Association (2003), “20% of older adults who commit suicide
visited a physician within the prior 24 hours, 41% within the past week and
75% within the past month.” Lethality is particularly strong among older per-
sons, for whom the completion rate for suicide is 1:4 compared with 1:20 in
the general population. These facts suggest that older persons who are
depressed or emotionally distressed do not receive timely intervention.
Moreover, outreach and case finding may be especially important with this
population, because the lethality rate for suicide is so high.
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THE MENTAL HEALTH SYSTEM AND OLDER ADULTS

Unfortunately, existing mental health services for older persons have not
met the demand for care. Studies of service usage conducted over the past
25 years reveal a consistent pattern of underservice in both community men-
tal health and private practice settings (Smyer & Qualls, 1999). The Amer-
ican Associatoin for Geratric Psychiatry (2004) reported that older adults
comprise “only seven percent of all inpatient mental health services, six per-
cent of community based mental health services, and nine percent of private
psychiatric care,” and the American Psychological Association (2003) esti-
mated that 63% of older adults with mental disorders do not receive needed
services.

Older persons who are homebound have little access to mental health
services, and those residing in long-term care settings almost never receive
mental health treatment. In contrast, most of the mental health care needed
by older persons is provided through the general health sector, with as few
as 3% of older adults receiving the services they need from mental health
providers (American Association for Geriatric Psychiatry, 2004; American
Psychological Association, 2003). In other words, physicians are the primary
mental health care givers for older individuals, even though they are, as a
group, poorly trained to recognize and treat emotional disorders. Further,
physicians may be less likely to refer older patients than younger patients for
needed mental health care.

Preventive care or early intervention is important for preventing or post-
poning hospital admissions and sustaining quality of life for older adults with
mental health concerns. Older persons tend not to seek mental health care for
their problems, but rather seek care from their primary physicians. This is
due, in part, to the lack of a vocabulary for emotional issues in today’s older
persons. From another perspective, many people who are older today hold
strong values of independence in resolving personal problems, as evidenced
by clichés such as “You don’t air your dirty laundry in public.” It is also true
that today’s older persons were raised in a time when mental health services
were available only to those with the most severe impairments, and the result-
ant negative stigma of receiving such services is great. As the baby boomers
age, these values may change, as this population is known to be among the
greatest consumers of popular psychology, self-help literature and are other-
wise demanding of services to maintain a healthy and an engaged lifestyle.

Barriers to the provision of mental health services for older adults also
exist among mental health care providers (Robb, Chen, & Haley, 2002).
These barriers include the reluctance of mental health counselors to work
with older clients due to factors such as lack of sufficient training in geriatric
issues, bias against older clients, and third-party payment policies and other
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systemic factors, which prohibit providers from accepting older persons as
clients. It has been almost 30 years since Cohen (1977) established that ther-
apists may be reluctant to work with older clients due to unrecognized neg-
ative countertransference reactions, in that older clients may stimulate the
therapist’s fears of personal aging or the aging and death of parents. He fur-
ther suggested that older clients may be perceived as rigid and unwilling or
unable to change. The few years they may have remaining can serve as a dis-
incentive to the therapist who feels that his or her time is being “wasted.”
These issues remain barriers to service delivery today.

Mental health counselors are subject to the same negative perceptions and
stereotypes of older persons that are common in our society. Myths such as
“old people are all sick, poor, angry, sad, lonely” tend to discourage coun-
selors from working with older clients. Although global negative attitudes
may not be as prevalent as once thought, specific biases—ageism—still may
interfere with service to older clients. Misperceptions of organic brain syn-
drome prevalence and symptomology tend to discourage mental health
providers from active involvement with many older persons.

The net result of the barriers to service delivery is that large numbers of
older persons experience significant mental health problems due to lack of
suitable preventive and remedial interventions. This is especially true for
older individuals experiencing situational adjustment reactions. Although
the clinical picture of geriatric mental illness is depressing, it also is an arti-
fact of our current treatment system. The potential of older persons to
respond to mental health interventions is excellent. The results of multiple
studies reveal that psychotherapy is as effective with older persons as with
people of any age group (see Myers & Harper, 2004; Roth & Fonagy, 1996,
for reviews of relevant literature). With appropriate, accessible services,
major mental illness among older people can be prevented, to a great extent,
and treated where preventive efforts are unsuccessful or lacking. The result-
ant savings in both dollars and human resources are potentially tremendous.

TRAINING GERONTOLOGICAL
MENTAL HEALTH COUNSELORS

As the older population increases, proportionate needs for mental health
services may be projected to increase as well. If the mental health counsel-
ing profession is to respond effectively to the challenges presented by this
age group, increasing numbers of gerontological mental health counselors,
trained to identify and meet the needs of older people, will be required.

Over the past few decades, counselors have become increasingly aware of
the need of older persons and have begun to direct resources toward meet-
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ing those needs. In 1975, only 6% of counselor education programs offered
even an elective course in counseling older persons, but by 1988, the per-
centage had grown to 36%. In the early 1980s, courses in gerontological
counseling were the third most frequent new course in counselor education,
lagging behind courses in marriage, family, and substance abuse. Although a
distant third in the 1980s, new courses in this area declined in the 1990s.

Another event that signified a waning interest in gerontological issues
within the counseling profession was the suspension of the National Certified
Gerontological Counseling (NCGC) specialty credential by the National
Board for Certified Counselors (NBCC). Although the Council for Accredi-
tation of Counseling and Related Educational Programs (CACREP) ap-
proved a gerontological counseling specialty in the early 1990s, to date only
two counselor preparation programs have sought this specialty accreditation.
The author coordinates the specialty track in one of those programs, and the
dearth of interested students is a continuing concern.

Obviously, the need for increased gerontological training for mental
health counselors is both appropriate and timely in response to dramatic
increases in the numbers of older persons and documentation of significant
developmental, preventive, and remedial mental health needs in this popu-
lation. Still, the job market for geriatric mental health services remains large-
ly within the purview of related professions, notably medicine (psychiatry),
psychology, and social work. If gerontological mental health counselors are
to obtain jobs commensurate with their training, active advocacy by the pro-
fession is required. The job market for gerontological mental health coun-
selors is relatively new and may be expected to expand as counselors focus
their efforts on the older population and document the success of mental
health interventions.
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Chapter 6

MULTICULTURALISM AND
DIVERSITY IN COUNSELING

MARC A. GRIMMETT, DON C. LOCKE,
ALISHEA S. ROWLEY, AND NATALIE F. SPENCER

Everyone is pulling from what they know.
—JLMG, feminist, educator, and activist

In order to develop multicultural counseling awareness, knowledge, and
skills and to work for social justice, it is necessary to intentionally explore
unknown and unfamiliar personal and social spaces, to chance having your
worldview, beliefs, values and behaviors challenged, and to experience truly
uncomfortable feelings. To try to avoid or escape these fundamental pro-
cesses in developing multicultural counseling competence is to believe that
you can learn as much from preparing a microwavable dinner as you can
from-loving recipes, carefully selected ingredients, appropriate utensils,
and taking your time to really cook.

-MAG

SYSTEMS OF HUMAN DEVELOPMENT

Human beings are essentially the same genetically, biologically, and
physiologically, yet each person is individually, socially, and culturally
unique (Shreeve, 2006). The physical features of our individual human bod-
ies are diverse in size, shape, color, and texture, as are our personalities and
lived experiences with family, friends, school, work, and community. How
we understand ourselves and other human beings, and make meaning of our
experiences, develops through our continually evolving social relationships
and cultural contexts (Comstock et al., 2008). Individuals are also intricately
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connected to history by their family, their communities, and the larger world
that we all share. The Social Ecological Model (SEM; see Figure 6.1), adapt-
ed from Brofenbrenner’s (1995) bioecological model, illustrates our individ-
ual uniqueness in dynamic relationship with living social, cultural, and his-
torical systems. Our /life map (i.e., our personal SEM) is the natural lens and
structure for how we perceive, interpret, and understand information, as well
as how we relate to other human beings. Multicultural Counseling Competence
requires the ability to understand ourselves and our clients as cultural beings
with diverse backgrounds living in dynamic contexts (Arredondo et al., 1996).
In a multicultural counseling relationship, it cannot be taken for granted that
the counselor and client have the same backgrounds and are operating from
the same worldview (Gelso & Fretz, 2001). The worldview and actions of the
client and the counselor stem from their own personal experiences and devel-
op through continuous, multilevel, informational exchange and processing
between the self systems of the counselor and client and their social ecosys-
tems (Kunkler & Rigazio-DiGilio, 1994). Constant interaction between the
individual and the elements of their environment leads to the creation, for-
mulation, and development of thoughts, feelings, and behaviors associated
with a personal sense of being in the world (Ivey, 2000). Mental health coun-
selors in multicultural counseling relationships need to be aware that a cul-
turally different client may think, feel, and act differently than they are accus-
tomed because of historical, social, economical, political, and cultural varia-
tions in socialization and lived experiences.

Each system of the SEM, represented by the circles on Figure 6.1, is inter-
connected and interdependent, consisting of living parts that develop and
change over time. Larger systems include smaller (i.e., sub) systems, all of
which are defined by particular characteristics and components. The com-
munity system, for example, contains families and individuals. The individ-
ual system includes personal characteristics such as age, gender, race, ethnici-
ty, sexual orientation, ability, disability, and occupation. Family systems are
defined by traditions, expectations, roles, and rules (Bowen, 1994; Satir,
1967). Availability and access to schools, hospitals, employment settings, and
related resources constitute community systems. Institutional systems are the reg-
ulatory structures and policies for services provided within the community.
The educational, financial, and healthcare systems as a whole, rather than
specific community entities (e.g., school, bank, or hospital) are considered
institutions. Oppression, in such forms as sexism, racism, and heterosexism,
operates within institutional and cultural systems to restrict, limit, or obstruct
human rights and life pursuits (Freire, 1970). Human behaviors typically
associated with these forms of oppression (e.g., devaluing another person
because of a dimension of his or her identity) are demonstrated at the inter-
personal level or within individual, family, and community systems; howev-
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History Present Future

Figure 6.1. Social Ecological Model.

er, policies and practices that have historically and systematically advan-
taged particular social demographic groups (e.g., men) in the United States
have an institutional and cultural foundation (e.g., all of the presidents of the
United State have been men).

If you examine the world that we live in it becomes very apparent that race
affects every aspect of every day of everyone’s life. The people who do not
realize this are usually the privileged who are not oppressed by the social struc-
ture founded in white hegemony. If ever anyone questions the validity of this,
the truth can be found in the disenfranchisement laws that prohibit convicted
felons from voting. If you examine this public policy it does not take long to
realize that minority imprisonment is high. Currently, the imprisonment of
black males is at an all time high. While hard crime rates (murder, rape) re-
main stable/consistent, felon crimes due to drug possession and/ or distribu-
tion is at an all time high. Because of this Republicans have launched a “war
on drugs.” This war has stiffened street level drug tracking, penalizing, in many
cases, black and/or Hispanic males between the ages of 20-29 and convicting
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them of harsh felony offenses, taking away their freedom and stripping them
of their right to vote FOREVER. Stripping them of the right to vote, eliminates
their input into how power is distributed in the United States and who is given
power. This disenfranchisement strips away a large minority vote which
equates to the disenfranchisement that slaves, ex-slaves and blacks encoun-
tered as they fought to vote in order to change the power distribution that had
previously consisted of the white vote, which legalized slavery and Jim Crow
laws. Our current disenfranchisement laws are consistent with previous disen-
franchisement laws, but cleverly masked by hyper media coverage that leads
us to believe that minorities and minority neighborhoods are inundated with
drugs and drug problems when in fact rich, educated whites compose the
largest population of drug consumers.

—Counselor Education Student

* Describe, explain, and make meaning of oppression related to the legal and
judicial systems of the United States.

* Imagine that the above journal entry expresses the beliefs of your client.
Share and discuss your reactions, thoughts, and feelings to the content of the
journal.

* Discuss how your belief system and worldview align with that of the client.

The larger cultural context encompasses and transcends each of the small-
er subsystems (e.g., democracy, capitalism, patriarchy). At the same time,
each subsystem and related components also have cultural characteristics
(e.g., rural farming communities, urban developed cities). Cultural manifes-
tations of oppression are often described, defined, and explained as ubiqui-
tous, subtle, and invisible. Relative standards of beauty for women in the
United States (e.g., thinness), for example, are presented consistently and
comprehensively in all forms of media and therefore are cultural norms.
Despite evidence that such standards of beauty are restrictive, artificial, unre-
alistic, and unhealthy, they continue to be perpetuated by powerful institu-
tions (e.g., multinational media organizations), a form of cultural oppression
(Hawkins, Richards, Granley, & Stein, 2004).

Definitions of culture, related to the SEM and relevant to understanding
our clients, include the: (a) characteristic features of everyday existence
shared by people in a place or time (e.g., Barack Obama was elected presi-
dent of the United States in 2009; the oil spill in the Gulf of Mexico from the
damaged British Petroleum drill—cultural system); (b) set of shared attitudes,
values, goals, and practices that characterizes an institution or organization
(e.g., the social networking culture of companies such as Facebook-institu-
tional system); and (c) history, beliefs, values, traditions, behaviors, and cus-
toms of racial, ethnic, religious, or social groups (e.g., individuals who iden-
tify as Muslim or practice Islam-community, family, or individual systems).



118 Foundations of Mental Health Counseling

The culture system, therefore, has many layers and requires the capacity to
transmit cultural information to succeeding generations. Finally, Aistorical
contextis depicted as the largest most inclusive system in the SEM. The arrow
in Figure 6.1 illustrates that individuals, families, communities, institutions,
and cultures all have histories.

Our ability to meaningfully and effectively work with clients and attend to
their concerns requires that we also consider the historical, social, and cul-
tural contexts from which they developed. Multicultural counseling incorpo-
rates a systems perspective by taking into account: (a) the person and his or
her presenting concern, (b) the social environment relative to his or her pre-
senting concern, and (c) the relationships between the person, his or her pre-
senting concern, and the relevant social environment. Awareness of the sys-
temic nature of client presenting issues highlights the systemic inequities
present in various social systems. Multicultural counselors, equipped with
systems understanding, design and employ interventions that promote posi-
tive social change in addition to healthy individual change. Inherent in mul-
ticultural counseling is a commitment to social justice.

Vera and Speight (2003) explain:

social justice is at the heart of multiculturalism in that the existence of institu-
tionalized racism, sexism, and homophobia is what accounts for the
inequitable experiences of people of color, women, gay, lesbian, and bisexual
people (among others) in the United States. Moreover, discrimination and prej-
udice are intimately connected to quality-of-life issues for these groups of peo-
ple . . . [and] any multicultural movement that underemphasizes social justice
is likely to do little to eradicate oppression and will maintain the status quo to
the detriment of historically marginalized people. (pp. 254-255)

For that reason, the areas of social change are the places in society, such
as homes (e.g., domestic violence, sexual assault, and child abuse), schools
(e.g., discriminatory academic and suspension practices), and work (e.g., dis-
criminatory hiring and promotion policies, culturally insensitive supervisors
and colleagues) where injustices occur, adversely affecting the mental health
and overall well-being of individuals living and operating in those systems.
A systemic perspective rooted in a commitment to social justice combines
personal-level interventions, such as teaching coping and empowerment
skills, with being active at the societal level in an effort to eliminate some
problems that clients experience at the source (Vera & Speight, 2003).
Multicultural counselors must have the ability to function as a change agent
at organizational, institutional, and societal levels when practices within insti-
tutions negatively affect a client’s psychological welfare (Toporek & Reza,
2001).
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The neighborhood we visited . . . was more impoverished than any part of [the
city] I had ever seen. In fact, I felt like I had been transported to a completely
different town, different time, far away. . . . Don’t get me wrong, I know what
poor areas look like growing up [in my hometown], but I was startled to see
such impoverishment. . . . Once we arrived at the home, we went inside to
meet the family. As soon as we walked through the door, I was met with a
strong odor. The house smelled terrible, it was the dirtiest and most unsanitary
home that I have ever been in. The couch I sat on was stained and covered in
dust, the walls were marked with grime and the floors were filthy. . . . I was just
hoping that my allergies were not going to kill me in the next three hours. The
friendly, welcoming grandmother wore dirty clothes and seemed unaffected by
her living environment. . . . Combined there are six individuals who live in this
small home. Not only does the grandmother take care of her granddaughter,
she has two toddler grandsons (one of which who also receives Children’s
Developmental Service Agency services) to look after during the day. Her
other daughter, who was not present, lives in the small duplex with her and has
three children. . . . I thought about how these kids, though loved and enjoyed
by their grandmother, were going to struggle in life . . . growing up in such an
environment. . . . Belonging to a community with so few resources and to a
home so impoverished (i.e., intellectually and physically), it is absolutely nec-
essary that these children get the resources that they need.

—School Psychology Doctoral Student who
shadowed a social worker on a home visit

Describe and discuss the social justice issues presented in the above narrative.
Define and explain the systems of human development that are involved.
Discuss the role of advocacy in the work of mental health counselors.

Multicultural Counseling

The increasing diversity of the U.S. population requires that mental health
professionals develop multicultural counseling competence to be effective
and ethical in the services they provide (Arredondo, Tovar-Blank, & Parham,
2008; Essandoah, 1996). Multicultural counseling competence is certainly
required for mental health counselors who often serve people who experi-
ence oppression and marginalization related to different aspects of their iden-
tity, such as race, ethnicity, sexual orientation, and immigration status
(Chung, Bemak, Ortiz, & Sandoval-Perez, 2008). The Association for Multi-
cultural Counseling and Development recognized the significant need for
cultural sensitivity and understanding in counseling and created the Multi -
cultural Counseling Competencies “to guide interpersonal counseling inter-
actions with attention to culture, ethnicity, and race” (Sue, Arredondo, &
McDavis, 1992, p. 64).
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Multicultural counseling is historically rooted in social justice and parallels
the civil rights movement of the 1950s and 1960s (Jackson, 1995). As socie-
tal issues of racism, discrimination, and segregation were being acknowl-
edged to negatively influence the quality of life for people of color, so were
the lack of attention, value, and inquiry given to the cultural backgrounds of
clients being recognized to undermine the quality of mental health services
provided to clients of color. Multiculturalism has since grown in profession-
al appreciation as fundamental in counseling and applied psychology and
vital to appropriate, ethical, and effective mental health practice (Pedersen,
1999). The practice of multicultural counseling requires universal and cul-
ture-specific knowledge and theoretical models (Fischer, Jome, & Atkinson,
1998). Given the vast cultural landscape of the increasingly more connected
and porous global environment, cultural competence is best conceptualized
and understood as an interactive process that mental health professionals
engage in over the lifespan (Constantine, 2001; Paisley & Benshoff, 1996). As
such, the preparation of multicultural mental health counselors requires a
comprehensive, developmental, and longitudinal approach within training
programs, departments, colleges, and institutions (Pack-Brown, Thomas, &
Seymour, 2008; Reynolds, 1995).

Mental health counselors need multicultural counseling skills for appro-
priate interventions, advocacy, and effective use of culturally appropriate
models (Sue et al., 1992). The American Mental Health Counselors Asso-
ciation (AMHCA) recognizes that multiculturalism is an essential component
in effective and ethical mental health counseling practice. The American
Mental Health Counselors Association (2010) makes the following statement
on diversity in its code of ethics:

Mental health counselors will actively attempt to understand the diverse cul-
tural backgrounds of the clients with whom they work. This includes learning
how the counselor’s own cultural/ethical/racial/religious identity impacts his
or her own values and beliefs about the counseling process. (Counselor
Responsibility and Integrity, Competence, p. 9)

The still developing infusion of multiculturalism into the mental health
field has created a broad and evolving conceptual and theoretical base.
Subsequently, several related, yet distinct, definitions of multicultural coun-
seling have arisen and can be briefly summarized in three general categories:
(a) counseling approaches that integrate multicultural and culture-specific
awareness, knowledge, and skills into counseling interactions (Sue et al.,
1992); (b) counseling that occurs between counselors and clients from differ-
ent cultural backgrounds (Fukuyama, 1990; Jackson, 1995; McFadden, 1999,
Pedersen, 1991), and/or more specifically, (c) counseling that occurs between
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a counselor from one racial or ethnic group and a client from a different
racial or ethnic group (Locke, 1990). Ultimately, multicultural counseling can
morph, or take whichever form, necessarily to optimally fit the context and
requirements of the specific counseling situation.

Given the complexity of multiculturalism, this chapter focuses more on
the inclusive principles of multicultural counseling offered by Arredondo et
al. (2008) to provide a conceptual base for the intentional inclusion of culture
in mental health counseling. These principles are: (a) social justice and inclu-
sion (vs. marginalization); (b) equity, pluralism, integration, and preservation
(vs. assimilation); and (c) essentialness of cultural and contextual paradigms
in the counseling profession. Multicultural counseling, regardless of the rela-
tive variation in definition, possesses characteristics that distinguish it from
traditional, Euro-American counseling (Sue & Sue, 2003); it allows the cul-
turally diverse client to fully come into being through an acceptance and
appreciation of that client within his or her cultural context (Locke, 1998).
The philosophical and theoretical foundations of multicultural counseling
integrate systems, social justice, and prevention components, in addition to
cultural awareness, knowledge, and skills (Lewis, Lewis, Daniels, & D’Andrea,
2003). A multicultural counseling perspective acknowledges that individuals
exist in dynamic and complex social, cultural, economic, and political con-
texts (Robinson, 2005). Therefore, multicultural counselors are aware that
challenges encountered and endured by clients involve some combination of
continually interacting personal and environmental factors, over which cli-
ents have varying degrees of control. Multicultural counseling promotes the
conceptual and practical expansion of traditional counselor roles (Lewis &
Arnold, 1998). A multicultural counseling perspective acknowledges: (a)
counseling is values based, (b) multiple dimensions of personal identity, and
(c) worldview.

Counseling Is Values Based

Conventional models of health, wellness, and adaptive functioning, drawn
on in the counseling field, reflect the Eurocentric values dominant or highly
regarded in the culture of their origin, where clients were typically of
European descent and from middle- to upper class segments of the popula-
tion (Sue & Sue, 2003). Accordingly, traditional counseling theories tend to
be individualistic, normative, intrapsychic, and remedial, with less focus on
client systems, cultural context, environmental factors, and prevention (Lewis,
Lewis, Daniels, & D’Andrea, 2003). Within the Eurocentric frame of refer-
ence are client expectations of openness, psychological-mindedness, insight-
fulness, and verbal, emotional, and behavioral expressiveness.
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Multicultural counseling recognizes that all counseling approaches are cul-
turally bound. Therefore, cultural consideration must be given to the appro-
priateness of interventions used with culturally diverse clients. Culturally
competent counselors must understand that they bring to the counseling
relationship a set of values, beliefs, attitudes, and opinions about the client
and that some of their values, beliefs, attitudes, and opinions exist solely
because the client is a member of a particular racial, ethnic, or distinct cul-
tural group (e.g., stereotypes and prejudices) (Rollock & Gordon, 2000). To
suggest that counseling is value-free is to support treating all clients alike
(e.g., as if all clients were from White, middle-class, English-speaking,
Protestant heterosexual backgrounds). Sue and Sue (2003) contend that such
treatment reflects a primarily Eurocentric worldview, may represent cultural
oppression, and may harm culturally different clients. Multicultural counsel-
ing requires counselors to consider the cultural background, values, and
worldview of the culturally diverse clients and to work within the client’s cul-
tural context.

When [our professor] showed most of the counseling theorists are White men,
I felt a kind of relief inside. Even though there are many articles [about] multi-
cultural counseling pointing out this fact, I rarely had this kind of experience
in a school setting in the U.S. It was a very encouraging experience to me. As
an international [doctoral] student coming from different cultural backgrounds,
I have always wrestled with the question: “How can I adapt Western counsel-
ing theories to clients with different cultural backgrounds?” Western psycho-
therapy comes from different worldviews and models of healing, which appear
to be connected with individualism in Western theories. Even within my limit-
ed counseling experience with diverse populations, I have realized how fami-
ly and community’s involvements, the holistic understanding of mind and
body, and spirituality . . . are important. I think that counseling theories are still
a culturally encapsulated discipline confined to its national borders. Even in
the context of globalization of counseling, I realize how easy it is for counselors
and counselor educators to do a wholesale importation of mainstream coun-
seling theories into other cultures. When I speak from a different cultural per-
spective, I sometimes feel burdened as I often seem to go against what main-
stream theories talk about, or what the majority of Americans believe. But I
think I am becoming increasingly ready to challenge cultural perspectives and
to be challenged.

—Counselor Education Doctoral Student

Discuss the relative adaptability of European and U.S. originated counseling
theories when working with culturally diverse clients.

What are the benefits and challenges of professional counselors whose country
of origin is not the United States?
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Discuss similarities and differences of cultural traditions across the world, as
well as the practice of counseling.

At this point, it is important to acknowledge that multiculturalism is as
much a personal, intentional, and active lifestyle as it is a professional coun-
seling philosophy. Likewise, multicultural counseling is a theoretical frame-
work that, through the counselor, can be overlaid onto and infused into tra-
ditional counseling interventions, rather than necessarily replacing them
altogether. One goal of multicultural counseling is sustainable mental health
for clients. Subsequently, the presenting issues of the client naturally encom-
pass the various systems where they evolved and reside (e.g., family, school,
work), rather than a singular focus on the individual client. Interventions
prior to the multicultural movement within the field of counseling were pri-
marily: (a) directed at the individual client (with the exception of the field of
marriage and family therapy), (b) focused on creating healthy changes with-
in the individual, and (c) designed to help the individual with a problem he
or she was currently experiencing or to resolve some past conflict (Daniels,

2007).

Multiple Dimensions of Personal Identity

An important component of multicultural counseling competence is aware-
ness of the interplay and influence of culture on the connection between
counselors and clients. One way to understand the meaning and significance
of culture for the client is to explore his or her multiple dimensions identity
(Arredondo & Glauner, 1992). At any given point in our lives, we are sons,
daughters, wives, husbands, partners, mothers, and fathers. We may also
identify with specific cultures, ethnicities, regions, religions, and social groups
or backgrounds. Identities related to race, ethnicity, gender, sexual orienta-
tion, religion, geographic region, language, class, and country of origin inten-
tionally intersect, interact, and interconnect. For instance, if you are geo-
graphically from the northern, urban region of the United States you will
identify with the nuances and traditions that comprise that region. Our
responsibility as culturally competent counselors is to both appreciate and
respect the multiple dimensions of our clients’ identities and to help them
work through challenges associated with identifying with particular groups.
A multidimensional identity can also be beneficial and can help clients and
counselors develop a better understanding about themselves, their culture,
and their lives.

Salazar and Abrams (2005) point out that counselors must be aware that
racial or ethnic identity development is not experienced the same by all indi-
viduals who identify with a particular racial or ethnic group, nor is identity
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development in sociocultural groups such as women, people with disabilities,
members of the lesbian, gay, and bisexual communities, and transgendered
individuals the same as racial and ethnic identity development. Each dimen-
sion of personal identity and its related sociocultural group has its own devel-
opmental processes and characteristics. In addition, “membership in a social
or-cultural group defined by a particular racial, ethnic, gender, sexual, age,
ability, or religious identity does not erase the reality of diversity among the
individuals within that group” (Stewart, 2009, p. 256).

Brook, Garcia, and Fleming (2008) examined the effects of multiple iden-
tities on psychological well-being and found that recent research yielded con-
flicting conclusions. In other words, having multiple dimensions of identity
is not necessarily associated with psychological well-being, particularly if a
person identifies with groups that are marginalized (Rust, 1996). Addi -
tionally, when gender, race, class, and sexual orientation are examined sep-
arately, rather than as integrated identities of a whole person, the lives of
people become compartmentalized into cultural categories instead of an ac-
curate reflection of real life (Croteau, Talbot, Lance, & Evans, 2002; Harley,
Jolivette, McCormick, & Tice, 2002; Moradi & Subich, 2003; Williams,
2005). Williams (2005) examined the strengths and limitations of two promi-
nent culturally based counseling theories, Afrocentrism and feminism, utiliz-
ing a case study approach of an African-American female lesbian. For
African-American women seeking therapy, it was suggested that therapists
assist clients in recognizing the impact of racism, sexism, classism, and
homophobia. Awareness of the multiple identities of clients means that coun-
selors need to help clients develop a better understanding of themselves,
their social environment, and how to navigate and work through challenges
associated with marginalization and oppression.

Dimensions of Identity: Honoring the Whole Person

Carmen Maria is a 22-year-old, Cuban American woman living in Miami. Last
year during the Fall semester of her senior year of college, she came out to her
family and friends as a lesbian. Carmen Maria was raised in a traditional
Cuban household and her family maintained strict religious views. Before she
came out to her family her mom expressed that she wanted Carmen Maria to
marry a “nice Cuban boy from a nice religious household.” Frequently,
Carmen Maria would over hear family members speak negatively about peo-
ple who were gay or lesbian, as well as people that were not Cuban, which
upset her. Carmen Maria’s family does not discuss her sexual orientation and
she feels shunned because she is a lesbian. She still loves her family and does
not like feeling like an outsider. Carmen Maria has come to see you because
she wants to introduce her family to her new girlfriend, Luisa. She has been
dating Luisa for several months and she wants her family to acknowledge and
respect their relationship.
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What are the multiple dimensions of Carmen Maria’s identity?

Describe, explain, and make meaning of the identity related conflicts experi-
enced by Carmen Maria.

Briefly describe the multiple dimensions of your identity.

Explain how your identity may be helpful AND present challenges to you as
Carmen Maria’s counselor.

Worldview

A shared worldview by the counselor and client is an important factor in
counseling relationships across cultural contexts. Gelso and Fretz (2001) out-
line five dimensions and provide related questions that illustrate differences
in worldview often found between American ethnic minority clients and
White American counselors. These dimensions include: (a) views about fam-
ily (i.e., What is the relationship of self to the family? What is more impor-
tant, the individual or the family?), (b) cooperation versus competition (i.e.,
Is the collective success of the group more valued than personal success of
the individual?), (c) time orientation (i.e., Which is more important in time?
The past, present, or future?), and (d) locus of control (i.e., How much can
one control what happens in life?). All of these dimensions of worldview pro-
vide the counselor with useful reference points in therapy. A shared world-
view between the counselor and client represents a mutual understanding
regarding the nature of the client’s distress. The counselor is able identify the
client’s difficulty and to provide an explanation consistent with the client’s
own understanding. From this common vantage point, the therapeutic con-
tract can be established, operationalized, and modified.

Something happened to me recently that caused me to look inward at just how
open minded of a person I really am. My father married a woman from
Venezuela a few weekends ago. I was surprised when I got there to see that my
father’s house had been completely redecorated into a place I no longer knew
as, “My dad’s house.” There were now pictures of people I didn’t know. There
was new art on the walls. The rooms were all painted different colors, and
everywhere I went smelled strongly of scented candles. I was taken aback by
this new change, but that was nothing compared to what I experienced
throughout the wedding celebration. My new step mother’s family and friends
far out-numbered those of my father’s at the wedding. Most of her family and
friends, including her, did not speak any English. This made communicating
with my “new family” quite difficult. I immediately started feeling defensive.
“They need to learn English so they can talk to us (my brother and me).” Their
music is too loud!” “They drink too much . . . dance too much . . . talk too
much. . . .” And the list went on. Before I knew it, I had decided “these peo-
ple” weren’t “my people.” I couldn’t believe I thought that! I'm one of the most
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open minded people I know! At least that’s what I thought. . . . What I learned
after lots of self reflection, was that I had completely closed my mind and shut
down out of fear. I know that celebrations are experienced differently for every-
one, and now that includes people in my family . . . not just the ones I read
about in our textbooks. It is so easy to say you accept everyone. Itis so easy to
say that you are open to other cultural traditions and ways of life. My tolerance
and acceptance was tested that weekend and it surprised me. Luckily, I walked
away from the experience learning more about myself and another culture. My
awareness, acceptance and interest in another culture were broadened, and I
feel that I grew as a person from having been a part of that wedding.

—Student Journal, Graduate Multicultural Counseling Course

Consider and discuss the possible identity, cultural background, cultural
awareness, and worldview of this student. What role did these characteristics
have in the student’s experience of the wedding?

Discuss the therapeutic relationship and counseling process between a coun-
selor, with initial beliefs, thoughts, and feelings similar to the student, working
with clients similar to the stepmother.

Development of Cultural Competence

The Multicultural and Diversity Awareness Continuum (Figure 6.2) illustrates
primary areas in the development of cultural competence and includes
awareness of: (a) cultural self and cultural diversity, (b) oppression and mar-
ginalization, and (c) multicultural counseling competence in practice. This
continuum is linear, developmental, and arranged so that the levels build on
each other. The process from self-awareness to multicultural counseling com-
petence is flexible because the counselor cannot achieve complete proficien-
cy of any of the awareness levels. As stated earlier, cultural competence is best
understood as a lifelong process. There is no definitive point to be reached by
the counselor in any specific area before proceeding forward. At any point,
the counselor needs to recycle (e.g., when referred a new client). However,
it is important to proceed again to all subsequent levels on the continuum.

Cultural Self and | Oppression and
Cultural Diversity | ~ | Marginalization

Y

Multicultural
Counseling
Competence

Figure 6.2. Multicultural and Diversity Awareness Continuum.
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Cultural Self-Awareness and Cultural Diversity

Counselors often bring to the therapeutic relationship preconceived atti-
tudes and ideas about culturally different clients (Fu, Chiu, Morris, & Young,
2007). These perceptions may be manifested in numerous ways during the
counseling process. Consider I Am A Cultural Being below. Our responses to
the statements in the exercise are indicators of our cultural identities and
map the social context of our development. An active and reflective under-
standing of ourselves as cultural beings living in dynamic social-ecological
systems ultimately helps us to better understand and help our clients. Closely
related to the previous point is the recognition that sociocultural group mem-
bership is not totally responsible for all the behaviors of a client. Because cul-
turally diverse persons must interact with the dominant culture, the degree
to which an individual whose culture has been marginalized has acculturat-
ed to the dominant culture varies from individual to individual. This is the
principle that necessitates the study of within-group differences among cul-
turally diverse clients. To respond to all members of a particular culturally
diverse population as if they share identical values, beliefs, attitudes, opin-
ions, and worldviews is to stereotype and inhibits interpersonal learning.
There is considerable evidence that members of specific sociocultural groups
have heterogeneous talents, interests, and values (Locke, 1998).

I Am A Cultural Being
Your Background
Describe yourself in terms of basic demographics (e.g., age, gender, race, eth-
nicity, sexual orientation, ability/disability.) Where were you born? How many
people are in your family? What generation in the United States do you rep-
resent? Where are your ancestors from? Do your consider your ancestors vol-
untary or involuntary immigrants to the United States?
What was the occupation of your parents when you were a child? How would
you describe your family’s economic class? Where did you go to school? Does
your immediate or extended family practice ethnic or cultural customs that
you or they value or with which they identify (e.g., foods, celebrations, tradi-
tions, social behaviors, manners, beliefs)> What customs do you prize most?
Do your relatives speak your ethnic group language?
Your Group Awareness
Describe your earliest recollection of learning your gender, race, ethnicity, sex-
ual orientation, ability/disability religion and/or spiritual practice? How did
you learn to identify with these groups? Where there any groups of people that
were devalued by your family? Did you have similar feelings? Did your fami-
ly discuss culturally diverse groups of people? What was your parents’ main
advice to you about people from other cultural groups?
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Your Social Awareness

Describe your earliest recollections of learning that people were “different.”
When do you first remember learning about prejudice? How do you recall
feeling at that time? When was the first time you remember learning about
racism, sexism, heterosexism, ableism, and other forms of oppression? How
did you first come to understand oppression existed? What did you learn from
this experience? When did you first know people who said things that you
thought were prejudiced? When was the first time you recall seeing someone
act in a way you thought was prejudiced, racist, sexist, homophobic, or dis-
criminatory? Describe your feelings about that situation.

Your Encounter Experiences

How much cultural diversity did you have in your home town? What was the
general perception surrounding people who were not White American or
recent immigrants in your home town? Did your immediate family share these
views? How were people who identified as gay, lesbian, bisexual, or transgen-
dered perceived? When (if this is applicable) did your perceptions of any of
these groups change? How would your parents respond, or have responded, if
you announced plans to marry a member of a different ethnic group or reli-
gion, a person of the same sex, or a person with a disability? How do you think
you would respond for your child?

Your Present Views

Describe significant relationships that you have with people from different cul-
tures. What is most rewarding about these relationships? Least rewarding?
What has been the major source of information which has shaped your per-
ceptions of people from different cultures?

As a counseling professional, how do you think your cultural background and
attitudes help you in working with culturally diverse clients? How will they
hinder you in working with culturally diverse clients? Briefly discuss your feel-
ings about describing yourself as a cultural being.

Oppression and Marginalization

Multicultural counseling competence requires counselors to develop an
understanding for valued and devalued groups when working with clients in
the United States (Comstock et al., 2008). Valued groups have characteristics
that are considered, within social systems, to have worth, importance, and
usefulness associated with power, respect, and resources. Common social
demographic categories in the United States, such as age, race, ethnicity,
gender, sexual orientation, disability, religion, educational attainment, occu-
pation, financial net worth, and others, can be assessed by the relative dom-
inant and subordinate position of the various groups of people within those
categories. Put another way, social systems are historically, culturally, and
fundamentally structured for certain social demographic groups to be more
valued than others, therefore having more power than others. Tatum (1997)
explains which the dominant group, that is the group that maintains the high-
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est level of social, political, and economic power, in American society is seen
as the norm for humanity. Some of the valued groups in the United States
include people who are healthy, young, educated, wealthy, male, heterosex-
ual, White American, English speaking, employed, and Christian. Identi-
fication with any of the valued groups in the United States is associated with
sociocultural advantages, privileges, and benefits.

Devalued groups, conversely, are considered to have relatively less worth,
importance, and usefulness, and therefore less power and resources. As a
result, members of devalued groups experience marginalization due to the
differentially oppressive structure of the social systems in which we live
(Utsey, Ponterotto, & Porter, 2008). People who are sick, elderly, uneducat-
ed, female, gay, lesbian, bisexual, transgendered, non-White American, non-
English speaking, non-native English speakers, unemployed, and non-
Christian are members of some of the relatively less valued, less powerful
groups in the United States. Although all human beings have inherent value,
sociocultural systems assign value differentially based on social characteris-
tics. Counselors and clients often identify as members of both valued and
devalued groups. It is important, then, for culturally competent counselors to
have an initial understanding of the complex identity dynamics that results
from relative social valuation and related experiences of privilege and mar-
ginalization.

The Power of Identity: Social Dynamics

Lesbian Christian Masculine Rich Educated Suburban
Rural Feminine Bisexual Transgender Heterosexual ~Feminist
Republican ~ Democrat Independent Introvert Urban

Professional

Athletic Disabled White American International  Muslim
Asian Black African-American Latino Latina Hispanic
Middle-Class Low SES Conservative Older Woman Man
Tech Savvy ~ Undocumented Immigrant English-Speaking  Bilingual Thin
Overweight ~ Time Adherent Time Flexible Cognitive Extrovert Agnostic
Vegetarian ~ Spiritual Emotional Individualistic ~ Collectivistic ~ Religious

Circle the groups with which you identify. What are the advantages of identi-
fying with these groups? What are the disadvantages? What groups have
power in the cultural and institutional levels of the Social Ecological Model?
What groups have less power? What groups are valued? What groups are de -
valued? What groups are marginalized? Describe, explain, and discuss the in-
dicators of power, value, and marginalization? What other dimensions of your
identity are not included in the above list? Evaluate your other identity dimen-
sions.
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Multicultural Counseling Competence in Practice

The final level on the continuum is the integration of the multicultural and
diversity awareness process into the practice of counseling. A multicultural
counseling framework is a tool that brings attention to certain cultural factors
that may influence the counseling process and outcome. It needs to be inter-
active, interchangeable, and upgrade-able depending on the specific client,
presenting issues, and current multicultural counseling research. At the same
time, core structures make up the multicultural framework and include cul-
turally distinctive: (a) communication styles, (b) beliefs about psychological
problems, (c) strategies for coping with and resolving personal problems, (d)
counseling expectations and behavior, (e) identity development and accul-
turation, and (f) worldviews (Locke, 1998). Fischer, Jome, and Atkinson
(1998) identified and provided empirical support for several factors in the
counseling literature that were common to producing a successful counseling
experience and outcome in conventional psychotherapy and in culturally
diverse healing methods. The four factors identified as having universal heal-
ing properties across cultural contexts were: (a) the therapeutic relationship,
(b) a shared worldview between the client and counselor, (c) client expecta-
tions for positive change, (d) and interventions believed by both client and
counselor to be a means for alleviating client distress. A multicultural coun-
seling framework integrates counselor beliefs, cultural differences between
the counselor and the client, and collaboration throughout the therapeutic
process. Counselor cultural self-awareness and cultural knowledge provide
the grounding for the client to be authentic in therapy, although he or she
may be culturally different from his or her counselor. Development of a trust-
ing counseling relationship creates a space of respect and care for the coun-
selor and client to mutually decide on the goals, process, and interventions
employed in therapy.

A counselor needs to be able to authentically model openness, patience,
security, respect, understanding, flexibility, adaptability, and love. These
characteristics are as important to demonstrate multicultural counseling com-
petence as knowledge of current research and best practices. The develop-
ment and progression of the multicultural counseling competence is depend-
ent on the counselor intentionally building a sense of community with indi-
viduals from diverse cultural backgrounds. All community members need to
be honored with respect to their individual historical, social, and cultural
backgrounds. It is important in the first session to openly engage the client
in building a structure for respect and understanding that will ultimately help
the client and counselor connect with one another and form a therapeutic
relationship. Making explicit the invitation for the active inclusion of the
client’s culture within the counseling process makes this connection possible.
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“All aspects of your identity and your culture are welcome and honored and
are fundamental to the counseling process. You contribute unique experi-
ences and resources that are necessary for and valuable to creating an opti-
mal therapeutic environment for your growth, development, health, well-
ness, and healing. The counseling relationship is, therefore, an intentional,
working, partnership where you are expected to be actively and meaning-
fully involved in the direction, content, and process of our work together.”
The counselor creates a safe and supportive space for the client to cultivate
his or her voice. Clients are encouraged to share their experiences and per-
spectives, as they feel comfortable and prepared. Some clients readily and
freely share their point of view, whereas others are more pensive and reluc-
tant. These likely styles are acknowledged at the outset, and all are to be
respected. Over time in the counseling, however, it is hoped that all clients
will eventually become empowered to affirm their own innate value and to
validate their own experiences.

Counselors are interpersonal learners in the therapeutic relationship,
allowing ourselves to be affected and impacted by their clients’ stories and
experiences. When we are able to truly feel and know our connection to our
clients, a secure foundation is in place to support transformative personal
change. The significance of intentional inclusion of culture in the counseling
process is to create a structured opportunity for clients to candidly engage
with the counselor along planes and dimensions ordinarily difficult to access
in their individual everyday lives. In multicultural counseling, clients are
encouraged to share about the different dimensions of their identity, culture,
and worldview. A culturally competent counselor needs to have the knowl-
edge, skills, and adaptability to welcome, engage, educate, challenge, and
support client members of diverse communities while continually learning
from the clients and the process.
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Chapter 7

CAREER COUNSELING: CURRENT
CHALLENGES AND OPPORTUNITIES
FOR MENTAL HEALTH PRACTITIONERS

SPENCER G. NILES AND HYUNG JOON YOON

ental health counselors often discard the notion that career counseling

will be an essential element of their counseling work. Yet few things
capture more attention for adolescents and adults than their career decisions.
Freud himself noted that work and love are central to the human experience
and that making effective decisions in these two life domains is critical to
experiencing a satisfying life. When career situations go awry, negative psy-
chological and physical consequences often occur. Increases in unemploy-
ment correlate significantly with increases in substance abuse, referrals to
mental health centers, physical ailments (e.g., coronary heart disease), child
abuse, and partner abuse (Herr, 1989). Thus, coping effectively with career
development tasks becomes important for experiencing positive mental
health. In addition, mental health counselors in all professional settings will
continue to encounter clients attempting to successfully cope with career
concerns.

Thus, in this chapter, we identify the career development challenges most
workers experience in the current context and highlight the changing demo-
graphics at work. We then identify the implications of these factors for men-
tal health counselors, discuss the roles and scope of practice in which career
counselors engage, and, finally, provide a brief overview of approaches that
counselors can use as they attempt to help their clients resolve career issues.

135
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CAREER DEVELOPMENT CHALLENGES
IN THE CURRENT CONTEXT

Central to understanding the career development challenges that most
workers encounter is acknowledging that career development tasks reflect
societal situations impacting workers, work conditions, and opportunities for
work. Career development tasks vary as the cultural, historical, political, and
economic contexts change. For example, career development tasks in a de -
veloping nation tend to reflect the most pressing economic, social, and polit-
ical needs of that country, whereas career development tasks in more devel-
oped countries are less entwined with national needs. Likewise, career devel-
opment tasks in the current context within the United States differ from the
career development tasks U.S. workers experienced 100 years ago.

The current work context in America presents multiple challenges for
adults engaged in work as well as young people preparing for it. Calling
attention to these changes, authors use such dramatic phrases as “the career
has died” and “work has ended” (Bridges, 1994; Rifkin, 1995). Although such
declarations are not to be taken literally, they are to be taken seriously. The
“career is dead” authors alert mental health practitioners to the fact that
understanding how work is changing is essential information for responding
effectively to the career concerns currently confronting adults in contempo-
rary society.

Niles, Herr, and Hartung (2002) note that high levels of global unem-
ployment, corporate downsizing, and a jobless economic recovery are indi-
cators that reveal the way work is changing. High unemployment rates trans-
late into a myriad of economic, social, physical, and psychological maladies
(Niles, Herr, & Hartung, 2002). Reports of these events appear daily in var-
ious news media and include behaviors such as homicides, suicides, and high
levels of depression.

Technological advances also point to important changes in how business
is conducted as small companies compete globally via the information high-
way and computers perform tasks once assigned to workers. Near workerless
factories now exist as computers replace workers in occupations ranging
from tollbooth collectors to engineers. U.S. workers now compete with work-
ers from around the globe as they seek to fill a limited number of occupa-
tional vacancies. Many workers, especially those who value job security,
struggle to adjust to this new reality.

Contemporary workers also struggle to balance their various life role com-
mitments as predictions concerning ways in which technology would create
a leisure society have proved to be inaccurate. Rather than creating more
leisure time, advances in technology have made it easier (and often neces-
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sary) to work more hours. Americans take fewer vacation days per year than
workers in other industrialized countries (Mercer, 2009). Unfortunately,
technology can change work, but it cannot change the fact that days still oc
cur in 24-hour cycles and more of those hours are being filled by work activ-
ity.

Niles, Herr, and Hartung (2002) noted that these shifts have led to changes
in the “rules of the game” relative to work. The implied social contract in
which employees demonstrate loyalty to employers and employers display
commitment to their employees has disappeared. “On demand workers” re-
place long-term employees (Rifkin, 1995). Employers hire contingent work-
ers to complete a particular project and, once the project is completed, so is
their employment. Corporate downsizing results in flattened organizational
structures and fewer career ladders to climb. As adults attempt to smooth the
career turbulence they experience, they realize that old solutions for increas-
ing job security (e.g., being competent and working harder) often have little
impact on new situations. Workers who have lost their jobs via corporate
downsizing are now less willing to sacrifice everything for their careers when
the organizations for which they work are so willing to sacrifice them (Niles
& Harris-Bowlsbey, 2009). Those who have been “sacrificed” are often left
feeling betrayed, anxious about competing, and insecure about the future.
Given these shifts, it is not surprising that many people express concerns
related to low career self-efficacy, anxiety due to ambiguous career paths and
a lack of job security, confusion over how to obtain training to update their
skills, and frustration related to conflicting life role demands (Anderson &
Niles, 1995).

Obviously, these changes in the nature of work are not benign. They have
important implications for current and future workers. Many jobless workers
must cope with economic and family responsibilities without adequate finan-
cial resources. High unemployment rates persist and offer little hope for the
future. Thus, the ripple effects and the costs of unemployment become sub-
stantial to the individual, the family, and society. These are the career con-
cerns with which clients often struggle within the course of career counsel-
ing. They demonstrate that there are few things more personal than a career
choice. Accordingly, addressing career concerns adequately requires mental
health counselors to interweave career counseling interventions with more
general mental health counseling strategies. The likelihood that mental health
counselors will encounter clients with career concerns is great.

To become more aware of the career issues that clients are likely to pres-
ent in counseling, it is also important to understand the demographic changes
occurring in the workforce.
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Changing Cultural Demographics at Work

During the past four decades, the United States has been awash in cultur-
al pluralism. According to the U.S. Census Bureau (2008), people of color
represent 26% of the U.S. population, and it is predicted that by the year
2050, people of color will represent more than half (54%) of the population.
The influx of new immigrants into the United States will also continue in
large numbers. Between 703,542 to 1,266,129 immigrants per year obtained
legal permanent resident status in the United States between 2000 and 2009
(U.S. Department of Homeland Security, 2009). In some regions of the
United States, persons of color are nearly equal in number to Whites. His-
panics have already surpassed African Americans and are expected to con-
tinue to remain the largest minority group in the United States within the
next four decades (U.S. Census Bureau, 2008).

Changing demographics, multiple worldviews, and cultural plurality influ-
ence the career development intervention process. Whereas the workforce
now more closely reflects the cultural pluralism existing within society, there is
ample evidence to suggest that women, people of color, persons with disabili-
ties, gay men, lesbian women, and transgendered persons continue to
encounter tremendous obstacles in their career development. For example,
according to the 2000 U.S. Census, 14.3% of African Americans 25 years of
age or older possess a college degree and 72.3% completed high school. By
comparison, 26.1% of Whites 25 years of age or older possess a college degree
and 83.6% have completed high school. The unemployment rate for African
Americans has been above 7.3% each year since 1972 and was an average 2.2
times the rate for Whites in the last five decades (U.S. Bureau of Labor
Statistics, 2010b). Whites and Asians tend to be employed in managerial and
professional specialty occupations (occupations that tend to have job security,
decent salaries, and due processes in hiring and firing). Only 27% of African
Americans and 18% of Hispanics are employed in such occupations, com-
pared with 48% of Asians and 37% of all Whites (U.S. Bureau of Labor
Statistics, 2009). According to Herr, Cramer, and Niles (2004), “more than half
of the employed Hispanic women are either clerical workers or non-transport
operatives (dress-makers, assemblers, machine operators, and so on)” (p. 277).

Additional statistical data provide evidence that occupational and eco-
nomic disparities exist according to gender and ethnic background. For
example, men are still 18.7 times more likely than women to be in higher
prestige occupations in science, math, or technology (Farmer, Rotella,
Anderson, & Wardrop, 1998). African-American and Hispanic families earn
approximately 65% and 75%, respectively, of the income of White, non-
Hispanic families. When compared with Asian families, the ratios become
51% and 59%, respectively. In terms of health insurance coverage, 31.7% of
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American Indians and Alaska Natives and 32.3% of Hispanics are not
insured, whereas 10.7% of all Whites and 16.6% of Asians are not insured
(CeNavas-Walt, Proctor, & Smith, 2009).

Despite legislation aimed at protecting their rights (e.g., Public Law 93-
112, the Rehabilitation Act of 1973; Public Law 94-142, the Education for All
Handicapped Children Act of 1975; Public Law 95-602, the Rehabilitation,
Comprehensive Services, and Developmental Disabilities Amendment of
1978; Public Law 101-476, the Education of the Handicapped Amendments
of 1990; Public Law 101-336, the Americans with Disabilities Act of 1990),
Americans with disabilities have fared no better. According to Bureau of
Labor Statistics (2010a), of the 26.5 million people with disabilities who are
age 16 years and over, 22.3% are in the civilian labor force and 14.7% are
unemployed. Over the 10 years, almost no progress has been made; there-
fore, still “nearly half of those with a work disability are outside the work
structure” (Isaacson & Brown, 1997, p. 313). The number of Americans re-
porting some type of disability now approaches 50 million according to the
U.S. Census (2000). Postsecondary school employment outcomes for many
young people are of concern, to put it mildly. According to the National
Council on Disability (2000), 350,000 people between the ages of 18 and 25
receive social security income support (and, therefore, are not employed).
Widen the age range to include all adult persons with disabilities and the data
are no more positive. Two-thirds of working age people with disabilities are
unemployed, even though the majority of those persons wish to work (Fabian
& Liesener, 2005).

Gay, lesbian, and bisexual individuals also experience discriminatory
treatment in the labor force. Twenty years ago, Goleman (1990) suggested
that the negative bias toward this group is often more intense than that di-
rected toward any other group. Fourteen years later, Herr, Cramer, and Niles
(2004) noted that gay, lesbian, and bisexual persons are essentially barred
from certain occupations and find vertical mobility blocked simply because
of their sexual orientation. Despite this obvious discrimination, career devel-
opment theorists and practitioners have been slow to respond to the issues of
bias toward gay, lesbian, and bisexual individuals (Chung, 2003; Pope &
Barret, 2002).

These statistics reveal that many women, people of color, persons with dis-
abilities, and gay/lesbian/bisexual individuals regularly experience discrimi-
natory practices in hiring and promoting, insufficient financial resources, and
a lack of role models and mentors. Thus, traditional career interventions may
not be appropriate for assisting members of diverse groups in their career
development. Career development interventions in contemporary society
must be reconceptualized to more adequately meet the career development
needs of the members of an increasingly diverse society.
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Career Counselors’ Roles and Scope of Practice

Stereotypical views of career counseling reflect assumptions that include
the perspective that career counseling simply involves the administration
and intrepretation of standardized test batteries. Many consider career coun-
seling to be a rather mechanistic and routinized activity in which the coun-
selor “tests and tells” the client which occupational options provide the great-
est probability for success. Despite notions that career counseling is “less so-
phisticated” than other counseling specialties, the knowledge and skills re-
quired for providing effective career counseling encompass and exceed those
required in more general counseling. For example, the career counseling
competencies identified by the National Career Development Association
(2003) indicate that career counselors need knowledge and skills in career
development theory; individual and group counseling; individual/group as-
sessment; career information/resources; program promotion, management,
and implementation; career coaching/consultation; multicultural counseling;
supervision; ethical/legal issues; and using technology effectively in the
career intervention process. These skills are in addition to the requisite skills
for effective counseling practice.

Moreover, the topics related to career development interventions are
exciting and challenging. Essentially, career practitioners seek to help their
clients increase their life satisfaction. Career counselors help people consid-
er how they will develop and use their talents as they live their lives. Career
counselors in the 21st century seek to empower people to construct meaning
out of their unique life experiences and then translate that derived meaning
into appropriate occupational and other life-role choices. Translating life
experiences into career choices requires people to possess a relatively high
level of self-awareness (Niles & Harris-Bowlsbey, 2009). Accordingly, career
counselors strive to provide interventions to help their clients clarify and
articulate their self-concepts. These interventions can include formal, stan-
dardized assessments as well as informal, nonstandardized assessment activ-
ities that actively and creatively engage clients in the career intervention
process (Amundson, 1998). Because the former type of assessments often
contain cultural limitations, the latter assessment category (nonstandardized)
can often be of greater use for persons from diverse backgrounds. Sorting
through career concerns and engaging in career planning are complex pro-
cesses. Therefore, competent career counseling practice also requires coun-
selors to be skilled at developing effective working alliances with their clients
(Anderson & Niles, 2000). Career counselors meet their clients at the inter-
section of what has been and what might be in their clients’ lives. When
career counselors work collaboratively and innovatively with their clients to
construct a clear career direction, both the client and counselor experience
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the intervention process as exciting and positive.

Career decision making is rarely a simple task. Therefore, good career
counseling is never mechanistic and routine. When we consider the fact that
decisions about work are made within cultural, familial, and life contexts that
intertwine with other life roles and responsibilities, the complex and often
stressful nature of career decision making becomes clear. What might seem
on the surface to be a relatively straightforward process of making a decision
about work can quickly become overwhelming, frustrating, and complicated
when important factors such as family expectations, limited occupational
opportunities, financial limitations, and multiple life-role commitments are
considered.

Given the complexity of career decision making, there should be little sur-
prise that many clients seeking career counseling experience substantial lev-
els of psychological distress (Niles & Anderson, 1993). Obviously, career
counselors must address their clients’ distress as they also help their clients
clarify their values, skills, life-role salience, interests, and motivation. When
clients also experience low self-esteem, weak self-efficacy, and little hope that
the future can be more satisfying than the past, the counselor’s task becomes
even more challenging. Clients coping with such issues require more assis-
tance in resolving their career dilemmas than a test battery can provide.
Given this fact, it is not surprising that career counseling clients describe the
support and the experience of an effective therapeutic alliance with their
career counselors as one of the most helpful aspects of their career counsel-
ing experience (Anderson & Niles, 2000). Obviously, skills found to be es-
sential counseling skills (e.g., establishing rapport, reflective listening, expres-
sing empathic understanding) are also essential career counseling skills.

Working collaboratively and effectively with clients also requires career
counseling practitioners to possess multicultural competencies at an ad-
vanced level (Leong, 1995). For instance, clients operating from a collec-
tivistic orientation engage in the career planning process in important ways
that differ from clients operating from an individualistic orientation. Working
with the client’s cultural context is essential to providing effective career
assistance. For example, Kim, Li, and Liang (2002) found that career coun-
selors focusing on the expression of emotion were perceived as having great -
er cross-cultural competence than counselors focusing on the expression of
cognition when working with Asian American college students with high
adherence to Asian values. Leong (2002) found acculturation to be positive-
ly related to job satisfaction and negatively related to occupational stress and
strain. Gomez et al. (2001) found that Latina career development is strongly
influenced by sociopolitical, cultural, contextual, and personal variables.
Specifically, factors such as socioeconomic status, family, cultural identity,
and the existence of a support network all helped to shape the course of
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career development for the Latinas participating in the Gomez et al. study.
The client’s constellation of cultural/contextual variables clearly matters in
the career intervention process. Thus, similar to general counseling inter-
ventions, the career development intervention process is a dynamic, com-
plex, and challenging one that requires career counselors to draw on multi-
cultural counseling skills to effectively help their clients move forward in
their career development (and, like general counseling, all career counseling
is multicultural counseling).

Indications are that the career development process will become more,
rather than less, complex in the near future. The current work context
requires workers to demonstrate an extensive set of skills, behaviors, and atti-
tudes to manage their careers effectively. Among other things, effective
career self-management today requires the ability to (a) continuously learn
new skills, (b) cope with change and tolerate ambiguity, (c) acquire and use
occupational information effectively, (d) interact competently with diverse
coworkers, (e) adjust quickly to changing work demands, and (f) use tech-
nology effectively (Niles & Harris-Bowlsbey, 2009). To help people acquire
these competencies, career development interventions must be holistic, com-
prehensive, and systematic. Moreover, because career development is an
essential aspect of human development, career practitioners must be skilled
at helping their clients cope with their career concerns within a develop-
mental context. Because children, adolescents, and adults are presented with
career development tasks, professional counselors must be skilled at provid-
ing career interventions and understanding the career development process
regardless of their work setting (Niles & Pate, 1989).

It is clear that the need for providing systematic assistance to individuals
attempting to deal more effectively with the influence of work in their lives
is tremendous. The young, the elderly, the unemployed, the underemployed,
the displaced homemaker, the displaced worker, and members of diverse
racial, ethnic, and socioeconomic groups are each confronted with work-
related issues that have significant implications for their lives. How well they
are able to cope with these issues may well be the difference between living
a life that is meaningful and productive and one that is largely void of mean-
ing and satisfaction.

Effective Approaches to Coping With Career Concerns

Professional counselors provide career assistance to their clients in a num-
ber of ways. For example, counselors in high school, postsecondary, and com-
munity settings can teach clients the types of skills (e.g., self-assessment, job
search, and career information acquisition) that are necessary for effective
career planning and career decision making. Professional counselors in all
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settings can also help their students/clients to realize that decisions about
work influence their total life. Correspondingly, counselors can help clients
develop realistic expectations for what work can provide in terms of person-
al satisfaction. When work is lacking in personal satisfaction, meaningful par-
ticipation in other life roles helps offset this lack of satisfaction. Given the
extreme emphasis we place on intra-individual variables in career develop-
ment, a major task confronting counselors involves helping people to realize
that self-worth is not defined by one’s work situation. Self-worth relates more
to how one lives rather than where one works. These are important lessons,
especially in traditional Western cultures, that professional counselors in
school, postsecondary, and community settings can teach and reinforce in
their clients.

Definitions Influence Interventions

Career development interventions are shaped, in part, by how we define
our terms. A major issue within the area of career development interventions
is the misuse of terminology among career practitioners as well as clients. For
example, it is not uncommon for professional counselors to use the terms
career and work interchangeably. It is also not unusual to hear professionals
talk about “doing career development” as if career development were an
intervention rather than the object of an intervention. Similarly, counselors
often confuse the terms career guidance and career counseling. This lack of pre-
cision confuses practitioners, students, clients and, policymakers, and there-
fore is a barrier to advancing the efficacy of, and legislatative support for,
career development interventions. When language lacks precision, the impli-
cation is that terminology does not matter. Words have power, however, in
that career counselors are “engaged in a verbal profession in which words
and symbols frequently become the content of the interactions they have
with clients” (Herr, 1997, p. 241). Thus, the need exists for greater clarity and
specificity with regard to the key terms related to career development inter-
ventions. Such specificity enhances the credibility of the counseling profes-
sion and provides a common ground for devising, implementing, and evalu-
ating career development interventions.

CAREER. Rather than limiting the definition of career to work, Niles and
Harris-Bowlsbey (2009) advocate viewing career as a lifestyle concept.
Super’s (1976) view of career as the course of events constituting a life, and
Herr, Cramer, and Niles’ (2004) notion of career as the total constellation of
roles played over the course of a lifetime provide more wholistic definitions
of career. Broader definitions highlight the multiple life roles that people play
and acknowledge differences across people regarding life-role salience gen-
erally and provide flexilibility regarding the areas in one’s life where work is
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located. For example, broad definitions of career apply to those locating
work in the life role of homemaker or in volunteer activities.

CAREER DEVELOPMENT. Career development refers to the lifelong psy-
chological and behavioral processes as well as contextual influences shaping
one’s career over the lifespan. As such, career development involves the per-
son’s creation of a career pattern, decision-making style, integration of life
roles, values expression, and life-role self-concepts (Niles & Harris-Bowlsbey,
2009). Professional counselors intervene to foster positive career develop-
ment in their clients. Thus, career development is the object of interventions
rather than an intervention.

CAREER DEVELOPMENT INTERVENTIONS. Career development interven-
tions, defined broadly, involve any activities that empower people to cope
effectively with career development tasks (Spokane, 1991). For example,
activities that help people develop self-awareness, develop occupational
awareness, learn decision-making skills, acquire job-search skills, adjust to
occupational choices after they have been implemented, and cope with job
stress can each be labeled as career development interventions. Specifically,
these activities include individual and group career counseling, career devel-
opment programs, career education, computer-assisted career development
programs, and computer information delivery systems, as well as other forms
of delivering career information to clients.

CAREER COUNSELING. Career counseling involves a formal relationship in
which a professional counselor assists a client, or group of clients, to cope
more effectively with career concerns (e.g., making a career choice, coping
with career transitions, coping with job-related stress, or job searching).
Typically, career counselors seek to establish rapport with their clients, assess
their clients’ career concerns, establish goals for the career counseling rela-
tionship, intervene in ways that help clients cope more effectively with career
concerns, evaluate clients’ progress, and, depending on clients’ progress,
either offer additional interventions or terminate career counseling (Niles &
Harris-Bowlsbey, 2009).

Although career counselors provide the most comprehensive career inter-
ventions to clients and have the highest level of relevant training, other
career practitioners exist and offer a variety of services to clients. Although
their scope of practice is more limited and, in most cases, their training is less
extensive, they provide useful career-related services.

Global Career Development Facilitators

In an effort to enhance the training of paraprofessionals engaged in pro-
viding career services, the leading professional association focused on career
development, the National Career Development Association (NCDA), de -
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veloped the Career Development Facilitator (CDF) curriculum based on a
project funded by the National Occupational Information Coordinating
Committee (NOICC) in 1992. A CDF is a career development practitioner
who has successfully completed the CDF curriculum (Splete & Hoppin,
2000). The CDFs who satisfy prior work experience requirements in addi-
tion to completing the CDF training can acquire the Global Career Devel-
opment Facilitator (GCDF) certification, which is awarded by the Center for
Credentialing and Education (CCE). The GCDF credential is recognized
nationally and internationally. So far, GCDF training has been offered across
the United States and internationally in 13 countries such as Bulgaria, Can-
ada, China, Germany, Japan, Romania, Turkey, South Korea, Macedonia,
and New Zealand (Center for Credentialing and Education, 2010). The
GCDF credential is one of the fastest-growing credentials within the career
development field.

The CDF curriculum covers a wide variety of topics. It includes 120 hours
of training, which can be either a 100% classroom or a hybrid (both class-
room and online) format. The curriculum provides in-depth, standard
knowledge and skills around such 12 CDF competencies as helping skills, la-
bor market information and resources, assessment, diverse populations, eth-
ical and legal issues, career development models, employability skills, train-
ing clients and peers, program management and implementation, promotion
and public relations, technology, and consultation. Those with GCDF certi-
fication may work as a career group facilitator, career resource center coor-
dinator, career development case manager, career coach, employment/
placement specialist, job search trainer, workforce development staff person,
or labor market information resource person. Because of the quality of the
CDF curriculum and professional recognition of GCDF, a growing number
of people, including professional counselors, are taking the course. As of
2010, more than 18,000 individuals have completed the curriculum and
became GCDFs (for more information, see http://www.ncda .org).

Due to the increasing need to provide career services to students, South
Carolina now mandates the CDF curriculum and the GCDF certification for
middle school or high school career specialists as well as school counselors.
These practitioners must also abide by the Code of Ethics of the CDF (South
Carolina Guidance and Counseling Writing Team, 2008). School counselors
supervise these career specialists. Duties of the career specialists in the South
Carolina school system include coordinating and presenting career develop-
ment workshops, assisting school counselors, offering information on career
and technology programs, supporting students in career exploration, assist-
ing with administration of career assessments, and coordinating diverse
career development resources for parents and students.



146 Foundations of Mental Health Counseling

Career Coaches

Another area related to career development practice is career coaching.
Over the past 10 years, the coaching industry has grown rapidly. The term
coach originated from the concept of a sports coach; however, the use of the
term has been expanded to the business world. There are many different
types of coaches, such as an executive coach, a leadership coach, a career
coach, a life coach, a financial coach, and a relationship coach. The primary
professional association for coaches is the International Coach Federation
(ICF; http://www.coachfederation.org), which was established in 1995 and
has 17,000 members worldwide as of 2010. In 2008, the ICF established a
code of ethics for professional coaches. The ICF is the most dominant pro-
fessional organization in the coaching industry; however, not all coaches are
member of the ICF. Because the title “career coach” is not protected by licen-
sure laws, anyone can use this label without undergoing any training or cer-
tification process. There are, however, formalized training programs for
career coaches. Coaching training hours vary from 30 hours for a single
workshop to two years for a master’s degree. Recently, some universities,
such as University of Sydney and University of Texas at Dallas, began offer-
ing a professional coaching program. The content of career coach training
includes basic listening skills, learning how to provide effective feedback,
using career assessments, teaching career decision-making skills, resume
writing skills, interview skills, and salary negotiation skills (Bench, 2008).

There are similarities and differences among the work performed by those
with the GCDF credential, career coaches, and professional counselors. Some
of the similarities are the use of active listening, the emphasis of establishing an
effective working relationship between the career practitioner and the client,
and maintaining confidentiality. In addition, all career practitioners must have
knowledge about career development processes and occupational information.

There are also, however, important differences among these career prac-
titioners. For example, career counselors are the only career practitioners
trained to use counseling techniques. In many states, they are also the only
career practitioners eligible to use certain standardized career assessments.
In essence, career counselors provide the highest level of service to their
clients. Career coaches and GCDF practitioners are trained to help clients
develop job search skills, make career decisions, and effectively manage
work-related concerns.

Early Approaches to Career Development Interventions

The definitions of the terms described above have evolved over the
decades. Early approaches to career development interventions reflected an
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emphasis on helping clients acquire career-related self-information, provid-
ing them with occupational information, and advising them as to which occu-
pational choices seemed to offer a reasonable chance for experiencing occu-
pational success. This was the approach articulated by Frank Parsons (1909)
in the early 1900s. An engineer by training and a social reformer by person-
al commitment, Parsons merged his training and commitment to outline a
systematic process of occupational decision making, which he referred to as
“true reasoning.” Zytowski (2001) noted that Parsons delivered a lecture in
1906, titled “The Ideal City,” to the Economic Club of Boston. In this lec-
ture, Parsons discussed the need for young people to receive assistance in the
choice of a vocation. The lecture generated interest and requests by recent
high school graduates for personal meetings with Parsons. From these activ-
ities, Parsons generated his systematic approach to vocational guidance. This
approach was described in detail in Parsons’ (1909) book, Choosing a Vocation.
In his book, published one year after his death, Parsons discussed various
principles and techniques that he found useful in helping the adolescents
with whom he worked, first at the Breadwinners’ College at the Civic Service
House, a settlement house in Boston, and then at the Boston Vocation
Bureau.

Parsons helped young people achieve the goal of “choosing a vocation.”
Parsons advocated activities such as reading biographies, observing workers
in their settings, and reading existing occupational descriptions. These tech-
niques were incorporated into the “Parsonian approach,” which consisted of
three steps or requirements for helping someone make an occupational
choice. These requirements were:

* Develop a clear understanding of yourself, and your aptitudes, abilities,
interests, resources, limitations, and other qualities.

* Develop knowledge of the requirements and conditions of success,
advantages and disadvantages, compensation, opportunities, and
prospects in different lines of work.

* Use “true reasoning” on the relations of these two groups of facts.
(Parsons, 1909, p. 5)

Parsons developed his model against a background of social (e.g., rapid
urbanization, child labor, immigration), economic (e.g., the rise of industri-
alism and the growing division of labor), and scientific (e.g., the emergence
of human and behavioral sciences) changes occurring in the United States.
These changes resulted in the need to place workers in jobs requiring specif-
ic skills and aptitudes, to help young people develop career plans, and to pro-
tect young people from child abuse in the labor force. Parsons’ approach also
fit nicely with the dominant scientific thinking of the 20th century, which
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emphasized positivism and objective methodology. That is, the Parsonian
model encouraged practitioners to objectify interests, values, and abilities
through the use of standardized assessment to guide people in identifying
where they fit within the occupational structure.

The three requirements of the Parsonian approach formed the basic ele-
ments of what is now labeled as the actuarial or trait-and-factor approach to
career counseling. These elements are essentially self-knowledge, occupa-
tional knowledge, and decision-making skills. The trait-and-factor approach
emphasizes the identification of a person’s relevant traits or characteristics
usually through the use of standardized tests or inventories. The same
approach is used in describing occupational factors or requirements (i.e.,
occupations are profiled according to the degree to which they require cer-
tain traits such as aptitudes). Then the individual’s profile of traits is matched
with the factors or requirements of specific occupations. The goal of this type
of matching is to identify the degree of fit between the person and an occu-
pation. It is also the goal that Frank Parsons had in mind when he sought to
help others find a vocation and not merely hunt for a job (Parsons, 1909).

More Recent Approaches to Career Development Interventions

It is important to note that career counseling theories have evolved signif-
icantly beyond traditional trait-and-factor approaches. The work of John
Holland, Donald Super, John Krumboltz, Linda Gottfredson, Robert Lent,
Steven Brown, James Sampson, Robert Reardon, Janet Lenz, Mark Savickas,
and others represents important advances in the evolution of career devel-
opment theory and practice. These theories embrace developmental per-
spectives, cognitive approaches, and person-environment interactions in ad-
dressing career development. There is also a growing recognition of the im-
portant ways in which context influences career development. Many theo-
rists address the ways in which contextual factors can affect cognitive
processes that, in turn, influence choice behavior.

Many theories today also incorporate an orientation to the client’s subjec-
tive career experience. More specifically, these theories emphasize the cli-
ent’s attempts at making meaning out of life experiences and then translating
that meaning into a career direction. Such theories tend to rely on informal
assessment strategies and the counseling process to empower clients as they
move forward in their careers. Many of these approaches reflect a postmod-
ern epistemology and incorporate narrative traditions into their intervention
strategies. An in-depth coverage of these theories is beyond the scope of this
chapter. However, we recommend that readers become familiar with the
work of the theorists mentioned earlier. The theories represent a rich tapes-
try of important statements that guide the work of career counselors.
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Career Counseling, Mental Health Counseling, and Social Action

As theories have evolved and expanded the conceptual as well as practi-
cal repertoire of career counselors, some have advocated that those provid-
ing career counseling expand their practice to include more systemic and
proactive interventions to help current and potential clients cope with their
career concerns more effectively. Herr and Niles (1998) contend that incor-
porating social action strategies in the career intervention process is one way
in which career practitioners can respond more effectively to the career
obstacles confronting many clients in contemporary society. Lee (1989)
agrees, stating that career counselors must act as “career development advo-
cates for disenfranchised clients by actively challenging long-standing tradi-
tions that stand in the way of equity in the workplace” (p. 219).

Career counseling for social action requires counselors to provide multi-
faceted career interventions and to expand their roles beyond traditional,
individual career counseling practice. Career counseling for social action
integrates the roles of facilitator and clinical mental health counselor into the
career counseling process. More specifically, career counseling for social
action begins with career counselors possessing the multicultural competen-
cies (i.e., knowledge, skills, and attitudes) necessary for understanding how
the environments their clients occupy interact to influence the interpretations
and meanings clients attach to work and occupational opportunities. Blustein
and Noumair (1996) note the importance of understanding how contextual
factors (e.g., history, family, economics, and culture) interact with clients’
intrapersonal experiences to shape their life-role identities. Acquiring this
understanding serves as the foundation for identifying social action strategies
aimed at facilitating client career development.

Career counseling strategies address contextual factors by drawing on
community resources to provide clients access to information and opportu-
nities (e.g., employment offices, “one-stop career shops,” support groups).
Learning about career resources available in the community facilitates ap-
propriate referrals and increases the probability that clients will receive the
services they need. Therefore, career counselors engaging in social action
also play the role of facilitator by providing information, referrals, and en -
couragement to clients (Enright, Conyers, & Szymanski, 1996). Playing this
role effectively requires career counselors to maintain files of useful re-
sources, including names of potential mentors representing diverse back-
grounds (e.g., African American, Asian American, individuals with disabili-
ties, gay and lesbian men and women), information on accommodations for
disabled individuals with different functional limitations, names of employ-
ers willing to provide opportunities for job shadowing and internship expe-
riences, and names of individuals willing to participate in informational inter-
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viewing experiences (Enright et al., 1996).

Having a thorough knowledge of career resources available in the com-
munity also allows counselors to identify areas where services are lacking. In
these instances, counselors once again take on a strong advocacy role and
seek to rectify service deficiencies in their communities (Lee, 1989).

Advocacy is also important when clients’ career concerns are the result of
external factors, such as large-scale downsizing. In these instances, coun-
selors concerned with social action address not only the career concerns of
individual clients but also the career concerns of the community at-large
(Cahill & Martland, 1996). This also is accomplished by integrating individ-
ual career counseling skills with community counseling skills. Integrating
career counseling and community counseling strategies is especially critical
in rural communities where economic restructuring can threaten the exis-
tence of the community. Cahill and Martland argue that community career
counseling builds on the strength of individual career counseling and offers
assistance to people in their struggle to maintain their communities as they
create opportunities for career development. Thus, in addition to individual
career counseling skills, counselors need skills in facilitating group problem
solving, consensus building, and an understanding of the socioeconomic
development process to help clients advance their careers in contemporary
society. Essentially, career counselors who instill hope in their clients and
empower them to manage their careers are multiculturally competent, act as
facilitators of information and referrals, advocate for their clients when
employment practices and community traditions stand in the way of equity
in the workplace, and integrate individual career counseling skills with com-
munity counseling skills to assist people in their struggle to maintain their
communities and create opportunities for career development. This combi-
nation of skills expands traditional approaches to career counseling and
equips counselors for effective social action aimed at facilitating career devel-
opment in clients.

CONCLUSION

There are numerous points of intersection between career counseling and
mental health counseling. In fact, due to the prominence of career issues in
the current economy, one could argue that, to be an effective mental health
counselor, one must also be a competent career counselor and vice versa.
Evolutionary shifts in the nature of work and demographic changes in work
create opportunities for mental health counselors to be of greater assistance
to their clients as they cope with their career concerns. More recent ap -
proaches to career counseling rely on many skills and perspectives com-
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monly used in mental health counseling. Adapting an epistemology that
interprets career choice and development to mean hAuman development
through a constellation of work and non-work life roles holds great promise
for contemporary career counseling practice and for society (Cook, 1994;
Richardson, 1993; Savickas, 2000; Super & Sverko, 1995). The movement
toward human development and away from more narrowly defined notions
of career development is reflected in more recent approaches to career coun-
seling. Mental health counselors who are prepared to address their clients’
career concerns and who understand how these concerns relate to mental
health issues will be poised to offer comprehensive mental health services to
clients seeking to live more fulfilling and satisfying lives.
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Chapter 8

COUNSELING AND THE USE OF HUMOR

DaAviD P. BORSOS

INTRODUCTION

disgruntled mother and father walk up to a famous therapist at his book

signing. “Son, if we knew you were going to write a book about us,”
they complain, “we would have treated you better.” This old joke may pro-
duce mild laughter or solemn groans from a group of actual counselors. Yet
it serves to introduce us to an important topic in the counselor experience, a
topic that is rarely mentioned in graduate school and never taught—the use
of humor in the counseling session. Is it ever appropriate? If so, when and
how? Is it harmful? Helpful? Or even professional? There has been some
research on the effective use of humor in the counseling setting and some
warnings about it. It is, after all, a common human trait and a normal part of
life. Can’t it also be a normal part of therapeutic life? This chapter explores
some of the positive and negative effects of using humor in counseling, as
well as some of the positive, physical effects of humor and laughter. But first,
how do we define humor?

Definitions of Humor

Definitions of humor are as abundant as laughter itself. Most, however,
can be categorized into three generally accepted areas: incongruity, release,
and superiority. Although the three often overlap, they are briefly discussed
as separate areas of understanding.

Incongruity: A high-class call girl is sent to visit an 85-year-old man on
his birthday. “Your friends asked me to come by and give you some super
sex for your birthday,” she offers. The man thinks a moment and drawls, “At
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my age, I'll take the soup.”

This story illustrates the incongruity definition of humor. Humor occurs
when the listener builds up one set of expectations in a communication only
to have the reply, the “punch line,” be discrepant or incongruous from these
expectations (Holland, 1982). In other words, humor occurs when two in-
compatible, yet internally consistent, themes are juxtaposed in the same
sequence of events. The humor of this story obviously turns on the divergent
interpretations of the sound of the word, super (soup or). The incongruity of
the remark must also be resolved for the listener to find it humorous
(McGhee, 1979; McGhee & Goldstein, 1983). The humor of this story would
be lost on someone who did not understand the potential double meanings
of the sound of the word.

The reader can, no doubt, recall many humorous gags, stories, or scenes
that turn on the unexpected incongruity of the situation. Many examples are
so common that they are fairly clichéd: the grandmother driving the sports
car, the child on a sitcom outsmarting the dad, or a family pet slyly doing
some activity that only a human should be able to do.

Release: During the latter days of the Civil War, the White general of an
all-Black regiment noticed that one soldier seemed to follow him every-
where. Finally, the general remarked on this apparent devotion and said,
“Well, my son, you have stood by me well in these battles.”

“Yes, sir,” said the soldier, “My momma told me to stick to the White gen-
erals and I’d never get hurt.”

The humor of this story springs from the undercurrents of racial relation-
ships that have and still do exist in this country. The story is a veiled attack
on White privilege as seen through the eyes of a Black man. It is a release of
aggression, yet one that is disguised as “humorous” and thereby more accept-
able to the target than a direct criticism of racial differences and benefits
(Grieg, 1923).

The release definition of humor sees it as a safety valve for the release of
repressed emotion or tension—especially aggressive or sexual ones (Freud,
1960; Gruner, 1978). It also allows the expression of taboo thoughts (Fisher
& Fisher, 1981) and the release of pent-up physical tension (Berlyne, 1972).
Anyone who has ever laughed heartily at the end of a tense roller-coaster
ride knows the experience of humor as a release of bodily tension. Sarcasm,
put-down humor, and a biting wit are forms of aggression being released in
a disguised and (sometimes) more acceptable fashion. Feminists have looked
at the use of humor to attack some of the male dominance in society or to
enhance gender equity (Case & Lippard, 2009). “If they can send a man to
the moon, why not just send all of them?” Pornographic jokes are obvious
forms of humor that allow the release of some sexual impulses or allow one
to remark on a taboo topic with some safety.
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Superiority: Blondes and various nationalities, ethnicities, religions, and
professions (even therapists) have been the butt of many jokes. “How many
blondes does . . .What’s the difference between a lawyer and . . . A priest and
a rabbi walk into a bar. . . .” Perhaps you’ve wondered what it says on the
bottom of the ethnic’s soda bottle? “Open other end.”

As we laugh at this, we wonder how the ethnic could be so stupid. We are
secure in our knowledge that we could never be so bone-headed. We find
humor in our belief that we are definitely better or more superior to the per-
son who is the butt of the joke. Ridicule or disparagement of another with
the sudden, attendant feelings of being above them is the essence of the supe-
riority definition of humor (Gruner, 1978).

To understand this form of humor, we need to know whom is disparaged,
how, and why. The target may be vague: eggheads, beauty queens, “dumb”
athletes, or as specific as the current president of the United States, if we dis-
like him or her. This definition is usually traced to Hobbes’ derision theory
of humor. He said we laugh at a “sudden eminence” in ourselves in com-
parison to the observed fault or folly in another or in our former selves
(Hobbes, 1968). If you’ve ever laughed at any slapstick humor, such as an
actor slipping on a banana peel or bumping his head on a low door frame,
then you’ve enjoyed the guilty pleasures of the superiority aspects of humor
(Goldstein & McGhee, 1972).

Correlates of Humor

A fuller understanding of humor requires the addition of three correlates
of effective humor. These aspects of humor are generally seen as necessary
but not sufficient for the perception of humor. These are: suddenness, opti-
mal arousal levels, and a play frame.

Suddenness: The resolution of incongruity, the release of tension, or the
realization of superiority must occur suddenly or surprisingly for humor to
occur. The build-up to the joke must not take too long, and the resolution
must be understood immediately for the humor to work well (McGhee,
1979). Few people really find humor in remarks that are not new or if they
can anticipate the conclusion. Humor that must be explained afterward is
also a sure-fire failure.

Optimal Arousal: Each humorous stimulus causes some increase of
arousal in the subject. It may be intellectual, emotional, or physical arousal.
Yet for the humor to be effective, it must be at some moderate level of arous-
al (McGhee, 1979). A stimulus that is not stimulating will be tossed off as
childish or inconsequential. This is why adults usually will not find humor in
childish jokes, situations, or some puns; they are just not very provoking.
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“What did one wall say to another?” “Meet you at the corner.”
“Why is six afraid of seven?” “Because seven eight nine.”
“Why did the chicken cross the road?” You get the idea.

Humor that is perceived as too tense or arousing can be perceived as
painful or fear-provoking (Berlyne, 1972). A child may not laugh at daddy’s
silly mask because he perceives a more scary arousal than playful. A “dirty”
joke may arouse more disgust than fun for some people, or humor in areas
about which people are sensitive can arouse more hurt than fun. For exam-
ple, the wife of an alcoholic is not going to be optimally aroused by jokes
about drinking.

Play Frame: Finally, the audience must know the stimulus is meant to be
funny and accepts it that way. It must contain certain cues or clues that the
situation is meant to be in a “play-frame” (Holland, 1982), a fantasy mode
(McGhee, 1979), or somehow safe and nonthreatening (Rothbart, 1977).
Facial expression, tone of voice, context, or prior experience may all signal
the playful intent of the humorist. These signals let us know that the remarks
or events are not to be taken seriously. We won’t laugh at the man slipping
on the banana peel if we think he is really getting hurt.

The American Association of Therapeutic Humor (2010) seeks to “study,
practice and promote healthy humor and laughter.” To that end, they have
used the definitions of humor and expanded them to define therapeutic
humor itself. It is defined as “any intervention that promotes health and well-
ness by stimulating a playful discovery, expression or appreciation of the
absurdity or incongruity of life situations. This intervention may enhance
health or be used as a complimentary treatment of illness to facilitate heal-
ing or coping, whether physical, emotional, cognitive, social or spiritual.”

Physical Effects

Humor and laughter have been shown to have positive effects on the
body. Kisner (1994) has demonstrated that it can alleviate or moderate pain
in cancer patients who are dying. Others have shown an increase in endor-
phin levels (Levinthal, 1988) or improvements in the immune system
(Bennett, 1998) for those involved in humorous activities.

Berk (2010) categorizes some areas of physical improvements that are

associated with humor and laughter. They can “reduce tension . . . enhance
memory . . . increase pain tolerance . . . increase energy . . . enhance creative
thinking . . . exercise respiratory muscles.” Sultanoff (2004) also concludes

that humor does, indeed, reduce the level of hormones released during stress
responses. It also increases the levels of imunoglobin A, a disease-fighting
antibody. He also finds that it improves pain tolerance as well as heart rate
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and circulation.

Laughter has been shown to lower blood pressure in stroke victims
(Ananova, 2004). In an experiment, two groups of matched stroke patients
were given the same rehabilitation regimen, but one was given a “laughing
technique” component. The control group had no change in blood pressure,
whereas the “laughter” group had a significant drop in pressure. Miller
(2010) at the University of Maryland Medical Center demonstrated that
laughter improved blood flow in patients by expanding the endothelium, the
inner lining of the blood vessels. When the same participants were shown a
film that caused mental distress, it caused the blood vessels to contract, there-
by restricting blood flow.

One of the more famous examples of the healing power of humor came
to us from Norman Cousins (1979). While he was recovering from a serious
illness his doctors thought was unchangeable, he prescribed himself a daily
regimen of humorous books, tapes, movies, and other works. Cousins cred-
its much of his unlikely recovery to his use of humor and laughter to stimu-

late his ailing body.

Psychotherapeutic Benefits

As we know from Carl Rogers (1951) and others (Hubble, Duncan, &
Miller, 2001), the therapeutic relationship is a crucial part of any counseling
situation. A careful use of therapeutic humor has been shown to improve the
client—counselor relationship (Haig, 1986, 1988) and the levels of trust in that
process (Buckman, 1994). Zall (1994) believes that a shared humor in coun-
seling implies an enjoyment of the relationship, and Sultanoff (2004) points
out that it improves a counselor’s ability to connect with people.

McGhee (1979) calls the relationship-enhancing effects of humor the
“lubricant” effects that initiate and facilitate social interaction. It can open up
dialogue and signal a friendly intent on the counselor’s part, showing him or
her to be nonthreatening. It is a low-risk offering to the client that seeks a
reply or some reciprocity (Coser, 1959). Buckman (1994) points out that a
humorous person is seen to be more trustworthy than a serious one. A study
from the medical field discovered that patient satisfaction correlated highly
with the physician’s sense of humor (Zolnierek-Haskarl et al, 2009).

One explanation for the relationship-enhancing effects of humor is that it
implies a commonality between the two people sharing the humor (Coser,
1959). It presupposes some shared worldview between client and counselor.
Even Freud (1960) saw humor as indicative of some conformity between
patient and counselor. In an interesting experiment, Murstein and Brust
(1985) tested 30 romantically involved couples on two factors: their attrac-
tiveness to their partners and their individual humor interests. They found a
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strong correlation between shared humor interests and a couple’s attractive-
ness to each other. The research seems to show that an effective use of humor
can enhance the client-counselor relationship.

The counselor may also use humor to reduce client tension in appropriate
circumstances (Buckman, 1994). It helps bring a softer touch to areas of client
sensitivity (Zwerling, 1955), allowing a client to approach a painful area of
life with less anxiety. It becomes a comfortable way to approach an uncom-
fortable zone. Tallmer and Richman (1994) point out the effective use of
humor as a way to point out troubled areas and help the ego overcome the
resultant stress.

Of course, one of our earlier definitions of humor included its tension-
releasing functions as a crucial aspect of humor. Tension can be developed in
the telling of a story or in the actions or words that are shared in a social,
humorous setting. It seems only logical that the tension developed in a treat-
ment setting between a client and counselor, or a client and some aspect of
himself, can be relieved with a judicious use of appropriate humor. It has
been shown to reduce stress in a variety of settings, both clinical and non-
clinical (Apte, 1985). Obrdlik (1942) found citizens using humor to cope with
the Nazi occupation of a small Czech town. Coser (1959) found that hospital
patients used humor to relieve the tensions of their inpatient stays. He also
found that humor gave them some sense of mastery over a painful situation
where they had little real control. Minden (1994) also found that humor
helped patients master their painful environment. She took a group of veter-
ans hospitalized with major depression and taught them to use humor as a
coping device. She found a significant decrease in symptoms after just six
sessions. Certainly, our clients may use or appreciate humor as one way to
get some sense of control over their own tensions and anxieties.

Along with releasing tension, the therapeutic use of humor allows a client
a manageable way to release aggression, anger, or any other feelings that
may be taboo or repressed. It can help a client break through resistance to
difficult feelings (Buckman, 1994), allowing appropriate expression, not
repression (Bergler, 1957). Albert Ellis (1977) has been a strong proponent of
using humor to help clients express taboo or harsh feelings. He feels it takes
away the power of these feelings to harm or inhibit an individual. Ellis (1987)
even developed a series of humorous songs that help a client make light of
forbidden feelings, thereby reducing their impact on the individual. Freud
(1960) spoke at length about the benefits of humor to the ego as a way of
expressing taboo feelings of sex or aggression.

Effective use of therapeutic humor has also allowed clients to gain a new
perspective on an issue, to step back from it, accept it, and work on it from
a new angle (Berk, 2010). Dana (1994) promotes it as a way to help clients
avoid overseriousness around an issue. A classic example of the use of ther-
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apeutic humor to encourage a client to adopt a new and healthier perspec-
tive on things is that of paradoxical intention first proposed by Frankl (1960).
Paradoxical intention pushes a client to exaggerate a problem or symptom
to such an extreme that it provokes absurdity and laughter, and therefore a
new perspective. A person complaining of insomnia may be directed to stay
awake no matter what happens. An anxious person may be ordered to exag-
gerate and extend their anxieties to areas of life that are anxiety-free.

Sultanoff (2004) points out another benefit of humor in counseling—a
humorous feeling may replace a more negative one. One cannot feel simul-
taneously sad and humorous, angry and gleeful, and so on. Therefore, he
states, a humorous interaction may serve to pull someone out of a more neg-
ative mood. This idea has been supported by Strick et al. (2009), who found
that the cognitive distraction of humor can prevent negative thoughts or feel-
ings. A person needs to shift attention from the negative ideas to the intel-
lectual work needed to resolve the incongruity of the humorous remark,
thereby reducing the depressed or anxious feelings.

Interestingly, brain research has shown that, when presented with a
humorous story or puzzle, brain areas involved in resolving problems are
activated right before those reward areas involved in the pleasure (Goel &
Dolan, 2001). This shows that attention is first paid to resolving the incon-
gruity, and then to the positive emotions released by the humor.

Martin (2007) lists four types of humor that may be observed in a coun-
seling setting: affiliative, self-enhancing, aggressive, and self-defeating. These
types categorize humor by its purpose: to join with others (affiliative), to
esteem oneself (self-enhancing), to attack others (aggressive), or to put one-
self down or show poor self-worth (self-defeating).

Kuiper and McHale (2009) have shown that those who predominantly use
self-defeating humor show greater levels of depression and social supports
that harm well-being. Esteeming or affiliative humor was seen to increase
positive social bonds, reduce negative self-images, and reduce depression.

If the observant counselor hears various kinds of self-defeating humor, he
or she may use that as a symptom of the client’s overall low sense of self-
worth. Honest affiliative humor may be a sign of trying to reach out to the
therapist. Aggressive humor may be healthy in a repressed client who needs
to express more anger or a bad sign in someone who is stuck in his anger and
knows nothing else but sarcasm and aggressive humor. As with most topics
in counseling, we must be aware of our client and the context of any topic
that arises. Certainly, the careful counselor will avoid aggressive or self-
defeating humor aimed at the client and make judicious use of affiliative and
self-enhancing humor.



Counseling and the Use of Humor 161

Possible Harmful Effects

There are many ways a therapeutic use of humor could backfire on a
counselor and cause more harm than help. Brooks (1994) warns that a coun-
selor should only use humor if he or she understands how the client will
understand or respond to it. Of course, the best way to ensure this is not to
use humor until a strong treatment relationship is established. The client may
misunderstand the humor and see it as ridicule, punishing, or hurtful rather
than helpful (Buckman, 1994). Some people are particularly sensitive to
being laughed at and see all laughter as threatening or bullying. They are
unable to distinguish fun or playful laughter from purposefully hurtful humor
(Fuhr, Proyer, & Ruch, 2009). These clients often come from shame-based
early family relationships or have suffered from past traumatic bullying. The
authors have coined the term gelotophobia for the particular fear of being
laughed at.

Humor should not be used to relieve the counselor’s tensions. Satisfying
the helper’s needs in session is almost always counterproductive for the client
(Buckman, 1994). Brooks (1994) advises against using humor if you dislike
the client or are having any kind of countertransference problem with him
or her. The client will pick up the therapist’s negativity and feel a violation
of the relationship. Sarcasm, put-downs, cheap-shots, or anything that may
sound like veiled hostility should be avoided (Buckman, 1994). Saper (1987)
says that humor should always be used for some conscious therapeutic ben-
efit for the client or it will interfere with treatment. This could include ten-
sion relief, rapport-building, ice-breaking, therapeutic detachment, and the
like.

Another potential problem with humor in therapy is that the client could
be using it as a defense mechanism (albeit an attractive one) or to avoid some
pathology or topic (Marcus, 1990). There are times when a client’s use of
humor should be challenged and discussed as such a defense and not accept-
ed as healthy or appropriate. The author once had a client who consistently
joked about the various troubles in her life. Every story would be followed
by a smiling guffaw and a hearty knee-slap. This happened whether she was
talking about a neighbor’s squeaky door or her husband abandoning her and
moving to another state. It became clear that her persistent use of humor was
a defense against facing her deep hurts and anger at him as well as other peo-
ple in her life. It was also her way of avoiding any conflict in life even when
necessary. The repression of these feelings was directly causing the anxiety
and depression that led her to treatment in the first place.

A study of humor interactions by hospital patients shows other possible
problems with its use. Patients used humor as a way of trying to please the
clinician or to look like the “good patient” being compliant or ingratiating
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(McCreadie & Wiggins, 2009). This should alert the clinician to possible
transference behaviors or defensive styles by the patient. The participants
also used humor to bring up personal concerns in a deferential or subservient
manner. They were trying to connect to the clinician in a way that minimized
them being “trouble” to anyone.

Humor should be avoided in a client’s crisis situations. The person is too
overwhelmed by the strong feelings of the moment to appreciate any possi-
ble advantages of its use. One must develop some detachment from the cri-
sis where a play frame is possible and there are no more bad surprises. A per-
son tends to blend the self into the situation and would feel that any humor,
even at the event itself, is an attack aimed at the individual. Humor here is
contraindicated and insensitive (Sultanoff, 2004). Although after some time
has passed, humor can help cope with the results of a crisis. There was a sign
seen at the Midwest property of a person whose home had recently been
destroyed by a tornado. It said, “Home for sale—some assembly required!”

The psychoanalyst, Lawrence Kubie (1971), expressed some of the
strongest warnings against the use of humor in any counseling situation. He
insists it may mask therapist hostility and divert the client from the counsel-
ing task. The client may start to wonder whether the counselor is being funny
or serious with some remarks. The counselor may lose objectivity in the
client’s eyes or be seen as just narcissistically showing off his or her wit. The
humor may be interpreted as mocking or misunderstanding the client’s suf-
fering and harm the relationship.

RECOMMENDATIONS ON USING HUMOR IN COUNSELING

Most humor researchers see humor as a normal part of the human expe-
rience and a useful aspect of treatment if used carefully and with purpose
(Kuhlman, 1984). As Franzini (2001) points out, therapeutic humor should be
used for the client’s benefit, and the counselor should be consistently self-
monitoring to ensure that he or she is not using it for the counselor’s pleas-
ures or purposes. A counselor should be sensitive to client issues, be verbal-
ly quick, and have some sense of comic timing (Brooks, 1994). As we have
seen in our humor definitions, the fun of the humor should be gotten sud-
denly. If there is poor timing in a remark delivered too late or too soon, it is
likely to sound unfunny and inhibit the work or at least make the counselor
look out of touch with the client feelings (Salameh, 1987). He also points out
that the best use of therapeutic humor is that which arises spontaneously
from the dialogue or the treatment setting and not that which is prepared.
The artificiality of prepared jokes or stories will most likely insult or put off
the client (Franzini, 2001).
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Humor should only be used when the relationship is established and we
have some idea of the client’s reactions. Another good barometer of when to
use humor is after a client uses it with you (Sultanoff, 2004). For example,
while walking through the complicated hallways to the author’s office, some
clients will gripe, “Gee, I feel like a rat in a maze. Do I get some cheese at
the end?” This cues me to the client’s mood, and I feel safe remarking back,
“No, but perhaps we should drop some bread crumbs to help us find our way
out.” We then share a small, but mutual laugh, and I believe the client has
some sense of bonding and tension release on this first visit to the counselor.
Importantly, too, the bonding may occur because the humorous offering of
the client is accepted and responded to on an equivalent level by the coun-
selor. Ignoring a client’s humor or responding in a serious manner may be
off-putting and may even make the counselor look aloof or not accepting of
the individual.

As mentioned earlier, humor should not be used in the immediacy of a cri-
sis or defensively by the client or counselor. It should be well timed like any
other counselor intervention (Buckman, 1994). In fact, Fenichel (1945)
believed that if a client laughs at a therapeutic interpretation, it shows us the
accuracy of the remark. To be most useful, a humorous intervention should
display a relevance to a client’s situations, conflicts, or personality (Franzini,
2001). Franzini has actually proposed actual humor training for counselors.
He believes that this most human skill can be taught didactically just as other
skills are. Components of his training program include modeling techniques
by supervisors, learning humor techniques, and learning to be sensitive to a
client’s humor.

Prerost (1985) proposed specific humor techniques for use in sessions.
This involves inducing a client into a state of relaxation while imagining
scenes of personal trouble or tension. He then guides the client into intro-
ducing some humor into the imagined scene, developing laughter and incon-
gruity. He reports that this helps clients resolve some of their issues with a
new perspective and new coping skills. Salameh (1987) has begun to devel-
op a training program called Humor Immersion Training, which involves
learning to use incongruity, exaggeration, reversals, and wordplay in the
counseling setting.

Sultanoff (2004) also believes one can increase one’s sense of and use of
humor. He suggests immersing oneself in humorous stimuli such as books,
movies, and tapes. He also encourages the counselor to observe the world
with new perspectives, such as exaggeration or silliness. Using humorous
props such as bubbles or clown noses are recommended to open up one’s
sensitivity to humor. Planning and practicing humor is also encouraged by
him. Sultanoff reports collecting humorous articles and jokes and practicing
them in a way to increase his ability to use humor appropriately.
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O’Connell (1981) has developed a humor-oriented technique he calls
humordrama. He uses a psychodrama format to help introduce humor as a
coping skill into a client’s issues. The client talks or plays out a situation while
a double from the group tries to stimulate humor through exaggeration,
wordplay, understatements, and the like.

It seems clear that the judicious use of humor can be a useful tool in the
work we do with clients. As with most tools, it can help or hurt if used im-
properly or carelessly. The author believes this human trait should be devel-
oped by the aspiring counselor as an aid in relationship building, client cop-
ing abilities, tension release, and other benefits discussed earlier. It should
flow naturally from the dialogue and should seem a natural part of the coun-
selor’s personality and style. Certainly, counseling and therapy are serious
endeavors for our clients and for us. Yet there are good times to bring a lit-
tle humor or joy into a client’s life. They deserve it.
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ow, more than any other time in the 100-year history of counseling has
the profession of counseling become such a major force in providing
mental health services and consultation throughout all aspects of society.
Forty years ago, you would find the vast majority of counselors working in
school settings, with precious few employed in community clinics, hospitals,
rehabilitation centers, or businesses. Today, in addition to educational set-
tings, professional counselors can be found working in private practice, em-
ployee assistance programs, hospitals, outpatient clinics, criminal justice sys-
tems, and nursing homes. With the advent of licensure for the 50 states and
insurance reimbursement for services offered, professional counselors are no
longer limited in their choice of a career direction. According to the Bureau
of Labor Statistics (2010), the field of counseling is expected to show contin-
ued growth over the next 10 years!
The purpose of this chapter is to review some of the available profession-
al placements for counselors. The chapter discusses counseling careers in a
variety of settings, including educational, medical, community mental health,
business and industry, and private practice. Please keep in mind that the
choice of a direction for a career in counseling is only limited by your indi-
vidual imagination. Professional Counselors (PCs) have been able to active-
ly and positively compete for mental health counseling positions with social
workers, psychologists, and nurses. Because of increased academic demands
in counselor education training programs and professional counselor licen-
sure, the Professional Counselor/Mental Health Counselor (PC/MHC) has
become much in demand by a variety of employers.
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EDUCATIONAL SETTINGS

Elementary and Secondary Schools

Traditionally, counseling positions in elementary and secondary schools
have been filled by certified school counselors. Most states require coun-
selors involved in the school to be certified by the individual state’s depart-
ment of education. However, over the past 20 years, more and more special
programs have been developed to meet the needs of problematic children
and youth who may be at risk for not completing school, drug and alcohol
problems, pregnancy, and a myriad of other concerns. To meet these “none-
ducational” needs of the students at risk, many states have taken aggressive
steps to develop special programs to reduce the impact of poor home situa-
tions, criminal activity, and drug use on academics.

PCs have been employed by elementary and secondary schools to offer
numerous services to special needs and at-risk students, including:

* Weekly counseling to assist students with identifying the issues that have
been negatively affecting their ability to adjust to the pressures and
demands of home, community, and school.

* Group counseling with children and adolescents to teach skills in social-
ization, appropriate school behavior, managing family difficulties, de-
veloping effective problem-solving skills, or combating negative thought
processes that inhibit their productivity at school.

* Consultation with teachers, principals, guidance counselors, and other
professionals involved with the child to increase the possibilities that the
child can be successful in life.

* Crisis intervention services with children and adolescents who have dif-
ficulties meeting the behavioral expectations of the school, threaten sui-
cide, become abusive to other students or are abused themselves, and
any other severe behavioral concern affecting the educational function-
ing of the student.

* Consultation and family counseling with parents of at-risk students. In -
terventions can be direct counseling services to the student and family
or referral to appropriate agencies and assistance to meet specific needs
presented by the student.

Whereas school counselors’ responsibilities have been to evaluate stu-
dents’ academic abilities, career interests, college selection, and general
social development (Bureau of Labor Statistics, 2010), Licensed Professional
Counselors (LPCs) have been employed to provide other critical services.
An interesting example of the use of LPCs in the schools can be seen with
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the New Jersey Department of Human Services programs entitled School
Based Youth Services begun in 1987. The Phillipsburg School Based Youth
Services Program (New Jersey Department of Human Services, 1988) bro-
chure states that the mission of the program “is to assure that teens are both
physically and emotionally prepared to take full advantage of their educa-
tional opportunities and experiences. . . .”

The LPCs employed in the Phillipsburg School Based Youth Services Pro-
gram (PSBYS) offer services in adolescent pregnancy prevention, employ-
ment, General Educational Development (GED) Testing, individual counsel-
ing, group counseling, support groups, and classroom instruction covering
mental health issues. The PCs are seen as adjuncts to the school counselors
and are expected to be able to provide a broader range of services, includ-
ing therapy with individuals, families, and groups. The importance of the
program to the school system has grown and the expectations have broad-
ened (Horn, personal communication, January 10, 2010).

Colleges and Universities

PCs are employed in a number of major areas in colleges and universities.
First, and most obvious, some colleges have an array of mental health pro-
fessionals who work in the college counseling center, including PCs. The
LPC in the college counseling center provides various services, including
individual and group counseling, consultation/liaison with faculty, and ad -
visement to various social groups on campus. Generally, the clients seeking
services through the counseling center are self-referrals. In recent times,
there has been a significant increase in the demand for counseling services
through the college counseling centers, creating a situation where some col-
leges limit the number of visits a student can make for services during a
semester. If the student has a significant psychological problem that would
create too much of a demand for the time of the center staff, that individual
is referred to an outside, private mental health professional or agency.

Both Benton, Robertson, Tseng, Newton, and Benton (2003) and Sharkin
(2004) noted that the severity of client problems and the frequency of crises
in the college population make it imperative that counseling center staff be
highly trained to handle emergencies and referral. In some instances, the stu-
dent demand for services through the college counseling center can no
longer be met because of reduced budgets, reduced staff, and increased
severity of student problems.

The second primary setting for PCs on college campuses is through the
career and placement centers. Counselors in career centers offer such serv-
ices as résumé preparation, interest and aptitude assessment, career counsel-
ing/advisement, and job placement. Frequently, the most active center on
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campus is the career placement center. It has been the experience of the edi-
tors that in many instances counselor training programs have not given
trainees a thorough understanding of career development and vocational
counseling. It is clear that the field of career development and vocational
counseling is going to expand over the next 20 years (Bureau of Labor
Statistics, 2010). As an aside, students in the field of counseling need to gain
as much training and experience as possible in career and vocational coun-
seling. Regardless of the setting, PCs are constantly faced with individuals in
need of career assistance. Whether it is the recovering alcoholic, confused
college student, or dissatisfied housewife, the LPC needs to be adequately
skilled and knowledgeable to assist clients during career crises (see Chapter
7 for more information).

A third area where PCs have been utilized on campuses is through proac-
tive drug and alcohol programs. Because addiction issues have become a
high-profile problem on many campuses, there has been a more active
attempt by college administrators to increase the availability of counseling
and educational programming for students. From drug and alcohol (D & A)
counseling through prevention programming, counselors have taken an
active role in servicing students on campuses who have addiction issues.

Student Assistance Programming

PCs have taken a more active role in the development, operation, and
evaluation of programs aimed at reducing the number of students at risk for
academic failure, substance abuse problems, suicide, behavioral problems,
and any other issue that inhibits normal development. In the 1980s, Penn -
sylvania (Pennsylvania Department of Education, 1987) began Student As-
sistance Programs (SAPs) throughout the schools to assist in identifying stu-
dents who were having difficulty reaching normal developmental milestones
because of “at-risk” behaviors. The success demonstrated by these programs
has been the result of the use of multidisciplinary teams of professionals to
assess, intervene, and refer students and families to appropriate individuals
and groups who have the capacity to most effectively assist the student. PCs
have been a major component of the SAP teams in the schools. These are
exciting positions that promote the interaction of PCs with school personnel,
community agencies, and the medical community.

SAPs have become a mainstay of the prevention programming in most
schools because of the systematic approach utilized to identify at-risk students
of all ages from K through 12. Referrals to the SAP can be made by anyone
in the school system, including teachers, counselors, other students, or admin-
istrators. Every aspect of the program is handled in a confidential manner,
and the students’ well-being is the directing force behind all interventions.



Work Settings for the Professional Counselor 173
MEDICAL SETTINGS

As noted by Seligman and Ceo (1996) and Snyder and Lopez (2002), the
medical setting offers the professional counselor the opportunity to be a part
of an exciting multidisciplinary treatment team. Treatment teams can include
a wide variety of professionals, including physicians, nurses, physical and
occupational therapists, dietitians, psychologists, and rehabilitation special-
ists of many kinds. In assessing the potential roles for the PC within the med-
ical setting, the opportunities are limitless. As noted by Johnson and Rad-
cliffe (2008), the field of mental health is replete with investigations that show
the success of counseling interventions on the improvement of medically
related problems. This section examines some of the roles performed by PCs
in the medical setting.

Rehabilitation

One clear area of growth for counseling will be rehabilitation (Bureau of
Labor Statistics, 2010). With the population continuing to age, the growth
potential for counselors in the area of rehabilitation is outstanding. The reha-
bilitation counselor’s role is to assist individuals in managing the effects of
their disability on their personal, occupational, social, and psychological
well-being. Rehabilitation counselors are specifically trained to evaluate the
strengths and limitations of individuals, provide personal and occupational
counseling, collect information on training programs, and assist with long-
range life planning. The counselors who are involved in rehabilitation set-
tings generally are Certified Rehabilitation Counselors (CRCs), a special des-
ignation for those counseling professionals who have completed graduate
programs in rehabilitation counseling.

Hospice and Grief Counseling

One of the major shifts during the past 30 years has been the advent of hos-
pice centers and hospice care. The growth of hospice care programs has been
phenomenal and will continue to grow (Larson & Hoyt, 2007; Nydegger,
2008). PCs have had a tremendous impact on the growth of services for indi-
viduals and families dealing with crises, illness, and death. The role of the PC
within hospice care is to assist the patient and his or her family during the
time prior to death and those close to the patient after death. Counselors
assist patients by having them deal with the issues of death and dying as well
as aiding them in handling pragmatic issues such as living wills, financial
concerns, family of origin issues, and much, much more. Most important, the
PC gives the hospice patient the opportunity to deal with the end of their life
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with dignity and caring.

As the population ages, there will be more and more of a need for profes-
sionals who specialize in caring for seriously ill and dying patients. PCs have
been active over the years in developing hospice/grief programs, and the
future for growth in this exciting and challenging field is quite bright.

Eldercare

With the population rapidly aging, counselors who specialize in treatment,
assessment, and consultation with the elderly are finding a wealth of oppor-
tunities for employment. From nursing homes to outpatient rehabilitation
settings to in-home care, mental health counselors are finding a wealth of
opportunities to work with the elderly as a part of a treatment team or as
individual practitioners. The counselor who works with the elderly must pos-
sess certain important professional skills, including:

* Training in the assessment of the cognitive abilities and emotional sta-
tus of the elderly patient.

+ Ability to effectively interact and counsel with the older individual.

¢ Training and ability in grief and bereavement counseling.

* Knowledge of medical problems that can afflict the elderly and the ef-
fect of the medical problems and medications on the individual’s daily
functioning.

¢ Training and ability to offer family counseling to the extended families
of the elderly patient.

+ Extensive knowledge of the services and facilities that are available for
treating and serving the elderly patient.

* Understanding of laws that may affect the treatment process for the eld-
erly.

* Professionals’ referral sources for the elderly patient and their family,
including lawyers, medical doctors, financial advisors, insurance spe-
cialists, and community support services.

Treating the elderly is a wonderfully rewarding experience for the PC.
Counseling an elderly patient through times of change in lifestyle can prove
to be an enlightening and satisfying experience. There is much to be learned
from the elderly, and having the opportunity to establish an intimate and
warm relationship can lead the person to new levels of personal comfort in
his or her life. Within the process of assisting the elderly, the PC is provided
with a great deal of personal growth and professional satisfaction.
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Other Related Health Fields

Besides the professional areas noted earlier, the Bureau of Labor Statistics
(2010) cites several other areas of interest for counselors interested in work-
ing in the medical field. For example, one of the newer areas is genetic coun-
seling, where the counselor assists individuals and families affected by birth
defects or inherited conditions. Other PCs provide services to doctors and
dentists treating highly anxious patients. At times, certain dental patients are
so “dental phobic” that they are unable to receive the necessary treatment.
Counselors with skills in relaxation training, hypnosis, or biofeedback can
find many opportunities for employment within the medical field.

COMMUNITY MENTAL HEALTH

Within the general community, there are numerous groups, facilities, and
associations offering services to residents. Community centers vary in their
purpose and goals depending on the population they serve. There are
numerous opportunities for employment for the professional counselor,
including some of the following areas:

* Treating adults and children who are victims of abuse, including the eld-
erly.

+ Assessment and treatment of individuals suffering from addiction.

* Interviewing, assessing, and counseling couples and families in the
process of adopting children.

* Adult treatment centers for the chronically mentally ill or the mentally
retarded.

* Treatment centers for the aging and elderly.

+ AIDS treatment and support services, as well as other specialized
groups that offer counseling and support for an array of concerns and
issues.

* Family and children community service centers that offer counseling,
conflict resolution, and educational services for couples, families, and
children.

* Employment counseling, placement, and testing service for individuals
seeking to find work.

As you can see, there are numerous opportunities within most communities
for counselors seeking employment. A perusal of the blue pages of any
phone book will demonstrate the breadth of the opportunities available for
PCs.
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Criminal Justice System

According to the Bureau of Labor Statistics (2010), one of the areas of
growth for counseling will be the treatment of adolescents and adults who
have been incarcerated or are about to be incarcerated. More and more
states have moved away from incarceration to the utilization of mental health
treatment programs for individuals who are charged with drug and alcohol-
related crimes as well as other less serious crimes. With the jails so overpop-
ulated with individuals charged with drug offenses, there has been a signifi-
cant move toward alternative treatment approaches rather than immediate
incarceration. There are positions available with addiction centers estab-
lished for the expressed purpose of treating the criminal population.

In addition to the formal addiction and crime treatment centers, coun-
selors with a criminal justice background have been employed as probation
officers, juvenile offender officers, and other positions within the criminal
justice system. As noted, with the ever-expanding criminal population, a PC
with the interest and skills for treating the prison population will always be
able to find employment. It can be a demanding and stressful field for the
PC, but a field that offers the opportunity for many personal rewards.

Private Practice

When discussing community mental health, one would be remiss to not
mention private practice (see Chapter 10, for a complete description of pri-
vate practice). With counselor licensure and insurance reimbursement a real-
ity in most venues, the PC has the opportunity to work in his chosen field as
an independent professional. Private practice is professionally and personal-
ly demanding; however, it is one of the most rewarding positions for a skilled
professional practitioner.

BUSINESS AND INDUSTRY

Since the 1940s, counselors have made consistent progress in establishing
themselves within business and industry (Shosh, 1996). According to Shosh,
approximately 85% of the Fortune 500 companies offer Employee Assist -
ance Programs (EAPs). EAPs are an outgrowth of the early counseling pro-
grams at the Hawthorne Plant of Western Electric in Chicago, Illinois, and
the Prudential Insurance Company in Newark, New Jersey, in the 1940s. In
addition, Alcoholics Anonymous (AA) became involved with business and
industry in an attempt to help troubled, alcoholic workers prior to being ter-
minated from their position. EAPs are a direct descendant of AA programs
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and the early employee research and interventions done at Western Electric
and Prudential.

Although EAPs began as tools to assist impaired workers, primarily with
alcohol problems, by the 1970s and 1980s, the program began to focus on a
broader range of worker concerns. EAP counselors were trained in mental
health assessment as well as worker performance enhancement. Shosh (1996)
pointed out that the EAP counselor became the individual assigned to assist
employees, supervisors, and managers in evaluating work performance and
making determination regarding the most effective way to assist an individ-
ual to be a more productive employee. The emphasis on productivity has
made the EAP an ideal approach for assisting companies in handling “prob-
lem” employees.

Within business and industry, the PC can perform numerous functions.
Organizations expend tremendous amounts of time, energy, and resources
during the hiring process. Therefore, whenever an employee has a difficulty,
the organizations generally understand that it is more cost effective to keep
an employee than replace an employee. With that idea in mind, counselors
within business and industry perform a broad array of professional tasks,
including:

* Direct counseling services to the employee for a plethora of issues, in-
cluding job performance, job dissatisfaction, drug and alcohol prob-
lems, family concerns affecting work, retirement, and many other relat-
ed concerns.

* Training and education seminars on a variety of topics to assist the em-
ployee with work, personal, and family functioning, all with the ex-
pressed purpose of making workers more satisfied with their present
position.

* Consultation with supervisors, managers, other employees, and outside
resources in an attempt to assist workers in becoming successful em-
ployees.

* Managing crises that occur at a work site that affect the mental health
of the workers, such as workplace accidents or deaths, violence in the
workplace, sexual harassment, and sudden workplace changes such as
layoffs.

It is apparent from the prior list of functions that the counselor in business
and industry has some exciting opportunities to be involved in a dynamic
position. Although the focus of counseling in a business setting is making
employees as productive as possible, the counselor has to have a wide range
of skills and talents to meet the challenge. Frequently, the troubled employ-
ee is having difficulty with his or her personal life that then affects his or her
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productivity at work. Being able to assist an individual or a group of employ-
ees to manage their personal and professional life more effectively is both
stimulating and challenging!

Counselors as Coaches

One of the rapidly growing areas of the counseling profession is being a
personal coach. Although the skills and behaviors are similar to and some-
times indistinguishable from counseling, coaching has been an attempt to
move away from licenses, insurance, and the stigma of counseling/therapy.
Personal coaches advise individuals on decisions that they face in their per-
sonal and professional lives. They can do the advisement during face-to-face
sessions or over the phone or via e-mail. Because a personal coach is not sub-
ject to professional licensing boards or professional associations, there is free-
dom from the restrictions that at times hamper licensed professionals.

The chapter author has a client who was recently released from his high-
level position at a major company over artistic differences between himself
and the new owners of the business. In addition to the typical items includ-
ed in severance packages, such as one year of his present salary, insurance
benefits, and stock options, he was given a set amount of money for hiring a
personal coach. The coach was to advise him over the year regarding his
future work, personals life issues, and anything that was affecting his progress
toward a new position. According to Hart, Blattner, and Leipsic (2001), the
coach’s orientation is one of “prospective, focusing on goals, untapped po-
tential, and critical success factors in a whole person”(p. 230). The coach
worked on overlapping issues with my client’s therapy, but the coach’s focus
was maximizing the fulfillment of his life goals and work.

For more information on coaching as a career choice, review some of the
readings listed in the reference section of this chapter (Berglas, 2002; Diedrich
& Kilburg, 2001; Hart, Blattner, & Leipsic, 2001; Hudson, 1999; Kilburg,
1996a, 1996b).

SUMMARY

One of the most important considerations to be made by graduate students
when beginning a graduate program in counseling is the direction they would
like to take with their career once their program is completed. From their first
courses in professional counseling, graduate students need to be making plans
for their future in the profession. The selection of appropriate graduate cours-
es is paramount. Being exposed to a broad array of counseling coursework
enables budding PCs to determine the direction of their career.
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By taking courses in family counseling, couples counseling, children, ado-
lescents, addictions, elderly, and rehabilitation, graduate students determine
not only what they like about the profession but also what they do not care
to do with their career. Not everyone in the profession is able to work with
couples, facilitate groups, or do play therapy. However, the best way to
determine whether you are able to adequately counsel children or couples is
to be exposed to these modalities during training. Try to enroll in a broad
array of courses in order to be exposed to as many aspects of the profession
as possible.

Finally, there is nothing as important as practicum and internship experi-
ences during graduate training. Being directly exposed to the treatment
process, where a variety of modalities are utilized to assist individuals, cou-
ples, families, and groups with their mental health concerns, is the best way
to determine your skills, interests, and abilities in the field of counseling. The
students who gain the most from their training programs are the ones who
take every opportunity to expose themselves to various professional and
learning situations. To make the most of your graduate training, experience
all that you can in your formal coursework, practica, internships, and volun-
teer placements. Keep an open mind to new experiences because you may
find that you have effective skills and talents to serve a wide variety of client
populations.
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Chapter 10

COUNSELORS IN PRIVATE PRACTICE

ARTIS J. PALMO AND LINDA A. PALMO

s the mental health field continues to grow and change, private practice

has become more and more the occupational choice for many
Professional Counselors (PCs). Palmo, Shosh, and Weikel (2001) reported
that large groups of counselors have chosen private practice. The generic
definition of private practice is seen as providing direct mental health serv-
ices to the general public for a fee. There are problems with this simplistic
definition. First, “What are the direct mental health services provided to the
public?” Second, “How are these mental health services rendered to the pub-
lic?” The purpose of this chapter is to discuss:

) the broad array of services that actually comprise private practice;

) pragmatic issues in delivering services to the public;

) the advantages and disadvantages of private practice;

4) financial concerns and reimbursement; and

5) professional issues related to the operation of a successful and ethical
private practice.

(
(
(
(
(

IMPORTANT CHARACTERISTICS
OF THE PRIVATE PRACTITIONER

As in all career choices, the first step in determining whether private prac-
tice is appropriate for the PC is to take time to reflect on the personal char-
acteristics desired for a successful private practitioner. After assessing the suc-
cessful practitioner’s personal characteristics, the PC then compares those
desired characteristics with his or her own personal characteristics as a coun-
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selor. An accurate understanding of the personal and professional demands
of the private practice work setting is essential for the potential success of a
counselor in this career area.

First, a strong commitment to the choice of private practice is the most
important aspect of operating a successful mental health counseling practice.
Regardless of whether the PC decides to enter full-time or part-time practice,
he or she must be willing to devote significant time and energy to the initia-
tion and development of the practice. When trying to determine the amount
of time needed to devote to a private practice, the “rule of thumb” from our
experience is that for every hour you spend with a client, you will spend
another additional hour managing varying aspects related to the case. For
example, you may need to complete case notes, have a phone consult with
the client’s physician, or complete the billing requirements in order to be
reimbursed. In addition to direct services to the client, the business of private
practice requires marketing, program development, and courting insurance
companies and managed care organizations (MCOs).

If you desire to carry a weekly caseload of 10 clients, you will most likely
spend 20 hours per week in private practice. If you desire to carry a weekly
caseload of 25 clients per week, you may spend up to 50 hours per week!
The time demands placed on the neophyte private practitioner can be over-
whelming and, in some instances, devastating. It has been the authors’ expe-
rience that many professionals choose private practice without fully under-
standing the commitment needed to succeed. Therefore, before entering pri-
vate practice, the PC must be realistic about the time and energy commit-
ment that accompanies the establishment of a private practice.

Second, one of the most important personal characteristics for the private
practitioner is the ability to develop a structure and boundaries for his or her
practice. The private practitioner must discard myths such as “You can make
your own hours,” “You don’t have to answer to anyone,” and “You can be
your own boss.” Certainly these myths have some semblance of reality.
However, in truth, the private practitioner must develop an organized system
for the delivery of client services, including set hours, answering to client
demands, managing ethical dilemmas, and struggling to maintain an appro-
priate balance between work time and personal time. Although there may be
no administrative superior to dictate hours, vacation, or meetings, the suc-
cessful private practitioner may work harder with longer hours than those
required by an agency or institutional setting.

Finally, the PC desiring to enter private practice needs a high level of
competence, patience, and self-confidence. Unlike other salaried positions in
the field of mental health, the financial stability of the private practice prac-
titioner is directly related to the number of clients seen each week. If your
practice is located in the Northeast and is budgeted on the basis of serving
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25 clients per week, and you are faced with winter storms in January and
February that reduce your caseload to 12 clients per week, what do you do
to overcome the devastating financial losses? Also, clients are constantly
evaluating your ability to help them reach their goals. If they are not satis-
fied, they will leave your practice, challenging your level of self-confidence
and competence. With this example, the importance of patience and self-
confidence becomes obvious.

Potential private practitioners must be confident in their own abilities to
effectively serve the public through their counseling and consultation skills
while having the patience to develop an effective referral base in the com-
munity. Keep in mind that the hours away from direct counseling services
are extremely important to the practice’s growth. The PC must also have the
confidence and patience to believe he or she will recover from the snags and
setbacks he or she may encounter in private practice. Although private prac-
tice can eliminate administrative superiors, it increases the professional’s
dependency on the general public as consumers of services. Beginning a pri-
vate practice is a professionally challenging task as well as a financially fright-
ening proposition. To overcome the challenges involved, the PC must have
the patience, flexibility, competence, and self-confidence to withstand the
pressures and demands of private practice.

COMPONENTS OF PRIVATE PRACTICE

The mental health services provided by private practitioners can be as
individually unique as the private practitioner. As PCs develop practice
goals, they need to consider four general components of private practice: (a)
counseling services, (b) consultation services, (c) supervision, and (d) com-
munity involvement. Each PC needs to integrate these components and
define the general and specific areas of practice that are of most interest and
meet the professional’s level of ability.

COUNSELING SERVICES

Counseling services are the basic component to any private practice.
Regardless of the services provided in a varied practice, counseling usually
is the primary focus of the activities and the skill that generates the most con-
sistent revenue in the practice. The counselor can offer individual, group,
family, and/or marriage counseling depending on his or her training and
experience. It is possible to specialize in unique services such as career coun-
seling, adolescent or child counseling, rehabilitation counseling, or drug and
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alcohol counseling. But as mentioned earlier, a broad array of counseling
skills is needed to keep the practice functioning in addition to a specialty area
focus.

The key to providing counseling services is to know one’s own counseling
specialties/skills and to recognize the potential needs of the population to be
served. First, a private practitioner may gain expertise in a counseling spe-
cialty by academic or experiential training. In either case, it is the responsi-
bility of the counselor to recognize and develop the counseling services he
or she can offer as a private practitioner as well as market these specialties to
potential consumers. Second, surveying the community needs prior to estab-
lishing a practice is a must for the aspiring private practitioner. Talk about
your plans with ministers, social agencies, school counselors, private practi-
tioners, medical doctors, and employers before beginning the practice in
order to gain some insight into the needs of community.

Third, the counselor needs to be realistic about whether or not there is a
sufficient client base to support a practice in his or her areas of
interest/expertise or whether the interest/expertise areas will need to be
expanded. For example, one PC wanted to have a practice that specialized
in eating disorders of women, a specialty the counselor had developed while
working at an in-patient hospital setting for eating disorders. However, the
counselor quickly learned that maintaining these clients in an outpatient set-
ting was much more difficult than in the hospital setting. For this particular
professional, a rethinking about practice goals and professional skills was in
order. Professional development of a variety of treatment modalities and
counseling specialties is a key to success in private practice. The specialty
area is only one part of the counselor’s practice, but maintaining a broad
variety of clientele will maintain the practice.

CONSULTATION SERVICES

A second major component of private practice services is consultation.
There are typically two types of consultation services that can be incorpo-
rated into a private practice: (a) unpaid consultation with professionals from
other types of mental health settings, and (b) paid consultation with other
groups, agencies, businesses, or institutions. In the first type of consultation,
the PC is seeking further information by a free exchange of data and impres-
sions with other professionals involved with one of the practitioner’s clients.
Of course, this exchange is always done with the appropriate releases of
information. The consultation process is a important aspect of a successful
practice because the process links the PC with a broad range of other pro-
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fessionals who may be able to offer services for your clientele and vice versa.
The sustenance of a growing private practice depends partially on the abili-
ty of the professional to benefit from interaction with others in the mental
health community.

The second type of consultation, establishing paid consultative relation-
ships with other organizations that desire and need your expertise, can offer
some exciting and fulfilling alternatives for the PC in private practice.
Specific consulting relationships can be developed with schools, agencies,
industries, hospitals, or other professionals needing your services. For exam-
ple, one PC was hired as a counseling consultant to offer individual and
group counseling for students at a small private school. The school could not
afford to hire a full-time counselor, so the PC was hired to do 12 hours of
counseling per week. Another counselor was hired to offer parenting classes
at a community center for parents desiring assistance with handling
prekindergarten children. One private practitioner, with a specialty in the
elderly, was hired to offer group counseling at a nursing home. These exam-
ples are but a few of the multitude of consulting opportunities available to the
ambitious and creative professional in private practice.

In addition to the areas mentioned, employee assistance programs (EAPs)
utilize aspects of both counseling and consultation. As noted in Chapter 9,
“Work Settings for the Professional Counselor,” EAPs are expanding, offer-
ing professional counselors an exciting employment opportunity. Impor-
tantly, EAPs can be a crucial aspect of a private practice if the practitioner
effectively markets the services needed by business and industry.

Bethlehem Counseling Associates, P.C. (BCA), the authors’ private prac-
tice, provides EAP services in several different programs. First, the practice
has a capitated contract with a company located in the area to provide EAP
services for all employees. With the capitated contract, BCA is paid a pre-
determined fee (e.g., $24.00 per employee per year) for each employee and
is contracted to service all employees as often as needed. Typically, BCA
services between 6% and 10% of the employees per year. Second, BCA is a
representative for numerous national and international EAP companies
(NEAS, Dorris, Lytle) servicing large corporations throughout the country
and the world. In this instance, BCA provides the EAP services for employ-
ees working at local plants or businesses in the area. Finally, BCA has con-
tracts with various managed care organizations (MCOs) to provide EAP
services for their subscribers. Being active in providing EAP services has
given the professionals in the private practice new opportunities to market
other counseling, consultation, and psychoeducational programs to the com-
panies and their employees. The exposure gained with the EAP services has
significantly increased the client referrals to the practice.
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SUPERVISION

A third component to private practice is supervision. Being able to give
and receive supervision can enhance the viability of a practice. Supervision
is a means for every professional mental health care provider to increase
their expertise as well as earn additional credentials for providing specific
services in the mental health field. In addition, no matter what level of train-
ing has been reached, every professional counselor needs a clearly defined
system of checks and balances. Therefore, seeking the clinical advice and
direction of another professional regarding certain cases being carried in the
practice is a necessity on an ethical, a professional, and a personal level.

Supervision can play a major role in private practice for a PC in a num-
ber of ways. One, the demands placed on private practitioners by profes-
sional boards, insurance carriers, and MCOs dictate the need for supervision
between and among professionals. In our offices, a group of 17 mental health
professionals from various fields meet in peer supervision groups and one-
on-one supervision to discuss cases and review treatment plans. In this way,
each of us is meeting our own professional needs as well as meeting the
requirements of our certificates and/or licenses. Another form of peer group
supervision done by solo practitioners has been to form a group among solo
practitioners from one geographical area. This has worked for many of our
own professional acquaintances.

The second form of supervision within a private practice can be the super-
vision by a PC of another counselor’s work for financial remuneration. Most
newly degreed counselors are required to have professional supervision of
their caseload to be licensed to practice independently. Also, if a PC has a
specialized area of expertise, he or she may be able to market this expertise
to others in supervision groups or individual supervision. The sharing of pro-
fessional techniques and insights is rewarding and expands the domain of
private practice to a broader definition of mental health services. Supervision
can be professionally stimulating, an opportunity to meet with others, and a
way to avoid professional isolation within the practice.

A final note on structured supervision within a private practice needs to
be mentioned. Most MCOs require LPCs to be licensed for two or three
years before they are accepted on the MCO panel as providers. However, at
BCA, we were able to have our newly licensed employees and independent
contractors accepted on MCO panels because we have a structured individ-
ual and group supervision program for EVERY professional in the practice.
Every professional meets individually and in a group for case presentations
and discussions. When BCA presented this information to the provider rela-
tions departments of several MCOs, they were more than willing to offer
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panel memberships to LPCs, MSWs, and psychologists who did not meet
the two- to three-year postlicensure requirements.

The important message about supervision is quite simple—every profes-
sional mental health care provider needs ongoing individual and group
supervision to be an effective and ethical practitioner.

COMMUNITY INVOLVEMENT

The final component of the private practice services is community
involvement and public relations. Because the general public is the con-
sumer of mental health services, the private practitioner will benefit from
developing a visible and definitive image within the community. Community
involvement can sometimes mean delivering free services for local groups
and organizations, such as the PTA, Diabetes Support Group, Singles Group
at the local church, or a bereavement seminar. There is a great benefit gained
from taking the opportunity to present and educate the public to the neces-
sity and importance of mental health services. In short, the community serv-
ice and public relations work done by counselors on a voluntary basis will
promote respect for each individual counselor and the mental health field in
general, as well as develop a broad-based referral network.

Community service is an important professional component and obliga-
tion for all PCs, whether in private practice or another setting. To meet the
requirements of the professional code of ethics and the definition of a pro-
fession as outlined in Chapter 3, professional counselors should devote some
part of their professional life to giving something back to the community.
Although this is at times a difficult task for the private practitioner, commu-
nity service is a necessity for all practitioners.

In summary, the four general components to private practice services can
be individually organized and translated by each PC. It is obvious that part
of the autonomy of private practice is the individual’s choice of services to
be offered. A private practitioner can simply offer counseling services or
broaden his or her scope to incorporate a variety of mental health services.
The definition of private practice need only be limited by the skills and con-
fidence of the professional. But one of the fears that may inhibit a PC from
developing a private practice is the “fear of being in business.” The prag-
matics of a private practice can be handled as effectively as any other life
problem. Simply pinpoint the issues to be faced in a privately owned busi-
ness and begin to make choices. Viewing the pragmatics of private practice
as business choices diffuses anxiety and enhances the freedom to change
directions as one’s career develops.
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PRIVATE PRACTICE WORK SETTINGS

There are three different private practice work styles for PCs: incorporat-
ed groups, expense sharing groups, and sole proprietors. Each private prac-
tice style has unique characteristics that can meet the particular needs of any
PC. The choice of a particular type of work setting can depend on personal
goals, professional goals, and/or simply taking advantage of an opportunity.

In contrasting the incorporated groups, expense sharing groups, and sole
proprietors, the differences focus on the structure of the private practice.
Incorporated groups may include a diverse group of mental health providers
such as psychologists, psychiatrists, social workers, and PCs or simply a
group of PCs. More than likely in today’s mental health market, the incor-
porated group is a broadly defined group of mental health professionals
rather than a singular professional group. The group is bound by a legal doc-
ument that makes each group member a legal partner in the business. The
nature of the legal document creates a dependency between partners for the
success or failure of the business. All moneys earned are given to the corpo-
ration. Each partner earns a weekly or monthly “draw” (salary) depending
on his or her contribution of time, status, or initial investment. The legal doc-
ument also clearly defines the procedures for leaving the business. Leaving
a practice, moving a practice, or incorporating a practice can be a challeng-
ing event. Each practitioner needs to be familiar with the regulations and
requirements of making major changes in a private practice. Some suggest-
ed readings are provided in the reference section of this chapter (Hall &
Boucher, 2003; Jonason, DeMers, Vaughn, & Reaves, 2003; Kim &
VandeCreek, 2003; Koocher, 2003; Manosevitz & Hays, 2003; McGee,
2003; Stout, Levant, Reed, & Murphy, 2001).

BCA is a professional corporation owned and operated by the authors. We
have had a group private practice since 1985, and we incorporated in 1997
Odur initial goal was to develop a group practice where experienced mental
health professionals worked directly with new clinicians seeking supervision
and an introduction into private practice. This arrangement worked quite
well until shifts occurred with client insurance coverage. At first, licensed
psychologists were permitted to sign for supervisees (submitted for insurance
reimbursement), but that changed around the mid-1990s with the advent of
MCO:s. Shortly after the initiation of MCO contracts, every practitioner was
required to be licensed and an approved provider on the MCO’s panel.

Shortly after the shift to MCOs occurred, we incorporated BCA. The
practice was expanded to include 15 additional independent contractors,
including LPCs, LCSWs, and psychologists. The independent contractors
varied in the amount of time they were available to the practice, with some
doing two evenings a week to others doing four days and two evenings a
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week. Each of the contractors sought to be involved with BCA because of the
structure and operation of the group—central billing services, consistent refer-
rals, supervision, and rotating coverage for weekends and holidays. The key
component for the individuals in the group is the number of referrals that are
available to keep their caseload completely full. BCA pulls referrals from the
community in general but also from the insurance companies and MCOs,
where we are listed as a preferred provider group. All of our contractors are
licensed and approved providers on most every panel at BCA.

In expense sharing groups, there may also be a diverse group of mental
health professionals or simply a group of PCs, but there is no legal document
that binds the group together as a corporation. Each individual makes his or
her own salary and functions as a sole proprietor, but the group shares office
expenses or consulting fees for other professionals. Within this structure, the
group may eventually become incorporated or an individual may leave and
develop his or her own private practice as a sole proprietor. The expense
sharing groups usually have contracts (Stout, Levant, Reed, & Murphy, 2001)
defining the specific financial and business responsibilities each professional
shares as part of the group. In this way, there are no misunderstandings of
each professional’s responsibilities to the group.

Finally, sole proprietors usually work alone in their private practice and
develop consulting relationships with other mental health providers.
Although the colleagues of a sole proprietorship are not physically present in
the office, the sole proprietor is dependent on a network of mental health
providers within the community. Sole proprietors earn their own salary and
pay their own expenses. One of the interesting transitions that has taken
place over the past few years has been the development of mental health
groups comprised of sole proprietors who have chosen to function as a group
for generating and maintaining clients but not losing their autonomy or hav-
ing to leave their individual offices. These groups are sometimes referred to
as “groups without walls” (Psychotherapy Finances, Ed. John Klein, Ridgewood
Financial Institute, Inc., 1425 U.S. Highway 1, Ste. 286, Juno Beach, FL
33408). Changes in managed care and preferred provider networks have
forced private practitioners to examine new and creative professional ar -
rangements to survive in the field of mental health.

As the PC considers the possibility of establishing a private practice, a
complete knowledge of various business and professional relationships is a
necessity. Therefore, the authors suggest that the reader attend various work-
shops sponsored by the American Counseling Association, the American
Mental Health Counselors Association, or any local affiliate associations. In
addition, there have been books published by both organizations that speak
to the establishment of a private practice. Read as much as you can, talk to
other professionals in private practice, and seek the advice of professional
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financial advisors.

Remember, the initiation of a private practice can be a frightening under-
taking; therefore, seek as much advice as possible. In addition, private prac-
tice is a relatively new career for the majority of PCs. A review of the past
30 years of the ACA Journal will show that the articles related directly to pri-
vate practice began to appear on a regular basis during the past 20 years. For
PCs, they will need to have much patience and self-confidence as they
approach the building of a private practice and not lose focus on the impor-
tance of personal integrity for themselves or their clients.

NETWORKING WITHIN MENTAL HEALTH

The “aloneness” factor can be a major surprise for the PC in private prac-
tice. If one’s previous work setting was an agency or educational setting, the
lack of continuous daily contact with other professional colleagues can
change solitude to loneliness. Although there are no distractions, there is also
no immediate outlet for the intense demands of continuous counseling cases.
If a PC chooses to work as a sole proprietor in private practice, it is impor-
tant to recognize the need for professional associations and outlets through
local, state, and national counseling organizations. The purpose of establish-
ing a professional network of mental health colleagues is to continue per-
sonal growth, avoid professional loneliness, and limit professional burnout.

The concept of working in a group setting of PCs has several distinct
advantages. First, several PCs working in a group can offer support and
encouragement to each other. The group can also provide opportunities for
professional growth through discussion of cases and assisting with difficult
cases (i.e., co-therapy or psychological evaluation). The ability to conceptu-
alize professional cases and improve counseling skills can only come with
continued discussion of cases with other professionals.

Second, PCs can join a group with other mental health providers who
have complementary skills. For example, within a group of three PCs, one
may have a specialty in child counseling, one in marriage counseling, and
the third in vocational assessments. By joining together in private practice,
they can offer a broader range of services to the public as well as learn from
each other’s area of expertise.

Third, the PC in private practice is dependent on other mental health
providers for consultation and referral. It is advantageous to be able to offer
a range of mental health services within one private practice setting. For
example, a private practice may consist of a psychiatrist, PC, and psycholo-
gist. If the PC has a client in need of a psychiatric or psychological evalua-
tion, this can be completed within the group practice. Without the resources



Counselors in Private Practice 191

of these colleagues within the practice, the PC would have to refer the client
to other agencies or individuals to attain these specialized services. In addi-
tion to the consulting role of the psychiatrist and psychologist, they can also
serve as a referral source for the PC and vice versa.

Although there are several advantages to working in a group setting, there
is also a risk involved. The association with colleagues within a group prac-
tice can have legal and financial ramifications. Being business partners or
simply business associates calls for a high level of trust. Before entering or
initiating a group practice, an attorney and accountant should clarify the
legal and financial responsibilities of each group member. In this way, later
misunderstandings can be avoided. Having a well-written document outlin-
ing the association among practitioners is a must.

One final note about networking needs to be made. Whether you become
involved in a formal group practice or group without walls, it is important for
the individuals to set specific times and days for meetings, consultations,
and/or supervision. Frequently, colleagues in the same office only have con-
tact between counseling sessions or on a haphazard basis, leaving many deci-
sions to hurried moments in between appointments. Professionals dedicated
to networking have to commit to setting aside time for meetings, supervi-
sions, and general conversation.

PRAGMATIC NEEDS OF THE PRIVATE PRACTITIONER

Beginning a Private Practice

Relatively few essential items are needed to initiate a private practice
office. Unlike other professions, such as dentistry, the PC may need to make
a relatively small financial investment in acquiring the supplies and services
necessary to initiate a practice. The essentials for the PC in practice are office
space, office equipment, computer, phone service, answering service/ma-
chine, FAX, office supplies, and liability insurance.

The PC has two choices in selecting appropriate office space: renting or
purchasing a professional setting. Most neophyte private practitioners choose
to begin practice on a part-time basis and consequently rent office space. In
a part-time practice, it is most efficient to rent office space for the time it will
be used. If the part-time practitioner chooses to rent office space from an
established mental health provider, the benefits can be numerous. The PC
can gain not only office space, but also the use of office equipment, estab-
lished phone service, and the professional “mentoring” of the more estab-
lished mental health provider. Renting office space from an established prac-
titioner is also applicable for a PC entering private practice on a full-time
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basis. Some practitioners we know have actually rented space in physicians’
offices or with a group of attorneys.

The other approach for selecting office space in private practice is to pur-
chase an office building or office space. This can be accomplished by an indi-
vidual or group of professionals. There are several important considerations
in determining whether to rent or purchase office space that need to be dis-
cussed. First, what are the financial resources available to the PC? Private
practice is a business, and success is dependent on income being greater than
expenses. A PC needs to determine how much he or she is willing to spend
for office space and then decide whether to buy. Second, what are the short-
and long-term professional goals of the PC? Some PCs have no desire for a
full-time private practice, whereas others begin part time with an expressed
desire to become full time. Professional goals are imperative in determining
the financial investment in acquiring office space. Third, what professional
mental health support systems can be facilitated in this office space? Some
PCs may desire to work with the mentoring of an established practitioner,
whereas others desire more autonomy. The location of office space makes a
statement about the PC’s professional identity in the mental health commu-
nity and with individual clients. By identifying the PC’s individual needs, the
choices regarding office location and the option to rent or purchase office
space can become quite clear.

Finally, many neophyte practitioners are tempted to establish a private
practice within their homes to reduce financial expenses. It takes great self-
control to maintain the home as a personal part of the PC’s life when the pri-
vate practice demands professional time in the home. The ramifications of
practice in the home impact on every member of the PC’s family. The PC
must consider the many types of clients he or she will serve and question,
“Would I want these individuals to know where I live and have access to my
personal home?” The disadvantages of establishing office space in a home
are the increase in the feelings of being “trapped” by the practice, the addi-
tional feelings of “loneliness” from the mental health community, and the
decreased ability to set professional “boundaries” with clients. These disad-
vantages need careful consideration before selecting this approach to private
practice.

Depending on the approach to securing office space, a PC may need to
make decisions about acquiring office equipment and phone/communica-
tion systems. In the beginning, a less sophisticated office may be necessary,
but as the practice grows, the needs can change drastically. The usual needs
for a private practitioner include a desk, several chairs and/or a sofa, pic-
tures, tables, lamps, and framed diplomas/certificates. This equipment can
also be rented or purchased depending on financial resources and profes-
sional goals. Office supply stores or furniture outlets can assist the neophyte
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in cutting costs. In acquiring office equipment, the PC should strive for pro-
fessionalism and comfort. The ambience of the office will set the tone for the
client-counselor relationship. The office equipment reflects the PC’s identity
as a professional. It is important for the PC to be comfortable within the set-
ting he or she creates, as well as creating a comfortable environment for the
clients.

One of the most important pieces of equipment a PC will purchase is the
phone and the answering services to accompany the phone. The authors sug-
gest the practitioner secure a professional answering service to handle crises
and emergencies, along with an answering machine to manage day-to-day
questions and client scheduling changes. An automated answering service/
system can be effective in handling office questions, such as whether the
counselor’s office is going to be open if there is a snow storm. Be aware that
the initial investment in a phone and answering system is high, but they are
real necessities for a smoothly functioning office.

When using an answering machine, the practitioner has to be sure that
clients having an emergency receive the appropriate attention. Some of our
professional colleagues leave a message on their answering machines for
clients indicating one or all of the following: “If this is an emergency and I
cannot be reached: (a) call my associate Mr. Frank B. at 555-5555; (b) call
Crisis Intervention at 555-5555 for immediate assistance; and/or (c) go to the
nearest emergency room at the hospital.” It is important that the client have
an avenue for receiving assistance in case of a crisis; therefore, the answer-
ing system needs to provide as much information and help as possible.

Office supplies are the necessary materials to be utilized on a day-to-day
basis in the office. These materials include: professional cards and stationery,
files for record-keeping, intake forms for clients, receipts for services ren-
dered, and any other materials needed in a professional office. These types
of materials are a necessity for public relations, billings, and keeping infor-
mation in appropriate forms at the office. As a beginning, the practitioner
should have business cards, stationery, and envelopes, intake forms, file fold-
ers, and billing forms. Office supplies are an absolute necessity for the busi-
ness and professional demands of a private practice. An effective office soft-
ware package for the computer can make the day-to-day operation of the
practice much easier. Client and counselor schedules, record keeping,
billing, and general statistics regarding the practice are much easier to main-
tain with an effective computer software package.

As part of today’s legalistic society, the PC must secure professional lia-
bility insurance for his or her professional security and employment.
Liability insurance not only protects against the possibility of errors of com-
mission or omission but also is a requirement of many preferred provider
and managed care groups that will seek your business. Information regard-
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ing various types of liability insurance can be obtained from either ACA or
APA. In addition, depending on whether the office is in the PC’s home or
another building, the PC should be sure he or she is covered for any acci-
dental injuries that could occur on the premises, such as someone falling and
hurting him or herself. Because the office eventually becomes a large invest-
ment, insurance coverage is necessary to protect against loss of furniture,
equipment, and other office materials.

Finally, the amount of money needed to initiate a private practice can vary
greatly depending on the needs and desires of the individual PC. Some pro-
fessionals begin with a significant amount of financial backing, (e.g.,
$10,000), while others begin with only several hundred dollars. The PC must
decide how much of a financial risk he or she is willing to take in investing
in the pragmatics of initiating a private practice. Financial expenses range
from renting office space and equipment to purchasing an office building and
equipment. Determining the amount of money to be spent can only be done
after a clear set of professional goals has been written. Success is dictated by
the professionalism of the PC, not the financial resources available to the PC.
Private practitioners are in business to provide services to the general public.
The office atmosphere is the “icing on the cake.”

Attorney and Accountant

Over the tenure of a private practice, the two most important profession-
al advisors for the practitioner (in addition to colleagues) are an effective
attorney and an accountant. As early as possible, the practitioner needs to
secure the services of both. Being in private practice means being in business,
and it is the PC’s responsibility to protect his or her professional interests,
both legally and financially. Private practice is not only doing cases, but also
the operation of a business, hopefully, a successful business.

An attorney can serve important roles for the PC. As professionals, PCs
are susceptible to the demands of consumers; therefore, to be an effective
professional, the PC must be able to determine what is best for consumers
within the ethical guidelines of mental health counseling. Frequently, the
process of determining what is best for the client/consumer involves the
interpretation of legal as well as ethical guidelines. Having an effective attor-
ney who is familiar with mental health laws will provide the PC with the
security to provide services that meet the highest ethical standards as well as
ethical guidelines. Having an effective attorney will provide the PC with the
security to provide services that meet the highest ethical standards as well as
meeting legal necessities. With the initiation of Health Insurance Portability
and Accountability Act (HIPAA) regulations in 2004, it is more important
than ever to have a legal advisor available to assist with difficult questions
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regarding confidentiality of treatment records. See the suggested readings
sections at the end of the chapter for some resources regarding the impact of
HIPAA regulations.

In addition, the attorney can provide the necessary advice, determine
guidelines, and produce legal documents for the business aspects of the prac-
tice. It is necessary to have written agreements before entering any coopera-
tive arrangements with other professionals. To do this most efficaciously, the
PC should enroll the services of an attorney.

Finally, with the tremendous growth in family law caused by the increase
in divorce and disintegration of the family, attorneys have sought the coun-
seling services of PCs to handle the resulting personal problems faced by
their clients. More and more, a strong relationship between attorneys and
counselors is developing because of the needs of children and divorcing
adults. Maintaining an effective consultative relationship with an attorney(s)
is an important aspect of private practice for counseling professionals. From
providing child custody evaluations to handling divorce mediation/counsel-
ing to counseling abused spouses, the PC will find that full involvement with
the legal community is an important aspect of the practice.

Regarding the financial protection of the business, the PC will need to pur-
chase the services of an accountant. The accountant/business advisor can
assist the practitioner in business arrangements with other professionals or
agencies, develop an effective accounting/billing system for the practice,
handle the paperwork required by the Internal Revenue Service (IRS), pro-
vide advisement for financial investments, determine retirement plans, and
on and on. Because most PCs do not have a business and finance back-
ground, securing the services of a financial advisor is a necessity.

In addition to financial advisement, the accountant can assist the PC in
determining realistic business goals for each upcoming year. For example,
the accountant can assist the PC in determining an appropriate goal for
amount of income to be earned in the coming year. Projecting income on a
yearly basis assists in the planning of future activities of the practice. The pro-
jections can help determine the amount of time to spend with direct coun-
seling services to clients versus consultation versus other professional activi-
ties.

If a PC does not have ready access to an accountant or the financial
resources to secure such services, local banking institutions employ advisors
that can be of tremendous assistance. The bank can provide similar types of
advisements regarding investments and future financial planning. The new
private practitioner must quickly realize that the practice is a business and
take the necessary steps to protect and enhance the business components. As
the IRS states, if a business does not make money in three years, it becomes
a hobby. An accountant or a financial advisor assists the PC to develop a
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business rather than a hobby.

Complications

Finally, to understand more completely the necessity for maintaining pro-
fessional contacts (networking) with other mental health professionals, an
attorney, and a business advisor, a brief case study is presented to demon-
strate the types of problems that can arise in a practice that necessitates the
securing of advice from allied professionals:

A PC in private practice was faced with a clear-cut case of child abuse. As a
result, the parents of the child were reported to the county office of child abuse.
The problems that arose for the PC as a result of the case were numerous. First,
shortly after reporting the abuse, the parents withdrew from the counseling,
but the child wanted to remain in counseling with the PC. Second, the parents
had their attorney file papers against the PC for reporting the abuse. Third, the
county children’s services demanded significant amounts of time from the
practitioner in order to appropriately pursue the abuse charges and provide
services for the family. Fourth, the family was referred to another counselor
suggested by the agency, but the child refused to attend.

There is obviously much more to this case than is presented in one para-
graph, but the brief description of the difficulties provides the necessary
information to demonstrate the need for assistance from other professionals.
In cases such as this, the private practitioner needed advice regarding the
best possible ethical, legal, and financial avenues to follow. The PC utilized
two other counseling professionals for advice in addition to consults with the
children’s agency. Because the case involved abuse, the PC consulted an
attorney to determine her rights legally as well as to obtain advice regarding
the necessary services to be provided under the ethical guidelines of the pro-
fession.

For the private practitioner involved in a case such as this, another factor
soon enters into the picture—finances. First, much of the time spent on the
case was not based on receiving fees. Second, the child chose to remain in
counseling with this practitioner without the emotional or financial support
of the parents. Because of the nature of the case, the child could not ethical-
ly be referred to another counselor for fear of further psychological damage.
Third, the agency began demanding more time from the practitioner by
requesting written reports and attendance at legal hearings. As you can see,
the case also began to infringe on the financial aspects of the practice. If the
practitioner were to have several cases such as this at one time, the drain of
the financial resources of the practitioner would be outstanding.

The moral to the case that is presented is simple. To operate an effective
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private practice, PCs must do adequate planning and surround themselves
with a set of advisors who will assist them in determining ethical practices,
understanding legal requirements, and establishing a well-functioning “busi-
ness” practice. If a PC is considering a part-time practice as an adjunct to a
full-time job, they should remember this case. We have been associated with
several part-time practitioners who have faced such circumstances and found
them to have a major dilemma on their hands. The demands of abuse cases
did not fit with the demands of their full-time jobs, which made them vul-
nerable, legally and ethically. Anyone who is considering part-time practice
needs to keep in mind that some cases can be very difficult and quite time
consuming.

As an aside, it should be noted that the private practitioner may spend
inordinate amounts of time taking care of the business aspects of the prac-
tice. At those times, when the authors are involved in managing business
issues, such as records transfers or subpoenas for attorneys, the practice’s
attorney will remind him or her that “this is the price of doing business.”
Sometimes there is no way to financially cover or recover money and time
spent handling business issues.

Referral Sources

The most common error made by the PC initiating a practice is to neglect
the building of an effective referral base. Although the financial investment
in the practice is important, it is not the most important aspect of establish-
ing a private practice. If the practice is to grow, the PC must allocate the time
and resources for the development of a strong referral system.

Sources of referral in the community are numerous. They include schools,
private and public agencies, churches, businesses, industries, other mental
health professionals, hospitals, doctors, and rehabilitation centers. Gaining
access to these agencies and individuals is not always easy; therefore, the
planning of methods to gain entry into their offices is a must.

Entry can be accomplished by various means. PCs can send publications
about their practice to the directors of the organizations or to established pro-
fessionals such as doctors, lawyers, school counselors, and judges. In addi-
tion, the PC can direct letters to the heads of various organizations (church-
es, agencies, hospitals) requesting to meet with them. Obviously, it is impor-
tant to attend these meetings as well prepared as possible regarding those
services you can provide the individual or organization. It has been the
authors’ experience that the best access to many of these organizations is
through volunteering your services for special programs that you can pres-
ent. Churches, community agencies, and schools are often willing to invite a
counseling professional to present on topics such as stress, family issues,
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drugs, parenting, wellness, and other contemporary topics.

Throughout the initiation of a practice, the PC must always remember that
the investment in referral building is an investment in the practice. Doing the
work with referral sources sets the stage for the beginning of a successful
practice in the community. Although it has not been true 100% of the time,
most free or nominal fee presentations we have done have created new refer-
rals in the practice. If at all possible, we attempt to make ourselves available
for presentations that will add to the referral base for the practice.

Most important, the private practitioner must remember that every phone
call placed to someone in the client’s milieu is a major aspect of building a
referral base. In counseling a child, a phone call for consultation with the
child’s teacher or counselor can be the beginning of the development of an
active referral source for the practice. Consulting with a client’s primary care
physician can provide a valuable entrance into another source of referrals.
Effective client care provides many opportunities to build your practice
through contact with other professionals and organizations.

Finally, in keeping up with the growth of the Internet over the past 10 years,
practitioners would significantly increase their visibility in the community by
establishing a website. One of the most important decisions that we made at
BCA was establishing www.bethlehemcounselingassociates.com. The website
provides potential clients with information about BCA, biographies of the clin-
ical staff, all of the necessary intake forms to be completed prior to a first ses-
sion, answers questions about insurance, and much more. We have increased
referrals since establishing a website as more and more people seeking coun-
seling assistance use the web for information and not the Yellow Pages.

Goal Setting

Probably one of the most important activities that a private practitioner
can do for him or herself is to plan, on a yearly basis, the goals for the prac-
tice. The planning of goals should be in certain specific areas, including: (a)
professional goals, (b) financial goals, (c) skill development, and (d) person-
al/family goals.

Professional goals include establishing guidelines for the types of activities
you will attempt to accomplish over the period of a year. These can include:
(a) the number of cases you would like to carry during an average week or
month, (b) the types of cases (individual, couples, families, and groups) you
want to be carrying, (c) the extent and type of consulting or training you
would like to provide, and (d) the amount of supervision you want to do with
other professionals. Each of these aspects of practice needs to be defined
within the PC’s skills, desires, and professional aspirations.

In conjunction with the establishment of professional goals, the PC will
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also need to set certain parameters for the financial growth of the practice.
The number of cases carried, the types of consulting opportunities available,
and any other activities to be attempted must be put within the context of the
financial aspects of the practice. For example, to meet the professional goal
of increasing consulting for the year, the PC may have to do more voluntary
types of activities (such as a parenting program for a local agency). At the
same time, the practitioner may need to increase the number of counseling
sessions per week to meet established financial goals. The point to be made
is that the setting of one professional goal may mean the alteration of other
previously established goals.

Third, the PC in private practice needs to establish a direction for his or
her own skill development. To continue to grow professionally, the year’s
activities for training will need to be carefully planned in terms of time away
from the practice and the financial investment. The greatest difficulty for the
practitioner is the professional loneliness factor. To combat the loneliness, the
PC needs to plan both training and professional organizational involvement
along with an effective schedule of personal activities to remain a truly effec-
tive professional.

Finally, the PC must establish separate personal goals for him or herself to
remain a well-rounded individual and professional. As counselors continual-
ly recommend to their clients, “Take care of yourself!”, the practitioner must
insist on establishing a personal life plan for the year. This means setting
guidelines and boundaries for the amount of time spent on the practice each
week, the planning of vacations, involvement with the family, and other per-
sonal needs. The effective PC in private practice is the individual who not
only attends to the “business” but also attends to his or her own personal life.
Modeling “wellness” is an important goal for the practitioner, because the
clients watch closely the activities of the counselor.

UNDERSTANDING MENTAL HEALTH INSURANCE

Understanding mental health insurance coverage and payment systems is
one of the most important aspects of maintaining a productive and finan-
cially successful practice. Funding for psychological and counseling services
can vary from simply being paid your established fee for a counseling ses-
sion to complex insurance reimbursement processes to retrieve full or partial
reimbursement. The direct payment of a fee for services provided is the sim-
plest of the payment methods. After fee for service, there are three types of
basic insurance plans: Indemnity Plans, Preferred Provider Organizations
(PPOs), and Health Maintenance Organizations (HMOs).
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Indemnity Plan

Indemnity plans allow for the insurance payment to go directly to the
client or the responsible party for the client. Responsible party refers to the
person responsible for payment when a client receives counseling services.
In most cases, the client is the responsible party. However, with children who
receive counseling services, the parent is the responsible party. The client or
responsible party pays in full for the mental health services provided.
Following the session, the provider gives the client a receipt that can be sub-
mitted to the insurance carrier. Once the responsible party submits the
receipt, the insurer then reimburses them.

With Indemnity Plans, there is often a deductible amount that must be
paid by the client or responsible party before reimbursement is offered.
Indemnity Plans reimburse on a Standard Fee (the fee charged by the prac-
titioner) for services, allow clients to choose their own counselor, and allow
the counselor to determine the number of session necessary to complete
treatment.

Preferred Provider Organizations (PPOs)

PPO plans establish formal contracts with a group of counselors who are
given the designation of being “in-network” providers. The PPO contracts
establish the fees that an in-network provider can charge for services ren-
dered. The fees are paid directly to the provider and not the responsible
party. The cost to the client may include a deductible and/or co-pay. If the
client or responsible party selects an out-of-network provider, the plan may
be the same as an Indemnity Plan.

Health Maintenance Organizations (HMOs)

HMO plans operate in a similar manner to PPO plans; however, HMO
plans have three unique characteristics. First, HMO plans require that the
primary care physician (PCP) through the insurer precertify all mental health
services prior to the client receiving services. Second, HMO plans require
that the in-network counselor submit a treatment plan to a designated
reviewer at the insurance company. The insurer then determines the neces-
sity for services based on the treatment plans. Third, there is no benefit pro-
vided to the client or responsible party if an out-of-network counselor is cho-
sen. Like PPO plans, HMO contracts set the fees for in-network providers,
and the fees are only paid to the provider of services. HMO plans seldom
have a deductible but almost always have the client pay a co-pay. HMO
plans generally have lower premiums than Indemnity and PPO plans.
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Insurance and Managed Care for the Counselor

The past decade has brought about major changes for the PC. Not only
has there been the onset of licensure, but also the insurance companies are
willing to include licensed professional counselors on their provider panels.
Ten years ago, the professional associations were battling to have counselors
included among the mental health providers receiving insurance reimburse-
ment. Today, reimbursement by insurers, whether PPOs or HMOs, is a real-
ity. The PC in private practice will have to explore and research all of the
aspects of being a provider for various insurers. Being accepted on the
provider panels for varied insurers is critical for most private practitioners.
When beginning a practice, the neophyte has to do a thorough review of the
insurers accepting new LPCs on their panels.

KEEPING IT TOGETHER

The mental health of a PC in practice is central to the ability to deliver
effective mental health services to clients. It is impossible to help clients “get
it together” if the PC cannot “keep it together.” The PC in private practice
needs to establish limits between personal and professional time to provide
for his or her own needs. This is far easier said than done in a full-time prac-
tice. The amount of bonding and nurturing inherent in a positive client-coun-
selor relationship can threaten personal development. So much time can be
given to others that there is little time remaining for oneself. The inability to
limit professional time can cause both personal and professional failures.

To have the level of energy necessary to work with many people on
intense and demanding life problems, a PC must have moments out of the
limelight. The “pleasure factor” in adult life is particularly important to the
PC in private practice. It is extremely difficult for the neophyte private prac-
titioner to see how much personal “playtime” can be lost when initiating a
practice. A PC must be a master at identifying his or her own needs for time,
space, and nurturing. Because of this, these authors believe that each PC, at
some point in his or her life, should consider therapy for him or herself.
Sitting in the client’s seat can deter burnout, foster appropriate limit setting,
and enhance personal growth and awareness.

The topics in this chapter cover many issues important for the PC consid-
ering a private practice. Creativity will generate referral sources, while skill
and fortitude will sustain the practice. Financial resources can be an advan-
tage but are certainly not a necessity. Self-awareness is a necessity. When the
PC becomes stressed, clients and colleagues sense the hesitancy and the
practice falls off. The number of PCs entering the world of private practice
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is growing. Within the arena of private practice, the rewards can be numer-
ous, the stimulation evident, and the satisfaction immeasurable. With knowl-
edge, motivation, dedication, and confidence, the PC can take his or her
rightful place among the ranks of mental health providers in private practice.
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Chapter 11

MENTAL HEALTH COUNSELORS
ADDRESSING INTIMATE
PARTNER VIOLENCE

DAvVID VAN DOREN AND ERIKA WAGNER-MARTIN

“A 1l the problems that come to therapy today can be subsumed under the

category of the violence that people inflict on one another. This vio-
lence may be overt as in physical punishment or sexual assault, or it may be
covert as in neglect or emotional abuse” (Madanes, 1995, p. 17).

Violence impacts everyone. Although some mental health disorders may
have biological determinants, it is clear that the continuum of abuse creates
and/or exacerbates these disorders. Mental health counselors need to be -
come aware of the impact of violence and develop skills to address the trau-
ma and enhance nonaggressive conflict resolution.

THE EPIDEMIC OF INTIMATE PARTNER VIOLENCE

At least one in four women experiences violence within an intimate part-
ner relationship during her lifetime, and 85% of victims of intimate partner
violence are women (Family Violence Prevention Fund, 2010; National
Coalition Against Domestic Violence, 2007). “[Intimate partner violence] is
the leading cause of death for African-American women aged 15 to 45 and
the seventh leading cause of premature death for U.S. women overall. In -
timate partner homicides make up 40 to 50 percent of all murders of women
in the United States” (Campbell et al., 2003). Women experience two million
injuries from intimate partner violence each year, and more than three
women are murdered by their male intimate partners each day (Family
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Violence Prevention Fund, 2010). These statistics indicate that intimate part-
ner violence (IPV) is an epidemic that disproportionately victimizes women;
they also highlight the broader social problem of gender inequality in
Western society (Chavis & Hill, 2009).

It is important to acknowledge that women also commit violent acts and
may need individual or group counseling to address this issue. When gender
is compared, the number of acts of violence is fairly equal. Women’s violence
is often a reaction to men’s violence (Grauwiler & Mills, 2004). Women are
7 to14 times more likely to suffer severe physical harm from an assault by an
intimate partner (U.S. Preventive Services Task Force, 2004). “Violence by
an intimate partner accounts for 21% of violence against women and 2% of
violence against men” (Greenfield et al., 1998, p. v). An examination of
research indicates that women are less likely to have a history of IPV offens-
es and nonviolent crimes and, if arrested, more likely to report that they had
been injured or victimized by their partner at the time of their arrest (Busch
& Rosenberg 2004). Women are as likely as men to have used drugs or alco-
hol prior to violent acts and to have used severe violence. Women are less
likely to create fear and terror in their victims. Unlike the women in their
study, men were able to severely injure their partners with their hands alone.
“Women are more likely to report using violence to defend themselves
against direct assault, to escape attack, or to retaliate for past abuse. Males
were more likely to report that they used violence to dominate, control, or
punish their partner” (Busch & Rosenberg, 2004, p. 51). Some women may
need counseling to address their issues with anger and violence. Although
women may not create as much physical damage as men, verbal and emo-
tional abuses are significant aspects of the abuse continuum and create long-
lasting damage. All abuse is destructive and warrants our attention. Coun-
seling male abusers will limit the destruction and decrease overall violence.

IPV does not discriminate in terms of who is victimized. IPV is an epi-
demic that transcends race, ethnicity, age, ability, socioeconomic status, and
education level. Women who possess multiple oppressed identities (e.g.,
African-American, poor, mentally ill, disabled, lesbian, and/or immigrant)
sometimes face additional challenges when victimized (Chavis & Hill, 2009).
Violence occurs at the same rate in same-sex relationships as in heterosexu-
al relationships, although it is often reported less due to added safety con-
cerns and the stigma of being gay or lesbian (Maine Coalition to End
Domestic Violence, 2010). The biopsychosocial impact of IPV experienced
by victims in any type of relationship is similar. For the purposes of this chap-
ter and given that women are victims of IPV at a much higher rate than men,
suggested interventions for mental health professionals will be framed in the
context of treating female victims. The term IPV is used instead of domestic
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violence to be inclusive of couples that are unmarried or do not live together.
The terms IPV and abuse are used synonymously.

Impact of Abuse

It is estimated that IPV costs the U.S. economy approximately $4.1 billion
per year for physical and mental health care costs (Centers for Disease Con-
trol and Prevention, 2003). Abuse creates both “short- and long-term prob-
lems, including physical injury, psychological symptoms, economic costs,
and death” (National Research Council, 1996, p. 74). Intimate partners who
are being abused spend more time off from work and suffer more stress and
depression than partners not being abused (National Research Council,
1996).

Violence is not limited to the intimate partner; children in the home are
also physically or emotionally abused. A wealth of literature examines the
impact of child abuse. When compared with neglected or sexually abused
children, physically abused children are more likely to be arrested for a vio-
lent crime (Widom, 1992). Widom reports that there are long-term conse-
quences of childhood victimization: mental health concerns (depression and
suicide attempts), educational problems, health and safety issues, alcohol and
drug problems, and occupational difficulties. The impact on a child’s life is
major even when they are not directly abused. “Many studies demonstrate
the deleterious effects of witnessing abuse/violence between adults in the
home. Children exposed to interparental violence fare poorer than the aver-
age unexposed child” (Zink, Kamine, Musk, Sill, Field, & Putnam, 2004, p.
256). Children who witness violence develop long-term physical and mental
health problems, including alcohol and substance abuse, become victims of
abuse, and perpetrate abuse (Felitti et al., 1998). A review of the literature
related to the children of abused women suggests that these children experi-
ence lower self-esteem and increased symptoms of attention deficit/hyperac-
tivity and obsessive-compulsive disorder. They also demonstrate more suici-
dal gestures, impaired social interaction and problem-solving skills, and in-
creased aggressiveness and oppositional behavior (Feldman, 1997). Wit -
nessing one’s parents’ violent interactions triples the likelihood of a child
being diagnosed with a conduct disorder (Meltzer et al., 2009). Children
exposed to maternal IPV were more likely to have borderline to clinical
scores on externalizing behavior (aggressive, delinquent) and total behav-
ioral problems (Kernic, Wolf, Holt, McKnight, Huebner, & Rivara, 2003).
Experiencing child abuse has been identified as a predictor of IPV (Kwong,
Bartholomew, Henderson, & Trinka, 2003). Males who have observed par-
ents attack each other are three times more likely to assault their wives
(Straus & Gelles, 1990). Witnessing a father’s violence toward a mother can
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have a significant influence on the child’s development of IPV in relation-
ships as an adult (Wang, Home, Holdford, & Henning, 2008). Observing
both parents violently attacking each other is a strong predictor of the child’s
future participation with IPV (Kwong et al., 2003). Silverman and Williamson
(1997) found that children who witnessed abuse were more likely to believe
battering to be justified. Shifting these cognitions becomes a critical aspect in
addressing men who batter.

Studies suggest that approximately 40% of abused children go on to abuse
their partner (Dutton, 1995). Being physically abused has been seen as an
even stronger predictor of later development of IPV, than witnessing par-
ents’ IPV (Kwong et al., 2003; Wang et al., 2008). The fact that the majority
of physically abused children do not become abusers suggests that many chil-
dren are resilient and survive a negative situation without developing the
same symptoms. These children may not grow up to batter their partners,
but they may develop other symptoms and/or disorders.

With IPV, both parties contribute to the escalation of abuse (Grauwiler &
Mills, 2004). An increased exposure to adverse and/or abusive experiences in
childhood was associated with greater use of disengagement coping strategies
(denial, avoidance, social withdrawal, and self-criticism) among undergradu-
ate women in response to stressful events (Leitenberg, Gibson, & Novy, 2004).

Disengagement strategies can increase negative interaction in the dyad, as
problems are not effectively addressed and distance between partners in-
creases. Cumulative exposure to violence increases the likelihood of using dis-
engagement coping strategies (Leitenberg et al., 2004). Research suggests
that individuals who have not experienced abuse develop significantly more
intimacy than those who have experienced abuse (Ducharme, Koverla, &
Battle, 1997). Males often seek validation in relationships and fear abandon-
ment (Wexler, 2000). The reaction to the use of disengagement is often
defensiveness and anger.

Intimate relationships develop when both individuals have developed a
positive sense of self. The experience of IPV in childhood and/or adulthood
has a negative impact on the development of a positive sense of self. Lifetime
abuse is associated with elevated levels of anxiety and depression for women.
Women who experienced childhood abuse appear to be more likely to report
adult partner abuse (Ramos, Carlson, & McNutt, 2004). In addition, higher
levels of parental abuse are associated with greater likelihood of a diagnosis
of lifetime alcohol dependence for women (Downs, Capshew, & Rindels,
2004). Higher levels of psychological aggression have been significantly as -
sociated with a higher likelihood of alcohol dependence for White women
(Caetano, Field, & Nelson, 2003) and non-White women (Downs, et al., 2004).

Mental health counselors must be prepared to address the counseling
needs of both victims and perpetrators. Mental health counselors address the
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needs of abuse victims when they come to counseling settings with mood dis-
orders, anxiety disorders, posttraumatic stress disorder, and so on. (Madanes,
1995). Mental health counselors can also play a significant role in addressing
violence in our society by treating perpetrators of interpersonal violence.
Violent behaviors are passed from generation to generation. From this per-
spective, as individuals learn healthy nonviolent ways to resolve conflict, a
healthier model can be passed down for generations to come.

PORTRAIT OF A VICTIM

Effects of the Cycle of Violence

IPV encompasses a continuum and variety of abusive behaviors, including
verbal, sexual, economic, social, and physical abuse. More often than not,
multiple types of abusive behaviors occur simultaneously and cyclically. The
cycle of violence consists of the tension-building phase, the acute incident of
abuse phase, and the contrition or honeymoon phase. During the tension-
building phase, the victim might feel like she is walking on eggshells and that
an incident of abuse is inevitable due to the pattern of signals she perceives in
her partner/abuser. In the second phase, the acute incident of abuse can range
from verbal insults to serious physical battery and/or sexual assault. During
the third phase, most commonly referred to as the honeymoon phase, the
abuser typically expresses remorse for his abusive behaviors and attempts to
regain the victim’s love and affection (Dutton, 1995; Walker, 2000). The fre-
quency and duration of each phase differs in each relationship. The time
between acute incidents of abuse tends to decrease and the intensity of the
abusive behaviors tends to increase over the course of the relationship.
Typically, because of the complex array of emotions it evokes (i.e., fear, terror,
love, hope), the cycle of violence leaves the victim feeling confused, crazy, dis-
oriented, and stuck (Bancroft, 2002; Dutton, 1995; Evans, 2010; Herman,
1997). The honeymoon phase, especially, leads to the idealization of the abus-
er, the denial of abuse, and the suppression of anger and other emotions
(Walker, 2000). Over time, abusive relationships can become so all-consuming
that the victim feels disempowered and loses her sense of self (Herman, 1997).

Isolation and Why Women Stay

The impact of IPV manifests physically, psychologically, emotionally,
financially, and socially in the life of the victim. Isolation from friends, fam-
ily members, and other interpersonal relationships is common, many times
imposed by the abuser as a tactic to maintain power and control over the vic-
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tim (Bancroft, 2002). The stigma of IPV, known to create feelings of shame,
guilt, and embarrassment, prevents victims from seeking help. Such stigma
varies depending on the victim’s cultural background and/or religious be -
liefs. Safety concerns are another main reason victims do not seek help. It is
important for mental health professionals to recognize isolation as a common
effect of IPV and not to question her reasons for staying in the relationship.
There are many complex reasons women that stay, including economic
dependence, fear, shame/embarrassment, pressures from clergy and society,
to protect her children, to keep the family together, positive feelings toward
her partner, having nowhere to go, low self-esteem, and a history of past
abuse that distorts the victim’s view of healthy relationships (Women’s
Center, 2009). A woman’s decision to stay in her relationship should be
respected, especially in light of findings that a woman’s risk of being mur-
dered by her partner/abuser increases substantially if and when she leaves
the relationship (Campbell et al., 2003; Liang, Goodman, Tummala-Narra, &
Weintraub, 2005). Telling a victim of IPV that she should leave her relation-
ship disempowers her further and undermines any therapeutic work to help
her feel empowered within her relationship and in general. Connecting vic-
tims to informal (e.g., friends and family) and formal (e.g., police, social
workers, crisis hotline workers, mental health professionals, clergy, and
domestic violence advocates) support “improve([s| battered women’s mental
health, willingness and ability to seek help . . . and subsequent capacity to
stay safe” (Liang et al., 2005, p. 27).

Abuse-Related Trauma

“Trauma can change the way a person develops, emotionally and psycho-
logically. This is because traumatic events can disrupt your emotions, mem-
ory, consciousness and sense of self. Trauma can affect your relationships
and your attachment to others. It can change the way your brain and body
work” (Haskell, 2004, p. 1).

The impact of abuse-related trauma varies from person to person. Trauma
specialists characterize the range of impact as existing on a continuum from
simple or “little t” trauma to complex or “Big T” trauma (Haskell, 2004;
Shapiro & Forrest, 2004). When counseling victims of IPV, what matters
most is the individual’s subjective experience of trauma (Liang et al., 2005).
Haskell (2004) identifies traumatic stress response patterns among victims of
abuse-related trauma to guide mental health professionals in recognizing
signs of IPV. The victim may be on guard, may have trouble trusting others,
may experience depression and/or feelings of despair, may feel alone, may
have trouble expressing and regulating emotions, and may have trouble
calming and taking care of herself.



Mental Health Counselors Addressing Intimate Partner Violence 209

Signs and Symptoms of IPV for Helping Professionals

The effects of abuse present in a wide array of symptoms, including but
not limited to: anxiety, hyperarousal, depression, eating disorders, sleep dis-
turbance, agitation, relationship difficulties, dissociation, flashbacks, sub-
stance abuse, and self-harming behaviors (Dejonghe, Bogat, Levendowsky, &
von Eye, 2008; Haskell, 2001; Pico-Alfonso et al., 2006). In addition to psy-
chological effects, some victims of IPV report somatic symptoms such as
fatigue, muscle aches, low energy, rapid heart rate, gastrointestinal upset, and
difficulty breathing (Briere & Scott, 2006; Levine, 1997). In settings that uti-
lize the medical model of assessment and diagnosis (i.e., the American
Psychiatric Association’s Diagnostic and Statistical Manual of Mental Disorders),
these symptoms mirror a number of psychiatric diagnoses, including post-
traumatic stress disorder (PTSD), depression, anxiety, bipolar disorder, sub-
stance abuse/dependence, schizophrenia, and borderline personality disor-
der, depending on the history of abuse. Although mental illness is sometimes
due to organic causes, mental health professionals should conduct a thor-
ough, holistic assessment to rule out abuse-related trauma and, more impor-
tant, to make an appropriate diagnosis and treatment plan.

A report published by the Centers for Disease Control and Prevention
(2008) found that “Women who have experienced domestic violence are 80
percent more likely to have a stroke, 70 percent more likely to have heart
disease, 60 percent more likely to have asthma and 70 percent more likely
to drink heavily than women who have not experienced intimate partner
violence.” Physical symptoms should be taken seriously regardless of their
cause, and mental health professionals have a responsibility to address these
concerns as they relate to the client’s mental health and wellness and to refer
the client to her physician when appropriate.

Other signs that could point to IPV are employment status, involvement
in social groups and relationships outside of the intimate partnership, eco-
nomic independence and knowledge of finances, and feelings of autonomy
and independence. An abuser may prohibit his partner from working, mak-
ing decisions about money, or maintaining friendships as tactics to maintain
power and control in the relationship.

Suggested approaches to screening an individual to find out whether they
are in an abusive relationship include: assess the individual alone so that her
ability to share is not hindered by family members who do not have the part-
ner’s best interests in mind; look for signs and symptoms holistically; ask
direct questions in a nonjudgmental, nonthreatening tone (e.g., “Would it be
okay if I ask you a question? Do you feel safe at home?”); and provide refer-
rals to resources that specialize in helping victims of IPV (Mick, 2006). The
Partner Violence Screen (Ebell, 2004) has been implemented in physicians’
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offices across the country. This is a brief screening measure that utilizes three
questions:

Have you been hit, kicked, or punched in the past year? Do you feel safe in
your current relationship? Is there a partner from a previous relationship who
is making you feel unsafe now? (p. 2422)

A response of yes to any of these questions would be seen as an indication
of IPV.

A specific screening tool, the Danger Assessment Tool, has been devel-
oped by Campbell et al. (2003) and may also enhance screening for IPV.
Growing awareness of IPV has led to this attempt to intervene. Individuals
may often express symptoms of depression or anxiety without mentioning
their present circumstances of violence. Specific assessment of IPV may sup-
plement your present assessment and increase the identification.

TREATMENT APPROACHES

Reframing Stigma

When counseling victims of IPV, mental health professionals must bear in
mind the stigma attached to IPV in our society. “Women who have experi-
enced abuse . . . should not be stigmatized. Instead, it is important to recog-
nize that the effects and symptoms of abuse-related trauma are themselves
normal responses. They are ways of coping with the harm inflicted by abuse”
(Haskell, 2001, p. 2). When working with victims of IPV, it is helpful to think
of diagnoses as a way to describe a set of symptoms rather than a finite dis-
order. Likewise, it is helpful to view the signs and symptoms of abuse-relat-
ed trauma as coping mechanisms. Doing so circumvents restigmatizing and,
therefore, retraumatizing the victim by labeling her with a disorder. Through
effective, trauma-focused therapy, the victim will begin to reframe her nega-
tive symptoms into unhealthy coping mechanisms and, eventually, learn
new, healthier ways to cope with the effects of the abuse.

Stages of Healing

Healing from the effects of IPV is not a linear event. When victims seek
help, their needs are unique from the needs of others and from their own
needs at a different point in their process. It is important to be flexible in
these situations; the phrase “meet the client where she’s at” holds especially
true when working with victims of IPV. Moreover, support services should
be woman- (or person-) focused rather than service-focused and able to
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address her long-range needs for support, not merely crisis intervention
needs (Liang et al., 2005). Depending on her situation, she might need help
connecting to a protective shelter, community resources such as the food
pantry or clothes closet, legal services, an employment agency, or mental
health services. In many cases, the victim will need to address survival and
safety needs before she is able to repair her self-esteem, restore her sense of
self, or create the abuse-free life she deserves.

Useful Therapeutic Interventions

Individual and group counseling serve victims of IPV well for different
reasons. Individual counseling provides space for the client to process deep-
er aspects of abuse-related trauma, whereas group counseling provides social
connection within an egalitarian setting and a chance to see that IPV impacts
a wide range of individuals. Group counseling helps the victim feel less iso-
lated. Whether in individual or group counseling, a strengths-based ap-
proach to safety planning, identifying social supports, providing information
about available resources, and providing education about abuse (namely,
abusive behaviors, power and control, and the cycle of violence) are of pri-
mary importance (Tower, 2007).

There are a number of useful therapeutic models that can be used to help
victims of IPV. These include dialectical behavior therapy (DBT), cognitive-
behavior therapy (CBT), narrative therapy, eye-movement desensitization
and reprocessing (EMDR), cognitive trauma therapy for battered women
(CTT-BW), and the trauma therapy model. Iverson, Shenk, and Fruzzetti
(2009) found that a 12-week DBT group counseling experience with
emphases on self-esteem, mindfulness, and self-care resulted in decreased de-
pressive symptoms, hopelessness, and mental distress. Another model, cog-
nitive trauma therapy for battered women (CTT-BW), utilizes psycho-educa-
tion about PTSD, stress management, assertiveness skills development, and
education about abuse and how to identify abusers to effectively reduce
symptoms of PTSD, alleviate guilt and depression, and increase self-esteem
(Kubaney et al., 2004). Shapiro and Forrest (2004) report that in a study of
rape survivors diagnosed with PTSD, 84% of the survivors had no symptoms
of PTSD after only three sessions of EMDR therapy.

The trauma therapy model, which integrates many of the techniques of
DBT, CBT, and CTT-BW, is implemented in three stages: (a) stabilizing and
managing responses to traumatic stress, (b) processing and grieving traumat-
ic memories; and (c) reconnecting with the world. The principles for the
mental health professional to follow when using this model are to develop a
relationship of collaboration with the client, understand signs and symptoms
as normal responses to traumatic stress, recognize the severity of the trauma,



212 Foundations of Mental Health Counseling

and recognize social inequality (Haskell, 2004). Rasmussen, Hughes, and
Murray (2008) found that motivational interviewing is particularly effective
when counseling women in shelter settings, and Tower (2007) found that
counseling victims of IPV from a feminist perspective pays heed to the
unique dynamics of IPV within the broader sociocultural context of power
differentials between numerous social groups (i.e., male over female, White
over non-White, heterosexual over same-sex, wealthy over poor, etc.).

A multimodal approach is the most effective when counseling victims of
IPV because it allows the mental health professional to meet the client’s
needs at any point in her personal process of healing or, in the group format,
to meet the needs of multiple clients at once (Briere & Jordan, 2004).
Regardless of the specific model or interventions, crucial themes for mental
health professionals to incorporate while working with victims of IPV
include safety planning, power and control, the cycle of violence, types of
abuse, the effects of abuse, assertiveness, self-care, communication, self-es-
teem, expressing emotions, anger management, and available support re-
sources (Briere & Scott, 2006; Haskell, 2001, 2004; National Coalition
Against Domestic Violence, 2007; The Women’s Center, 2009). In addition,
it is important to prioritize treatment goals to address more immediate issues
such as suicidal ideation, substance abuse, and social functioning (when using
the group format) and to recognize that abuse can be intergenerational and,
therefore, might play a more influential role in the victim’s ability to over-
come denial and seek help (Seamans, Rubin, & Stabb, 2007).

Finally, it is imperative that professionals counseling victims of IPV rec-
ognize the dangers of couples therapy when abusive behaviors are present in
the relationship. “Couples therapy is designed to tackle issues that are mutu-
al. It can be effective for overcoming barriers to communication, for untan-
gling the childhood issues that each partner brings to a relationship, or for
building intimacy. But you can’t accomplish any of these goals in the context
of abuse. There can be no positive communication when one person does
not respect the other and strives to avoid equality,” as is the case when the
abuser behaves to maintain power and control in the relationship (Bancroft,

2002, p. 351).

From Victim to Survivor to Person

The journey for any victim of IPV is a long and complicated one. Mental
health professionals are wise to remember to meet her where she’s at in her
process, to reframe negative symptoms as normal coping mechanisms, to
help her explore healthier ways to cope, to be respectful and nonjudgmen-
tal, and to believe, accept, and honor the impact of abuse-related trauma on
her life and her sense of self as she describes it. Ultimately, the goal is for the
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victim of IPV to feel empowered to live a fulfilling, abuse-free life, moving
from Victim, to Survivor, to Person in the process.

CHARACTERISTICS OF MALE ABUSERS

It is important to understand some of the characteristics of men who abuse
women. Silverman and Williamson (1997) identified abusers as individuals
who have witnessed IPV in their family of origin, have had abusive male
peers, have had a peer group that supports abuse, and have a sense of enti-
tlement and an absence of nonsexual female peer intimacy. These individu-
als believe that battering is justified and that batterers are not responsible for
their violence. “Greater than 25% did not disagree with the practice of beat-
ing a woman believed to be unfaithful; almost 10% did not disagree with the
practice of beating a woman who consistently refuses to have sex with her
male partner” (Silverman & Williamson, 1997, p. 161).

A childhood history of physical abuse is significantly related to intimate
partner abuse as an adult. As chronicity of abuse increases during childhood,
so does the potential to be abusive as an adult (Milner, Robertson, & Rogers,
1990). Some males abusers may suffer from delayed-onset PTSD developed
from their experience of abuse as children (Van der Kolk, 1988). Browne and
Saunders (1997) suggest that early trauma may lead to PTSD, depression,
low self-esteem, and personality disorders. They found that two thirds of
abusive men had depressive affect in the clinical range.

Childhood abandonment often leads to adult rage (Leibman, 1992).
Dutton (1998, 2007) suggests that abusive males often experience three co-
occurring socialization conditions in their family of origin: direct physical
and emotional abuse by parents, rejection and shaming by fathers, and an
insecure attachment to mothers. Anger is an aspect of attachment, and when
experienced it is both blamed and projected onto the attachment object.
Assaultive men have jealousy and abandonment issues. Although they try to
remain cool and detached, they have a strong emotional dependence on
their partners (Dutton, 1998, 2007).

Children need recognition and validation from parental figures (Shapiro,
1995). Often over time this sense of pride becomes incorporated into one’s
self-worth. This enables us as adults to have a sense of competence and
worth. However, if significant adults provide put downs, insults, or a lack of
responsiveness, the child continues to long for this recognition from others
into adulthood, having developed little sense of worth. Bowlby (1988)
stressed the importance of a secure attachment and the recognition that
attachment issues developed in early childhood impact our lives until a
secure base enables the individual to explore and develop a healthy attach-
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ment. An anxious or avoidant attachment leads to relationship problems due
to neediness and a demand for an external recognition of one’s worth. The
individual seeks validation from a partner while defending himself from
being hurt and/or abandoned. When lacking validation, men often attempt
to use power and control to demand the recognition and validation they
seek. However, this leads to greater distance and less validation, which then
leads to greater self-doubt and increased defensiveness in an ongoing nega-
tive spiral. When compared with individuals who had an insecure attach-
ment, secure attachments in childhood lead in adulthood to a more positive
sense of self, more ability to express emotion, and greater intimacy and
autonomy (Searle & Meara, 1999). Brown (2004) indicates that an aspect of
this insecurity is the individual’s development of shame. The experience of
shame is a precursor to violence or other forms of abuse. Providing a secure
base to explore their family of origin concerns and shame or other painful
feelings will need to be a component of treatment for men who batter.

“Violent men have more insecure, preoccupied, and disorganized attach-
ments, more dependency on and preoccupation with their wives and more
jealousy and less trust in their marriage” (Holtzworth-Munroe, Stuart, &
Hutchinson, 1997, p. 314). Their needs for nurturance and preoccupation
with their romantic partner are similar, but happily married men do not
simultaneously experience discomfort with closeness that is experienced by
violent men. “Men appear to feel generally powerless, threatened, and out of
control in intimate conflict” (Dutton, 2007, p. 52). In this intimate relation-
ship, a threat to their sense of self leads to an inner state of discomfort and
often less acceptable emotions of fear, guilt, sadness, or hurt. This is quickly
translated into anger, a more acceptable masculine emotion. Abusive men
find it less stressful to be angry than anxious (Dutton, 1998, 2007). Anger is
able to shift the sense of powerlessness to a sense of omnipotence. Aggres-
sion/anger externalizes blame and aggressiveness takes action, which is de-
signed to change these circumstances (Dutton, 1998, 2007).

Walker (1984) identified a battering cycle, which is fueled by the internal
struggle for intimacy and the fear of it. The first step of the cycle is the build-
ing of tension, which occurs as the internal (unacceptable) feelings are begin-
ning to emerge. As these feelings escalate and a sense of powerlessness
emerges, they are shifted to anger/aggression (Stage 2 in the cycle), which
leads to an increased sense of power and control. The aggression enhances
the feeling of power, but the resulting loss of relationship leads to a sense of
emptiness and feelings of guilt and/or shame (Stage 3, the contrition phase
of Walker’s model). This cycle continues and may escalate in intensity. Al-
though understanding this cycle is helpful for clinicians and abusers, it is
important to note that IPV does not always follow this pattern.

Most abusers blame the victim, ascribe the aggression to external factors,
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and minimize the severity of the abuse (Dutton, 1998). “Domestically violent
men appear to distort the causes and consequences of their violent behavior
by attributing it more often to external rather than internal factors and more
transient, unstable states, rather than permanent, stable ones” (Feldman,
1997, p. 319). Husbands tend to display low internal and high external attri-
butional styles, whereas women tend to display high internal styles (Shields
& Hanneke, 1983). This leads to men blaming and women often accepting
the blame. In almost all situations, both individuals can benefit by examin-
ing their own behavior. Every time that violence is successful in eliminating
or reducing stress, or addressing the circumstances that produced the stress,
violence becomes more entrenched. Intermittent reinforcement is most
resistant to extinction, so this reward serves to strengthen the use of violence
to address life’s stressors (Dutton, 1998, 2007).

Types of Abusers

Most research suggests that abusers are not a homogenous group. Walker
(1995) identified three types of abusers: (a) those whom batter at home, moti-
vated by power and control needs; (b) those who have serious psychological
problems; and (c) those who have committed other crimes as well as assaults
and who could well be diagnosed with antisocial personality disorder.
Holtzworth-Munroe and Stuart (1994) identified three similar subtypes:
those who are abusive and aggressive within the family only, those who dis-
play dysphoric and/or borderline symptoms, and those who are generally
violent/antisocial. Research appears to support that some abusers are high in
borderline or antisocial personality symptoms (Else, Wonderlich, Beatty,
Christie, & Staton, 1993). However, Gondolf (2003) states that only 25% of
abusers were found to have mental health disorders and less than half
showed evidence of personality disorder. This seems inconsistent with
Dutton’s (1998, 2007), research which more clearly supports the three sub-
types identified by Holtzworth-Munroe and Stuart (1994).

Physical abuse is seldom the beginning point of the abusive cycle. Verbal
and emotional abuse generally precedes physical abuse. However, without
intervention, the pattern of conflict increases. Objects may be thrown and
intimidation used for power and control. Power, control, intimacy, and
autonomy issues lead to expressions of violence, followed in many cases by
remorse. The antisocial group does not demonstrate remorse and is more
likely to use instrumental violence to maintain dominance and power
(Douglas, 1991). Although dominance and control are more evident at the
extreme, they are apparent throughout the cycle of abuse and in each sub-
type of abusers.
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Treatment for Males Who Perpetrate Abuse

Because there are different types of abusers, assessment becomes an
important first step of treatment (Bern, 1990). Differing diagnostic symptoms
may require differing treatment components to address violence. The abus-
er who has alcohol abuse/dependence issues and/or has a borderline per-
sonality may require more intensive treatment. Substance abuse problems
may necessitate formal intervention. Individuals with anxiety and mood dis-
orders may require psychiatric consultation and medication. “Men who have
experienced (vicariously or directly) extreme and chronic levels of violence
in the family-of-origin may require interventions not unlike those for post
traumatic stress disorder” (Hamberger & Hastings, 1991, p. 145). Persistence
in treatment is enhanced when the perpetrator has minimal risk of an alco-
hol disorder and negative cognitions related to partner abuse (Duplantis,
Romans, & Bear, 2008).

Specific substance abuse/dependence issues may need to be addressed. It
is important to challenge the assumption that alcohol is the cause of violence
while also recognizing its role in the process (Conner & Ackerley, 1994).
Alcohol is often identified as a common feature of intimate partner violence
(Costa & Holliday, 1993). “Alcohol and violence are linked via pharmacolog-
ical effects on behavior, through expectations, that heavy drinking and vio-
lence go together in certain situations, and through patterns of binge drinking
and fighting that sometimes develop in adolescence” (Roth, 1994, p. 1).
Duplantis et al. (2008) identified alcohol abuse as a predictor of increased
treatment dropouts. However, blaming the alcohol by both victim and per-
petrator decreases the acceptance of personal responsibility for the violence.

Treatment for abusers needs to be multifaceted in order to address the fac-
tors affecting the risk of violence—no single strategy works (Roth, 1994).
Often psycho-educational and cognitive behavioral groups are utilized to
treat abusive men. However, an integrative approach to treatment may be
more effective and would include psychodynamic elements that explore the
family of origin issues, which underlie the present behavior (Bern, 1990;
Browne & Saunders, 1997). Treatment needs to challenge attitudes, beliefs,
and the cognitive structures that lead to reflexive anger responses (Douglas,
1991). These cognitive issues include the shifting from external attribution to
taking personal responsibility for behavior (internal attribution). Anger man-
agement, conflict resolution skills, communication skills, and substance-relat-
ed training need to be included as well. It is essential that this be done in a
supportive, nonthreatening manner. Confrontation leads to increased defen-
siveness and less change.

Anger management is a label for the group experience, which is more
attractive and palatable for the group members. The group must proceed
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well beyond the focus on anger and include the issues of power and control
that are central to intimate partner abuse. Focusing solely on anger may
avoid the underlying struggles relevant to the abuser’s striving for power and
control. Inadvertently, anger management groups, which fail to address these
underlying dynamics, may enhance the skills of the controller. For example,
a group member may justify his abusive behavior in his report that he uti-
lized “I” messages learned from group but his partner still didn’t do what he
desired. Development of personal responsibility for behavior is one aspect of
addressing power and control, which enables attitudes and behavior to
change. More challenging is the recognition and acceptance that a man can
only control his own behavior.

Feldman (1997) points out the need to strengthen the attention given to
early exposure and victimization in a program for adult males. When clients
recognize their own role as victims in childhood and understand the rules,
assumptions, and attributions developed in association with these early expe-
riences, the level of empathy toward those whom they have victimized is
enhanced. Attention to poor self-esteem, poor self-efficacy, poor social sup-
port networks, and the intergenerational nature of abuse and violence enable
appropriate expression of emotion and promote shifts in attitudes and behav-
iors.

Understanding the attachment issues related to IPV suggests that an essen-
tial part of the treatment process includes acknowledging the internal pain
that is a significant aspect of the great majority of batterers. With a motiva-
tional approach (Miller & Rollnick, 2002), the counselor facilitates under-
standing of this cognitive, emotional, behavioral struggle. The defiant, angry
abuser will often claim that he should not be getting counseling, but his part-
ner belongs in counseling. The counselor can reflect the strong desire of the
client to be closer to his partner while helping him examine the impact of the
behavior that led to this referral for treatment. The impact is most often a dis-
tancing in the relationship, the opposite direction that was desired by the
client. Reflection can help the client to increase awareness of the frustrating
and emotionally unsatisfying interactions experienced and acknowledge a
personal desire to change. Initially this change may be externalized. How -
ever, a motivational approach will slowly shift the focus to self. When a coun-
selor attempts to compel the client to assess responsibility for his behavior,
the client frequently becomes defensive, resulting in decreased responsibili-
ty for the offensive behavior. Counselors need to acknowledge their own
inability to control others’ behavior, which may serve as good modeling.

Wexler (2000) acknowledges the defensiveness of clients who are abusive
and warns to avoid criticism and aggressive confrontation, because this will
often lead to increased defensiveness. Dutton (1998) points out that treat-
ments focused on confronting the individual tend to increase shame, which
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increases the use of rationalizations, externalizations of blame, and anger.
Approaches that enhance the group members’ sense of self are more appro-
priate and are less likely to be facilitated by individuals who have not suffi-
ciently addressed their own childhood pains.

Harris (2006) suggests that conjoint therapy can enhance communication
and conflict resolution skills for the couple. Stith, Rosen, and McCollum’s
(2003) research suggests that couples counseling can decrease recidivism and
increase marital satisfaction. Grauwiler and Mills (2004) suggest that a cou-
ples approach might be useful, because there is a collaborative nature of vio-
lence, and both parties contribute to the escalation of conflict. As mentioned
previously, there certainly are potential dangers in conjoint therapy, and
safety should be the highest priority. Ensuring no current violence is occur-
ring is vital (Harris, 2006). Although it is important to acknowledge that both
parties have some responsibility for the escalation, it is critical that the focus
shift to personal responsibility in all aspects of one’s own behavior. Ac-
cepting the mutual responsibility is only appropriate when it can be accept-
ed as mutual rather than blaming. When most abusers enter treatment,
responsibility assumption is not apparent, and efforts to maintain power and
control are evident. In that case, trying to provide couples counseling is at
best unproductive and at worst could increase abuse. Couples therapy can be
an effective intervention after individual work has occurred and when safety
is not an issue.

Group counseling is viewed as the preferred choice for treatment of
abusers. The group format enhances learning by providing support, practic-
ing new skills, and learning vicariously as others discuss their own personal
issues. Individual sessions are often helpful initially to assess the client and
orient him to the group format and may serve to supplement group in cases
of significant levels of psychopathology.

The leadership of IPV groups is critical. There are some positive aspects
of utilizing male group facilitators for a male IPV group. The interactions
between group leaders can serve as positive models for the awareness and
communication of feelings. Male and female co-leaders certainly can
enhance these benefits because they can also model positive communication
with the opposite gender. Browne and Saunders (1997) stressed that a close
working relationship between the male and female co-leaders is necessary
for effective treatment. It is critical that the co-leader relationship be an equal
one so that models of power and control are not reinforced. Group leaders
who have experienced abuse must examine their past history and its impact.
Most men are referred to groups through the criminal justice system, and
those who are forced to participate may consider these groups punitive. It is
important that those who facilitate these groups do not utilize them to pun-
ish or exhibit their own power and control issues. If information is provided
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in a punitive, hierarchical format, the model reinforces the desire for power
and control, rather than shifting the perspective to mutuality.

Manuals have been developed that provide useful outlines, assignments,
and worksheets for individuals who are beginning IPV groups (Fall, Howard,
& Ford, 1999; Wexler, 2000). An ideal group size is six to eight members,
which is large enough for learning through interactions with group members
but small enough to provide opportunities to examine each person’s indi-
vidual issues. If a group becomes too large, it becomes difficult to address the
psychological needs of individual group members. Groups typically meet for
two hours a week for a period of at least 16 weeks (Dutton, 1998; Hanusa,
1997, Fall et al., 1999, Wexler, 2000). Duration of treatment needs to be long
enough and interactive enough to facilitate discussion related to anger and
abusive activities that are occurring. Most group members begin group with
a defensive posture and a determination to not display anger. Initial groups
require ongoing gentle shifting to focus on their own attitudes, feelings, and
behaviors, rather than their partners.

Group members can be helped to recognize anger as a normal emotion
that does not necessitate an abusive response, which is an enlightening expe-
rience. As group members become comfortable examining their feelings,
thoughts, and behaviors, they begin to share their anger and slowly come to
recognize the hurt, sadness, embarrassment, and shame behind their anger.
The group can begin to examine the continuum of abusive behaviors and
help each other explore their specific abusive behaviors. Together they learn
to identify healthier ways to interact and examine their goals for relation-
ships. Group members can learn and practice new ways of communicating,
owning thoughts and feelings, rather than telling others about their behavior.
Clients can examine conflicts and discuss and practice healthy negotiation
skills. Much time is used to explore family of origin and examine the feelings
connected to childhood and the attitudes and behaviors developed through
their childhood experiences (Dutton, 1998; Hanusa, 1997; Fall et al., 1999,
Wexler, 2000). This enhances the development of empathy, which is also
directly addressed through education and practice. Examination of empathy
culminates with a writing task, where the client expresses his understanding
of another’s experience of violence.

This document (Dutton, 1998, 2007; Hanusa, 1997; Fall et al., 1999;
Wexler, 2000) focuses on the event, that led to referral to the group and is
written from the perspective of the victim and presented to the group. Group
members help each other to identify the feelings and thoughts, which might
have been a part of that experience, to enable more accurate empathy for a
rewriting of the document. As the group nears an end, each group member
clarifies what he has learned in a relapse prevention essay stating how he can
apply what he has learned in the future. The relapse prevention plans exam-
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ine warnings in terms of thoughts, feelings, and behaviors, which might lead
to abusive behaviors. Each member can identify his anger and violence
potential by the words that are used, internal thoughts, and physical signs,
and he can utilize these to take some time to cool down and address the feel-
ings in more productive ways.

Assessing Group Success

Success of group treatment becomes difficult to determine. One aspect that
is of concern is what criteria are used to measure success. Cognitive-behav-
ioral formats have been associated with reduced violence. Follow-up a year
later showed continued decrease in physical violence, but threats of violence
had returned (Faulkner, Stoltenberg, Cogen, Nolder, & Shooter, 1992). Even
with reduced violence or no violent behavior, maltreatment in the form of ter-
ror, intimidation, and verbal and emotional abuse may continue. Edelson and
Tolman (1992) suggest that studies which use zero violence at follow-up as the
determinant of success and the most inclusive definitions of violence provide
a more accurate indication of success rates. Studies reviewed by Edelson and
Tolman reported successful outcomes from 53% to 85%. This would appear
to be positive results when compared with research on personal change
(Prochaska, DiClemente, & Norcross, 1992). Babcock’s (2004) meta-analytic
review of IPV treatment results indicated small treatment effects and minimal
impact on reducing recidivism. Wexler (2000) notes some optimism for suc-
cess with groups, which utilizes an integrative model.

FEMALE PERPETRATORS OF IPV

So far this chapter has discussed male abusers and female victims. Since
the inception of the 1994 Violence Against Women Act and its zero tolerance
of violence in intimate partner relationships, it is worth noting that the num-
ber of women arrested for IPV has increased (Grauwiler & Mills, 2004;
Tower, 2007). Most women arrested for IPV, however, are not the primary
aggressor in the relationship (Seamans, Rubin, & Stabb, 2007). According to
Tower (2007),

[W]omen’s use of violence may be characterized by self-defense, false charges
by their manipulative batterer, as well as use of violence, within the context of
a long abuse history; hence, women’s use of violence is qualitatively different
from acts committed by batterers. Differences appear in women’s and men’s
motivation, context, and consequences of violence in domestic relationships.
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Most identified female perpetrators of IPV show marked differences in self-
perception in the group counseling setting; whereas male abusers tend to
devalue their partners, female perpetrators of IPV tend to devalue them-
selves (Schroffel, 2004).

Table 11.1. Outline of a 20-Week IPV Group

Week Topics/Exercises
1 Participation agreement. Personal violence statements
2 Time out, basic anger principles, stress management skills
3 What you can and can’t control?
Conflict issue: emotions, actions
Basic communication—“I” messages
Assertive requests/refusals
4 Examining values—movie and reaction
5 Continuum of abuse—power wheel
6 Family of origin work: How did dad/mom show their feelings? Parenting style
7 Impact of abuse on their own lives. Detection of other prevalent emotions
8 Punishment/discipline
9 Praise—respect
10 Self-talk, examine scripts (Dutton, 1998, pp. 174-175)
11 Abuse cycle—communication
12 Empathy—listening, reflecting
13 Assertiveness
14 Consolidation of communication skills
15 Revisiting, rewriting power wheel
16 Intimacy
17 Empathy exercise
18 Continue empathy work
19 Relapse prevention plan
20 What did you learn? Sharing relapse prevention plan. What continues to be a

problem? And how can you address it?

(Dutton, 1998, 2007; Fall, Howard, & Ford, 1999; Hanusa, 1997)
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Whether females arrive for treatment as perpetrators or victims, the con-
cepts and interventions deemed most effective are the same. Themes to be
addressed include safety, power and control, the dynamics of abuse, anger
management, communication skills, effects of violence on children, healthy
coping, and self-care. “[T|he goal of a battered women’s group is to promote
safety and empowerment . . . [while] the goal of a violent-reactive women’s
group is to develop nonviolent resistance strategies and promote safety and
empowerment” (Tower, 2007, p. 48). Again, most women identified as per-
petrators of IPV do not have a history of being the primary aggressor; rather,
they have a history of being abused. Regardless of what brings them to treat-
ment, it is important to teach nonviolent alternative responses within their
relationships.

CONCLUSION

Further research is needed to continue refining treatment and enhancing
success rates. Violence continues to have an impact on all of our lives.
Mental health counselors can play a significant role in reducing the violence
and enabling the next generation to have healthier models for expression of
feelings and resolving conflict.
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Chapter 12

SUBSTANCE ABUSE AND
THE EFFECTIVE COUNSELOR

DaviD P. BORSOS

SCOPE OF ADDICTIONS

ubstance abuse and dependency are common, pandemic issues that any

well-trained counselor will encounter during his or her career. Surveys
from the Substance Abuse and Mental Health Services Administration
(SAHMSA) counted about 7.3% of the population over the age of 12 as drug
dependent in 2008. The same studies show that 23.3% of those over 12 years
old have been binge drinking in the 30 days prior to the study and about 7%
are alcohol dependent or abusive (Substance Abuse and Mental Health Serv -
ices Administration, 2009).

About 25% of the population has used marijuana at least once, and about
2% of the adult population are addicted to some illegal drug (Doweiko,
1999). Alcohol is complicit in 25% of successful suicides and 56% of domes-
tic abuse cases. Chemical abuse is involved in 25%-30% of all emergency
room visits, and four out of five minors arrested for crimes are drug or alco-
hol involved. It is also estimated that 22 to 34 million children grow up in
alcoholic households and suffer accordingly (Doweiko, 1999). Children who
do grow up in these environments have a ten times greater chance of devel-
oping their own problems with drugs and drinking.

A Brief History of the “High”

It seems as if America has been in a “war against drugs” or a “battle against
the bottle” forever. The legal war against drugs actually began with the pas-
sage of the Harrison Narcotic Act in 1914. This was the federal government’s
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first attempt to regulate or ban the use of drugs, especially those that were
used for nefarious purposes, like fun. Previously, people could use whatever
chemicals were available. Now these substances were illegal or only available
within the scope of a medical practice. Drug use promptly went up (Brecher
et al., 1972). It is true that cola drinks and other soda pop had small amounts
of cocaine in them to give the drinker a little boost. The amount of cocaine
was minimal and not like the potentially lethal doses of cocaine that are to-
day found on the streets of most cities. The strength of the cocaine was more
similar to a strong dose of caffeine that we now have in many soft drinks.

Around the same time, various “temperance societies” were crusading for
a ban on the use of “demon rum” or any alcohol product. The religious and
moral fervor of the times saw this substance as evil and a curse on civilized
society. These groups succeeded with the passage of the 18th amendment to
the constitution in 1919, which banned the sale, manufacture, and trans-
portation of all alcohol products in America. Alcohol use promptly went up
while the now unregulated beverage became less pure and more adulterated
(Brecher et al., 1972). Many nondrinkers are reported to have taken up drink-
ing socially in a quiet defiance of a government that had become overcon-
trolling of their behaviors. Normal adults did not want to be told what they
could or couldn’t do with their socializing. The banning of alcohol had other
unintended consequences as well. Primarily, there was the rise of organized
crime syndicates that would gladly risk breaking the law by providing peo-
ple with alcohol, especially in secret clubs called “speakeasies.” This grand
national experiment in social and moral change was abandoned in 1933 with
the passage of the 21st amendment canceling the 18th. It was the first and
only time in history that an amendment to the American constitution was
revoked or repealed.

Illegal drug use accelerated during the “counter-culture” years of the
1960s. Illegal drugs had never gone away, of course. They had remained in
use in the backrooms of certain clubs and saloons. Drugs such as marijuana
had remained the preserve of some musicians, actors, residents of poor
neighborhoods, and others on the fringes of society. Yet during this tumul-
tuous decade, the use of illegal drugs spread first to college campuses, then
to high schools, to the workplace, the military, and gradually to every neigh-
borhood and school. Military veterans were coming home from the war in
Vietnam with heroin addictions. Some unfortunate souls were getting life
sentences for possession of marijuana in states such as Texas and New York.
Newer, stronger, and more dangerous drugs, such as “crack” cocaine and
“ecstasy,” were developed and sold over the past 40 years. They have
become cheaper and accessible to anyone who is looking for the “high.” In
fact, it is estimated that anyone in America is only one or two phone calls
away from accessing any illegal drug.
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As drugs moved into the mainstream of society, the selection expanded
dramatically. In the mid-1960s, marijuana was readily available. A few other
unintended gifts from the pharmaceutical industry, such as Valium, barbitu-
rates, and methamphetamine, were being abused by the bored, the daring,
or the rebellious. Cocaine was an expensive powder for the rich, famous and
wealthy only. Narcotics such as heroin had to be injected through a compli-
cated process and were generally seen as being the province of “hard-core”
addicts.

But, how the illegal pharmacopeia has expanded its wares. Brand-new
drugs such as ecstacy, ropinhol, and oxycontin are readily available. A more
lethal and cheaper version of cocaine has been developed and successfully
marketed as “crack” cocaine. “Moderate” users now consider it acceptable to
snort or smoke more potent, noninjectable versions of heroin. Even some
legitimate drugs such as Quaaludes have come and gone because its abuse
potential outweighed its medical value.

Despite enormous amounts of taxpayer money, school programming on
drug prevention, DARE and “Just Say No” programs, increased law enforce-
ment, and interdiction, the drug abuse and addiction problem has worsened
since the 1960s. Drug and alcohol abuse has increased with larger and more
easily accessible amounts available. Children and teens start at younger ages.
Many parents who were raised in the 1960s now bring their drug habits with
them into middle age and are sometimes sharing these habits with their own
children. These are some of the many reasons that the well-prepared coun-
selor can expect a substance abuse problem to walk into his or her door at
any time. Substance abuse may exist in your client, his spouse or parent, a
child, or some other family member. We’d better be ready.

STAGES OF DRUG AND ALCOHOL ABUSE

Many people reading this right now have used alcohol and/or other drugs,
perhaps even often and to excess. We may all know friends and family mem-
bers who have done the same and still lead happy and productive lives.
Clearly all use, although illegal, is not abuse or addiction. Not everyone who
uses illegal drugs or alcohol develops a diagnosable disorder or pathology. It
is crucial for the effective counselor to be able to assess the difference be -
tween casual and caustic use as well as between the pathological and the
experimental. To help us do this, we can divide drug/alcohol use up into five

stages that exist on an overlapping continuum (Doweiko, 1999; Schaeffer,
1987).
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Abstinence

Many people refrain from any and all use of psychoactive substances,
including alcohol. They are not interested in the feelings of being high or the
potential dangers of drug or alcohol use. The occasional glass of Christmas
wine is enough adventure for those choosing abstinence. These people obvi-
ously will not be seeking counseling for their own substance abuse issues.
However, many abstinent people are recovering addicts who must adopt the
abstinent lifestyle to keep themselves safe, sober, and sane. Often our role as
a counselor is to help these people maintain their abstinence.

Experimental Use

A person may move from an abstinent state to one of curiosity and exper-
imentation. Experimentation usually happens during adolescence or even
early adulthood. Sometimes this is referred to as “being introduced to the
drug.” The individual uses the chemical when it is around but does not
actively pursue it and has no regular usage. The person may try marijuana a
few times when offered it at a party or take an LSD “trip” once just to see
what it is like. But for many at this stage, the usage remains infrequent, exper-
imental, done under specific social contexts, and does not worsen. Well-
known examples of this are former President Clinton, who admitted to try-
ing marijuana in college during the 1960s or President Obama, who admit-
ted to some youthful drug experimentation. It seems to be such a common
occurrence that most people readily admit to trying drugs in their “youth”
without fear of troubles. Although we have seen that, for some individuals,
youth can go on a long time. Generally, these people will not show up in the
counselor’s office unless caught by an authority during one of their activities.

Social Use

After the initial experimenting, some individuals move up to a more reg-
ular, social use of drugs and alcohol. Here, the person regularly uses the
chemical and in a sense “seeks” the high for fun and sociability. He or she is
no longer just “trying out” something but actively pursuing it. At this point,
the chemical is not yet a problem. The person can take it or leave it and
would have no trouble stopping its use if necessary. For example, a person
could easily quit using for a job interview or for a blood test to join a sports
team. These individuals would generally not enter counseling unless forced
by a parent or other adult authority.
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Abuse

At the point of abuse, the chemical has evolved into a real problem for the
user but not yet an actual, physical addiction. It is harming the person’s life
in some way: school, home, work, social relationships, or marriage. Using
and getting high is taking more and more time and starting to interfere with
the smooth functioning of life. Perhaps there is a drunk driving arrest or a
bad fight with a spouse. Friends may start to avoid the person or ask him to
“cut down a little.” The substance is starting to take control. This person, if
willing, is a prime candidate for counseling.

Chemical Dependency/Addiction

Here is where Johnny has finally hit bottom. There is a physical or psy-
chological dependency on the chemical. Tolerance and withdrawal symp-
toms have developed. The drug is now in control of his or her life. Most of
the day is spent in pursuing the high that now feels necessary and the only
way to feel “normal” again. Careers and schooling are lost. Marriages dis-
solve and medical problems may develop. Death is even more likely from an
overdose, accident, or a related medical problem such as cirrhosis of the liver
or a cocaine-induced heart attack.

The pain and despair at this stage can often put the person at a high risk
for suicidal behavior. He or she can also be at risk for an “accidental” suicide
by performing reckless and dangerous behaviors. The author knew a client
who, while in an alcoholic black-out, became determined to jump off every
pier along the Jersey shore no matter what the water level was below him.
He survived.

It is crucial for the effective counselor to assess the client’s stage of use or
abuse. Effective assessment guides the level of treatment, if any, that is nec-
essary. For example, one does not want to put a 16-year-old into rehab if he’s
only been drunk twice in his life and this time he got caught by mom. A girl
experimenting with “pot” at the prom will not need extensive treatment—no
matter what the principal thinks.

Yet her friend who is passed out in the limo undiscovered by anyone may
be in real need of alcoholism counseling or rehabilitation. Here are some
guidelines a counselor could use to determine what interventions may be
necessary depending on the stage of use of the client:

Stage 1: Abstinence. No treatment is needed unless the person is in
recovery.
Stage 2: Experimental. Possible drug and alcohol education classes or

groups.
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Stage 3: Regular Use. An educational group, some counseling on alter-
natives to use, skill building around coping skills, and resisting peer pres-
sures.

Stage 4: Abuse. Intensive out-patient program or at least weekly out-
patient counseling sessions, support or 12-step groups.

Stage 5: Dependency. Inpatient rehab, long-term, residential treatment.
Some may benefit from intensive out-patient with involvement in groups
such as Alcoholics Anonymous (AA) or Narcotics Anonymous (NA).

MODELS OF ADDICTION

Explanations of the causes and treatments of substance abuse and addic-
tion are not yet completely agreed on. As with many issues in counseling and
psychology, there are a variety of theories and interventions. However, a few
main models are generally accepted as fruitful and have some supporting
research.

The Disease Model

The Disease Model, as promoted by the medical community and self-help
traditions such as AA, is probably the predominant model of addiction
today. It states that alcoholism and other addictions are diseases unto them-
selves, like any other disease. They have physical, psychological, and spiri-
tual causes and are not caused by any other underlying pathology, uncon-
scious conflict, or life event. It is a disease because it is chronic, and pro-
gressive and will lead to death if unchecked. It is never cured, only persist-
ently managed, much like diabetes. “Once an alcoholic (or addict), always an
alcoholic,” this model says. A biologic or genetic cause or predisposition is
presumed, although the evidence for this is as yet inconclusive.

Because the addiction is a disease unto itself, any other associated prob-
lems are a result of the disease and not vice versa (Thombs, 1999). There is
a strong emphasis on the unproven genetic transmission of the disease.
However, others note that this family transmission may be a result of learn-
ing, role modeling, or other family dynamics and pathology influencing the
developing addict.

There are studies supportive of the genetic/disease model of addictions.
An early study by Goodwin, Schulsinger, Hermansen, Guze, and Winokur
(1973) compared the rates of alcoholism of Danish children who were adopt-
ed out of alcoholic households with those who were adopted out of nonal-
coholic ones. He found significant differences in the number of alcoholics
that developed from each group.
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The alcoholic households spawned addiction in 18% of the kids, whereas
the nonalcoholic ones led to a rate of 5%. Critics point out that his definition
of addiction and problem drinking is problematic and also ask why the kids
from nonalcoholic households still were addicted at a 5% rate if it is genetic.

Twin studies on the genetics of addiction have been inconclusive as well,
except to point out some possible contribution but not an exclusive one.
Concordance rates for male, monozygotic twins varied from 60%-80% with
the variance being 30%-70%. But for female, monozygotic twins concor-
dance varied from 30%-50% but the proportion of the variance accounted
for by genetics in the female twins was exactly 0% (McGue, Dickens, &
Svikis, 1992). Another study of female alcoholics (Kendler, Heath, Neale,
Kessler, & Eaves, 1992) found that genetics contributed 40%-50% of the vari-
ance in predicting the development of alcoholism. During this study, the
researchers controlled for family, social, and environmental factors.

E. M. Jellinek was the early pioneer in getting the American Medical
Association to recognize alcoholism as a disease in 1956. Previously, doctors
and society as a whole had simply considered it a moral or character issue.
He was the first to see the disease traits of loss of control, progression, and
lethality in alcoholism. Dr. Jellinek proposed four stages of the disease: pre-
alcoholic, prodromal, crucial, and chronic. He hypothesized that alcoholics
metabolize the chemical differently than others and that alcoholism was a
disease that affected all areas of life: social, emotional, economic, and phys-
ical (Dowieko, 1999).

The loss of control is an important part of the disease model (Thombs,
1999). It is stated that unstoppable urges and cravings produce virtually
unstoppable drinking behaviors. This process is started by the first drink,
which begets the next and the next until the person is drunk or unconscious.
There are a number of experiments contradicting the loss of control idea.
Fingarette (1988) asserts that the amount of alcohol drunk by an alcoholic
can be managed by systems of rewards and costs. Researchers got alcoholics
to stop drinking by paying them not to drink. Others got alcoholics to mod-
erate their consumption by threatening to remove them from a pleasing envi-
ronment.

Thombs (1999) points out that alcoholics and addicts are prone to “mature
out” (p. 67) of their addictions especially if they have prosocial supports and
are not involved in any criminal activities. Marriage and entry into the work-
force are also correlated with a reduction in drinking by prior alcoholics.
This, of course, raises questions about the loss of control supposition and the
automatic progressiveness of the disease.
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The Psychoanalytic Model

Freud’s analytic theories have been quite ambitious in their explanations
of life since he first started writing in the 1890s. He began by working with
conversion disorders (then called hysterias), sexual issues, and mood disor-
ders. The analytic tradition and its branches surged into the treatment of
schizophrenias (Rosen, 1962), major depression (Jacobson, 1971), personali-
ty disorders (Masterson, 1972), family problems (Scharff & Scharff, 1991),
and all other varieties of human misery. As with all models, there are a vari-
ety of successes and helpful ideas here.

The analytic model presents unconscious conflicts as the chief cause of
psychological and behavioral problems. This assumes an unconscious part of
the mind, called the id, steaming with instincts burning to be satisfied. The
instincts in question are two: libido and aggression, the life and death in-
stincts, or eros and thanatos as the classically trained Freud called them. The
superego is both conscious and unconscious. It is that part of the mind we
call the conscience or the internalized rules of parents and society. The
superego often works in opposition to the satisfaction of the id instincts. The
ego is that conscious part of the mind we know as self. It must interact with
the environment and balance the demands of the id and superego.

Emotional and behavioral problems are the result of unconscious conflicts
and repressions among the ego, superego, id, and environment. An aggres-
sive urge may be stirring to be released while the superego attempts to hold
it back as taboo or unacceptable. The resulting conflict is felt in the ego as
anxiety, which at times must be assimilated by some defense mechanism like
denial, projection, or sublimation. So the id-based desire to hit back at a
father who disappointed us is resisted by the superego’s constraints against
hitting. To handle this conflict and defend against the forbidden anger, the
individual may project the anger onto another. “I'm not mad; he is.” He may
deny that it even exists while it seethes within him or he may use many of
the other defenses against forbidden impulses. Symptoms and behaviors are
seen as the compromise formulations used to cope with the unconscious con-
flicts.

In this theory, substance abuse is proposed as one way to deal with these
anxious, unconscious conflicts. Using a mind-altering chemical dampens or
removes the anxiety and other pain associated with the conflict, at least tem-
porarily. Therefore, the abuse of alcohol or other drugs is seen as a symptom
of some other inner problem of the individual and not as a prime disorder as
proposed by the medical model.

The analytic model also leads us to the idea of using chemicals to mask or
avoid painful, conscious emotions as well (Khantzian & Brehm, 1992;
Murphy & Khantzian, 1995). Rather than feel anxiety, drink or smoke pot.
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Rather than feel depressed, simply snort some cocaine or another stimulant.
Rather than face the disappointments of my life, drink or do drugs so it does-
n’t matter. This is the concept of self-medication that is widely supported in
addictions. Drugs and alcohol are used to numb away horrible feelings indef-
initely (Horney, 1964). Of course, legal, prescription drugs can be used the
same way at times.

Other important, theoretical branches that grew from psychoanalytic roots
are Ego-Psychology (Hartmann, 1939) and Object-Relations (Horney, 1964;
Klein, 1948). Ego Psychology posits that pathology can be caused by some
deficit or weakness in the ego rather than by unconscious conflict. The pain
and dysfunctions of these structural deficits could push someone into using
substances to cope with or compensate for these deficits. The afflicted indi-
vidual could also develop a whole, false, or inauthentic self to compensate
for the original, flawed self. Ego-Psychology, then, requires the individual to
identify and strengthen the weaknesses of the self through therapy rather
than drink or do drugs to cope with these deficits or facades of the self.

The Object-Relations tradition sees individual development as based on
seeking secure attachment and relations with others, especially parental care-
givers. The individual absorbs or incorporates messages from the caregivers
into the psyche and gradually develops an internalized image of self and the
world around him or her from these messages. This may result in a relation
to self that is relatively healthy or one that is pathological in its mistrust,
shame, self-criticism, and sense of inferiority. It may also result in a way of
relating to the world that is pathological and dysfunctional. If our earliest
messages were that the world is negative, harsh, or undependable, we will
form a template in our minds that will drive us to react to the world and oth-
ers as if they are always negative or mistrustful (Pine, 1990). Substance abuse
can be hypothesized to be one way to deal with that internalized negativity
about self and with the failed relationships an individual creates around him
or her.

Miller and Downs (1995) found a strong connection between early physi-
cal or sexual abuse and the development of an addiction. They hypothesize
that the life-long emotional fallout of the abuse remains a potent force in the
individual. He or she must then find a way to cope with the ongoing emo-
tional turmoil. One way of coping could be the discovery of mind-numbing
chemicals of abuse. Bradshaw (1986) has shown a relationship between any
kind of severely dysfunctional relationships in the family and a later addic-
tion. Overt abuse is not necessary. Any pattern of emotional pain between
parent and child that occurs over time can lead a person to relieve their psy-
chic pain through the abuse of chemicals (Khantzian & Mack, 1983). All of
these examples can support the self-medication hypothesis.
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Conditioning and Learning Theory Models

Conditioning theories of behavior from Pavlov to Skinner posit that all
behaviors are learned and can be unlearned. This includes the behavior of
substance abuse. Classical or Pavlovian conditioning simply states that a be-
havior can be conditioned to occur by associating it with an unconditioned
stimulus and its unconditioned response. His dogs salivated at the sound of
a bell because the bell had been paired with the unconditioned stimulus, a
meat powder, which elicited the unconditioned response of salivation.
Salivating to a bell without the powder was then a conditioned response to
the conditioned stimulus of the bell.

Addicts and alcoholics can feel the urge to drink or do drugs if they find
themselves in a situation that has been paired with the euphoria of the sub-
stance. So a man passing a corner where he used to buy cocaine can be stim-
ulated to “salivate for” or have an urge for cocaine. Many people associate
drinking with certain events or situations and feel the strong urge to drink in
these situations. Weekends, a celebration, a sporting event, and being with
certain people can all be associated with drinking or drugging and elicit that
response in the individual. This trend has led to the AA/NA philosophy of
avoiding people, places, and things associated with the addictive substance.

Operant conditioning states that a behavior will be more likely to occur if
it is followed by some kind of reinforcement. There are positive and nega-
tive reinforcers to behaviors. A positive reinforcer is one that is felt as pleas-
urable to the subject and will increase the rate of the reinforced behavior. A
negative reinforcer also increases the rate of a behavior by removing a nox-
ious or an unpleasant feeling or situation. A negative reinforcer increases any
behavior that removes a “negative” stimulus. A typical example of a nega-
tive reinforcer in alcoholism or drug addiction is the relief from withdrawal
sickness. A person feels very ill from the lack of an addicted substance.
Drinking alcohol or using heroin relieves the noxious, unpleasant feelings of
the withdrawal. Therefore, this increases the probability of the addict/alco-
holic using more of his substance. The using behavior is reinforced by the
removal of the negative situation.

Relief from other unpleasant emotional states could also serve as a nega-
tive reinforcer. If I can relieve my work stress with a few cocktails, then I am
more likely to do so whenever I feel stressed. Feelings of anger at his parents’
yelling went away when the teenager smoked pot, increasing the possibility
of doing it again in a similar spot. Positive reinforcers in substance abuse are
generally seen to be things like euphoria or other drug-induced, pleasant
feelings and social variables such as peer approval or acceptance.
Punishments are another factor affecting behavior and generally reduces
behavior, at least for a time (Thombs, 1999). Thombs states that behaviorists
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see the initiation of substance use as a combination of availability, a lack of
reinforcers for alternate behaviors, and a lack of punishers for experimenting
with substances. Therefore, addictive behaviors can be “extinguished” by
eliminating reinforcers for them, reinforcing other alternative behaviors, and
perhaps punishing the addictive behavior.

Albert Bandura (1977) proposes his social learning theory to explain
behavior. He states that we are both actors and acted on in our environment
and that we have the power to change it as much as it may change us; there
is a reciprocal determinism between person and environment and person
again. This is in contrast to the powerlessness of conditioning and analytic
models , which theorize humans as passive victims of the unconscious or of
reinforcement schedules. People can learn behaviors by watching others
“model” that behavior. I learn to smoke marijuana by watching my older
friend. Or people learn or inhibit a behavior based on watching a model be
rewarded or punished for the behavior. My friend is admired by the peer
group for getting high; or perhaps I see him get arrested for carrying an ille-
gal substance. In either case, I adjust my drug-using behavior accordingly.

Social learning theory also explains that people can “self-regulate” their
behaviors. They act according to an internal set of standards and can main-
tain behaviors independent of external rewards or punishments. If a dis-
crepancy grows between one’s behaviors and his or her set of standards, then
the individual is inclined to change the behavior, the standards or perhaps
both (Abrams & Niaura, 1987). If my internal standards say it is okay to drink
because “everyone does,” then it is far easier to develop a drinking habit than
if I have a standard that says “Drinking is for losers like my alcoholic father.”

ASSESSMENT

The assessment of chemical abuse or dependency is not an exact science.
There are no concrete physical tests to use, no blood counts, MRIs or brain
wave activities. Diagnostic tools for these problems generally revolve around
a clinical interview and various structured questionnaires. It is highly rec-
ommended that the effective clinician have a face-to-face interview along
with a structured questionnaire to get the most accurate assessment possible.
Also, it is crucial to gather data on the client’s history from other resources
such as a spouse, parent, friend, coworker, and/or teacher. These people know
your client better than you do and can provide important information, con-
text, or background on the client’s patterns of use or abuse.

Reliance on any one source of information can lead to many inaccuracies
and a poorer chance of making the correct assessment. Also, we must under-
stand someone’s substance use in the context of his or her life. Drinking a
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six-pack of beer a day may be an unhealthy, high-calorie pastime for one
person and a severe addiction for another depending on other factors affect-
ed by the drinking. Most structured surveys and questionnaires examine the
same kinds of data. Basically, is the chemical harming the person’s life in any
way? How badly? Is there compulsive, impulsive, and excessive use? Is there
a chronic loss of control of the substance?

The Clinical Interview

The counselor is probably familiar with the components of a good clinical
interview or biopsychosocial evaluation, so we will not go through those ele-
ments in detail for this chapter. Let’s look at the elements of a clinical inter-
view for a drug and alcohol assessment, many of which will overlap other
mental health interviews. A clinical interviewer is always poised to gather as
much relevant data as he or she can about the important issues of a person’s
life so he or she can flesh out who the client is and how the individual got to
this particular trouble spot in life.

Dowieko (1999) and Senay (1992) provide us with the elements necessary
for the interview:

1. The reason for the referral. What happened? How?

2. A careful history of drug and alcohol use including substances used,
age of first use, frequency and amounts of use, changes in use (espe-
cially if it has been worsening with time).

3. Longest periods of sobriety. What ended them?

4. Do you always use to the point of intoxication?

5. Are there legal issues related to use (DUISs, arrests)?

6. Is there a military history related to use?

7. Family history. Are there addictions in either side of the family? Are
there other psychological dysfunctions in the family?

8. Is there a psychiatric history with the client?

9. What is the educational and work history? Are there drug or alcohol
abuse related problems in these areas?

10. What is the medical history, especially related to substance use?

11.Is there a history of prior treatments? What happened with them?

12. Are there any tests showing the presence of drugs or alcohol in the

body?

As you can see, the effective interview covers most of the areas of a client’s
life. While speaking, the counselor should be working on establishing rap-
port, a therapeutic relationship, and some sense of trust with the individual.
This requires an empathetic and nonjudgmental attitude by the counselor.
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The immediate benefit of this demeanor is to ensure more open and honest
answers to your questions. Many clients in this situation have a tendency to
lie, minimize, deflect, or otherwise shade the truth of many of their answers.
Drug and alcohol abusers are notorious for this. This is also why information
from others who know the client is valuable. One can cross-check a client’s
answer to the information gathered elsewhere. “I'm a little confused. You
said you have never let your drinking interfere with work, but your boss said
you have called out three times with hangovers. Can you explain this dis-
crepancy to me?”

Assessment Tools: The MAST and the DAST

One of the structured assessment tools for this problem is the Michigan
Alcohol Screening Test (MAST) (Selzer, 1971). It is a long-standing and
respected instrument for evaluating alcoholism. It is composed of 25 yes-or-
no questions, each one weighted with a value of points depending on the
severity of the topic in the question. Five total points can categorize an alco-
holic. It is quick and easy to administer, and the author states it is accurate
to the .05 level of confidence. Questions ask about things such as the ability
to successfully stop drinking and the habit of drinking in the morning.

Some studies (Jacobson, 1989) suggest that the five-point cut-off results in
too many false positives and proposes using ten points as the cut-off for
addictive drinking. This debate highlights the importance of using an assess-
ment tool in the context of a clinical interview and a good therapeutic rela-
tionship. The Drug Abuse Screening Test (DAST) (Skinner, 1982), is a simi-
lar survey evaluating the drug use of a client and its impact on life.

Addiction Severity Index

The Addiction Severity Index (ASI) is another reliable and validated
assessment tool for addictions. It evaluates the ways a person’s substance use
affects his or her life in many areas: medical, legal, family, social relations,
employment, psychological, and psychiatric states. The test covers 180 items

in a semi-structured interview format developed by McClellan, Luborsky,
O’Brien, and Woody (1980).

The DSM-IV-TR

The American Psychiatric Association (2000) publishes its Diagnostic and
Statistical Manual of Mental Disorders (4th ed., text revision) (2000) with gen-
erally accepted criteria to diagnose all psychiatric and psychological prob-
lems. This comprehensive manual, the DSM-IV-TR, is now in its fourth edi-
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tion, not counting intermediate revisions. It contains an extensive chapter on
diagnosing substance abuse and dependency. It lists a variety of criteria for
substance abuse and another, stricter set of criteria to describe substance
dependency.

The criteria for substance abuse is defined as “A maladaptive pattern of
substance use leading to clinically significant impairment or distress . . .”
(DSM-IV-TR, p. 182). The distress should display one or more of the follow-
ing symptoms in the past 12 months: failure to fulfill a major life role or obli-
gation, using when it is dangerous, related legal problems, or continued use
despite recurring relational problems.

The criteria for dependency is also defined as a pattern of use that leads
to significant problems in life. However, the criteria are stricter and include
any three or more of these issues occurring within the past year: tolerance,
withdrawal symptoms, using more than intended, failed efforts to reduce use,
large amounts of time spent in pursuing the high, important activities in per-
son’s life reduced or abandoned, and continued use despite knowledge of
ongoing physical or mental problems caused by the substance. One of the
interesting things to note about these descriptions is that it does not neces-
sarily require the client to have the physical symptoms of tolerance and with-
drawal. They become only two of the total possible seven descriptors. So, it
is technically possible for your client to be diagnosed as an addict or sub-
stance dependent person without manifesting any tolerance or withdrawal
symptoms if he or she has three of the other four criteria in place. This could
occur, for example, with inhalant abuse or abuse of other drugs that are not
seen as addicting, such as some hallucinogens (LSD). It would also include
clients who abuse a lot of drugs but have not developed the physical criteria.
As you can see, the criteria for drug and alcohol abuse and dependency fit
well into the five-stage use/abuse/dependency continuum discussed earlier.
Stages 4 and 5 easily overlap the DSM-IV-TR criteria for abuse and depend-
ency.

The SASSI

One of the ongoing problems with trying to accurately assess the sub-
stance abuse issues of our clients is their frequent lack of honest cooperation.
Addicts and other users/abusers are notorious in the treatment world for try-
ing to hide, deny, or minimize their patterns of use and their effects on life.
There can be a variety of reasons for this. Perhaps the person is not yet being
honest with him or herself about the use. Often people are afraid of being
labeled, getting into more trouble, or getting “shipped off” to rehab against
their will. There is the natural tendency to want to present the best image of
the self to the counseling professional or anyone else involved in the process,
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such as a spouse or boss. Substance abusers are often ambivalent about their
desire to actually quit using. Admitting to the extent of the problem leads to
the obvious conclusion that it must be halted, regardless of whether the client
really wants to stop. Many clients are willing to partially admit to some use
and related problems but want to retain some information to themselves so
they can maintain a rationale for using but “just cutting down a little.”

Miller and Lazowski (1999) recently developed an inventory to address
this problem, The Substance Abuse Subtle Screening Inventory (SASSI).
This inventory aims to evaluate substance dependency when the client is
being dishonest, secretive, or minimizing. There are two separate question-
naires: one normed on adolescents and one on adults. The questionnaires
ask a series of questions that are not obviously related to substance use.
There is a structured protocol in scoring the answers across various cate-
gories. Certain patterns of answering these questions have been correlated to
the patterns displayed by admitted addicts or alcoholics. An easy-to-follow
decision tree helps guide the counselor to a diagnosis of dependency or no
diagnosis. The inventory only indicates a dependency not an abuse diagno-
sis, although the author suggests it can be used to approximate abuse as well.

The author claims a good accuracy rate with about 5% false positives. It is
the only test I am aware of that tries to assess dependency in a client who is
being secretive or evasive in responding.

SUBSTANCE ABUSE TREATMENT

It is commonly agreed that anyone who is abusing substances must try to
remain abstinent and sober for any treatment to be effective. But the irony
remains that these people also need some kind of treatment to help them stay
sober and abstinent. The counselor must remain patient and tolerant of
clients who have a difficult time staying away from drugs or drinking.
Relapse into use is an ongoing part of any treatment protocol. Under no cir-
cumstances should the counselor try to treat a client who comes to the ses-
sion under the influence of some chemical. No productive work can be done
with a drug-affected mind. The emotions or thoughts that emerge will be
chemically affected, and the ability to process and remember information
will be impaired. One can politely but firmly ask the person to reschedule
and explain why. One should also ensure that the client can leave and arrive
home safely—no drunk driving, for example.

The best way, right now, to initiate someone into a sober lifestyle is to
refer him to a local 12-step, fellowship meeting such as Alcoholics
Anonymous (AA), Narcotics Anonymous (NA), or Cocaine Anonymous
(CA). Attendance at these meetings is an important adjunct to successful
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counseling. But the meetings are not therapy and never claim to be. They are
a crucial step in helping maintain a person’s sobriety so that other treatments
can be effective.

Participation in these meetings begins and maintains a variety of helpful
processes for the recovering addict or alcoholic. Going to meetings serves as
a substitute behavior when a person feels the urge to use. The recommenda-
tion is to attend meetings daily when early in recovery and to use them to
cope with cravings, boredom, down time, and any other idleness that may
lead to relapse. Attendance at meetings also involves the client in a social
and accepting group of like-minded individuals who are looking to help each
other in their common goals of sobriety. Everyone at a meeting is in similar
trouble; everyone has lost some control over his or her life due to substances.
Everyone there is trying to maintain his or her sober lifestyle and help oth-
ers do the same.

Sober living is acceptable here, as opposed to many other settings in the
client’s life. Sobriety is reinforced and rewarded by the norms of the group.
Members offer each other strategies and coping skills to stay straight. People
get to vent about their particular frustration in a safe and supportive envi-
ronment. Attendees are also encouraged to get a “sponsor” who is a men-
tor/friend with a longer period of sobriety. The sponsor is a personal contact
to rely on during times of struggle or confusion. He or she may also serve as
a positive role model for a successful life without drugs or drinking.

Many of the “curative factors” of group psychotherapy (Yalom & Leszcz,
2005) are evident in 12-step groups and do aid in recovery. Altruism is a
strong factor evident in meetings. Members gladly give to and help each
other, and in the process they help themselves. Altruism improves one’s
sense of self-efficacy by showing an individual that he or she does have value
to others and can be productive. It strengthens the supportive bonds of mem-
bers and helps by requiring someone to come out of his world and enter the
world of another. In this way, it can decrease self-centeredness, narcissism,
isolation, and unproductive attention seeking.

Group cohesion is another curative factor common to these groups. As
members share, they get to know and trust each other; they work together
and grow closer and more cohesive. This bonding can increase self-esteem
and serve as a strong support for each member’s struggle to stay sober. Inter-
personal learning/input occurs as members take in new ideas from each
other. Imitation also occurs as newer members seek to improve themselves
by imitating the successful behaviors of older members.

The group curative factor of universality is a strong component of AA/NA
meetings. The group member realizes that he or she is not alone with a prob-
lem. There is a commonality and unity of problems among all the members
of the group. People so often feel isolated and ashamed as they struggle with
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the unmanageability of an addiction. Fellowship groups first ask their mem-
bers to admit to this unmanageability, the out-of-control nature of the addic-
tion. With this admission, the new member joins the “universe” of this fel-
lowship and is no longer alone. Finally, the instillation of hope is an impor-
tant part of these meetings. People see success where they have had none.
People see others get their addictions under control, and hope for their own
recovery is increased.

AA/NA meetings also introduce members to their famous “12-step” pro-
gram for adopting a sober lifestyle. These steps require individuals to admit
their “powerlessness” over the substance and then turn their recovery over
to a “higher power,” which could be God, the group, or some other positive
force outside the self. There are steps of self-examination and insight, fol-
lowed by plans of action to redress one’s problems and past injuries to oth-
ers (Alcoholics Anonymous, 1955). All along, the group is there to assist with
these crucial and difficult steps.

Members also learn useful mind-sets, rules, or philosophies to maintain
sobriety. Ideas like “One day at a time” remind the person to work on sober
living now and not agonize about possible future troubles. Another “rule” is
to avoid “people, places, and things” that are associated with using sub-
stances. These are the strong “triggers” that may cue off a bout of drugging
or drinking in the addict. Members must avoid the places where they used
and the people with whom they used. Even things associated with using, such
as certain kinds of music or clothing, are to be avoided. There is no room for
buying music in a “head shop” or stopping at the bar “just for cigarettes.”
People are urged to trash t-shirts with beer logos or pictures of pot leaves on
them. Music that conjures up images of getting high or drunk is to be avoid-
ed. There are many other useful pieces of information from these groups that
the effective counselor should investigate through the various publications
they offer.

Although fellowship meetings are important in beginning and maintaining
a drug—or alcohol-free lifestyle, they are not counseling or therapy. Most
people in recovery will need professional counseling for various issues occur-
ring before, during, or after their addiction. Varieties of counseling tech-
niques have been developed, borrowed, or adapted from the many counsel-
ing theories available to us.

Behavioral theories of counseling have given us many useful techniques to
use with recovering individuals. The urge to drink or do drugs is very pow-
erful in most of these clients. They need an alternative way of handling these
urges without backsliding (Marlatt & Gordon, 1985). Relaxation and imagery
exercises are effective tools to help manage these cravings and temptations
to use. Teach individuals to practice relaxation techniques or imagine them-
selves at the beach rather than cope with anxiety or a craving by using.
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The principles of classical and operant conditioning can be used in treat-
ment. A common problem for many recovering people is that of “euphoric
recall” (Margolis & Zweben, 1998). With this, the client consistently remem-
bers the fun and excitement associated with using, and this stimulates further
desires to continue using. The counselor must help the client pair the nega-
tive consequences of the substance-abusing behavior to the addiction. The
client must learn to remember the arrests, hangovers, arguments, and lost
money and jobs that resulted from using rather than any positives associated
to it. The author once had a 40-year-old cocaine addict, Pete, carry an ad
from the phone book with him to remind him of negative consequences. It
was an ad for a divorce lawyer, which he kept near a picture of his wife
whom he loved and did not want to lose.

Recovering people have a desperate need to develop alternative behav-
iors as part of their life changes. They complain of boredom and a lack of fun
activities to replace the drugs and drinking. It is crucial that the counselor
help with that process. The Relapse Prevention Card is a wallet-sized card
the client carries with him or her always. On one side of the card is a list of
alternative activities developed just for that person. On the other is a list of
important phone numbers the individual may need to call when tempted to
relapse. It may include obvious actions such as “call your sponsor” and more
personal ones such as “tell your wife what you’re feeling” or “go meditate.”
It is important that the recovering addict/alcoholic does not try to do it all
alone or keep things to him or herself.

Journaling the thoughts, feelings, weaknesses, and strengths of each day is
another useful tool for the client. He or she may get many demons out in the
open, where they can be dealt with in session or with other trusted individ-
uals.

People who have had a lifelong addiction, especially one that started in
their youth, are often deficient in many of the life skills that healthier people
take for granted. You may need to help your client learn assertiveness skills
(Alberti & Emmons, 1978) or refusal skills. They will need to practice and
absorb communication and relationship skills. This could include expressing
your needs clearly, actively listening to others, empathetic responses, using
“I” statements, and the like. Job interviewing skills or good parenting skills
are other areas your clients may be deficient in because of their lifelong
addictive behaviors.

There are some studies that show success for operant styles of behavioral
intervention. Researchers have used various reward systems and token econ -
omies to reinforce abstinence (Mehr, 1988). Higgins et al. (1991) found rein-
forcement and reward approaches that could overcome cravings to use co -
caine. The addictions counselor could custom-make a reward system that the
client would follow as an aid to staying clean. For example, the author once
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had a client agree not to use his drug of choice, and for every successful week,
he could purchase a special item that he always wanted but could not afford
when using. He was also required to keep his wife informed of his actions.

This intervention is also called contingency management or contracting at
times (Thombs, 1999). With this, the client agrees to certain functional
behaviors, and the counselor works out a system of rewards and punish-
ments within his or her daily life to help shape client behavior and coopera-
tion. This process often requires the help of parents, spouses, bosses, and oth-
ers involved with the client. The usual requirements of a reward system are
needed, especially that the rewards are close in time to the behavior and the
rewards are meaningful to the client.

Cognitive theories have contributed some effective techniques to use with
this population. Cognitive therapy for addicts follows the same basic tech-
niques as cognitive therapy for other disorders. Beck and Liese (1998) point
to dysfunctional thoughts and belief systems as important to understanding
and treating addictions. Dysfunctional core beliefs lead to automatic negative
thoughts about the self and the world, which can then lead to painful emo-
tional states and drugging behaviors to cope with the thoughts and feelings.
They point out the importance of being aware of this relapse chain in a per-
sonal way for each client. An intervention can be planned at any point in the
sequence.

For example, “Pete,” the 40-year-old cocaine addict, carried with him a
constant belief that he was incompetent and unlovable. These beliefs often
led to self-defeating, automatic thoughts such as, “I’ll never be successful in
anything” or “My wife will probably leave me no matter what I do.” This
thinking often led to debilitating feelings of abandonment, loneliness, anger,
and hurt, which led to thoughts of using cocaine, which cued off using behav-
iors to cope with the whole cycle. Of course, a destructive side-effect of this
process was a self-fulfilling prophecy: “See I am bad, a failure and unlovable
because I used and that proves it!” Breaking the downward spiral of this
thinking pattern is an important part of the job for the effective counselor.

Cognitive therapy attempts to intervene in these core beliefs and auto-
matic thoughts by challenging their accuracy and substituting a healthier line
of thought. For example, Pete could stop his negative thoughts of being
unlovable and counter it with an idea such as, “I am a lovable and capable
person, after all my wife loves me and shows it by supporting me.”

Another way that automatic thoughts affect the addict is by becoming the
first thing a person thinks of when in a dysphoric state: “I feel sad so I should
get high . . . the stress of work is too strong so I need a drink.” We should
help clients become aware of these processes and help them rethink the out-
comes in a more functional way. “I feel sad, so I should talk to someone or
journal. . . . With work stresses being so tough right now I should unwind
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with a long walk or some relaxation exercises.” Anticipating trouble spots
and having alternative thoughts and behaviors ready are important parts of
a successful intervention (Beck, Wright, Newmann, & Liese, 1993).

Psychodynamic and psychoanalytic traditions have developed some use-
ful interventions for us (Dodes & Khantzian, 1998). The self-medication
hypothesis leads to the need to have clients learn to identify and work through
various taboo feelings in the safety of the counselor’s office (Khantzian, 1985;
Luborsky, 1984). This could also involve connecting with the genesis of these
feelings in the client’s family of origin through free association, dream inter-
pretation, or other memory techniques.

The chemical is often observed to be a substitute for a missing and longed-
for relationship with an internalized object (Krystal & Raskin, 1970;
Wurmser, 1974). Early attachment problems between parent and child could
be getting acted out through substance abuse. Perhaps the addict as a child
incorporated an unhealthy self-image and impaired ability to relate to others
as part of his or her personality structure. The drug of choice can easily
become the relationship of choice because it is easy, nondemanding or non-
critical, is always available, always soothing, and always feels good.
Treatment centers have an increasing awareness of these relational deficits
while taking in the healthier aspects of the relationship with the therapist.
The client is also encouraged to reach out and relate to newer and less toxic
kinds of people.

Eileen is a 35-year-old alcoholic raised by a harsh, demanding father and
an abusive, schizophrenic mother. Her internalized images of self were dis-
tressingly negative and hopeless while her ability to relate to others was
based on suspicion, mistrust, sexual acting-out, and emotional disconnection.
Her best relationship had developed with the soothing effects of alcohol. In
treatment, Eileen gradually became aware of her internalized object-rela-
tions and learned to accept and love herself within the stable, consistent, and
nonexploitive treatment alliance.

Deeper, psychodynamic treatment is often indicated for clients who con-
tinually relapse despite strong motivation to abstain. If fellowship groups and
behavioral and cognitive approaches have not worked, then it may be time
to explore the other aspects of the psyche, unconscious motivations, and
family-of-origin issues (Dodes & Khantzian, 1998). Many counselors and
treatment agencies do not cover this part of their clients’ lives, much to their
detriment. This author has worked with many struggling addicts and alco-
holics with long and extensive treatment failures. One commonality of these
unfortunates is that no one ever asked about or knew how to work with the
issues discussed here.

A recent development in addictions treatment is Motivational Inter-
viewing, sometimes called Motivational Enhancement Therapy (Miller &
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Rollnick, 2002). The approach has been described as a more directed,
Rogerian style of counseling. The therapist consistently tries to structure the
dialogue around motivating the client to see the problems in his or her
behavior and motivating the need to change it. The main components of the
approach are an empathetic relationship, rolling with client resistance rather
than fighting it, developing discrepancy between what the client is doing and
what he or she says he or she wants to do, or what his or her goals are,
accepting and working to resolve ambivalence and promoting self-efficacy.

The authors describe it as an overall philosophy or interviewing style and
not a set of techniques per se. It is an approach centered in the here and now
and not the past. It attempts to enter the client’s worldview and encourage
him or her to make his or her own case for changing.

The government recently funded a large study to determine which inter-
ventions might be best for treating alcoholism (Project MATCH, 1998). It
evaluated thousands of participants across many sites and compared the
effectiveness of motivational enhancement therapy, cognitive-behavioral
skills training, and a supportive therapy based on the 12-step model. In try-
ing to control for counselor variations, all therapists used manualized ver-
sions of each treatment. Many clients benefited from all three approaches,
yet no one method proved itself superior to the others. The good news was
that treatment works; however, the other news is that the effective counselor
should be familiar with varied approaches and be flexible and skilled enough
to use them. One size does not fit all when it comes to addictions treatment.

The National Institute of Drug Abuse (2009) recently published 13 over-
arching principles of treatment that are recommended no matter what theo-
retical approach is taken with a client. Some of these principles include the
idea that no one treatment is effective for everyone, so the clinician must be
able to take a flexible approach. Treatment must address the various needs
of the individual, such as family or work issues, and that treatment must
change to adapt to the changing needs of the client. We must recognize that
recovery takes time and that relapse is common. Some strong evidence
demonstrates that lasting improvement usually takes three or four treatment
episodes over a number of years. Many researchers compare the treatment
and stabilization of addictive disorders to those of medical issues such as dia-
betes, asthma, or hypertension. Professionals can treat these disorders in a
way that allows an individual to maintain a healthy and productive life with-
out ever actually “curing” the illness (White, Boyle, & Loveland, 2003).

Interestingly, the National Institute of Drug Abuse (NIDA) report also
states that involuntary treatment can be effective. Getting an unwilling per-
son into therapy can help engage the individual to want to change. This helps
explain the rise of drug courts that only work on cases involving drug or alco-
hol violations. Arrestees are given the choice of jail or drug treatment. Legal
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ramifications are used as leverage to try to get someone to treatment. The
effective counselor should also look to other “leverages” to encourage a
reluctant client into treatment. These may include family members, coaches,
schools, bosses, or anyone else with some strong connection to the drug or
alcohol abuser.

PHARMACOTHERAPY: DRUG-FIGHTING DRUGS

It may seem counterintuitive to use legal medications to fight dependency
on illegal or abused chemicals. Yet there are a number of drugs that have
proven themselves effective in aiding clients to maintain their sobriety from
some drugs of abuse. Opioid addicts are able to access methadone or bu-
prenorphine to help stay clean from heroin, morphine, or other narcotics.
These drugs are taken daily in controlled, medical settings to stave off the
severe symptoms of narcotics withdrawal. Clients use these medications
instead of illegal ones. People on buprenorphine or methadone maintenance,
with some adjunctive counseling, are able to maintain stable lives, families,
and work settings (National Institute of Drug Abuse, 2009).

There are also a few drugs that help in the treatment of alcoholism and
abuse. Disulfuram (Antabuse) is used daily by those trying not to drink alco-
hol. It makes a drinker very ill and nauseous if he or she drinks while taking
the drug. It serves as a negative reinforcement in an overall treatment
scheme. Antabuse works by interfering with the metabolism of alcohol in the
body. This causes a buildup of acetaldehyde, a by-product of alcohol metab-
olism leading to the adverse effects mentioned. Acamprosate (Campral)
reduces the symptoms of alcohol withdrawal and helps clients maintain
sobriety by reducing urges to drink. Naltrexone latches onto receptors in the
brain that block the euphoric effects of the chemical (Daley & Marlatt, 2005).

Newer medications are proving useful to reduce the urges for and block

the effects of cocaine abuse. These are disulfiram, topiramate, propranolol,
and baclofen (O’Brien, 2005).

SUMMARY

This chapter has attempted to introduce the counselor and counseling stu-
dent to a major overview of the substance abuse field. A brief history was
given as well as models of addiction, assessment tools, and treatment strate-
gies. The interested counselor should pursue further training in assessing and
treating these issues before working in this population. The well-trained
counselor will find that he or she has many of the necessary skills to work



Substance Abuse and the Effective Counselor 249

with these people but will need some specialized training and knowledge to
be truly effective and competent. I heartily recommend you seek out this
training and work with this population. Change is hard, but the damage from
the failure to change is far harder for these individuals. Breaking the cycle of
addiction will not only help the man or woman in front of you but the many
generations to follow.

REFERENCES

Abrams, D. B., & Niaura, L. S. (1987). Social learning theory. In H. T. Blane & K. E. Leonard
(Eds.), Psychological theories of drinking and alcoholism (pp. 106-163). New York: Guilford.
Alberti, R., & Emmons, M. (1978). Your perfect right: A guide to assertive behavior. San Luis

Obispo, CA: Impact Publications.

Alcoholics Anonymous. (1955). New York: AA World Services Inc.

American Psychiatric Association. (2000). Diagnostic and statistical manual (4th ed.-tr).
Washington, DC: Author.

Bandura, A. (1977). Social learning theory. Englewood Cliffs, NJ: Prentice-Hall.

Beck, A. T., Wright, F. D., Newmann, C. F., & Liese, B. S. (1993). Cognitive therapy of substance
abuse. New York: Guilford.

Beck, J., & Liese, B. (1998). Cognitive therapy. In R. Frances & S. Miller (Eds.), Clinical text-
book of addictive disorders (2nd ed., pp. 547-573). New York: Guilford.

Bradshaw, J. (1986). Bradshaw on: The family. New York: Bantam Books.

Brecher, E., and the editors of Consumer Reports. (1972). Licit and illicit drugs. Boston: Little,
Brown.

Daley, D. C., & Marlatt, G. A. (2005). Relapse prevention. In J. H. Lowinson, P. Ruiz, R. B.
Millman, & G. J. Langrod (Eds.), Substance abuse: A comprehensive textbook (4th ed., pp.
772-785). Philadelphia: Lippincott Williams & Wilkins.

Dodes, L., & Khantzian E. (1998). Individual psychodynamic psychotherapy. In R. Frances &
S. Miller (Eds.), Clinical textbook of addictive disorders (2nd ed., pp. 479-495). New York:
Guilford.

Doweiko, H. (1999). Concepts of chemical dependency. Pacific Grove, CA: Brooks-Cole.

Fingarette, H. (1988). Heavy drinking: The myth of alcoholism as a disease. Berkeley, CA:
University of California Press.

Goodwin, D. W,, Schulsinger, F., Hermansen, L., Guze, S. B., & Winokur, G. (1973). Alcohol
problems in adoptees raised apart from biological parents. Archives of General Psychiatry, 28,
238-243.

Hartmann, H. (1939). Ego psychology and the problem of adaption. New York: International
Universities Press.

Higgins, S. T., Delaney, D. D., Budney, A. J., Bickel, WK., Hughes, J. R., Foerg, F., & Fenwick,
J- W. (1991). A behavioral approach to achieving initial cocaine abstinence. American
Journal of Psychiatry, 148, 1218-1224.

Horney, K. (1964). The neurotic personality of our time. New York: W. W. Norton.

Jacobson, E. (1971). Depression: Comparative studies of normal, neurotic and psychotic conditions.
New York: International Universities Press.

Jacobson, G. R. (1989). A comprehensive approach to pretreatment evaluation: Detection,
assessment and diagnosis of alcoholism. In R. K. Hester & W. R. Miller (Eds.), Handbook of
alcoholism treatment approaches: Effective alternatives (pp. 17-53). Boston: Allyn & Bacon.



250 Foundations of Mental Health Counseling

Kendler, K. S., Heath, A. C., Neale, M. C., Kessler, R. C., & Eaves, L. J. (1992). A population-
based twin study of alcoholism in women. Journal of the American Medical Association, 268,
1877-1882.

Khantzian, E. J. (1985). The self-medication hypothesis of eating disorders: Focus on heroin
and cocaine dependence. American Journal of Psychiatry, 142, 1259-1264.

Khantzian, E. J., & Brehm, N. M. (1992). A psychodynamic perspective. In J. Lowinson, P.
Ruiz, R. Millman, & J. Langrod (Eds.), Substance abuse: A comprehensive textbook (2nd ed., pp.
106-117). Baltimore, MD: Williams & Wilkins.

Khantzian, E. J., & Mack, J. (1983). Self-preservation and care of the self. Psychoanalytic Study
of the Child, 38, 209-232.

Klein, M. (1948). Contributions to psychoanalysis. London: Hogarth.

Krystal, H., & Raskin, H. (1970). Drug dependence: Aspects of ego function. Detroit, MI: Wayne
State University Press.

Luborsky, L. (1984). Principles of psychoanalytic psychotherapy: A manual for supportive-expressive
(se) treatment. New York: Basic Books.

Margolis, R., & Zweben, . (1998). Treating patients with alcohol and other drug problems: An inte-
grated approach. Washington, DC: American Psychological Association.

Marlatt, G. A., & Gordon, J. R. (Eds.). (1985). Relapse prevention: Maintenance strategies in the
treatment of addictive behaviors. New York: Guilford.

Masterson, J. F. (1972). Treatment of the borderline adolescent: A developmental approach. New York:
Wiley & Sons.

McClellan, A. T., Luborsky, L., O’Brien, C. P., & Woody, G. E. (1980). An improved evalua-
tion instrument for substance abuse patients: The addiction severity index. journal of
Nervous and Mental Diseases, 168, 26-33.

McGue, M., Dickens, R. W., & Svikis, D. S. (1992). Sex and age effects on the inheritance of
alcohol problems: A twin study. Journal of Abnormal Psychology, 707, 3-17.

Mebhr, ]. (1988). Human services: Concepts and intervention strategies. Boston: Allyn & Bacon.

Miller, B. A., & Downs, W. R. (1995). Violent victimization among women with alcohol prob-
lems. In M. Galanter (Ed.), Recent developments in alcoholism (Vol. 12, pp. 120-139). New
York: Plenum Press.

Miller, F., & Lazowski, L. (1999). The SASSI-3 manual. Springville, IN: The SASSI Institute.

Miller, W., & Rollnick, S. (2002). Motivational interviewing: Preparing people for change (2nd ed.),
New York: Guilford.

Murphy, S., & Khantzian, E. J. (1995). Addiction as a self-medication disorder: Application of
ego psychology to the treatment of substance abuse. In A.M. Washton (Ed.), Psychotherapy
and substance abuse (pp. 215-243). New York: Guilford.

National Institute of Drug Abuse. (2009). Principles of drug addiction treatment: A research based
guide. Rockville, MD: U.S. Department of Health and Human Services.

O’Brien, C. (2005). Anticraving medications for relapse prevention: A possible new class of
psychoactive medications. American Journal of Psychiatry, 162(8), 1423-1431.

Pine, F. (1990). Drive, ego, object and self: A synthesis for clinical work. New York: Basic Books.

Project MATCH. (1998). Matching alcoholism treatments to client heterogeneity: Project
MATCH three-year drinking outcomes. Alcoholism: Clinical and Experimental Research, 22(6),
1300-1311.

Rosen, J. (1962). Direct psychoanalytic psychiatry. New York: Grune & Stratton.

Schaeffer, D. (1987). Choices and consequences: What to do when a teenager uses alcohol and drugs.
Minneapolis: Johnson Institute.

Scharff, D., & Scharff J. (1991). Object relations family therapy. Northvale, NJ: Aronson.

Selzer, M. (1971). The Michigan alcohol screening test: The quest for a new diagnostic instru-



Substance Abuse and the Effective Counselor 251

ment. American Journal of Psychiatry, 127, 1653-1658.

Senay, E. (1992). Diagnostic interview and mental status exam. In J. Lowinson (Ed.), Substance
abuse: A comprehensive textbook (2nd ed., pp. 416-424). Baltimore: Williams & Wilkins.

Skinner, H. A. (1982). The drug abuse screening test. Addictive Behaviors, 7, 363-371.

Substance Abuse and Mental Health Services Administration. (2009). Resulls from the 2008
national survey on drug abuse and health: National findings. Retrieved January 29, 2010, from
http://oas.sahmsa.gov/nsduh/2k8nsduh/2K8results.cfm.

Thombs, D. (1999). Introduction to addictive behaviors (2nd ed.). New York: Guilford.

White, W., Boyle, M., & Loveland, D. (2003). Recovery management: Transcending the lim-
itations of addiction treatment. Behavioral Health Management, 23(3): 38-44.

Wurmser, L. (1974). Psychoanalytic considerations of the etiology of compulsive drug use.
Journal of the American Psychoanalytic Association, 22, 820-843.

Yalom, I. D., & Leczcz, M. (2005). The theory and practice of group psychotherapy (5th ed.). New
York: Basic Books.






Section IV

THE PROFESSIONAL COUNSELOR
IN A WORLD OF UNCERTAINTY






Chapter 13

TERRORISM: COUNSELOR’S ROLE
IN RECOVERY AND TREATMENT

LAURIE JOHNSON

he nation, if not the world, was forever changed on Tuesday, September

11, 2001, when more than 3,000 people were killed and thousands more
injured as a result of terrorist attacks on the World Trade Center (WTC) and
the Pentagon. On that day, the “assumptive world” (Parkes, 1975) of vast
numbers of Americans was shattered. A person’s “assumptive world,” what
is believed to be true and constant about the world based on prior experi-
ence, provides the basis for psychological equilibrium. A traumatic event
that shatters those assumptions violates the foundations that make the world
safe and predictable and disrupts one’s sense of control and efficacy (Janoff-
Bulman, 1992). When one’s fundamental assumptions are broken, intense
feelings of vulnerability, helplessness, and low self-esteem and efficacy can
ensue (Solomon, 2002). Loss of the assumptive world can mean loss of belief
in the benevolence and meaningfulness of the world. For many, the terrorist
attacks destroyed these illusions forever.

TERRORISM: HUMAN VERSUS NATURAL DISASTER

Disasters, whether by natural cause or human design, generate some form
of post-traumatic stress reaction on the part of those who experience them.
Each person experiences a disaster in unique ways and develops different
meaning from and reactions to the experience. Although it is not overly pro-
ductive to compare types of disaster experiences, research has noted some
distinctions between the psychological effects of natural disasters (e.g., earth-
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quakes, floods) and human-made disasters (e.g., terrorist acts, mass killings),
which help to explain the psychological impact that 9/11, as a disaster of
human design, generated in this country.

“All other things being equal, human made disasters are believed to have
more serious consequences than natural disasters for survivors’ mental
health” (National Institute of Mental Health, 2002, p. 23). Those who expe-
rience mass violence are far more likely to be severely impaired psycholog-
ically than those who experience either natural or technological disasters
(Norris et al., 2002). Research has noted higher incidence rates of post-disas-
ter post-traumatic stress disorder (PTSD) for human-made disasters (Young,
Ford, Ruzek, Friedman, & Gusman, 1998). Moreover, disasters involving
social or political unrest have been found to generate a quicker onset of post-
traumatic symptomology with greater intensity levels manifested by shock,
rage, and grief reactions (Aguilera & Panchon, 1995). The notion of “inten-
tionality” helps to explain the differential in emotional impact when com-
paring natural versus human-made disasters. Experiencing disasters that are
intentionally caused, such as those generated by terrorist acts, can produce
severe lasting psychological effects (Rubonis & Bickman, 1991). Part of the
unique psychological fallout that a victim of terrorism experiences stems
from having to confront the motives, logic, and psychological makeup of the
terrorist (Duffy, 1988), in addition to the ongoing threat of recurrence. These
distinctions suggest that a specialized knowledge and appreciation of the
mental health implications of working with victims of mass violence and ter-
rorism is in order. Although much of what we know about the psychological
impact of disasters still applies, there is value in considering this area of work
specifically. Given the increasing threat of terrorism and violence in this
world, it is important for counselors to be poised to assume greater readiness
to respond to these mental health needs.

Mental Health Effects of Terrorism

Terrorism is a uniquely human phenomenon; it is strategically designed
by humans to engender feelings of terror in other humans for human (typi-
cally political) purposes (Cooper, 1976; Gidron, 2002). Although many
would readily recognize terrorism’s goal as seeking death and destruction of
life and property for political purposes, the experts remind us that the under-
lying goal of terrorism is to generate psychological damage by inducing “a
state of psychological uncertainty, personal vulnerability, and fear, that is,
terror” (Everly & Mitchell, 2001, p. 134). The trauma that people experience
as a result of terrorist attacks is uniquely shaped by the recognition that the
destruction of life and property was intentional and symbolic. Because of this
symbolic intentionality, the given terrorist act represents not an end in itself
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but rather a means to an end and therefore can reoccur at another unpre-
dictable setting and time (Everly, 2000).

The psychological impact of terrorism goes beyond its physical impact in
many ways because of the sense of victimization it engenders. Janoff-Bulman
(1983) suggested that victimization works to shatter three basic assumptions
held by most people: the belief in personal invulnerability; the perception of
the world as meaningful, comprehensible, and controllable; and the view of
self as able and in control. As a victim, the individual becomes preoccupied
with the fear of recurrence. The terrorism victim begins to doubt the notion
that one can prevent misfortune by engaging in sufficiently cautious behav-
iors. Self-images of being weak, helpless, needy, and frightened emerge, and
a “sense of profound and enduring peril” is inflicted on the self (Kauffman,
2002, p. 206).

A terrorist act, because it is not confined to any specific geographic loca-
tion or time, persists as a threat and can produce debilitating anxiety and
phobic reactions (Abueg, Woods, & Watson, 2000; Lanza, 1986). Given its
insidious nature, the impact of terrorism is such that even those who do not
directly experience the terrorist act can suffer vicarious traumatization
(Everly, 2000). This was observed after the 1995 Oklahoma City bombing of
the Alfred Murrah Federal Building, where children not directly involved
(but exposed through media) were found particularly affected in long-term
ways (Pfefferbaum, Seale et al., 2000). This sense of vicarious trauma height-
ens the need for mental health support services.

Studies conducted in the aftermath of 9/11 found that the incidence of
PTSD was significant across the population. Symptoms of depression and
anxiety and involvement in self-harmful behaviors (e.g., alcohol and sub-
stance abuse) were widely observed (Pyszczynski, Solomon, & Greenberg,
2003). Several weeks after the 9/11 terrorist attacks, Galea and colleagues
(2002) conducted a study of adults living in Manhattan in order to assess the
incidence and correlates of posttraumatic stress and depression in this popu-
lation. It was found that about 20% of the residents in the neighborhoods
close to the WTC experienced PTSD. These authors concluded that sub-
stantial psychological morbidity may occur in the aftermath of terrorist
attacks and, furthermore, that the ongoing threat of terrorist attacks may
affect the severity and duration of these psychological symptoms. A con-
tributing factor was exposure to the widespread, continual, and graphic
media coverage of the attacks (Schlenger et al., 2002).

Victims of a terrorist act who see it as uncontrollable may react more
strongly to future acts (even when milder or of less severity) than those who
perceive it as controllable (Gidron, 2002). This finding supports the notion
that individual differences in “cognitive appraisal” and coping style play a
major role in influencing the psychological impact that exposure to stressors
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(in this case, terrorism) will have on individuals (Lazarus & Folkman, 1984).
Those who are closer to the terrorist disaster site, injured themselves, and/or
know one or more people who are injured or die are most likely to manifest
severe symptomology and to develop PTSD (Pfefferbaum, Call, & Sconzo,
1999). A prior history of psychiatric disorders or trauma will increase the risk
for PTSD, intrusive thoughts, and symptoms of avoidance and arousal
(Abueg et al., 2000). Proximity to the site of violence has deleterious effects
(Bat-Zion & Levy-Shiff, 1993), as was seen in the varying levels of psycho-
logical impact experienced by people living closer to the areas of attack on
9/11. Almost three years later, this differential was still observed in the levels
of traumatic stress symptomology that persisted in people living closer to
New York City and Washington, DC (Pyszczynski et al., 2003). Oftentimes
posttraumatic symptoms do not occur until months following the crisis event.
This was documented by Banuach and colleagues (2002), who found stress
related problems initially emerging in NYC fire department rescue workers
up to 11 months following the WTC disaster, after they had worked repeat-
edly at the site and had attended numerous funerals and memorial services
during that time.

In the days and weeks following the 9/11 terrorist attacks on the WTC, I worked
as part of two mental health disaster support teams that were assembled within the
first 24 hours after the planes struck the towers. I worked both with the American
Red Cross Disaster Mental Health Services and also as part of a locally assembled
team of mental health professionals in my hometown in Nassau County (within a
30-mile radius of Ground Zero) which had suffered dozens of deaths among its res-
idents. I worked mainly with civilian survivors (those who had escaped from the
buildings and were traumatized by the terror they had experienced) as well as with
some rescue workers who were virtually “dragged” by their spouses to get help in
the hopes of having them stop the round-the-clock devotion to rescue and body
recovery efforts. These rescue workers presented as clearly exhausted and suffer-
ing from post-traumatic stress; in some cases they bordered on the irrational,
demanding to be let back to their rescue work, despite having no sleep or rest for
days. Other notable response patterns also emerged in this group. The first and
most evident was the need for those who had been part of the disaster to reach out
for human contact, a need to be close to others, especially family. For the civilian
survivors, a second common response was outrage, alternately mixed with fear
and anxiety, directed toward the terrorists as well as toward those who they iden-
tified as responsible for the number of “needless” losses experienced that day (e.g.,
security personnel and managers who told people to go back to their desks and
await further instructions). In those first few days, I observed a wide range of
behaviors including grief, helplessness, phobic reactions, guilt (survivor guilt was
considerable for those who “ran for their life”), anger, and confusion. What was
most striking was the sense of ongoing threat apparent in these individuals, as
though they were “waiting for the next shoe to fall.”
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In describing the phases involved in working with survivors in the after-
math of the September 11, 2001, terrorist attacks, Neria, Suh, and Marshall
(2004, p. 211) cite the work of Duffy (1988), which posited that most human-
made disasters will go through a number of stages of recovery. Among these
are the “heroic stage,” characterized by altruistic actions directed toward sav-
ing lives and property; the “honeymoon period,” characterized by solidarity
and expectations of massive assistance; the “disillusionment” phase, in which
people become disillusioned over delays in expected assistance; and the
“reconstruction” period, during which victims assume a role in, and respon-
sibility for, their own recovery. Many saw these stages unfold in the after-
math of the 9/11 disaster.

The psychological devastation of the September 11th terrorist attacks may
not be known for years (Everly & Mitchell, 2001). These tragic events, in
addition to the subsequent anthrax scares, the American Airlines crash in
Queens, New York, only weeks later, and the ongoing posting of terrorist
alerts and security warnings have “combined to create a nationwide mortal-
ity salience induction that is unparalleled in American history” (Pyszczynski
et al., 2003, p. 94). Beyond the immediate emotional impact of these events,
the ongoing threat of terrorism that now holds sway in the United States has
contributed to a chronic psychological stress reaction that continues to takes
its toll on the mental health of vast numbers of citizens, many of whom had
no direct connection to the disaster.

The Role of the Mental Health Counselor

What happens in the immediate aftermath of a traumatic event may well
determine the long-term mental health outcomes of those affected by the
trauma (Auger, Seymour, & Roberts, 2004). In times of mass disaster, the
role of the mental health professional changes from that played out in con-
ventional practice. Clinical roles will vary from setting to setting and will
change according to the stage of the disaster: the emergency phase, the early
post-impact phase, and the restoration phase (Young et al., 1998). The initial
work, sometimes referred to as “psychological first aid,” takes on a crisis
intervention orientation, where the focus is on ensuring safety; assessing
level of need/triage; stabilizing survivors, the bereaved, and rescue workers;
connecting them to support systems; and providing psychoeducational sup-
port and referral for additional care when needed. The basic principles fol-
lowed by disaster mental health professionals in early emergency response
include: protect, direct, connect, triage, acute care, and consultation/referral
(Young et al., 1998).

As time goes on, disaster mental health services shift from crisis interven-
tion mode to providing ongoing psychological support to individuals, fami-
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lies, and community groups in the forms of counseling, consultation, and
referral. Emergency mental health practitioners provide therapeutic assis-
tance to those affected but do not provide them with psychotherapy.
Provision of emergency mental health services begins immediately on
acknowledgment of the disaster and can continue as long as two years or
more afterward.

Everly and Mitchell (2001) defined a three-phase framework for address-
ing disasters (i.e., the pre-attack phase, the acute event management phase,
and the reconstruction phase) that included the following recommendations:
establish crisis intervention services and facilities in affected areas; provide
pre-incident resiliency training as well as ongoing psychological support to
emergency response personnel; provide ongoing factual information to all
affected people, including age-appropriate information to children to pro-
mote coping strategies; facilitate communications, calm fears, and reestablish
sense of safety; reestablish normal schedules as soon as possible; and avoid
premature psychological exploration, which can be counterproductive and
interfere with natural recovery mechanisms.

To help people adjust to a world in which the basic assumptions of safety,
predictability, and permanence no longer hold, counselors need to specifi-
cally promote strategies that will (a) provide social support and caring; (b)
provide meaning (in tragedy) and understanding (of the world and our place
in it), including working toward a reevaluation of priorities in one’s life and
a greater appreciation of life; and (c) provide opportunities for heroism and
self-esteem building so that people can feel good about themselves by doing
good deeds and contributing to society/others (Pyszczynski et al., 2003, p.
134).

In providing mental health interventions in human-made catastrophes,
where the focus is on helping to reconstruct meaning;, it is important to take
into account local customs and values, including respect for the victim’s faith
and need for spiritual regeneration. An intervention framework that incor-
porates strategies from cognitive, behavioral, psychodynamic, and existential
approaches has been recommended by Parson (1995). Under this model, the
mental health worker can integrate both traditional and nontraditional
(including indigenous self-help) forms of intervention and promote a sense of
belonging, worth, and empowerment on the part of the survivor/bereaved as
a means of helping to restore shattered meaning.

To help survivors come to terms with their shattered assumptions, psy-
chological interventions need to focus on promoting a sense of coping,
redefining the sense of victimization and vulnerability, and reestablishing a
less malevolent or threatening worldview (Janoff-Bulman, 1983). Healing
after violence and disaster requires “meaning management,” where shat-
tered, distorted meaning systems can be restructured (Parson, 1995). In sub-
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stantiating this notion, Parson cites Meichenbaum’s (1995) tenet that victims
“do not merely respond to events in and of themselves, but . . . respond to
their interpretation of events and to their perceived implications of these
events” (p. 103). For the survivor of a terrorist act to successfully restructure
these meanings in adaptive ways, and thereby avert long-term or chronic
PTSD, depression, or anxiety, some form of healing intervention is useful.

Mental Health Interventions

Over the past two decades, a growing international body of research has
added to our understanding of the psychological effects of terrorism and the
strategies effective in treatment (e.g., Bat-Zion & Levy-Shiff, 1993; Curran,
1988; de Dunayevich & Puget, 1989; de Jong, 2002; Gillespie, Duffy,
Hackman, & Clark, 2002; Lanza, 1986; Reilly, 2002; Shalif & Leibler, 2002).
For the most part, the principles and practice protocols that have been used
to help people deal with the aftermath of terrorism in this country have been
derived directly from the general trauma and disaster knowledge base.
However, it is important to recognize the nuances of working with those
affected by terrorism and mass violence in order to determine the most
appropriate interventions in these cases. When responding to a human-made
terrorist disaster, where mass casualties have been experienced, basic
assumptions about the world have been shattered, and ongoing threat
remains, the psychological intervention principles that typically define work-
ing with trauma, disaster, and bereavement need to be differentially applied
with regard to the additional context that terrorism brings to the trauma sit-
uation. As always, the guiding consideration should be, “what treatment, by
whom, is the most effective for this individual with that specific problem, and
under this set of circumstances?” (Paul, 1967).

Although a large range of interventions has been identified as effective in
treating trauma and loss, the skilled practitioner will address cases (and
groups) independently and modify treatment according to individual needs
and vulnerabilities. In making intervention decisions, it is critical to take into
account contextual, cultural, developmental, and personality variables. The
stage of the disaster will also help to determine intervention strategy. Table
13.1 presents the guidelines proposed by the National Institute of Mental
Health (2002) that were made available through the public domain for early
psychological interventions according to disaster phase. In addressing the
needs of those directly affected by the September 11th terrorist attacks, inter-
vention strategies were largely shaped according to the person’s identity as
(civilian) survivor, bereaved, or rescue worker. Beyond these categories, fur-
ther subgroupings were established for children, sometimes according to age;
some survivor groupings were defined by work place/employer affiliation;
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and some interventions for the bereaved were grouped according to rela-
tionship to the deceased, such as spouse, teenage child, and so on.

In the following pages, research findings and practice protocols are inter-
woven with personal accounts and observations drawn from my work dur-
ing the weeks and months following September 11, 2001. This interplay is
intended to provide a personalized sense of what mental health response
might involve when working with individuals affected by massive casualties
stemming from terrorist violence.

Early Post-Disaster Interventions

During the immediate post-impact stage (i.e., between 24 and 48 hours
after the event), qualified disaster mental health workers will primarily engage
in psychological first aid, where the needs of survivors/bereaved are assessed,
information is provided, and referral guidance is offered. At this point, coun-
selors work to “protect, direct, connect, and triage” the survivors, the
bereaved, and rescue personnel. As part of an integrated Critical Incident
Stress Management (CISM) system of interventions designed to decrease the
adverse psychological reactions stemming from crisis events, the small-group
interventions of defusing and psychological debriefing are offered to disaster
survivors and rescue workers (Mitchell, 1988). Defusings are brief and typi-
cally one hour, whereas psychological debriefings are longer (1 to 2 hours)
and should be successively offered. Defusings can be considered “brief con-
versations” that aim to offer survivors the opportunity to receive support,
reassurance, and information, whereas debriefings are structured processes
that help survivors understand and manage their intense emotions, identify
effective coping strategies, and receive support from peers (Young et al.,
1998).

Psycho-educational debriefings can help survivors normalize their trauma
experience while benefiting from psycho-educational support and guidance
regarding standard post-traumatic stress reactions. Communal debriefings can
help survivors destigmatize and depathologize trauma symptoms and help to
correct inaccurate beliefs and cognitive distortions (Abueg et al., 2000).
Practitioners, however, need to avoid offering any group-based interventions
without pre- and/or post-intervention evaluation (Neria, Solomon, &
Ginzburg, 2000; Neria, Suh, & Marshall , 2004). Mental health workers need
skills in triage assessment to decipher between participants’ intense emotions
that would be common and those reflecting acute symptomology (e.g., suici-
dal ideation, substance abuse, severe dissociation), which would require refer-
ral for treatment. It is also important to note that psychological debriefing is
considered inappropriate as an intervention for acutely bereaved individuals
(National Center for Post Traumatic Stress Disorder, 2002).
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A number of studies conducted on the use of psychological debriefings
after 9/11 supported the efficacy of this modality in helping participants feel
and communicate better (Cournos, 2002; Herman, Kaplan, & LeMelle,
2002). Although brief psychological debriefing has been widely used as
group treatment for disaster and trauma survivors after it was adopted as the
intervention of choice by the American Red Cross and the Federal
Emergency Management Agency (FEMA) (Neria, Suh, & Marshall, 2004),
cautions as to its use have been raised in recent years (Litz, Gray, Bryant, &
Adler, 2002; National Center for Post Traumatic Stress Disorder, 2002;
Neria, Solomon, & Ginzburg, 2000). Some research has questioned its effi-
cacy and suggests that, as an intervention procedure, debriefing might actu-
ally increase the risk of PTSD (Mayou, Ehlers, & Hobbs, 2000). The use of
psychological debriefing in cases of mass disaster remains a controversial
consideration.

Later Phase Treatment: Cognitive-Behavioral Interventions

Cognitive-behavioral intervention strategies have been found effective in
addressing the psychological impact of human-made trauma where people’s
basic assumptions about the world have been shattered (Cooper & Clum,
1989; Foa et al., 1999; Tarrier et al., 1999). Furthermore, cognitive-behavioral
strategies have been successfully applied to address the mental health effects
of terrorism in settings around the world (de Jong, 2002; Gillespie et al.,
2002; Kleinman, 1989; Ofman & Mastria, 1995; Shalif & Leibler, 2002).

Cognitive-behaviorally based strategies were widely used in the treatment
interventions that sought to address the stress and anxiety symptoms associ-
ated with 9/11 and its aftermath. One intervention strategy that counselors
widely employed was to educate survivors in the use of relaxation as a
method to allay anxiety and stress reactions. A significant value of this pro-
cedure is that individuals can follow it on their own, once properly instruct-
ed in its application, and benefit from its ability to diminish symptoms of
stress and anxiety without requiring professional help. In addition to the
standard precautions in using this methodology (e.g., checking the person’s
physical condition), counselors need to be wary of recommending relaxation
techniques to surviving or bereaved individuals for whom the fear of over-
whelming intrusive reexperiencing might be a concern. Counselors are
advised not to teach deep relaxation methods that involve the potential for
trance-like dissociation (e.g., guided imagery, autogenics) to survivors for
whom intrusive reexperiencing is problematic. In these cases, the use of
more present-focused and concrete methods (e.g., breathing exercises) will
allow the person both enhanced sense of control and increased physical
relaxation (Young et al., 1998).
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To help address the shattered assumptions and self-defeating thoughts that
can prevail in the aftermath of terrorist acts, cognitive-behavioral procedures
that involve identifying and modifying thoughts and beliefs that cause dis-
tress can be helpful. In the later stages of intervention, such methods might
include cognitive restructuring (Ellis, Gordon, Neenan, & Palmer, 1997),
reframing, bibliotherapy, and homework strategies (Dattilio & Freeman,
2000). As the later intervention phase progresses, mental health profession-
als can employ cognitive-behavioral methods that have been found particu-
larly effective in working to address stress and coping. For example, Stress
Inoculation Training (SIT) helps individuals achieve mastery over stress by
teaching coping skills and providing opportunity for rehearsal and practice.

Exposure Strategies

Based on cognitive-behavioral principles, exposure strategies have been
widely documented as effective in later phase treatment of trauma symptoms
(Dattilio & Freeman, 2000; de Jong, 2002; Silver & Rogers, 2002), but cau-
tion needs to be taken in recognizing the need for specialized training in
these procedures (National Institute of Mental Health, 2002). During the
reconstructive post-disaster phase, well-planned interventions that encourage
the survivor/bereaved to reexpose the self (either through imaginal or in
vivo methods) to the traumatic or feared event, object, or venue can be effec-
tive in desensitizing the person to the traumatic stimulus. Parson (1995)
notes, for example, that taking a pilgrimage to the site of the disaster can be
therapeutic for survivors and bereaved who seek answers and relief from
personal suffering. Even individuals less directly involved in the 9/11 disas-
ter found benefit from making personal pilgrimages to the WTC site as a
means of bridging personal and political traumas (Conran, 2002).

One of the interventions that has gained increased credibility in the effec-
tive treatment of trauma over the past decade is Eye Movement De-
sensitization and Reprocessing (EMDR) (Shapiro, 1995), which was devel-
oped as a treatment protocol for PTSD with Vietnam War veterans. This multi-
phase intervention combines cognitive-restructuring and exposure-based pro-
cedures to assist victims to detoxify the power of painful memory (Parson,
1995).

In reviewing research conducted on EMDR across the globe, Silver and
Rogers (2002) conclude that this procedure can be successfully applied in the
treatment of war and terrorism trauma and recommend its integration into
the therapeutic process. These authors, both trained trauma specialists, have
been instrumental in organizing a worldwide cadre of clinicians who apply
EMDR in regions traumatized by war and violence through the EMDR
Humanitarian Assistance Program (www.emdrhap.org).
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While acknowledging its use as a trauma treatment in the case of mass vio-
lence, the National Institute of Mental Health (2002) concludes, however,
that it is no more effective than any of the other trauma intervention strate-
gies being used in contemporary practice.

Bereavement Issues and Interventions

Counting both direct and indirect losses, it has been estimated that 6 mil-
lion individuals in the United States were bereaved as a result of the terrorist
attacks of September 11, 2001 (Schlenger et al., 2002). Bereavement over the
massive casualties was traumatic and, in some ways, uniquely manifested.

One major difference in counseling the bereaved of 9/11 was the public scale of
the grieving that occurred. In this national disaster, customary privacy norms
were almost impossible to invoke. For the bereaved of 9/11, the mourning was a
very public mourning . . . for some, this was facilitative and, for others, it was
obstructive to their grieving. For example, there were widows of firefighters and
police whose decisions regarding the funeral and burial services of their life part-
ner were determined almost entirely by department protocol and expectations
who later came to resent the loss of personal touch in these services. The media
seemed to be everywhere and entered the most private of spaces; grievers some-
how had to be on their “best behavior.” A sense of celebrity seemed to color
things in difficult ways for the bereaved of 9/11. Certain individuals were made
into instantaneous “heroes” by virtue of their situation of death, while others were
not. Identity and status considerations seemed to play a role. “Disenfranchised
grief” was imposed by a public that was not able to accept or recognize “the
other” (such as in the case of unmarried lovers or ex-spouses of deceased rescue
personnel now deemed heroes). A sense of what I would call “valuated grief”
emerged, where comparisons of the supposed value of the loss were openly con-
sidered.

Grieving in the Wake of 9/11

For those who lost a loved one on 9/11, the intensity of common grief reac-
tions was dramatically heightened, and the grieving process was extended
and complicated. After the terrorist attacks, when assumptions of the world’s
meaningfulness were broken, many of the bereaved felt doubly victimized.
Besides losing their loved one, they no longer felt the security of a larger
backdrop they could rely on to catch them in their personal loss. In this
regard, their loss was compounded.

Complicated grief is distinguished from “normal” or uncomplicated grief
primarily by the presence of unremitting distress that interferes with func-
tioning and persists for months or years following the loss (Gray, Prigerson,
& Litz, 2004, p. 69). Complications in the grieving process emerged in the
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early weeks after the WTC disaster when, for many, the human remains of
their loved one had not (yet) been found. In many of these cases, the living
parent faced unique dilemmas, such as deciding what to tell the children
whose parent was not (yet) found, at what point memorial services should be
planned, and how to signify the burial with no body. Given the overwhelm-
ingly public nature of this tragedy, many of the bereaved felt that control
over the mourning rituals had been taken from them. In many cases, resent-
ment emerged in the comparisons that were made regarding the status of the
deceased (e.g., civilian vs. public servant). Compensation issues further com-
plicated grieving in these families when decisions were being made in rela-
tion to accepting or denying payment from the September 11th Victim
Compensation Fund in the months after the disaster; this decision (which
meant foregoing the chance to sue airlines and security companies for
alleged negligence) became politicized and created schism within the group
despite the overall sense of community that emerged in the families of the
9/11 deceased.

With the death of a loved one, both the mourner’s “global assumptions”
(about the self, others, life, or the world in general) and “specific assump-
tions” (about the loved one’s continued interactive presence and the expec-
tations the mourner had for that person) are impacted (Rando, 1993, p. 51).
Alternatives of despair or hope depend on how the survivor copes, as does
the new set of basic beliefs that emerges from that coping (Corr, 2002, p.
132). Finding meaning in tragedy greatly facilitates the individual’s ability to
cope (Pennebaker, 1989). Interventions that center on meaning-making,
where the focus is on “a rebuilding of trust and the reconstruction of a viable,
assumptive world” (Janoff-Bulman, 1992, p. 69), will be most facilitative.
With this in mind, mental health workers should avoid speaking to the
bereaved about “recovery,” or “getting back to normal,” or “closure,” which
imply a return to the prior state or to a simple endpoint. Rather, the focus
should be on an ongoing process of reinterpreting and integrating past, pres-
ent, and future challenges in ways that promote healthy living (Corr, 2002,
p- 137).

Constructivist Interventions

Interventions that come from the constructivist and narrative approaches,
which focus on meaning reconstruction and “storying” (Neimeyer, 2001), can
be particularly facilitative in addressing shattered assumptions that occur
after human-made disaster. These strategies can help the bereaved find “sig-
nificance in the experience of suffering, and transformation in the midst of
tragedy” (Neimeyer et al., 2002, p. 44).



Terrorism: Counselor’s Role in Recovery and Treatment 269

Rituals and Expressive Strategies

Rituals and other expressive strategies offer powerful meaning-making
opportunities for the bereaved. Specifically, rituals help to transform suffer-
ing into meaning through allegorical reflection and activity (Johnson, 2003).
Formal and informal rituals and commemorations allow the powerful emo-
tions associated with traumatic loss experienced as a result of mass violence
to be directed into activities that unify survivors with each other, the
deceased, their community, and even the larger universe. Rituals can be par-
ticularly facilitative in the mourning process for survivors whose loved ones
are killed as the result of a terrorist act because they help to offer the hope
that compassion, love, and goodness are larger than evil; that humanitarian
values ultimately triumph over hate (Young et al., 1998). In a time of massive
loss, such as with the 9/11 terrorist attacks, rituals can facilitate healing across
communities, in addition to providing opportunities for meaning-making on
the part of the individual.

As such, the use of rituals was widely promoted by helping professionals
in working with the 9/11 bereaved. For months after the disaster, funeral
services and memorials were designed in ways that would speak to the
unique meaning of the persons who died and the roles they played in life.
Counselors supported family members in establishing rituals that would
reflect the meaning and spirit of the loved one who died. Communities estab-
lished memorials, renamed street signs, and instituted community events to
memorialize their dead neighbors and, in so doing, helped to reconstruct
meaning in their own lives.

Those who can derive meaning from crisis or suffering are better able to
heal and grow. After 9/11, the bereaved individuals who were able to make
meaning out of these tragic events (whether spiritually based or not)
appeared to have better coping capacity than those who could derive no
sense of meaning at all from the experience. In terms of mental health sup-
port, helping the bereaved to tell their stories and author the biographies of
their loved one can be highly therapeutic.

Over the past two years, I have volunteered as a healing circle leader for a bereave-
ment camp program that runs bereavement support weekends for children and
teens who lost a family member on 9/11. The goal of these circles is to provide safe
and nurturing space for bereaved children to talk about their loss, their loved one,
and what that person/loss means to them. I can think of no better illustration of the
healing effects that come from making-meaning out of a tragedy than to share the
account of one of the teenage members in a group I led about a year ago, who, in
reference to his loss of his fireman father, said, “My father’s father, my pop, was a
fireman too . . . he died fighting a fire where he saved this lady’s life from a burn-
ing building but went back in for more people and never came out. . . . My father
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always told me that story every time he took me to the firehouse. My father went
into the WTC to save lives and never came out, but I know he made it possible for
others to get out. I think my father was meant to die in the WTC saving lives, just
like his father did. I bet they are both up in heaven putting out fires right now . . .
if they have fires up there anyway (smiling).”

Terrorism and Children: Mental Health Impact and Interventions

For children, stress reactions to traumatic events can include depression,
anxiety, conduct problems, regression, and dissociative reactions (Clark &
Miller, 1998). Furthermore, disaster trauma can compound co-morbid con-
ditions in children and set the stage for embedding anxieties in the long-term
(Bolton, O’Ryan, Udwin, Boyle, & Yule, 2000). The developmental age of
the child influences how that child will react to the disaster. In young chil-
dren, for example, common post-trauma reactions include helplessness, gen-
eralized fear, heightened arousal, nightmares, or sleep disturbances. School-
age children might be more likely to demonstrate repetitive traumatic play,
aggressive behavior, school avoidance, close attention to parents’ anxieties,
and preoccupation with danger. Adolescents’ post-trauma reactions more
commonly include rebellion, depression or social withdrawal, reckless risk-
taking, efforts to distance oneself from feelings, and action-oriented respons-
es to trauma (Pynoos & Nader, 1993).

The need for children to receive counseling after a terrorist attack has
been documented in various research studies. Stuber and colleagues (2002)
conducted a study with 112 parents living within six miles of Ground Zero
shortly after the 9/11 terrorist attacks, which found that 22% of the children
in the sample were reported to have received some form of counseling, most-
ly delivered in schools by teachers or school psychologists. This study was
significant in finding a strong positive correlation between the parents’ level
of post-traumatic stress and their children’s receipt of counseling. Bat-Zion
and Levy-Shiff (1993) also found that parents serve as mediating factors in
the post-trauma reactions of their children; negative parental expressions are
associated with increased levels of distress feelings and positive parental atti-
tudes are associated with increased coping efforts on the part of their chil-
dren. In a telephone study conducted with more than 400 parents through-
out Manhattan four months after 9/11, Fairbrother and colleagues (2004)
found a substantial disparity between apparent need for and receipt of men-
tal health services for children after the terrorist attacks. These findings
underscore the need for intensified efforts to identify, refer, and treat chil-
dren in need after events of mass violence.

To cope effectively with the traumatic effects of terrorist attacks, children
need (a) close affectional bonds with a caring adult; (b) explanations that pro-
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vide an age-appropriate understanding of the meaning and implications of
the events that have transpired since 9/11, an understanding that enables
them to still view the world as basically safe, meaningful, and fair; and (c)
opportunities to do things that enable them to feel good about themselves
and to perhaps feel they are contributing to solving the problem we are all
facing (Pyszczynski et al., 2003). Mental health intervention strategies should
aim to meet these needs. Part of this includes providing children the oppor-
tunity to talk about these events and to have age-appropriate explanations
given to them by caring adults. Telling children the truth (in age-appropriate
terms), but not more than they need to know, is usually the best practice in
times of crisis.

In counseling youth for post-traumatic stress symptoms, use of cognitive-
based rather than affective-based approaches is considered most effective.
Rather than probing children who have experienced a traumatic event on
their feelings, the counselor is better off helping them to tell their stories in
progressive steps using fact-based information rather than feelings (Lovre,
2001). In treating for post-traumatic stress, it is important to recognize that
younger children do not have the verbal or cognitive abilities needed to
express the affect attached to traumatic events (Yule, Perrin, & Smith, 2001)
Non-talk intervention methods become vital in addressing post-traumatic
stress reactions in young or nonverbal children after disasters.

Research has demonstrated that play serves as a form of expression and
reduction of anxiety in children (Saylor, 1991). In the months following the
attacks on the WTC and the Pentagon, common observations included chil-
dren engaged in traumatic repetitive play (e.g., playing with blocks portray-
ing tall buildings and having toy planes [or other objects] crash into them and
knock them down). Child’s play, even that which might appear distressing to
the adult eye, should be an encouraged intervention activity in times of cri-
sis. In such cases, the child can be encouraged to role play the rescue per-
sonnel who helped to save lives in the tragedy as a way to promote a sense
of meaning out of the tragedy. Of course, if a child seems obsessed with vio-
lent thoughts or images for more than a few days, further mental health
assessment and intervention would be indicated (Retrieved April, 19, 2004,
from www.nasponline.org/ NEAT/children_war.html).

Play therapy has been found effective when employed with young chil-
dren in crisis (Cerio, 1994). Similarly, creative arts therapy is an intervention
strategy that promotes meaning-making for children in times of crisis. After
the 9/11 terrorist attacks, creative arts therapists provided interventions for
children and families who had been directly impacted by the terrorist attacks
at both the WTC and Pentagon sites (Gonzalez-Dolginko, 2002; Howie,
Burch, Conrad, & Shambaugh, 2002). Through the use of art materials and
a safe environment, creative arts interventions can help to create a transi-
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tional space in which affected children can begin to creatively experience
and, therefore, comprehend their world in a new way (Howie et al., 2002).

For practitioners working with children, schools, and parents in times
clouded by the augur of terrorist threats, understanding how to foster a sense
of safety and coping skills as a means of promoting resilience on the part of
young people is critical (Cicchetti & Toth, 1997). As part of this, mental
health specialists have been increasingly called on to serve as consultants to
schools and parent groups for guidance on how to address the fears and anx-
ious behaviors of children in these times (Pfefferbaum, Call, & Sconzo, 1999).
Today more than ever, it is critical for parents and those who work with
young people to understand how to recognize post-traumatic stress reactions
as manifested in children at different ages and knowing how to take appro-
priate action in these cases.

Consultation Resources

Although counselors are not expected to possess expertise across all areas,
they have an ethical responsibility to provide basic guidance and referral
information to assist clients in accessing expert sources of assistance. Helpful
resources to utilize in consulting with families, parents, schools, and com-
munity groups include the following:

* The American Academy of Pediatrics has prepared a Family Readiness
Kit to help families prepare to handle a terrorist event, which includes
determining a family disaster plan that specifies emergency contacts
and the identification of rally points and disaster supplies (http://www
.aap.org/family/frk/frkit29.htm). Additionally, information and re-
sources related to the psychosocial aspects of addressing the needs of
children in the aftermath of terrorism and disaster can be accessed at
(www.aap.org/terrorism/topics/psychosocial_aspects.html)

* The American Red Cross (ARC) developed a set of guidelines for fam-
ilies to prepare for a terrorist attack. The contemporary practitioner will
recognize the value that a sense of preparation for the unexpected can
offer the individual to help offset the anxiety of nonspecific threat and
sense of helplessness that cloud these troubled times. Counselors can
refer their clients to ARC’s four-step preparation plan as a means of
helping to ease the anticipatory anxiety that has been wrought by ongo-
ing terrorist threats (http://www.redcross.org/services/disaster/0,1082,
0_589_,00.html).

* The National Association of School Psychologists (NASP) produced a
handout titled “A National Tragedy, Helping Children Cope: Tips for
Parents and Teachers” that can be downloaded from its website (www
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nasponline.org/NEAT/terrorism.html) for distribution to families and
schools. This document outlines guidelines for parents, adults, and
schools in steps that can be taken to help children effectively cope with
terrorist attacks.

* The National Center for Children Exposed to Violence (NCCEV),
which is part of Yale University’s Child Studies Center, has produced
helpful resources, guidelines, and publications that specifically address
mental health response to children affected by terrorism, highlighting
the distinctions between human-made and natural disaster response.
Many of these resources, including guidelines for parents and teachers
on talking to children about war and terrorism, can be found online:
www.nccev.org/violence/children_terrorism.htm)

* The National Advisory Committee on Children and Terrorism
(NACCT) produced a document in June 2003 that includes recom-
mendations to the Secretary of Health and Human Services on matters
related to terrorism and its impact on children. The importance of early
intervention in promoting post-disaster resilience on the part of chil-
dren and families is emphasized, as is the call to be sensitive to the dif-
ferent needs and vulnerabilities of children at different ages and from
diverse cultural communities. This document can be accessed online
(www.bt.cdc.gov/children/PDF/working/Recommend.pdf).

« The National Mental Health Association (NMHA) has online materials
that address coping with disaster and loss resulting from war and ter-
rorism (http:// www.nmha.org/reassurance.cfm).

The Need for Training and Supervision

Studies conducted after 9/11 bore out the need for mental health workers
to be better trained in crisis intervention and response to trauma (Auger,
Seymour, & Roberts, 2004). Counselors need to know the differences
between disaster and nondisaster mental health services. Similarly important
is the need for mental health responders to be prepared and supervised to
prioritize their own self-care as a means of ensuring effective and ethical
practice during this type of disaster (Kaul, 2002).

When I think about those early days and weeks after 9/11, I am dramatically
reminded of the absolutely unique circumstances we all found ourselves in as
counselors quickly mobilized to address the psychological needs of the survivors
and rescue workers we encountered each day. Although great humanity and a
helping spirit were shown in the days immediately following September 11th in
the New York metropolitan area, it was often in the context of a great deal of con-
fusion and inefficiency within and between helping agencies and personnel. In
those weeks, there were myriad sites where disaster mental health services were
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being offered, including those sponsored by the American Red Cross and the
Federal Emergency Management Agency, not to mention those provided by hos-
pitals, churches, and community counseling centers. Good intentions and gener-
al competence notwithstanding, not all of the counselors involved in these efforts
were well trained in disaster mental health services and early intervention proce-
dures. As a Counselor Educator working in these extraordinary circumstances, I
became very aware of the significant need for training in crisis intervention and
disaster mental health services in the preparation of mental health counselors for
contemporary practice.

As part of its disaster relief services, the American Red Cross (ARC) has
established a formal disaster mental health service comprised of mental
health professionals who have been trained specifically to address the first-
order psychological needs of those affected by disasters. This certification
training is considered mandatory for practitioners who wish to be qualified
to engage in the provision of mental health services in disasters. As the threat
of terrorism has become a greater reality, it is critically important that a body
of trained mental health workers are prepared and ready to respond when
and if the need arises. Mental health counselors interested in acquiring this
training and certification are encouraged to contact their state or local branch
of the American Red Cross (www.redcross.org).

Counselor Self-Care Issues

When a “crisis” event has a long-term impact or there is no immediate clo-
sure, such as in the aftermath of 9/11, the responding caregivers are at risk of
burnout or “vicarious traumatization” or “compassion fatigue” (Figley, 1995),
all of which can occur as a result of continued commitment to the helping
role and involvement in stories of pain and suffering day after day. Burnout
is characterized by symptoms such as sleep disturbances, overwhelming
fatigue, somatic conditions such as headaches or backaches, irritability, men-
tal confusion, cynicism, depression, and intense vulnerability. Counselors
need to monitor these reactions and take care of their physical and emotional
needs. Failure to do so can diminish their ability to function and potentially
lead to more serious stress reactions, such as secondary traumatic stress dis-
order (STSD). As such, proactive support and good supervision for mental
health workers are necessary to avoid the potential for becoming ineffective
in working with disaster victims. Well-intended individuals who lack the req-
uisite skills run the risk of adding to the crisis (retrieved June 2, 2004 from
www.nasponline.org/ NEAT/caregivers_general.html).

Mental health counselors need to be especially alert to the emergence of
countertransference when dealing with the victims of mass violence (Gion,
2002). There are two forms of countertransference reactions that mental
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health practitioners can experience as a result of listening to survivors’ pain,
suffering, and traumatic circumstances when working with trauma victims
(Wilson & Lindy, 1995). In “underresponsive” countertransference, the men-
tal health practitioner may dissociate from the speaker, experience a numb-
ing response, minimize the seriousness of the survivor’s experience, or
become overly clinical with the client. This is when the counselor seeming-
ly “shuts down” and becomes underresponsive. In “overresponsive” coun-
tertransference, the counselor overidentifies on a personal level with the vic-
tim’s trauma and can become psychodynamically enmeshed with the client.
The potential for these types of reactions in disaster response work under-
scores the need for ongoing clinical supervision of the mental health worker.
Given these implications, Harbert (2000) notes the need to better focus on
the effects of countertransference in the graduate training curricula for help-
ing professionals who will be working with trauma victims.

Counselors who work over the long-term with survivors of human-made
disasters can become pessimistic and question the meaningfulness of a world
in which such horror takes place. As with their clients, counselors can engage
in self-care strategies that promote meaning-making and call on one’s sense
of spirituality to make sense of a world in which basic assumptions of safety
and constancy no longer seem to apply. Basic strategies such as getting the
proper rest, taking time away from the work scene (physically and mentally),
physical exercise, relaxation, calling on social supports especially family, and
enjoying the arts and recreation all can help to restore lost energy and recon-
struct meaning for the counselor.
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Highlight Section

HELPING MILITARY PERSONNEL/VETERANS
AND FAMILIES MANAGE STRESS REACTIONS
AND NAVIGATE REINTEGRATION

PETER M. GUTIERREZ AND LISA A. BRENNER*

vailable evidence indicates that the mental health needs of those who

have served or are serving in Iraq and Afghanistan are significant
(Lineberry, Bostwick, & Rundell, 2006; Milliken, Auchterlonie, & Hoge,
2007; Seal et al., 2008). Based on existing literature (Lineberry, Ramaswamy,
Bostwick, & Rundell, 2006), we expect that the physical and psychological
challenges faced by some individuals will require intervention, and that the
type of care needed will evolve over time. Moreover, challenges associated
with deployment are often also experienced by family members (e.g., spous-
es, children) (Eaton et al., 2008; Lincoln, Swift, & Shorteno-Fraser, 2008).
Meeting the needs of military personnel/veterans and their families can be
facilitated through community, Department of Defense (DoD), and Depart-
ment of Veterans Affairs (VA) partnerships.

Hoge and colleagues (2006) studied a group of soldiers who had served in
Iraq and found that 65% of individuals had a history of combat experience.
Such exposure has been found to be associated with physical injuries, psy-
chological wounds, or both (Gondusky & Reiter, 2005; Hoge et al., 2004).
The RAND Corporation (Tanielian & Jaycox, 2008) applied prevalence esti-
mates for post-traumtic stress disorder (PTSD) (5% to 15% of persons
deployed) and depression (2% to 10% of persons deployed) to the 1.64 mil-
lion service members who had been deployed at the time of the study. The

*Adapted from Gutierrez, P. M., & Brenner, L. A. (2009). Introduction to the special section:
Helping military personnel and Veterans from Operation Enduring Freedom and Operation Iraqi
Freedom (OEF/OIF) manage stress reactions. Journal of Mental Health Counseling, 31(2), 95-100.
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resulting estimates of individuals with PTSD and depression were 75,000 to
225,000 and 30,000 to 50,000, respectively. Work by Terrio et al. (2009) sug-
gested that 22.8% of soldiers in one Brigade Combat Team had a history of
probable traumatic brain injury (TBI), with 7.5% of these individuals contin-
uing to endorse sequelae at post-deployment. A follow-up study by Brenner,
Ivins, and colleagues (2009) indicated that a combination of mild TBI and
PTSD was more strongly associated with symptom prevalence (headache,
dizziness, balance problems, irritability, and memory problems) than either
condition alone. We do not yet know the potential long-term impact of psy-
chological and/or physical symptoms on psychosocial functioning. More-
over, there are challenges associated with employing evidence-based assess-
ment and/or treatment strategies when conditions are co-occurring (e.g., TBI
and PTSD) (Brenner, Vanderploeg, & Terrio, 2009).

As individuals return from deployments and re-deployments to Iraq and
Afghanistan, clinicians are seeing clients at differing points in their process of
community re-integration. At the same time, the onset of symptoms and
recovery appears to vary between individuals. Work by Corso et al. (2009)
highlight that many individuals are exhibiting symptoms but do not meet the
full diagnostic criteria for PTSD. Findings from the Millennium Cohort
Study suggest that the onset of PTSD is often delayed as much as 10 months
post-deployment (Smith, 2007). Providing early evidence-based interven-
tions (Edward, 2005; Foa et al., 2005; Resick, Nishith, Weaver, Astin, &
Feuer, 2002; Southwick, Vythilingam, & Charney, 2005; Wagner, Zatzick,
Ghesquiere, & Jurkovich, 2007) may change the trajectory of recovery and
ultimately facilitate function and re-integration.

It is helpful for clinicians to remember that some PTSD symptoms, such
as hyper-vigilance, are adaptive while military personnel are in theater. Out
of necessity, the long-term adoption of such strategies may have been rein-
forced across multiple deployments. Upon returning home, these same
strategies (symptoms) can impede re-integration with the civilian communi-
ty. Recently returned service members may need the assistance of an under-
standing clinician to make these connections and determine how best to
adapt their coping strategies.

Doyle and Peterson (2005) contend that programs aimed at improving the
process of re-entry and re-integration will normalize the experiences of
returning military personnel. For active duty service members, these process-
es may be facilitated by military community support; however, for reservists
and guardsman, “reintegration largely is shouldered by the communities
from when they came” (Doyle & Peterson, 2005, p. 367). This reality serves
as both a challenge and an opportunity for community-based providers.
Doyle and Peterson also suggest that successful re-entry is enhanced when
families are included in the process.
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Military marriages face significant obstacles even without deployments,
such as moves and separations, loss of friends and jobs secondary to re-
assignment, and parental absence (Gambardella, 2008). Eaton and col-
leagues (2008) found that military spouses screened positive for major
depression or anxiety disorders at rates similar to those seen among military
personnel returning from combat. Deployment-related stresses are also felt
by the children of military personnel. Lincoln et al. (2008) suggested that,
although most children are resilient to the effects of deployment, those with
pre-existing psychological conditions (e.g., anxiety and depression) may be
particularly vulnerable. Chartrand, Frank, White, and Shope (2008) found
that children between the ages of three and five with a deployed parent expe-
rience more internalizing and externalizing symptoms than their peers who
do not have a deployed parent. These findings held even after statistically
controlling for the respondent parent’s stress and depressive symptoms. The
spouses studied by Eaton and colleges (2008) were much more likely to seek
care for mental health-related complaints than their partners. Such care is
often “outsourced” to civilian care providers (Eaton et al., 2008), thereby
highlighting the need for community, Department of Defense, and Veterans
Administration collaborations.

Clinicians are encouraged to explore evidence-based interventions aimed
at decreasing stress-related symptoms. For example, exposure-based thera-
pies have been shown to be effective for individuals with combat-specific
PTSD (Black & Keane, 1982; Fairbank & Keane, 1982; Keane & Kaloupek,
1982; Resick & Schnicke, 1992). More recently, Orsillo and Batten (2005)
have argued that Acceptance and Commitment Therapy (ACT; Hayes,
Strosahl, & Wilson, 1999) could be particularly useful in reducing avoidance
of unpleasant emotions and facilitating exposure and positive changes in
clients’ lives. A more difficult task may be helping returning military per-
sonnel establish and maintain healthy relationships with those outside the
military/veteran community (Brenner et al., 2008). We therefore recommend
couples or family therapy (e.g., Sherman, Zanotti, & Jones, 2005), possibly
supplemented by targeted social skills training (e.g., Turner, Beidel, & Frueh,
2005) as supportive elements, particularly during transition periods.
Community providers are also encouraged to learn about evidence-based
psychotherapy dissemination, which is occurring with the VA (Karlin, 2009).
Current national initiatives include training VA mental health clinicians in
the delivery of evidence-based psychotherapies for PTSD (Cognitive
Processing Therapy [Resick et al., 2002], Prolonged Exposure [Foa et al.,
2005]), depression (Cognitive Behavioral Therapy [Beck, Rush, Shaw, &
Emery, 1979]), and Acceptance and Commitment Therapy [Hayes et al.,
1999]), and serious mental illness (Social Skills Training [Department of
Veterans Affairs, 2010]).
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Becoming familiar with the relevant areas of the treatment literature dis-
cussed so far is important for clinicians likely to be working with military and
veteran clients. However, there are other steps that community mental
health providers can take to enhance their ability to work with returning mil-
itary personnel and their family members. Clinicians need to be aware of
common factors (e.g., military culture, multiple deployments, combat expe-
riences) and client worldviews, which may or may not differentiate these mil-
itary personnel/veterans from members of the general population (Ridley,
Chih, & Olivera, 2000). The importance of appreciating the military as a
unique culture cannot be overstated. Clinicians are encouraged to increase
their familiarity with military structures, history, and values. A review of
Battlemind training (Walter Reed Army Institute of Research, 2007) may
help to facilitate this process when working with returning army personnel.
Although these educational materials were developed by the DoD to aid war
fighters’ transitions back home after deployments, they may also serve as a
starting point for clinicians to become oriented to current army culture.
Topics covered in Battlemind may also be used to facilitate discussions
regarding re-integration.

The Department of VA (http://www.va.gov) and local VA hospitals are
also a source for information and services. Community mental health coun-
selors are encouraged to become familiar with national and local resources
and acquire knowledge regarding how to help clients’ access services (e.g.,
benefits, health care). Providing clients with information regarding VA health
care options and benefits communicates both knowledge regarding the mil-
itary/para-military culture and a willingness to augment existing care strate-
gies. Conversely, VA and DoD clinicians are encouraged to become familiar
with national and local non-military-related mental health and social servic-
es, engage with community providers, and encourage collaborative care.
These approaches should reinforce the notion that all members of the men-
tal health community are working toward a common goal. Helping military
personnel/veterans establish and maintain the best possible trajectory toward
recovery will take increased effort and creativity on the part of all involved.
Clinicians in the community, DoD, and VA share the responsibility of work-
ing together and learning from each other to meet the needs of returning mil-
itary personnel, veterans, and their families.
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Chapter 14

TRAUMA COUNSELING

SusAN C. MCGROARTY

OVERVIEW

aring for trauma survivors can be challenging but rewarding work.
Trauma can wreak havoc on people’s lives, and skilled counselors help
their clients forge a new beginning. Understanding trauma’s impact, risk and
resilience factors, cultural considerations, and the application of a stage-
based model are the foundations for developing special expertise in this area.
Since the time of Hippocrates, healers have been instructed, “First do no
harm.” This caution is especially applicable to therapists providing treatment
to trauma survivors. Often at a low point in their lives, these clients are par-
ticularly vulnerable and challenge us to do our best to relieve their suffering.
The nature of the work can be debilitating to the therapist, and there is even
some suggestion that “trauma work” can impact our personal relationships
(Giordano, 2010). Dimidjian and Hollon (2010) remind us of the importance
of choosing interventions and treatments designed to safely and effectively
address the psychological aftermath of trauma. In the context of trauma
counseling, Hippocrates’ saying applies to the therapist in caring for their
client and in caring for themselves!
To effectively treat trauma survivors, it is important to have some back-
ground understanding of psychological trauma. In this section, we discuss
types of trauma and the risk of experiencing them.
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TYPES OF TRAUMA

The evening news documents large-scale catastrophic traumatic events
such as natural disasters, violence, terrorism, and earthquakes. Other events
that are commonly considered “traumatic” include the experience of abuse,
car accidents, and medical challenges. It is impossible to create a compre-
hensive list of events that can induce a traumatic reaction because many
experts believe that trauma is in the perception of the survivor. A case exam-
ple illustrates this point. Joan was in a minor car accident. She hit a light post
and the air bag deployed. A white cloud engulfed her, and powder from the
airbag swirled all around her. Joan believed she was dying and going to heav-
en. Although she did not sustain serious physical injuries in the accident and
no one else was hurt, Joan incurred a serious case of post-traumatic stress dis-
order (PTSD) from what essentially could be described as a minor car acci-

dent. Her belief that she was dying created the intense fear that can precipi-
tate PTSD.

RISK AND RESILIENCE

The case of Joan illustrates an important aspect of psychological trauma,
the morbidity or risk of incurring a trauma reaction. It is important to
remember that most people who are exposed to a trauma will NOT become
traumatized (Yehuda, 2004). There are several critical factors to assess when
evaluating level of risk: nature of trauma, degree of exposure, previous trau-
ma, multiple risk factors, impact and coping factors (Brewin, Andrews, &
Valentine, 2000, p. 748). Ozer, Best, Lipsey, and Weiss (2003) suggest that
risk factors can be categorized into three groups: “(a) historical or static per-
son characteristics such as family psychiatric history, intelligence, childhood
adversity and other previous trauma; (b) trauma severity; and (c) social sup-
port and life stress” (p. 54).

The nature of the trauma is often a predominant risk factor. It is well doc-
umented in the literature (Voges & Romney, 2003) that man-made disasters
(war, terrorism, torture, crime) are more traumatogenic than natural disasters
(tsunamis, hurricanes, earthquakes). Although there are significant individual
differences, the level of exposure to the trauma and severity are common
predictors. A meta-analysis conducted by Brewin, Andrews, and Valentine
(2000) found that other factors that predispose people to trauma reactions
include previous psychological trauma, additional life stressors, female gen-
der, low socioeconomic stress, multiple traumas, and lack of social/commu-
nity support. Finally, Voges and Romney remind us of the interactional and
kindling impact of multiple risk factors. The more traumatogenic events peo-
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ple are exposed to, the more likely they are to develop a trauma reaction.
Survivors of Hurricane Katrina often endured multiple stressors and losses:
the hurricane, loss of home, loss of work, separation from community sup-
ports, and institutional oppression. These factors combined to significantly
increase the trauma morbidity (chance of developing trauma symptoms) for
Katrina survivors.

The work of Ehring, Ehlers, and Glucksman (2008) in risk and resilience
emphasizes the importance of understanding the personal meaning of the
event to the survivor (Joan thought she was dying). Massad and Hulsey
(2006) remind us that when something terrible happens, it is natural for peo-
ple to try to understand why it happened. The authors outline the following
factors in the attribution of causation: “Locus (me/outside of me); stability
(fixed/unpredictable); controllability; generalizability” (Massad & Hulsey,
2006, p. 202). Internal locus of control, persistence of negative events, and
global attributions are associated with a higher level of risk of mental health
disorders (Gray & Lombardo, 2004; Levy, Slade, & Radasinghe, 2009).

Cognitive perspective has also been investigated as a risk factor for devel-
oping PTSD. Petersen et al. (2008) found that a pessimistic explanatory style
(Bad things always happen to ME) is associated with increased mental health
risk. Leikas, Lindeman, Roininen, and Lihteenmiki (2009) exhort us to con-
sider the role of the cognitive/emotional style of avoidance in assessing trau-
ma risk. People who do their best to try not to think about the event are often
at the greatest risk for developing symptoms.

Finally, physiological responses may also account for risk. The role of the
sympathetic, parasympathetic, and adrenergic systems in protecting and
defending the brain and the nervous system is an exciting area for future
study (Ozer et al., 2003). Resilience factors can often counteract even signif-
icant risk factors. Brewin, Andrews, and Valentine (2000) identify the fol-
lowing protective elements: age (not too young, not too old), gender (men
are generally less vulnerable to PTSD), and social (family/community) sup-
port.

The role of social support and individual difference in risk and resilience
emphasize the importance of incorporating multicultural and diversity fac-
tors in trauma therapy. Andermann (2002) cautions us about making
assumptions and the importance social construction in views of trauma.
What is traumatic for me may not be for you!

Risk and Resilience: Multiculturalism and Diversity

To fully understand who is the most susceptible, it is important to consid-
er the multicultural and diversity aspects of the trauma-exposed individual.
Factors such as the identification of what constitutes a trauma, the decision
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to discuss an event, expression of emotions, presentation of symptoms, and
resources for help are all culturally mediated. For example, in some cultures,
trauma presents as vague, undifferentiated somatic symptoms. Levy, Slade,
and Ranasinghe (2009) studied the impact of belief in karma and the after
effects of the 2006 tsunami. These authors found that belief in karma was
associated with more significant symptoms.

Multicultural factors are frequently associated with risk. Groups that are
oppressed and marginalized are often more vulnerable to adverse psycho-
logical consequences. For these reasons, it is important to understand your
clients’ multicultural background in order to treat them most effectively.

TRAUMA ASSESSMENT

There are many options for formal assessment of trauma symptoms. The
National Center for PTSD publishes a comprehensive overview of instru-
ments. The PTSD checklist (PCL-C: civilian, PCL-M: military, and PCL-S:
specific) are typically available from the Center (see the Resources section).

Clinical assessment of trauma should focus on the typical material covered
in an intake as well as trauma-specific symptoms. Reacting to triggers, disso-
ciation, and nightmares are common problems. It is also important to ascer-
tain safety and risk factors. In addition to the potential for suicide and other
violent acts, trauma survivors often expose themselves to danger when re-
experiencing some aspect of their trauma. For example, Donna, an incest
survivor, re-experienced her childhood sexual abuse by prostituting herself.
Many trauma survivors often engage in self-injury of para-suicidal behaviors
such as “cutting.” Depending on the client, self-injury can range from an
attempt to prevent a more serious suicide attempt or a dissociative pain expe-
rience. Donna told me, “When I cut and see that blood oozing down my
arm, I feel peace.” When interviewing a client, it is often helpful to have a
family member or other informant provide information.

A medical evaluation is almost always indicated. It is well documented in
the literature that trauma impacts the body as well as the mind (van der Kolk,
1994). Researchers such as van der Kolk (1994), Shore (2002) and Scaer
(2007) describe the physiological effects of trauma. Cognitive problems such
as difficulty with memory and concentration and physical problems (such as
thyroid dysfunction) resulting from over-activation of the nervous system are
not uncommon. Medications are often useful in alleviating trauma symp-
toms.
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TRAUMA DIAGNOSIS

The Diagnostic and Statistical Manual of Mental Disorders (4th ed., text revi-
sion) (DSM-IV-TR) (American Psychiatric Association, 2000) offers several
options for diagnosing psychological trauma. Acute Stress Disorder (ASD) is
typically diagnosed within a month of the event and requires symptoms con-
sistent with dissociative tendencies. PTSD describes a persistent constellation
of symptoms in the following categories: arousal, re-experiencing, and avoid-
ance. It can be diagnosed shortly after the event or as “delayed onset.”
Diagnosis of both ASD and PTSD utilize the same initial criterion:

A. The person has been exposed to a traumatic event in which both of the fol-
lowing were present: the person experienced, witnessed, or was confronted
with an event or events that involved actual or threatened death or serious
injury, or a threat to the physical integrity of self or others (2) the person’s
response involved intense fear, helplessness, or horror. (p. 457)

Complex trauma (Herman, 1992) is diagnosed when a client has been
exposed to multiple traumas or has been suffering from severe, un-remitting
symptoms for years. Complex trauma is also called Disorders of Extreme
Stress Not Otherwise Specified (DESNOS). Neither DESNOS nor complex
trauma has a current DSM-IV-TR equivalent. Many clinicians use the DSM-
IV-TR category Anxiety Disorder Not Otherwise Specified.

When assessing trauma, it is also important to consider other co-morbid
conditions such as Major Depression, another Anxiety Disorder, and
Substance Use Disorders. Depending on intra-personal and cultural vari-
ables, some people who experience a traumatic event might be more sus-
ceptible to a Mood Disorder than to PTSD. Although not included in the
present version of the DSM-IV-TR, trauma scholars are increasingly interest-
ed in cultural trauma. Cultural trauma occurs when a group of people have
been oppressed and “refers to a dramatic loss of identity and meaning, a tear
in the social fabric, affecting a group of people that has achieved some
degree of cohesion” (Eyerman, 2002, p. 2).

EFFECTIVE TRAUMA TREATMENT

So what constitutes effective trauma therapy? This chapter delineates
experts’ consensus of good trauma therapy. There are essentially two broad
components: care of the client and care of the therapist. Your care plan will
vary depending on the time since the traumatogenic event, the symptomss
and your role.
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INITIAL STAGES

In the initial aftermath of a devastating event, counselors typically provide
psychological first aid. This early stage intervention model focuses on pro-
viding comfort, support, and resources to the survivor. Bison et al. (2009)
found that encouraging people to talk about the trauma too soon can create
or exacerbate trauma reactions in otherwise psychologically healthy people.
Other research corroborates this finding (Brymer et al., 2006). To address
this concern, they developed the Psychological First Aid Field Operations
Guide (PFA). The PFA incorporates research-based response strategies that
facilitate adaptive coping and are applicable to people across the develop-
mental spectrum (Vernberg et al., 2008). The authors identify the integration
of multiculturalism as a strength of the PFA.

PFA intervention strategies are divided into eight modules (Vernberg et
al., 2008). The core principles are based on (a) promoting sense of safety, (b)
promoting calming, (c) promoting sense of self- and community efficacy, (d)
promoting connectedness, and (e) instilling hope. Counselors responding to
a disaster (such as the earthquake in Haiti) might find themselves helping
people locate family members, finding clean water, or arranging transporta-
tion to religious services. In providing care, it is important to recognize the
limits of the Western perspective of mental health and incorporate indige-
nous healing customs and traditions (Aina, 2009).

TREATMENT CONSIDERATIONS

Phase-based models are the most widely used approaches to individual
trauma therapy. In 1992, Judith Herman revolutionized trauma care with the
introduction of the tri-phasic model. The three phases of this model are
“Safety and Stabilization, Remembrance and Mourning, and Reconnection”
(Herman, 1992, p. 132).

Therapy of the traumatized client should not solely focus on the trauma.
Presentation of trauma symptoms is complex and variable and usually
impacts relationships. The nature of the trauma, developmental stage of the
survivor, as well as factors such as culture and gender can mediate the expres-
sion of symptoms and course of treatment. For this reason, it is important to
consider two caveats when treating trauma survivors. Trauma work should be
part of psychotherapy and not treated as isolated symptoms. Treatment
should also be formulated to meet the needs of the individual. The most com-
mon trauma therapies are integrative, which means they incorporate tech-
niques from several different schools conceptualized to deliver stage-based
trauma therapy. The standard of care is to use a stage-based model.
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Let’s review a few models. Herman’s (1992) model is widely used. It con-
sists of the following phases: Stage 1: Safety; Stage 2: Remembrance and
Mourning; Stage 3: Reconnection. Briere (2002) has also formulated a phase
approach to trauma treatment that integrates psychodynamic, cognitive-
behavioral, and humanistic principles (Dass-Brailsford, 2007). His stages
include: Stage 1: Safety and Support; Stage 2: Therapeutic Feedback; and
Stage 3: Working Through.

In describing the meta-model or consensus model for treating manifold
presentations of PTSD, Courtois (2008) describes the following stages:

Stage 1: Pre-treatment issues, treatment frame, alliance-building, safety,
affect regulation, stabilization, skill-building, education, self-care, and sup-
port. (p. 93)

Stage 2: Deconditioning, mourning, resolution, and integration of the trau-
ma. (p. 95)

Stage 3: Self- and relational development, enhanced daily living. (p. 95)

This chapter mirrors Herman’s model. It is important to remember that the
stages aren’t invariant: Just because you address affect regulation in Safety
doesn’t mean you won'’t revisit it in Remembrance & Mourning.

STAGE 1: SAFETY & STABILIZATION

Safety

In the initial stages of trauma therapy, it is vital to help our clients feel safe.
Safety may have to account for threats from external factors (people, situa-
tions) or an internalized threat to the self. Many trauma survivors experience
periods where they think about or actually engage in self-harm. As men-
tioned earlier, these behaviors can range from either unconscious or con-
scious dangerous re-enactments to self-injury (cutting) or suicidal gestures.
Working with a client in this stage can be quite anxiety provoking for the
therapist. Tools, documentation, and ongoing supervision can help minimize
the risk to the clinician.

Some common tools used to establish safety include forming a strong
working alliance, environmental manipulation, and the use of assessment
tools to gauge level of risk. Helping the client develop a “first aid kit” can
help minimize the incidence and severity of self-injury.

The literature is replete with documentation of the importance of a strong
working alliance (Horvath & Symonds, 1991; Martin, Garske, & Davis,
2000), leading many to conclude that it is an essential aspect of therapy
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(Norcross, 2002). Recently, Barber et al. (2009) found that the impact of a
positive alliance prevails even after the client has finished treatment. The
importance of considering multicultural factors when tending to the alliance
cannot be overemphasized (Vasquez, 2007).

Environmental manipulation is defined as helping the client or their care-
givers to change a dysfunctional element of their environment. Examples of
such interventions include helping an abused partner find a shelter or help-
ing a traumatized client find a new route to work that doesn’t pass the site of
the trauma.

Suicidal clients are particularly worrisome for the clinician. Tools such as
the Beck Depression Inventory and the Beck Hopelessness Scale can help
ascertain level of risk. The resources section of this chapter identifies several
excellent web-based resources for managing suicide risk.

Self-injury is another common problem among trauma survivors. In a
Frontline video (Frontline & Dallaire, 2003) detailing the factors that led up
to the genocide in Rwanda, UN General Romeo Dallaire, part of a UN del-
egation, details his struggle with self-injury and PTSD. After his deployment
ended, “I’d just drink and then I’d cut myself.” Many clients find it helpful
to assemble a self-injury first aid kit. Depending on the client, the kit can con-
tain music, art supplies, inspirational reading, markers, rubber bands, and
other items to distract and soothe.

Substance abuse is another safety consideration. Many trauma survivors
struggle with co-morbid addictions. Seeking Safety developed by Najavitis
(2002) is instrumental in working with addicted survivors. Unraveling the
relationship between triggers and substance use is instrumental in helping
clients address both problems. Other survivors could benefit from attending
12-step meetings and following a 12-step model of treatment.

Once safety is established, it is also important to address what Linehan
(1993) terms therapy-interfering behaviors. Many clients, but especially trau-
ma survivors, are ambivalent about treatment. Directly addressing therapy-
interfering behaviors (lateness, missed appointments) in a compassionate but
firm manner can enhance clients’ commitment to treatment.

Psycho-education is another integral first-stage tool. Helping clients real-
ize that they aren’t “crazy,” and that their trauma symptoms are actually a
normal reaction to an abnormal situation, can significantly reduce clients’
anxieties and cement a commitment to treatment. Cohen, Mannarino, and
Deblinger (2006), the developers of Trauma-Focused Cognitive Behavioral
Therapy (TF-CBT), present an excellent model of providing psycho-educa-
tion to children and families. It could easily be adapted for work with adults
(see “Resources”).
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Managing Emotions

Another important task in the Safety and Stability stage is helping clients
deal with the emotional disruptions precipitated by the trauma.

Leslie Greenberg (2008) emphasizes the transforming nature of emotions.
This discussion is particularly relevant to work with trauma survivors.
Trauma typically precipitates significant emotional disruption; it can shatter
the survivor’s universe. Some people will present with symptoms of emo-
tional dysregulation, whereas others will present with emotional over-regu-
lation. Emotional dysregulation is illustrated in the case of Tom. After sur-
viving a motor vehicle accident, in which the other driver and his passengers
were killed, Tom experienced severe emotional outbursts. He lost his temper
easily, had crying spells, and suffered from frequent panic attacks. Over-reg-
ulation is exemplified in the case of Kwame. Kwame, 14, fled to the United
States after his village in the Sudan was raided. He watched as his father was
murdered and mother and sisters were raped. Now settled in the United
States for several years, Kwame presents in counseling because his girlfriend
complains he sometimes seems cold and without feelings. As a result of the
trauma, Kwame over-regulates his emotions.

The close proximity between the brain’s emotion center (the limbic sys-
tem) and the memory system (hippocampus) is frequently cited as a central
factor in the development of PTSD. One of the most basic functions of emo-
tions is to signal us of important dangers in our environment. It is hypothe-
sized that the reason emotions are so close to memory is because it is adap-
tive to remember what is dangerous (children usually only need to touch a
hot stove once before learning to be careful). This signaling function of emo-
tions usually propels us to either fight or flight. Clients may experience
symptoms of hyper-arousal (fear, anger, physiological arousal, anxiety) or
hypo-arousal (traumatic dissociation). Scaer (2007) compares dissociation
with an animal playing dead to escape a threat. The organism feels the threat
is overwhelming, and the only way to (emotionally) survive is to use the
mind to escape from the experience or to convince the predator that they are
dead and there is no need for further attack. Scaer theorized that the brain
mechanism that switches off this arousal system is impaired in survivors who
develop PTSD. In summary, emotional difficulties are a central aspect of the
trauma response.

Emotional responses are quite complex. Not only is there the emotional
response produced in the limbic system, but Cameron and Jago (2008) point
out that there is an emotional response to the experience of emotions. These
authors suggest that most people experience some process of evaluating the
acceptability of a given emotion. If an emotion is deemed to be “negative”
or “unacceptable” (p. 216), a secondary emotional response (usually anxiety
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or negative self-criticism) is evoked. Thus, we potentially have a situation of
“clouds on clouds,” where one troublesome response evokes an even more
distressing response (e.g., I am so mad at myself: I should be over these panic
attacks). Techniques such as radical acceptance and mindfulness have been
shown to be helpful in interrupting this negative cycle (Davidson, 2010).

Many empirically supported therapies for trauma center around helping
people change their thoughts about the trauma and its aftermath. Linehan
(1993) points out a limitation with this approach. In her work with people
with complex trauma and Borderline Personality Disorder, Linehan noticed
that survivors frequently terminated therapy pre-maturely. She hypothesized
that survivors of complex trauma feel invalidated by a counselor’s attempt to
help them change their thoughts. In developing Dialectical Behavior Ther-
apy, Linehan incorporated principles of radical acceptance of emotions to
reduce the risk of the client feeling their thoughts and feelings are dismissed
by their counselor.

Hayes (2004) also recognizes the importance of acceptance of emotions.
Hayes postulates that most symptoms of psychological distress stem from
attempts to avoid painful emotions. Acceptance and Commitment Therapy,
another empirically supported approach to trauma therapy, incorporates the
concept of radical acceptance in its design.

So what is radical acceptance? On one level, interventions oriented from
this perspective are designed to help clients accept the unacceptable.
Consider the Serenity Prayer (Alcoholics Anonymous History, n.d.), which
is at the heart of many 12-step addiction recovery programs:

Grant me the serenity

To accept the things I cannot change,
The courage to change the things I can,
The wisdom to know the difference.

This simple prayer summarizes the principles of radical acceptance. It
seems especially relevant to trauma work. One reason for this stems from the
work of Hayes Wilson, Gifford, Follette, and Strosahl (1996). Their work pos-
tulates that mental health symptoms are the result of avoidance of emotions.
G. Everly (personal communication, 2004) talks about the traumatagenic
cognition at the heart of many survivors’ pain. He gives the example of a
police officer who watched helplessly as his partner was viciously attacked.
“I should have done something,” was the theme of many of the officer’s trau-
ma ruminations. This rumination reflects the importance of radical accept-
ance and helping the trauma survivor accept the unacceptable.

Mindfulness is a technique popularized by Linehan (1993) that helps
clients with radical acceptance. It has its origin in the Buddhist tradition. It
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can be defined as “An openhearted, moment-to-moment, nonjudgmental
awareness” (Kabat-Zinn, 2005, p. 24) and is thought of as a way of relating
to oneself and the world that can be enhanced through training and practice
(Erisman & Roemer, 2010, p. 72). Williams (2010) distinguishes from every-
day “doing” mode to mindfulness-based “being mode.” “Mindfulness train-
ing aims to cultivate an alternative (“being”) mode through meditation prac-
tices that teach people how to pay open-hearted attention to objects in the
exterior and interior world as they unfold, moment by moment. Attention is
paid not only to the objects themselves but to our reactions to them” (p. 2).
As part of trauma therapy, Kwame is learning to observe and notice what he
is feeling, without judging or trying to change it.

No matter what your theoretical orientation, helping our clients manage
their emotions is an integral aspect of trauma psychotherapy. Mindfulness
techniques and radical acceptance are important tools to help our clients
accept their thoughts, feelings, and experiences.

Managing Arousal

Related to helping our clients manage their affect is the specific skill of
strategies for dealing with anxiety. Anxiety and hyperarousal are, by defini-
tion, an integral aspect of PTSD. Many trauma survivors find relaxation
techniques such as focused, deep breathing and muscle/tension release exer-
cises helpful tools to manage their anxiety. Basic stress management tech-
niques are useful in helping people manage complicated lives exacerbated
by traumatic stress symptoms.

Dissociation is often described as hypoarousal. Dissociative symptoms can
range from momentary “spacing out” to the severe (and rare) case of
Dissociative Identity Disorder. It is important to identify and aggressively
treat dissociative symptoms. Untreated, this manifestation of trauma can lead
to increased reliance on dissociative coping and marked dysfunction.

The first step in treating dissociation is to rule out health-related and sub-
stance abuse explanations. The fact that some medical conditions can look
like dissociation underlines the importance of encouraging survivors to con-
sult with their personal physician.

Grounding techniques help clients stay focused in the “here and now”
instead of the “then and there.” Some examples of grounding techniques
include softly calling the person’s name and calling his or her attention to the
present state (sitting in the office with your feet firmly planted on the
ground). In most cases, it is not recommended to touch a dissociating person
to “pull them out of it.” It can startle or frighten the client or become inte-
grated into his or her traumatic, dissociative experience.
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Triggers

Dealing with triggers is another important aspect in the initial stages of
trauma therapy. Triggers are as unique as the individual. People, places,
smells, and sounds can all cause survivors to momentarily feel like they are
re-experiencing some aspect of the trauma. Usually, identifying triggers is an
important first step in helping people manage this distressing symptom.
Once identified, environmental manipulation, relaxation techniques, cogni-
tive reframing, and affirmations (I am safe) are instrumental in helping the
client experience a sense of control. For many people, medication is a useful
adjunct in dealing with triggers.

John, a combat veteran, found that any red substance (ketchup, paint)
could trigger a panic attack. Relaxation techniques paired with self-talk and
medication helped him navigate those triggers common to everyday living.

Sleep

Re-experiencing symptoms coupled with heightened arousal often result
in disrupted sleep. Waking up with panic attacks, nightmares, and primary
and secondary insomnia are common complaints. Poor sleep can create a
secondary cycle of symptoms if people are exhausted and trying to manage
symptoms. Therefore, it is important to exercise vigilance in assessing sleep
in trauma survivors. Psycho-education, relaxation techniques, and address-
ing day avoidance often result in more restful sleep. Sleep hygiene tech-
niques (see “Resources”) are useful tools. Some survivors benefit from
instruction and practice in “lucid dreaming.” After being raped, Judi’s sleep
was characterized by horrific nightmares. In session, she recounted the
dreams and then created different endings that were more soothing to her.
As she was falling asleep, Judi would recount the dreams and their new end-
ings.

Memory

One of the hottest controversies in trauma psychology is that of recovered
memory of childhood sexual abuse. Can people “forget” something so dis-
tressing? Freyd (1996) presents a paradigm for understanding this phenome-
non in her conceptualization of betrayal trauma. Children’s need for attach-
ment and safety, coupled with a perpetrator’s instructions “This didn’t hap-
pen,” can create a paradigm for forgetting. Other theorists argue that it is
especially unlikely for anyone to forget a tragic event (McNally, 2003). The
controversy rages on.

What is generally agreed on is that memory problems are an intrinsic
aspect of PTSD. The nature of trauma can create problems with attention
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and concentration as well as impair recall of aspects of the traumatic event(s).
Traumatic recall is typically fragmented, episodic, sensory, and highly emo-
tionally charged. Some researchers have found that other clients can dis-
tressingly recall every detail (Jelinek et al., 2009). Until the client is stabi-
lized, it is important not to push the him or her to remember because this can
precipitate marked decompensation and/or can create “false memories.”

Empirically Supported Treatments for PTSD

There is not a consensus among experts on a single model for treatment
of PTSD. The International Society for Traumatic Stress Studies publishes
guidelines for the effective treatment of trauma (Foa, Keane, & Friedman,
2000). Some commonly researched treatments include Cognitive Behavioral
Therapy (CBT) with Direct Therapeutic Exposure (Foa, Hembree, &
Rothbaum, 2007) and Eye Movement Densensitization and Reprocessing
(EMDR).

It is important to remember that there is little research on the efficacy of
these treatments for diverse populations. Given this paucity of research, it is
important to consider cultural adaptations to existing treatments in order to
enhance their utility with diverse survivors (Sue et al., 2006). The following
case illustrates an example of a cultural adaptation of an empirically sup-
ported treatment. Maria, a Mexican immigrant, sought treatment for PTSD
symptoms after a serious motor vehicle accident. She struggled with signifi-
cant hyperarousal symptoms. In respect for the Latino principal of familil-
iasm, the therapist decided to include her mother and partner in some of the
treatment sessions.

Trauma-Focused Cognitive-Behavior Therapy (TF-CBT). Developed by Esther
Deblinger, Judith Cohen, and Anthony Marrino, TF-CBT is a comprehen-
sive, empirically supported treatment (Deblinger, Cohen, & Marrino, n.d). It
was originally developed to treat child survivors of sexual abuse, but its
multi-faceted approach can be adapted to adults. The components of this
approach include psycho-education, stress management, affect expression
and modulation, cognitive coping, creating the trauma narrative, behavior
management, and parent-child sessions (Cohen et al., 2006).

Cognitive Behavior Therapy. The traditional techniques of Cognitive
Behavior Therapy (Beck, Rush, & Emery, 1979) are often helpful tools in
working with clients with PTSD. Thought records, identifying distortions,
cognitive restructuring, and identifying and challenging core beliefs are all
empirically supported.

Direct Therapeutic Exposure (DTE). Initially discussed by Boudewyns (1983),
DTE is a behavioral approach that integrates systematic desensitization and
exposure treatments. It involves teaching relaxation skills, constructing a fear
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hierarchy, and then either real or imaginal exposure to the feared items.
Rape survivors create narratives of their trauma as if it were happening now.
The narratives are recorded, and clients are instructed to listen to them
repeatedly. Repetition and re-conditioning to the feared stimulus usually
result in significant symptom reduction (Foa, et al., 2007).

Eye Movement Desensitization and Reprocessing (EMDR). EMDR was devel-
oped by Francine Shapiro (1995) and is a psychotherapy approach using
dichotic stimulation (either bi-lateral eye stimulation or tactile stimulation) to
help clients reprocess their trauma. This treatment is considered an effica-
cious option for PTSD (Chambless et al., 1998; Chemtob, Tolin, van der
Kolk, & Pitman, 2001).

Psychodynamic Therapy. There is scant research on the efficacy of psycho-
dynamic therapies in the treatment of PTSD. However, the emphasis on the
relationship and attachments would intuitively have an important role in the
treatment of survivors. Supportive therapy (Misch, 2000) would be indicated
in the initial stages of therapy. As stability replaces symptoms, the use of
expressive and insight-oriented techniques may help clients heal from the
deleterious impacts of trauma.

STAGE 2: REMEMBRANCE AND MOURNING

Introduction

Not all clients are capable of navigating the challenges of this stage of trau-
ma therapy. Yves, 73, had endured multiple traumas in his life. He grew up
in occupied Poland and at the age of five, was placed in an internment camp.
He never saw his parents again. His career was in intelligence gathering in
remote and dangerous places. He suffered from severe diabetes and hyper-
tension. These multiple, complex problems resulted in debilitating symp-
toms of PTSD and depression. When I met Yves, he had significant suicidal
ideation, and exhibited passive suicidal behavior by neglecting to take his
diabetes and heart medications and abused alcohol. In the course of working
together, Yves recommitted to living, decreased his alcohol abuse, and
learned to manage his psychiatric symptoms. We attempted remembrance
and mourning several times, followed by a dramatic return of suicidal
ideations and binge drinking. Yves and I decided to focus therapy on main-
taining his gains and addressing some deficits in his interpersonal relation-
ships. We never reached the stage of developing a trauma narrative, but nev-
ertheless the significant therapeutic gains helped alleviate his suffering and
provided him with hope for the future.
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Trauma Narrative

The importance of the human experience of story-telling dates to antiqui-
ty. When trauma happens, humans seem to have an inherent need to make
sense of it, to talk about it. Effective trauma therapies harness this inborn need
in the narrative aspects of trauma therapy. We help clients re-experience their
story in a way that leads to freedom not continued re-enactment. Traumatic
memories are often encoded differently than other types of memories. Often
survivors have a piecemeal, fragmented recollection of the events (van der
Kolk et al., 1996). Sensory memories such as smell are often the most salient.
The disjointed nature of these memories may play a role in the brain’s need
to re-enact and re-experience the trauma. Therefore, helping survivors embed
these disjointed fragments within the context of the trauma narrative can lead
to the significant reduction of PTSD symptoms (Crossley, 2000).

Herman aptly named the process of developing a trauma narrative that
incorporates affect as “Remembrance and Mourning.” The focus of this stage
is to help clients tell their story in a way that connects affect to the experi-
ence, diminishes suffering, and aids understanding of the trauma.

Personal Experiences

In my work with trauma survivors, I have found the Internet to be a use-
ful adjunct. Jim, a combat veteran of a chaotic series of battles, had debili-
tating PTSD. After a year of work on Safety and Stabilization, we agreed to
try some exposure techniques to help him manage the trauma. We first enlist-
ed his support system, medical professionals, and Jim made sure there were
no impending deadlines at work. In session, he worked on developing a first-
person, real-time retelling of the battle. At home, Jim did an Internet search
and found pictures of the equipment used in that particular skirmish. He
illustrated his narrative with relevant war images. His partner, well prepared
for this stage, listened and watched as he spent time re-telling his story. After
about a week of daily exposure, Jim told me he was getting bored with him-
self. At the end of the exposure period, Jim felt differently about the battle.
He had developed a more realistic appraisal of his roles and abilities, and,
though incredibly sad, he was no longer tortured by guilt and recriminations.
At this point, Jim was ready for the third stage of trauma work.

STAGE 3: RECONNECTION

What is the meaning of suffering? Why do bad things happen to “good”
people? These questions are the typical domain of philosophers, artists, and
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world religions (Tedeschi & Calhoun, 1995). They are eternal questions for
which no centrally agreed on meaning can be discerned. Traumatic events
and the suffering they bring can change people’s worldview. In the first
stages of therapy, we attempt to alleviate this suffering with techniques and
narratives. In this stage, we help people as they struggle with the question,
“Why me?”

Tedeschi and Calhoun (1994) point out a central irony of traumatic expe-
riences. Survivors are simultaneously more vulnerable due to their aware-
ness that bad things DO happen and can feel more resilient: “I am more vul-
nerable, but stronger” (p. 1). Post-traumatic growth is defined as “the experi-
ence of positive change that occurs as a result of the struggle with highly chal-
lenging life circumstances. It is manifested in a variety of ways, including a
richer appreciation for life, more meaningful interpersonal relationships, an
increased sense of personal strength, and a richer existential and spiritual
life” (Tedeschi & Calhoun, 2004, p. 1). This new sense of vitality and mean-
ing does not imply an end to suffering but arms the survivor with a deeper
appreciation for the “little things” in life.

This discussion of post-traumatic growth may remind you of our earlier
discussion of resilience. So are post-traumatic growth and resilience varia-
tions on the same theme? Research investigating this intriguing question sug-
gests that they are different and unrelated constructs. As you may recall,
resilience protects people from developing PTSD; post-traumatic growth is
associated with vulnerability to PTSD (Levine et al., 2009). Variables associ-
ates with post-traumatic growth include an optimistic temperament and
minority status (Park & Hegelson, 2006). In a meta-analysis of benefit find-
ing after negative life-events, Hegelson, Reynolds, and Tomich (2006) found
that female gender, youth, and religiosity, as well as increased severity of the
life-stressor, is associated with greater post-traumatic growth. Helping clients
to develop anniversary commemorations, write letters (either sent or unsent),
seek forgiveness, and plan and practice rituals may help augment post-trau-
matic growth (Anonymous, 2007).

The process of facilitating post-traumatic growth is an exhilarating and
sustaining element for the trauma therapist. As you may surmise, there are
significant clinical and personal challenges to the therapist. In fact, vicarious
traumatization of the therapist is a significant risk for those who work with
this population.

VICARIOUS TRAUMA

Also known as compassion fatigue, vicarious trauma (VT) describes the
risk (and reality) of the trauma counselor developing symptoms as a direct
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result of providing therapy to trauma survivors. Pearlman and Saakvitne
(1995) describe it as the “transformation in the inner experience of the ther-
apist that comes about as a result of empathic engagement with clients’ trau-
ma material” (p. 31). Harrison and Westwood (2009) investigated factors that
protect the therapist from developing VT. These authors found that thera-
pists who had a strong social network, practiced mindfulness techniques, and
were comfortable with complex and ambiguous situations were less vulner-
able to this very real threat. These authors also cite ongoing supervision, per-
sonal psychotherapy, a balanced caseload, coping mechanisms, and stress
management as protective factors.

In summary, burnout or compassion fatigue is a real risk to the trauma
counselor. Although we may not realize it, bearing witness to suffering can
be personally challenging. It is important to recognize this risk and take
appropriate steps to minimize its impact. In my own practice, I find I need
to take breaks from working with trauma clients to maintain my personal
equilibrium. Working with child survivors can be particularly exhausting.

These caveats underscore the complexity of this type of work. Ongoing
training, a commitment to a balanced life, and attention to my caseload have
helped me in my 20 years as a traumatologist. Some of my most rewarding
moments as a therapist transpired in the context of trauma therapy. Helping
a survivor regain his or her sense of hope and reconnect with living is a truly
incredible experience.
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Resources

There are many helpful resources for clinicians eager to supplement their knowledge of trau-
matic stress

National Center for PTSD
http://ncptsd.va.gov/ncmain/ncdocs/assmnts/ptsd_checklist_pcl.html

David Baldwin’s Trauma Pages
http://www.trauma-pages.com/

National Child Traumatic Stress Network
http://www.nctsnet.org/nccts/nav.do?pid=hom_main

Sidran Foundation
http://www.sidran.org/

International Society for Traumatic Stress Studies
http://www.istss.org/

International Society for the Study of Trauma and Dissociation
http://www.isst-d.org/education/faq-dissociation.htm

National Institute for Health and Clinical Excellence (NICE) PTSD Guidelines
http://www.nice.org.uk/CG26

John Briere’s Web Page
http://www.johnbriere.com/articles.htm

Suicide Risk Assessment
http://kspope.com/suicide/

Suicide Risk Assessment Booklet
http://spinner.cofc.edu/Betterthingstodo/Peer_Educator/suicide.pdf?referrer=webcluster&

Trauma-focused cognitive-behavioral therapy (TF-CBT)
http://tfcbt.musc.edu/
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Chapter 15

THE IMPACT OF CREDENTIALING
ON MENTAL HEALTH COUNSELING

Howarp B. SmitH, WILLIAM J. WEIKEL, AND DAvID K. BROOKS, JR.*

«

alifornia Licenses Professional Counselors”—that headline was the cul-
mination of a battle that has lasted more than 33 years. In the last edi-
tion of this book, we noted that Hawaii had become the 48th state to give
legislative recognition to counselors. Then, in 2007, Nevada finally passed
licensure. California came on board with strong votes in both houses in
September 2009. That battle has finally ended a remarkable accomplishment
when one considers that the first law was enacted in Virginia in 1976. The
last 34 years have seen an incredible effort by the counseling profession, and
most notably by the American Counseling Association (ACA) and the
American Mental Health Counselors Association (AMHCA), to champion
counselor licensing. It is hard to imagine that, in such a short period, the pro-
fession has emerged from the fog of what Brooks (1996) called a “legal
limbo” to universal legislative recognition.

Licensure, however, is but one important aspect of credentialing. Creden-
tialing is the process by which a profession:

*This revised chapter is dedicated to the memory of David K. Brooks, Jr., who died in 1996. David
was the author of the chapter by this title in the 1996 edition of this book. He was a husband, father,
Professor at Kent State University in Ohio, a past president of AMHCA, and past chair of the ACA
Licensure Committee. Howard B. Smith has recently retired as Dean, College of Education and
Counseling, South Dakota State University, and has worked as a consultant with ACA and other
organizations. Howard too is a past AMHCA president. Bill Weikel is Professor Emeritus at
Morehead State University (KY) and an Adjunct Professor at Florida Gulf Coast University, as well
as a consultant working primarily in disability issues. He is also a past president of AMHCA.
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. Defines itself in terms of a body of scientific knowledge,

. Identifies societal needs to which its services are directed,

. Describes skills and competencies that address the identified needs,

. Establishes standards for professional preparation and training,

. Accredits training programs that meet the standards,

. Endorses individuals demonstrating requisite professional skills as
being competent to practice the profession through national certifica-
tion, and

7. Maintains a professional Code of Ethics by which it monitors its own

members relative to professional conduct, competency, and continuous

professional development. (Modified from the American Personnel and

Guidance Association Licensure Committee Brochure, 1983; McFad-

den & Brooks, 1983)

S WN =

In plain English, credentialing is the process by which a profession
demonstrates that its practitioners are capable of doing what they profess to
do! The credentialing process can be best thought of as a system that
involves three independent and interrelated components: standards, accred-
itation, and endorsement.

A CREDENTIALING SYSTEM

The credentialing system depends on and interacts with elements that are
external to the system. We must assume a body of scientific knowledge to
serve as a base for the counseling profession. We must assume societal needs
to which those counseling services are directed and the existence of govern-
mental and non-governmental institutions that have an interest in regulating
the profession. These elements will be dealt with only tangentially in this
chapter as we begin with an overview of professional standards for training
and practice.

Standards of Professional Practice

The development of standards for professional practice is a task almost
always undertaken by professional associations. As a general rule, the pro-
fession itself has been in existence for some time prior to the promulgation
of standards. The impetus for standards development is usually the result of
increasing activity among the ranks of the profession and a concomitant
desire to define the limits to which professional activity extends.

Standards for professional preparation usually begin with a statement of
the profession’s knowledge base, followed by guidelines detailing how this
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knowledge base is to be imparted to those seeking the skills and competen-
cies necessary for entry into the profession. Criteria for evaluating how well
the skills are learned are frequently included as well. There may also be seg-
ments of the document that point to the development of procedures for
accrediting preparation programs.

Standards for ethical practice tend to be based on broad philosophical
principles related to the public good. Ethical standards are based on the
assumption that the practitioner has received adequate professional prepara-
tion. It is further assumed that he or she will attempt no professional activi-
ty for which he or she cannot demonstrate professional competence as
defined in those standards (i.e., academic coursework, supervised clinical
experience, and certification by the appropriate body). There are usually
specific guidelines related to the profession, such as guidelines for testing, the
use of human and animal subjects in research, and so forth. Also included
are specific forbidden acts, such as sexual relations with clients or any other
type of relationship that has the potential to harm the client intentionally or
unintentionally. Most ethical codes specify procedures for investigating and
disciplining those members who violate the standards.

Accreditation or Program Approval

The purpose of the accreditation or program approval component of a cre-
dentialing system is to ensure that practitioners to-be receive appropriate pre-
service, professional preparation. Accreditation activities may be carried out
by agencies of a state or federal government, by regional accrediting bodies,
by professional associations, or by independent boards. These groups’ pur-
pose is to ensure minimal quality control in preparation programs.

Accreditation is always based on standards, but not always on standards
that are relevant to a particular program. For example, regional accreditation
of a university by groups such as the Southern Association of Colleges and
Schools or the North Central Association of Colleges and Schools is based on
the university’s overall budget, physical plant, faculty-student ratio, library
holdings, and other general areas of the university. However, there is little or
no attention paid to whether any particular program, such as counseling,
adheres to professional standards. Likewise, a school of education might be
accredited by the National Council for the Accreditation of Teacher
Education (NCATE) with total disregard for the standards offered by the
Council for Accreditation of Counseling and Related Educational programs
(CACREP). Thus, statements of accreditation should be viewed skeptically
by asking “of what program?” and “by whose standards?”

Although accreditation standards usually apply to academic programs
housed in university departments, this is not solely the case. Off-campus
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facilities such as satellite programs, internship sites in hospitals, community
mental health centers, and clinics may also be subject to accreditation by var-
ious bodies.

Licensure and Professional Certification

The endorsement component of a credentialing system ensures that indi-
vidual practitioners meet specific minimal standards for professional compe-
tency. The two major types of endorsement are licensure and professional
certification. Stated slightly differently, licensure is a “practice” credential
and certification can be seen as a “professional” credential, in most instances.

Licensure is statutory (i.e., by law) endorsement from a state or federal
governmental agency. A licensing board, established by the act of a state leg-
islature, is usually empowered to regulate both the use of the professional
title and the scope of practice of members of a particular occupational or pro-
fessional group. Based on the preparation standards set forth by profession-
al organizations, the licensing boards adopt standards for education and
supervised experience. Individuals who meet these standards are eligible to
sit for a standardized written examination and in some jurisdictions an oral
examination. Those who pass are issued a license to practice in that state.
Most boards require evidence of continuing professional education for
license renewal along with the appropriate fees.

State licensure boards are charged by law with overseeing the practice of
the profession that they regulate. In implementing this mandate, they adopt
codes of ethics based on those of the relevant professional organization.
When charges of unethical conduct are lodged against practitioners under
their jurisdiction, they investigate the charges and take appropriate action.
This may involve suspension or revocation of the license as well as other
penalties and punishments. Clients who feel that they have been wronged
also have options under civil law, where they may seek monetary restitution
for damages.

State boards are also responsible for investigating and, if necessary, pros-
ecuting individuals who practice a regulated profession without a license.
The underlying principle governing their activity is that the public must be
protected against unscrupulous practitioners regardless of whether they are
licensed. Unfortunately, some believe that this principle has often been
ignored in practice. It is not that the individual board members are incapable
or unwilling to work to protect the public, it is just that board appointees are
most often members of the profession. As members of the profession, they
will have internalized those goals and values of the profession and continue
to hold the values associated with that profession (Shimberg, 2000). The
action of professional boards in some jurisdictions has had at least the
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appearance of serving the profession rather than the public. The inclusion of
“public” non-professional members on boards is one way to minimize this
criticism and ensure that the board follows its mission.

Statutory certification and registration are less stringent forms of profes-
sional endorsement sometimes adopted by state governments. These proce-
dures establish minimal educational and experiential requirements and usu-
ally require satisfactory performance on an examination, but they typically
only restrict the use of a professional title.

Professional certification is an endorsement process administered by
boards established by professional organizations. The mechanics of profes-
sional certification are similar to those of licensure, except that the procedure
is voluntary rather than mandatory. Members of a profession seeking certifi-
cation must demonstrate that they have met prescribed educational and
supervised experience requirements, pass an examination, and pursue con-
tinuing professional education in order to keep their certificates current.
Advantages of professional certification over licensure are that certification
does not require the lengthy process of passing a state law, that the profes-
sion maintains more control over the credential, and that standards are fre-
quently higher than is the case with licensure. Disadvantages include the
inability of the certification board to enforce or impose legal sanctions of
unethical conduct, inability to control the actions of those engaged in similar
pursuits who are not certified, and the lack of legal recognition for the pro-
fession.

Having set forth a general framework of credentialing, it is appropriate to
take a brief look at the historical developments in the counseling profession’s
ongoing efforts to achieve fully credentialed status.

HISTORICAL DEVELOPMENTS
IN COUNSELOR CREDENTIALING

Almost all activities in the area of counselor credentialing have come from
policies and actions taken by the American Counseling Association (former-
ly the American Personnel and Guidance Association [APGA]) and its vari-
ous divisions, as well as from the American Mental Health Counselors
Association and the state branches and affiliates of these organizations.

Standards

The counseling profession first began to address standards for preparation
and practice in the late 1950s. After several years of committee work, APGA
adopted its first Ethical Standards in 1961. These guidelines have been revised
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several times since then, often to account for changes in settings where coun-
selors practice, especially in the private sector. The ACA Ethical Standards
are the basis for several other ethical statements, including those of many state
counselor licensure boards and several professional certification bodies.
Without such adoptions by other groups, the ACA Standards would have no
enforcement mechanism, save penalties determined by the ACA Ethics
Committee, the most extreme of which is expulsion from the association.

Preparation standards also received initial attention by the profession in
the late 1950s and early 1960s. The Association for Counselor Education and
Supervision (ACES) led the way with the publication of training standards
for secondary school counselors in 1964. Other standards followed, and in
1973 the ACES membership adopted the Standards for Preparation of
Counselors and Other Personnel Services Specialists. Anticipating the need
for preparation programs to provide experiences outside of educational set-
tings, this document specified the need for counselor education programs to
include “environmental and specialized studies.”

Later, in 1977, ACES adopted standards for preparation at the doctoral
level. At that time, however, there was no mechanism or procedure for eval-
uating programs to determine their degree of compliance with the standards
at either the master’s or doctoral levels. At about the same time, the American
Mental Health Counselors Association was drafting standards that applied
specifically to the preparation of mental health counselors. These early stan-
dards were eventually passed over to ACES for continued development.

Accreditation

ACES completed most of the early work in accreditation. Their accredi-
tation committee developed a procedures manual and conducted five region-
al workshops in 1978 to train site visitors to conduct evaluations of counselor
education programs. By the next year, five institutions were involved in a
pilot program approval study. Modifications were made to the procedures,
but at the same time there was pressure to make the approval of counseling
programs the domain of the larger profession. Working together, APGA,
ACES, ASCA, AMHCA, and others explored the development of a struc-
ture that would independently accredit counselor education programs.
Accordingly, the CACREP was established by APGA in 1981 as an inde-
pendent, legally incorporated accreditation body. CACREP assumed all
accreditation duties of ACES and other bodies. By 2010, 235 universities had
counselor education programs accredited by CACREP. Counting the vari-
ous specialties, at present there are 669 master’s-level programs accredited at
these 235 universities and 55 doctoral programs (CACREP staff, personal
communication, February 2010). In addition, numerous other programs are
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in the process of seeking accreditation or revamping their programs in an
attempt to qualify for this prestigious honor. Several programs boast that
their program is modeled after the CACREP model, and several state licen-
sure laws require that an applicant be a graduate of a CACREP-approved
program or the equivalent.

Endorsement

The counseling profession’s attempt to put endorsement procedures into
effect began around 1970. Prior to that time, most master’s graduates were
employed in public schools, where certification was a subcomponent of the
same procedure of state departments of education that certified classroom
teachers. Many doctoral graduates in counseling were being licensed as psy-
chologists by state psychology licensing boards. At the beginning of the
1970s, three unrelated elements combined to focus attention and to direct
action toward putting new endorsement structures for professional coun-
selors into effect. The first of these was that many of the state psychology
licensing boards, who a few years earlier had been accepting doctoral-level
counselor education graduates as candidates for psychology licensure, were
now refusing such persons to sit for the examination. The principal reason
for this guild-oriented behavior was the expectation that national health
insurance eligibility would require stricter professional standards than the
boards could demonstrate were within the control of the discipline of psy-
chology. There were also some internal pressures from psychologists relating
to the pressures of supply and demand. As the private practice option
became more available to clinical psychologists, there was some demand
that the number of potential practitioners be controlled. Those persons most
directly affected by this and the fact that there was also a shrinking demand
for university-level counselor educators were new doctoral graduates from
counselor education programs.

The second element affecting the interest of the profession in new
endorsement structures also related to manpower supply and demand. The
previous decade had been a period of tremendous growth in school coun-
seling positions, but with budget cutbacks and declining enrollment in the
1970s, increasing numbers of school counseling graduates were finding posi-
tions in the schools increasingly difficult to obtain. These persons began find-
ing employment in a variety of settings, such as the relatively newly opened
mental health centers, as well as hospitals and clinics. Added to these recent
graduates were counselors previously employed in school settings who were
seeking new challenges in community settings. The effect was twofold: The
identity of the mental health counselor began to emerge, and an increasing-
ly larger pool of professionals trained as counselors and identifying with the
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counseling profession were becoming employed in settings for which no cre-
dentialing options were available.

The third element leading to a concern about credentialing arose within
the profession. This can best be described as a new awareness of profession-
al identity. In school settings, counselors increasingly saw themselves as dif-
ferent from teachers and administrators. In community settings, counselors
were aware of the differences between themselves and their colleagues in
psychology and social work. The effect of market demands on counselor
educators caused them to realize that they were preparing individuals to
assume new roles and responsibilities that were different enough from those
of the previous decade that a new mental health profession was emerging. To
meet the new demands, counselor educators were forced to change their
focus to accommodate these needs. The composite effect of all of the transi-
tion was a sense of pride in the profession and a need to define what the pro-
fession was about in new and unique terms. The exclusion of doctoral grad-
uates in counseling from psychology licensure, the new settings in which
master’s-level practitioners were working, and the growing sense of profes-
sional identity spurred APGA (1974) to establish a Special Commission on
Counselor Licensure.

Licensure

The old APGA Licensure Committee was given an array of difficult tasks.
They were to:

1. Develop and disseminate model legislation,

2. Establish procedures for state and regional workshops on licensure,

3. Initiate and maintain dialogue with professions related to counseling
(e.g., psychology, psychiatry, social work, marriage and family thera-
pists),

4. Testify on federal legislation having implications for individuals trained
in counselor education programs,

5. Identify for members non-legislative activities having implications for
the counseling profession,

6. Encourage cooperative efforts between the various divisions, affiliates,
and branches of APGA, and

7. Identify possible discrimination against qualified members by boards of
related professions as well as other tasks.

Thirty-six years have passed since the original tasks to this Commission, and
many of the original goals have been met with stunning success, while oth-
ers remain works in progress.
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Virginia was the first state to achieve passage of a licensure law in 1976,
following an earlier lawsuit in which the Virginia Board of Psychologists
charged John I. Weldon, a counselor and APGA member, with practicing
psychology without a license. This lawsuit galvanized the Virginia Couns-
elors Association (then VPGA) into action to seek a licensure law. Arkansas
and Alabama followed suite with licensure laws in 1979. By 1985, 13 more
states had attained licensure, and by October 2009 the goal of licensure for
all 50 states and the District of Columbia had been met.

The stated purpose of all counselor licensure laws is to protect the public by
regulating the practice of professional counseling. To implement this mandate,
most but not all states establish licensing boards that vary in size and compo-
sition. These boards exist to license or certify counselors, but in some states
they are multi-task boards that cover more than one profession. In each state,
enabling legislation or rules of the board establishes a minimum educational
requirement as well as experience necessary for licensure application. These
requirements vary from state to state, but all states also require passage of a
written examination and in some jurisdictions an oral examination as well.

There is also some variance in title, with most states using “Licensed
Professional Counselor,” but others using terms such as “Licensed Clinical
Mental Health Counselor.” Some states provide for both generic and clinical
levels of licensure. All of the laws provide for penalties to be imposed by the
boards for ethical violations. They also provide for exemptions for members
of related professional groups that also provide counseling services such as
psychologists or members of the clergy. Most of the laws are private practice
acts, exempting professionals in public and private practice agencies from
the requirements of the law. All of the laws contain provisions for the renew-
al of the license as well as continuing education requirements, with the aver-
age number of contact hours being 20 each year.

Professional Certification

There are at present at least one generic and five specialty certification pro-
cedures that pertain to professional counselors and operate on a national or
international basis, plus many smaller, highly specific types of certifying bod-
ies. The oldest of these is administered by the Commission on Rehabilitation
Counselor Certification (CRCC) and was founded in 1973 by representatives
of seven professional rehabilitation associations. The CRCC administered its
first nationalc examination in 1976 and has certified almost 30,000 CRCs
since then. It maintains information on approximately 15,000 active certifi-
cants (Commission on Rehabilitation Counselor Certification, 2004).

The National Academy of Certified Clinical Mental Health Counselors
(NACCMHC) was established by AMHCA in 1979 and administered its first
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national examination to 50 prospective certificants that year. The process
was rigorous with no “grandfathering,” and a clinical work sample was
required. Because the Academy always maintained extremely high standards
for this voluntary credential, the numbers never grew beyond 2,000 certifi-
cants. In the late 1990s, the Academy became a part of the National Board
for Certified Counselors as a specialty certification.

The National Board of Certified Counselors (NBCC) was founded by
APGA in 1982 to provide a generic counseling certificate. Like CACREP,
NBCC became a separate, independent, and legally incorporated body dis-
tinct from APGA (now ACA). In 1983, more than 2,200 counselors took the
first NBCC national examination. As of 2010, NBCC notes on its website
that about 42,000 individuals are now National Certified Counselors
(NCCs). Today, NBCC offers certifications such as the CCMHC noted
above, as well as the National Certified School Counselor (NCSC) credential
and the Master Addictions Counselor (MAC) certificate. The National
Certification Examination (NCE) or variants of that test are used by the
majority of the states, Guam, and the District of Columbia for licensure. You
can log onto their website at www.NBCC.org.

As mentioned previously, there are both advantages and disadvantages to
having the dual credentialing of licensure and certification. Licensure pro-
vides a legal definition for the profession in a given state and ensures licensed
professionals in that state or jurisdiction the right to practice. It also entails
legal sanctions, such as suspension, revocation, fines, and imprisonment, for
violating the law. Greater public protection from unscrupulous practitioners
is thereby assured. Professional certification boards can and usually do set
higher standards for credentialing than is the case with licensing boards
because they are much less subject to political repercussions. Certification is
also easier to institute because it is done within the profession and does not
involve the grindingly slow legislative process.

Is one type of endorsement preferable to the other? Yes . . . and no! Yes,
as licensure is required to practice, and no because two credentials can work
in concert to ensure quality mental health care to the public. The combina-
tion of legal sanctions and public protection afforded by state licensure,
together with the higher standards of professional certification, provide a cre-
dentialing structure unequaled by any other mental health profession.

THE ROLE OF AMHCA IN CREDENTIALING

AMHCA was founded about the same time that Virginia counselors were
seeking licensure in 1976, and the association was not actively involved in the
licensure movement until the enactment of the Florida law in 1981.
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However, several of the early AMHCA members and leaders were also
active advocates of state licensure and were attracted to the then fledgling
association because of the identity it provided to mental health counselors
and its proactive stance for the new profession. AMHCA began providing
“war chest” grants to states seeking legislative recognition in 1980 and has
been active in the fight for licensure in virtually every state since 1981.
AMHCA also “graduated” several of its leaders to prominent positions with-
in ACA, which indirectly aided the licensure effort. The recognition of men-
tal health counselors by third-party insurers provided further impetus for the
AMHCA movement. It is appropriate that AMHCA was in the forefront of
many of these activities, because the goals for counselor credentialing are
perhaps more crucial for mental health counselors who typically operate in
the public sector than for any other counseling specialty.

In addition to its political leadership at the state level, during the 1980s,
AMHCA moved the credentialing agenda to the congressional agenda. The
AMHCA National Legislative/Government Relations Committee caused
several bills to be introduced to grant federal recognition to CCMHCs and
licensed professional counselors as core service providers under the Med-
icare provisions of the Social Security Act and other federal programs. In
1984, AMHCA initiated efforts for recognition of mental health counselors
as eligible service providers under programs administered by TRICARE,
formerly the Office of Civilian Health and Medical Programs of the
Uniformed Services (OCHAMPUS). That recognition was finally extended
in 1987. However, the recognition given was only partial recognition and did
not allow for CCMHCs to provide independent practice, but rather
CCMHC:s were required to have a “fully recognized” provider, such as an
MSW, psychologist, or psychiatrist, sign off on the work they did. ACA and
AMHCA are currently working with Congress and the Department of
Defense to establish independent practice recognition under TRICARE that
would put Licensed Professional Counselors on a par with other “fully rec-
ognized” providers. In point of fact, as of this writing, the Institutes of
Medicine (IOM)/TRICARE study (2/12/10) has unequivocally recommend-
ed independent practice authority for professional counselors under the TRI-
CARE programs.

The credentialing activities of the past decades that accompanied the
growth and evolution of the counseling profession have changed the face of
the health care delivery system in the United States. The degree of collabo-
ration with other core mental health professions also continues to evolve. As
MHCs gained recognition by Managed Care Organizations (MCOs),
Preferred Provider Organizations (PPOs), and other third-party payers
through the 1980s and 1990s, they often presented a threat to those other
professions that were earlier to arrive on the treatment scene chronological-
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ly. These turf battles wax and wane and should eventually disappear as the
counseling profession is fully assimilated into the “fold” of core professions.

THE FUTURE OF COUNSELOR CREDENTIALING

Mental health counseling (Smith & Robinson, 1995) is a profession and an
ideal whose time has come. Full legislative recognition of counselors by all
50 states and the district was a major accomplishment. Counselor education
programs have been changed and dramatically strengthened by CACREP’s
stringent mental health counseling standards and by the increasingly clinical
emphasis of many state licensure laws. But battles remain. The emergence of
managed care as a force in the insurance-supported mental health services
has dramatically changed the landscape in terms of eligible service provider
status, but MHCs are continually taking steps that will position them to com-
pete in this market. Ongoing attempts to have counselors employed as staff
members in Veterans Affairs health centers following the 2006 passage of
P.L. 109-461 are within reach, and counselors should soon be on a par with
licensed clinical social workers in these centers (The Advocate, October 2009).
The credentialing activities of the last 35 years have changed the face of the
counseling profession in ways that would have been unimaginable only a few
years earlier. While parity with other non-medical providers remains to be
universally achieved, the changes wrought by mental health counselors’
licensure and other credentialing initiatives have literally created a new
counseling profession, one that is poised for significant growth and influence
in the years to come.
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Highlight Section

THE MENTAL HEALTH COUNSELOR
AS POLITICAL ACTIVIST

WILLIAM J. WEIKEL AND HOWARD B. SMITH

magine yourself as a political force, your one voice and one vote, cham-

pioning a cause or issue of concern for you or the clients whom you serve
or even the profession as a whole. You call a like-minded friend, and now
there are two. You e-mail others, and the numbers grow to hundreds or even
thousands! As recently as 28 years ago, there was no organized lobbying
effort at the state or national level for mental health counselors (MHCs). The
profession was in its infancy, addressing the developmental needs of a new
and emerging profession, with little awareness of the future need for effective
lobbying. At that point, there was not the time, money, or organizational
maturity that is needed to affect legislative changes at the state or national
level. However, early on, visionary leaders within the American Mental
Health Counselors Association (AMHCA) began working with the leaders of
what is now the American Counseling Association (ACA) to provide lobby-
ing and to establish a network of interested counselors to promote issues of
interest to the emerging profession.

By about 1982, AMHCA retained the services of a well-known
Washington lobbyist and had in place a fledgling government relations net-
work. This network selected and trained MHCs at the grassroots level to
serve as advocates and lobbyists both in their states and nationally. Within a
few years, the new professionals became known and had won at least a few
early legislative victories. Now both AMHCA and ACA have in place an
effective network of members who are well trained in government relations
and who can be called on to respond via e-mails, letters, phone calls and per-
sonal visits to legislators regarding counseling concerns at both the state and
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federal levels. Typically, both AMHCA and ACA have been strong advo-
cates of licensure and credentialing of professional counselors but have
directed the majority of their lobbying funds and efforts toward federal leg-
islation. With the dream of licensure in every state a reality, perhaps now
even more resources may be directed to full recognition and parity for
MHC:s. The issue of recognition is a far more complex one than we realized
in those early years. In addition to a myriad of state and federal programs
and providers, there are countless numbers of private corporate third-party
payers with whom to negotiate. MHCs must continue to work toward recog-
nition by these various payers as well as various other health maintenance
groups and managed care providers (see the Chapter 10 for a complete dis-
cussion regarding insurance and reimbursement issues for Professional
Counselors).

MHC RECOGNITION

In the early 1980s, MHC:s scored a major victory in receiving at least par-
tial recognition for counseling services by what was then known as the Office
of Civilian Health and Medical Program for the Uniformed Services
(OCHAMPUS). Yet during that same period, other attempts to include
MHC:s in legislation or to recognize MHCs as the “fifth core” service
providers, along with psychiatrists, psychologists, clinical social workers, and
psychiatric nurses, failed. These failures were attributed to a variety of caus-
es, including the lack of universal licensure/certification of MHCs, objec-
tions from older more politically powerful professions, and a fear by legisla-
tors and others of “opening the flood gates” to new and, in their opinion,
vaguely defined groups. Slowly, however, credentialed MHCs have made
good progress toward recognition, facilitated perhaps by their universal suc-
cess in obtaining licensure in the states.

With the onset of managed care programs over the past 10 to 15 years,
recognition of the profession via state licensure became vital. Now, coun-
selors are making rapid gains on a program-by-program basis for recognition
that means reimbursement for counseling services. In the 1996 edition of this
book, Weikel lamented about the lack of recognition by the “powers that be”
and their refusal to extend third-party payments for services provided by
counselors. Isn’t it amazing what coordinated lobbying efforts and hard work
can do? Although the battles have not ended, significant progress is being
made!
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THE LEGISLATIVE PROCESS

The legislative process is quite complex. Proposed bills are written by var-
ious groups to draft their ideas or causes into law at either the state or feder-
al level. Before a bill is introduced into a legislative body, it must have a
sponsor or several co-sponsors to have any chance of being passed by the full
legislative body. Several common questions are often asked by any group
attempting to introduce a new bill:

1. “What is the best strategy to guarantee successful passage of the pro-
posed bill?”

2. “Should the bill be submitted to the House, Senate, or both?”

3. “Is there a legislative individual who can be a champion for the cause?”

4. “Is the legislative champion willing to introduce the bill as well as write
letters to his or her colleagues to promote the bill?”

5. “Are there special interest group members willing to contact legislators
once the bill has been introduced?”

6. “Are there lobbyists who can relate with key committee members to
make sure the bill moves through committee intact and makes it to the
floor for a vote?”

The development and passage of a bill is a long and complex process.
Many proposed bills never make it out of committee, and fewer still become
law. If a bill makes it through the committee and is approved by a majority
of the legislative body, it is sent to the executive branch (e.g., governor or the
president) for signature into law. Because a governor or the president must
sign before it becomes law, lobbying of the executive branch is also a neces-
sity. A few years ago, one state was popping the champagne corks celebrat-
ing counselor licensure without realizing that their governor had vetoed the
bill! Passing new legislation at any level is not an easy process and demands
significant amounts of time, energy, and money.

How to Lobby

Lobbying is simply an attempt to influence the outcome of proposed leg-
islation through contacting and influencing the people responsible for the
legislative process. To be a successful non-paid lobbyist, several important
points must be taken into account:

1. Establish a Relationship—Before any successful lobbying can take
place, an MHC must establish and nurture a relationship with his or her
legislators. Usually the relationship, especially in the U.S. Congress, is
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with the legislator’s aides and not directly with the elected official.
Establishing a relationship means making frequent contacts through let-
ters and phone calls and keeping the legislator’s office informed of your
interest and willingness to maintain involvement with their office.

. Campaign Contribution—Although many mental health professionals
will be “put off” with the idea of donating money to get an “audience,”
this is frequently the fastest way to become known and get the legisla-
tors’ attention. Donating to a candidate’s election or re-election fund
demonstrates that you are a supporter and may get you in the door
before a line of others.

. Face to Face Contact—Taking the time to visit legislators while they
are in their home district is a key to successful input. Often while they
are at their “home” offices, they are more willing to take the time to lis-
ten and exchange ideas about legislation. At home, legislators are less
involved with the day-to-day politics of Washington or their state capi-
tol. Taking the time to know your legislators before approaching with a
lobbying agenda can be quite helpful and may facilitate legislative suc-
cess at a later time.

. Long Term Relationships—Stay in touch with legislators even during
times when you have no agenda items. In this way, the member will
come to know you as a concerned voter and may even seek your opin-
ion on other matters affecting your district. Most elected officials like to
hear from their constituents; therefore, staying in contact over the long
term can mean a great deal to both the legislator and the MHC.

. Numbers Talk—Most politicians begin to run for re-election the day
after they take office, and keeping in contact with their constituents is of
paramount importance to the successful ones. If they hear from 100 or
200 MHGC:s in their district regarding proposed legislation, they see this
as an opportunity to ensure 100 to 200 votes in the next election.
Numbers talk, and direct contact from the voters “back home” always
gets the members attention.

.PACs and Lobbyists—For a while, it seemed like Political Action
Committees (PACs) ruled American politics. Then there was voter
backlash, and their influence has waned, and many have gone under-
ground. Such well-funded groups along with paid lobbyists can, how-
ever, influence the passage of legislation, but keeping a large political
machine, especially a national one, “well oiled’” takes a significant
financial commitment. Generally, MHCs are not “well funded” and
cannot compete with many of the mega-dollar lobbying groups, but we
must remember that grassroots support is vital for any successful legis-
lation, and it is the voters back home who keep the politician in office
and not any PAC or lobbying group!
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Grassroots Efforts—Grassroots efforts typically involve the develop-
ment of e-mail or phone trees to many members of a particular state or
national association. The advent of e-mail and list servers has facilitat-
ed this once time-consuming process. At the appropriate stage of a bills
movement through the process, a state or national association activates
the tree and asks members to take specific action. As part of the grass-
roots effort, members have been taught how to write appropriate letters
or make effective contact. The involvement of large numbers of mem-
bers can have substantial influence on legislators when properly exe-
cuted.

. Communicating an Issue—When speaking to a legislator, a non-paid

lobbyist has to learn to be brief and to the point. A quick phone call,
brief telegram, or handwritten notes, legibly presented on your letter-
head, are ways to let your lawmaker know your views. The authors do
not advocate using e-mails when contacting lawmakers and prefer a
brief note. Most important, when presenting your point of view, you
must stress how the bill will positively affect consumers (other con-
stituents). Keeping the MHC’s clients in mind when lobbying is most
helpful. As mentioned above, maintaining constant contact with the leg-
islative aides is very important in this process. Be informed and be pre-
pared to answer tough questions regarding the purposes and implica-
tions of the proposed legislation.

. Timing—Timing is crucial to any successful legislation. When a bill is

up for vote in a committee, activate the MHC support tree. When a bill
passes from a committee, activate the troops; and when a bill comes up
for a floor vote, pull out all the stops! Do not cease your lobbying efforts
until the bill has been signed by the executive.

Recap

You most likely already are or soon will be a member of professional
groups such as ACA and/or AMHCA and their state branches. They need
and want you. They need your membership to add to their numbers, which
helps to influence legislation; they need your membership dues to fund their
efforts; and they need you to volunteer your time and energy to work on var-
ious legislative projects. Attaining full parity for MHCs is a long-term and
ambitious goal. Providing equal access to all for mental health services is
another. Attaining these and similar goals will require a coordinated and
well-funded lobbying effort. If MHCs are to survive and prosper, they must
continue to work closely with state and federal legislators, private insurers,
and managed care personnel. In addition, counselors must coordinate their
lobbying efforts with other mental health professionals.
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The legislative battles have all been hard fought, but with each success we
have moved another step closer to reaching our goals. The health care sys-
tem in our country continues to be under scrutiny, and we can expect it to
continue to evolve as the political climate constantly evolves. As our fellow
Americans have seen repeatedly in the recent years of crises and turmoil,
MHC:s can effectively provide professional services and do so in a profes-
sional and cost-effective manner. It is our job to champion our cause and see
that the profession prospers. As Harley M. Dirks (1996), AMHCA’s first paid
professional lobbyist, wrote in the first edition of this text:

The future for MHCs growth and recognition as bona fide core providers of
mental health services, and overall recognition as a significant professional
group lies within the membership of the profession. Many of the doors are
closed now, but the keys are there to be found. None of these doors open
quickly. Persistent, steady effort is necessary to provide the means to propel the
professional mental health counselor into the future. Dedicated, thoughtful
leadership must continue. Counselors must take responsibility and be account-
able for their professional endeavors, recognize a real challenge is ahead, and
commit themselves to meeting the challenge. Recognition and professional
identity was once, and still is, a goal of the other core providers. Time and
monumental effort was responsible for their success, and will continue to be for
the MHCs success. (p. 269)
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Chapter 16

THE ROLE OF ASSESSMENT IN
MENTAL HEALTH COUNSELING

DEAN W. OWEN, JR.

An idea that lies at the heart of mental health counseling, in both theory
and practice, is the process of individual assessment. A fundamental
belief held by mental health counselors is that each client, regardless of pre-
senting problem or circumstance, brings to counseling a unique pattern of
traits, characteristics, and qualities that have evolved as a combination of
genetic endowment and life experience. It can be argued that, through coun-
seling, a client becomes more aware of and in tune with these many facets.
This self-knowledge forms the basis for effective decision making and
enhanced personal and social functioning.

It often falls on the mental health counselor to assist the client in the acqui-
sition of this self-knowledge. Through the use of assessment practices, both
client and counselor can gain an awareness of the unique constellation of
traits, qualities, abilities, and characteristics that defines each individual as
unique in the entire world. The initial phase of virtually any branch of coun-
seling then is probably best described as one of information gathering or
appraisal and provides the mental health counselor “stuff” with which to
begin work. Despite the fact that counselors quite routinely gather large
amounts of subjective information about their clients, many seem to view
systematic and objective appraisal and testing not as an integral part of the
counseling process but as an infrequently used adjunct to their work (Loesch
& Vacc, 1991). Because information with, for, and about a client is gathered
anyway as an integral part of the counseling process, the formal and objec-
tive collection of relevant data through the use of psychometric instruments
and techniques should be a central and fundamental component of the work
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of a mental health counselor. Shertzer and Linden (1979) argued that a pri-
mary reason for assessment within the context of counseling is to assist in
understanding an individual and, perhaps more important, to foster an indi-
vidual’s self-understanding. Gerald Corey (2008) in discussing the issue of
assessment wrote that assessment is often seen as a prerequisite to treatment
in the counseling process and that the significant issue with assessment was
the importance of involving clients in the assessment process.

Before going any further, it would be helpful to define a number of basic
terms that are central to any discussion of psychometrics. The first of these is
the term measurement. Because our society tends to value science, this term
has a rather precise meaning. That meaning is grounded in the concept of
quantification or the process of assigning a numeric value to a trait, quality,
or characteristic. To describe an individual as being “very tall” obviously
implies that some sort of value judgment has been made. That value judg-
ment can vary among individuals. In a conversation among a group of pro-
fessional basketball players of the NBA, the idea of one being “very tall”
might be quite different from what a group of accountants might mean if they
were discussing the same topic. To describe an individual as being 79.5 inch-
es tall would, of course, remove such subjectivity and would convey a more
consistent meaning from one person to another.

The second term that must be discussed is Zest. Among the three domains of
human behavior (cognitive, affective, and psychomotor), the only one of the
three that can be directly observed is psychomotor. Some of the traits and qual-
ities possessed by an individual are more or less directly observable. One’s
height or weight can be measured quite directly using a tape measure or scale.
Even one’s ability to run can be assessed by using a stopwatch as physical edu-
cation teachers or coaches frequently do. But the problem becomes somewhat
more difficult if the task is to measure something other than a physical charac-
teristic or a psychomotor behavior, both of which are directly observable.
Because behavior in the cognitive or affective domain is not directly observ-
able, something else must be done to elicit some sort of psychomotor activity
that can be observed. That something else is called a test. Generally, a test will
represent a task or series of tasks designed to elicit a psychomotor behavior,
which permits one to infer the existence of an internal cognitive or affective
state. Consider for a moment that every history teacher will, at some point or
another, seek to determine how much a student has learned as the result of sit-
ting in a history class. It is obvious that there is no tape measure, no scale, and
no stopwatch that can directly measure history achievement. To estimate a stu-
dent’s progress or achievement in the subject area, the teacher will typically
create a test of some sort that will require the student to “do something.” That
“something” may involve reading a series of questions and selecting the cor-
rect response from among several options by marking an answer sheet. The
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complex series of psychomotor responses that involve picking up a pencil and
carefully marking an answer sheet now provides a basis to infer something
about the student’s mastery of or knowledge in history. Because one cannot
“see” achievement in history, the goal of a test is to elicit a response that may
infer some internal cognitive or affective state. The psychomotor response that
is elicited can, of course, vary from primitive responses such as circling a “T”
or an “F” on an alternative response type test, or it may involve something far
more complex and lengthy, as in the case of writing an extended response
essay, a term paper, or even a doctoral dissertation.

Finally, the term evaluation may be best defined as a process of collecting
as much information as is practical for the purpose of enhancing the quality
and confidence of a decision. Generally, the more important the decision,
the more carefully information is gathered and considered. Evaluation will
usually involve some sort of interpretation and value judgment. Because
mental health counselors will continually be making decisions with, for, and
about their clients, it should be obvious that a careful and systematic attempt
at gathering objective and valid information is essential if these decisions are
to be of high quality and made with confidence.

Is evaluation necessary for decision making? The answer is not necessari-
ly. Nearly everyone has purchased an article of clothing without trying it on
and while driving home from the store has secretly wondered whether it will
fit. After arriving home and trying on the article of clothing, one may find
that it does, indeed, fit. Just as easily one may get home and find that the
piece of clothing does not fit, and the task of having to return to the store and
undo a bad decision is, at the least, inconvenient and time consuming. The
entire process would have been quite different if a visit to the fitting room
had occurred while in the store. By collecting a bit of information—in this
case, a comparison of the internal dimensions of the garment with the exter-
nal dimensions of your body—one would have the information to permit a
purchase with confidence, knowing that, on arriving home, the piece of
clothing would indeed fit. Can decisions be made without testing or collect-
ing information? The answer is “of course,” it is done by all of us each day,
but taking the time to gather the best available information is sure to enhance
both the quality and confidence of a decision.

ASSESSMENT TECHNIQUES

There are a great many techniques and procedures that can be utilized by
mental health counselors, depending on their license status, to assist in the
gathering of needed information with, for, and about a client. These proce-
dures can generally be divided into two major categories.
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Non-Standardized Procedures

This category of assessment techniques may be regarded as somewhat less
rigorous but is absolutely essential to the work of a counselor. These proce-
dures are idiosyncratic and may be specifically tailored to a given client or
situation. Chief among the non-standardized assessment procedures is the
direct observation of a client. Gibson and Mitchell (2007) identified three
levels of observation:

First Level: Casual Informational Observation: The daily unstructured
and usually unplanned observations that provide casual impressions. Nearly
everyone engages in this type of activity. No training or instrumentation is
expected or required.

Second Level: Guided Observation: Planned, directed observations for a
purpose. Observation at this level is usually facilitated by simple instruments
such as checklists or rating scales. This is the highest level used in most coun-
seling programs.

Third Level: Clinical Level: Observations, often prolonged, and frequent-
ly under controlled conditions. Sophisticated techniques and instruments are
utilized with training usually at a doctoral level.

Observational instruments have been utilized for many years to structure
and organize the process of collecting observational information during
counseling and therapy. Peterson and Nisenholtz (1987) describe a number
of these instruments, including:

Checklists: A simple checklist may include whether a particular character-
istic was observed. For example characteristics may include:

__1. Is Punctual; __2. Is able to carry on a sustained conversation.

Rating Scales: A rating scale is, in reality, a special form of checklist on
which a rater can indicate not only the presence or absence of a characteris-
tic but an estimation of strength, frequency, or the degree to which it is pres-
ent. Frequently, a Likert-type scale is used, as is the case in the following
example:

Client initiates conversation spontaneously:
__l.never __2.rarely __ 3. sometimes __ 4. usually __ 5. always.

Anecdotal Reports: These reports are often nothing more than subjective
descriptions of a client’s behavior at a specific time or place. Often case
notes, completed at the conclusion of a counseling session, may include
anecdotal reports that can be evaluated periodically to determine the exis-
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tence of themes or patterns of behavior.

Structured Interview: The structured interview is quite literally a ques-
tionnaire that is read to a client by a counselor who carefully records the
client’s responses. They can be developed by the counselor or, as in many
cases, may be a standard interview utilized by an agency as part of the case
management system.

Questionnaires: This type of instrument is often used to collect informa-
tion directly from the client, and the responses collected often form the basis
for initial discussions with the client to investigate areas of concern.

Personal Essays/Journals: These instruments can be a rich source of infor-
mation, which can be requested directly from the client and which can often
be quite helpful in clarifying patterns of thought and behavior.

Standardized Assessment Techniques

The techniques described earlier all have a common characteristic in that
they can be modified or changed to suit the client or situation. The use or
administration of any of these techniques could vary from one counselor to
another. The category of standardized assessment techniques differs from
those above, in that they are usually developed and published by commer-
cial test publishers, have years of development and research supporting
them, and are administered and scored in strict accordance with published
procedures. In this way, such a test is given and evaluated in the same fash-
ion for each client. Nearly any test that can be administered can be catego-
rized into one of following five general domains, all of which represent an
area of interest for mental health counselors and their clients.

Achievement: These tests purport to measure what has been learned in the
recent past and usually represent the change in ability as the result of formal
training or life experience.

Aptitude: This is a test that purports to predict the degree to which an indi-
vidual can learn and master some skill or body of information in the future.
As Sax (1996) and Hills (1981) have suggested, the distinction between
achievement and aptitude tests lies more in the purpose for testing than in
what is tested. Both types of tests measure what has already been learned, but
in the case of the aptitude test, the purpose is to predict future performance
rather than to measure the effects of past learning or life experience.

Intelligence: These tests purport to measure a highly specialized and dif-
ferentiated form of aptitude, and they seek to predict the extent to which an
individual can succeed in school. In this sense, they are often regarded as
scholastic or academic aptitude tests if for no other reason than the fact that
they have been validated against measures of academic performance
(Anastasi, 1996; Gregory, 2004). These tests are frequently used during ini-
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tial evaluations conducted for occupational and educational counseling and
in personnel selection.

Vocational Preference: This type of test is, in reality, not a test in the usual
sense of the word because there is usually no “right” or “wrong” answer.
These instruments usually rely on a self-report format, in which an individ-
ual is asked to indicate from among groups of activities and/or topics his or
her preferences. These preferences are then later grouped and categorized
into related areas, and the results generate a pattern that is assumed to be
characteristic of the individual.

Personality: This group of tests purports to measure a large group of traits,
preferences, and values that combine or interact to make each person a
unique individual. Although each of us has a personality, each of us is unique
because our particular constellation of behaviors, attitudes, beliefs, and val-
ues has been molded by a lifetime of experience. This group of tests can be
further subdivided into two large categories. The first of these is a group of
tests that purport to assess the degree of mental health or the existence of
psychopathology. Tests of psychopathology are typically used for diagnostic
purposes and typically have as their central theme a theoretical base of what
constitutes a healthy or unhealthy, adaptive or maladaptive pattern of behav-
ior. The second category represents tests that seek only to categorize the
traits and patterns of normal behavior that may predispose an individual to
success or happiness in particular occupations, work settings, or leisure activ-
ities. These tests are frequently used to assist clients in making decisions
regarding education and work, but they may also be used in providing
insight into other patterns of human interaction, such as in marriage and fam-
ily counseling, for example.

ASSESSMENT FUNCTIONS IN
MENTAL HEALTH COUNSELING

As mental health counselors seek to work effectively with their clients,
there are those occasions where the necessary information cannot be
obtained through conversation or observation, and the use of tests or some
structured psychometric technique is considered desirable. These situations
are usually tied to the need for the client and/or counselor to make a deci-
sion. Generally, these decisions are based on some information that can often
be most objectively and efficiently collected through the use of a test or an
instrument. These decisions and, therefore, reasons for testing can be cate-
gorized as follows.

Selection: Tests are frequently administered to detect differences among
individuals, which may make them more or less suitable for some future activ-
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ity. Tests such as the Graduate Record Exam (GRE) or the Law School
Admissions Tests (LSAT) are quite well known for their use in selection. There
are many other situations, however, when a mental health counselor may sug-
gest the use of a personality or vocational preference test to assist a client with
a personal selection decision regarding educational or career choices.

Placement: Tests are frequently utilized to assist in determining the best
possible placement for training, treatment, or effective functioning. It should
be emphasized that placement is not necessarily something that is done to a
client. For many clients, placement is a personal decision often related to
selecting a college major or making a career choice, for example. For such
clients, the information provided through the use of psychometric techniques
can be invaluable in assisting with such decisions.

Diagnosis: Tests and psychometric techniques are often employed by
mental health counselors to assist in identifying specific strengths and weak-
nesses in a variety of areas of human performance. Although often consid-
ered in a medical sense or for the purpose of generating a Diagnostic and
Statistical Manual of Mental Disorders (DSM-IV-TR) (4th ed., text revision) diag-
nostic label reflecting maladaptive or psychopathological behavior, this area
of testing may include much more. The identification, through testing, of spe-
cific strengths or weaknesses in areas such as social function, shyness, math-
ematics, or reading may provide to both clients and counselors the necessary
information to plan programs of remediation deemed necessary to achieve
the desired counseling goal. Although third-party payers such as insurance
carriers typically require a DSM-IV-TR diagnosis before reimbursement for
services can be made, in a larger sense, mental health counselors may rely
on diagnostic instruments to more effectively plan specific treatment and
intervention programs.

Individual Progress: Perhaps one of the most frequent uses of tests in coun-
seling is to assess the client’s individual progress toward a stated goal. Working
with a group of adolescent clients with the goal of enhancing self-esteem and
self-acceptance may be facilitated by periodically assessing changes in the
client’s behavior. The use of psychometric instruments provides both client
and counselor with objective and recordable evidence of change and progress
that can be used to document rate of change and achievement or outcomes.
Clearly, a counselor who sought to lead a weight control program with a
group of clients would logically rely on periodic measures of body weight
using a scale. Why then should it be so different to use a well-accepted, valid,
and reliable measure of social skills development to assess the degree of
change for a group of clients seeking to enhance their social skills?

Although there are numerous other reasons for using tests such as moti-
vation, program evaluation, and research, the areas listed earlier provide the
basic foundation for test usage among mental health counselors.
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CLASSIFICATION OF ASSESSMENT INSTRUMENTS

Psychometric instruments can be classified according to a variety of cate-
gories on the basis of qualities or attributes, and an awareness of these cate-
gories is essential in the proper selection and use of assessment tools. The fol-
lowing classifications represent only a few of the many possible.

Group vs. Individual: Although the distinction between these categories
would appear to be obvious, a bit more is usually implied through the use of
these terms. Instruments designed for group administration may be used
with one or more than one client at a time and usually permit administration
by individuals who do not have extensive training or experience in testing.
Additionally, group-administered instruments usually take the form of a
paper-and-pencil test in which a client is presented a test booklet, an answer
sheet, and a pencil with which to mark responses. These materials are rela-
tively inexpensive and add to the economical nature of the group test.

However, individual tests must only be administered to one individual at
a time and usually require that the administrator be highly skilled, experi-
enced, and often specially certified for a valid and ethical administration.
Because only one individual can be assessed at a time and the administrator
must have much more than a general familiarity with the test administration,
scoring, and interpretation, such instruments are correspondingly more
expensive and time consuming to use.

Paper and Pencil vs. Performance Tests: These classifications generally
refer to the means for collecting the behavior sample to be evaluated. Paper-
and-pencil tests generally take the form of a prepared test booklet with a sep-
arate answer sheet on which the client marks responses. These tests have
formed the backbone of group assessment because they possess a number of
highly desirable characteristics. The materials—a test booklet and answer
sheet—are generally quite inexpensive and permit the collection of informa-
tion from potentially large numbers of individuals at the same time.
Additionally, this form of testing lends itself to quick and objective scoring.
Such tests generally are developed by test publishers and come with excel-
lent supporting documentation. Administration, in most cases, requires little
more than distributing materials, reading aloud a set of directions, keeping
accurate track of elapsed time provided for the test, and finally the collection
of the materials.

Among the limitations of this class of tests is the requirement for reading.
A valid administration of a paper-and-pencil test demands that the client pos-
sess the ability to read at a certain level. Although many tests have been
intentionally designed to require relatively low levels of reading ability, the
practicing mental health counselor is likely to encounter far more illiterate
and functionally illiterate clients than one might suppose. For this reason,
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such well-known paper-and-pencil tests as the Minnesota Multiphasic
Personality Test (MMPI) have been adapted for use with poor or non-read-
ers and for those with visual disabilities through the use of electronic pre-
sentations (Anastasi, 1996).

Performance tests generally elicit a behavior sample that is quite different
and, in some ways, more authentic. In response to verbal instructions, the
client performs a task. A common example is represented by the
Goodenough-Harris Drawing Test (Harris, 1963). This instrument is fre-
quently used to assess intellectual functioning and is administered by simply
asking the client to “make a picture of a man; make the very best picture that
you can.” Although removing the need for reading, such tests elicit more
complex behaviors, such as drawing a person, which must be evaluated by
an administrator, and the results cannot be run though an optical scanning
machine for grading. Such tests generally demand higher levels of training
and experience and present more complicated grading and evaluation issues
than does the paper-and-pencil format.

Norm vs. Criterion-Related Tests: The principle means for distinguishing
between these two groups of test forms rests with the way in which a single
score is evaluated. Typically, after an administration, a test is scored and a
raw score is generated. This raw score generally represents the number of
correct responses, or, in the case of a self-report survey, a pattern of respons-
es is recorded. This raw score, in and of itself, has little meaning until it is
compared with something. If the score is compared with the scores obtained
from a large and hopefully representative sample of others in a norm group,
the relative position of the raw score can be determined. It can be said, for
example, that a score might represent the 89th percentile, which would be
interpreted as being equal to or better than 89% of the scores from the norm
group. The question such tests answer is one of relative position. Does the
raw score place the individual near the top, in the middle, or near the bot-
tom compared with others who have taken the same test?

A more recent development, which is becoming more widely utilized in a
variety of tests, is the application of criterion-related scoring. In this process,
the obtained score is not compared with a norm group but with a criterion
score or measure. The difference is that a norm-referenced score provides an
indication of relative performance within the norm group, whereas criterion-
related scoring provides a measure of absolute performance. Such scoring
has become increasingly popular, particularly with the publishers and users
of diagnostic tests where the achievement of a particular score map be
indicative or diagnostic of a particular attribute. Such scoring methods are
increasingly being utilized on diagnostic tests of reading or mathematics,
where scoring below a particular criterion may be indicative of a failure to
achieve mastery or to demonstrate minimum competency.
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Structured vs. Unstructured: When examining structured versus unstruc-
tured, the distinction is not too dichotomous. These terms are best thought
of as the ends of a continuum with some tests being considered highly struc-
tured and other relatively unstructured. The basis on which the classification
may be made revolves around the degree of response freedom offered to the
client. A vocational preference test, like the Strong Interest Inventory, may
present clients with a series of activities to which they are permitted only
three options: like, indifferent, or dislike. The client is given a limited array
of options from which to choose a response. Such a test is regarded as high-
ly structured. Among the principle advantages of such a test are the fact that
quick and objective scoring is possible.

At the other end of the spectrum are tests such as the Rorschach inkblot
test developed by the Swiss psychiatrist Hermann Rorschach, which was first
described in 1921. Quite literally, the test is composed of a standardized
series of 10 cards on which are printed bilaterally symmetrical inkblots. The
client is asked to tell the examiner what each of the blots could represent.
Unlike a highly structured test with limited response freedom, the Rorschach
elicits responses that are not limited in any fashion. Because of the virtually
unlimited response freedom given to the client, scoring of such a test is nei-
ther quick nor easy and demands a high level of clinical skill and compe-
tence.

GUIDELINES AND STANDARDS
FOR ASSESSMENT PRACTICES

Before delving more deeply into the topic of assessment, a few additional
comments are necessary. Because assessment and the practice of testing have
evolved into essential components of the counseling process, it is not sur-
prising that this aspect of the profession has been the topic of a great deal of
research and ethical and practical consideration by the professional associa-
tions that represent the profession. The American Counseling Association
(ACA), the American Mental Health Counseling Association (AMHCA),
and the National Career Development Association (NCDA) recognize
assessment and the practice of testing as significant components of profes-
sional practice and have established standards of practice and addressed test-
ing in their respective codes of ethics and standards (American Counseling
Association, 2003, 2005; American Mental Health Counseling Association,
2010; National Career Development Association, 2007). The ACA Code of
Ethics (American Counseling Association, 2005, pp. 11-13) addresses this
component of professional practice in Section E with specific sections ad-
dressing 13 separate areas, including:
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1. General assessment definitions and purposes;

2. Professional competence;

3. Informed consent and issues of privacy;

4. Release of assessment data to other professionals;

5. Use of assessment in the diagnosis of mental disorders;
6. Selection of assessment instruments;

7. Standards for ethical instrument administration;

8. Diversity and multicultural issues in assessment;

9. Scoring and interpretation of assessment data;
10. Security procedures for assessment materials;
11. Use of obsolete information and test results
12. Guidelines for assessment instrument construction; and
13. Forensic evaluation.

Another indication of the central importance of assessment in the counsel-
ing process is the existence of a major division of the ACA devoted to assess-
ment: the Association for Assessment in Counseling and Education (AACE).
The stated mission of the AACE is “to promote and recognize scholarship,
professionalism, leadership, and excellence in the development and use of
assessment and diagnostic techniques in counseling” (2008, p. 1). The ACCE,
in collaboration with the ACA, produced a document titled Responsibilities for
Users of Standardized Tests, RUST (2003). This document remains an essential
defining standard for the use of standardized, counseling-related assessments
instruments. This document addresses seven essential areas of responsibility,
including the qualifications of test users, required technical knowledge areas,
test selection procedures, test administration, test scoring, interpretation of
test results, and communicating test results to clients.

THE SELECTION OF TESTS FOR USE IN COUNSELING

The process of choosing the best or correct test for a given client and a
given situation will depend on a variety of factors. These include client-relat-
ed factors, counselor-related factors, and test-related factors. Each of these
must be weighed and balanced. If reasonable care is exercised in determin-
ing each of these factors, appropriate and useful testing information can be
obtained.

Client-Related Factors: First of all, it should be emphasized that not only
from an ethical standpoint but from a practical standpoint, the needs, wish-
es, and desires of the client should heavily influence the decision to utilize
tests or other psychometric techniques. As a general rule, testing should be
considered if the information needed can be obtained no other way.
Obviously, if a client is bright, insightful, and possesses a large fund of per-
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sonal information, testing may not be required. However, if the client and
counselor both agree that additional information would be helpful in
enhancing the counseling process, the idea of testing should be introduced as
a relative quick and easy means of obtaining that information. The nature of
the client’s information deficit or interest should be the determining factor in
offering the opportunity for testing. Within the counseling relationship, test-
ing should be regarded as an offered service rather than an obligation or a
requirement. In many instances, unless the client is eager, willing, and enthu-
siastic about the opportunity to learn about him or herself, testing will not
yield useful information. If testing is considered, it should be offered as an
opportunity to obtain information that cannot be easily obtained in other
ways. The client’s willingness to participate will depend on the degree to
which the testing situation is perceived as a threat or manipulation. If the
client objects, these objections should be explored, if possible, with the intent
of reassuring the client of the utility of the process. Testing should be some-
thing that is done with someone rather than to someone. Unfortunately, pre-
vious experience in schools and elsewhere may make clients inherently sus-
picious of testing as an unwarranted intrusion or means of grading, classify-
ing, or valuing. If clients are convinced that testing is being offered for their
benefit, and that the information can be of help in addressing their counsel-
ing issues, most will not only agree but will take an active and interested part
in the assessment process.

Counselor-Related Factors: One of the most important of the counselor-
related factors is the counselor’s competence in the field of testing. It should
be emphasized that testing is a tool, and the effective application or use of
any tool presumes a high degree of skill in the use of the tool. For the prac-
ticing mental health counselor, this means that not only does he or she pos-
sess a basic familiarity with the testing theory, the technical aspects of testing,
and the specific instruments to be used, but that the counselor is comfortable
and confident in the selection, administration, scoring, and interpretation of
the instruments. Simply having completed a graduate course or two in test-
ing does not necessarily provide the necessary clinical skills to utilize tests
effectively with clients. Not only must the counselor be technically compe-
tent but equally important is the requirement to know and work within the
limits of that competence. From a legal and an ethical standpoint, each coun-
selor must recognize the limits of her or his competence and limit the scope
of practice to those areas for which training, experience, and legal authority
permit professional service. The laws regulating the scope of practice with
regard to testing vary widely. The counselor is then guided by both ethical
and legal factors in the selection and use of psychometric techniques appro-
priated for use with clients. The limiting factors are personal training, expe-
rience, and competence as well as legal authorization.
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Test-Related Factors: The third basic group of factors that guide the selec-
tion of tests revolves around the technical qualities and limitations of the
instruments. Among these technical factors are validity, reliability, and exis-
tence of appropriate and representative norms. Without a doubt the most
important of these is validity because it is “the degree to which a test actual-
ly measures what it purports to measure” (Anastasi, 1982, p. 27). The coun-
selor must have a clear idea of what it is that the test measures. An under-
standing of the validity of a test presumes that the counselor has a working
understanding of the evidence for validity presented by the publisher of the
test and others. It should be borne in mind that a standardized test is a com-
mercial product, and claims of validity made by the publisher may at times
be somewhat overstated. One of the values of using psychometric instru-
ments that have been in use for some time is the fact that their validity will
likely have been independently verified through their use in multiple
research studies with a wide variety of subjects and situations. Any test to be
considered for use in counseling should have considerable evidence estab-
lishing that it possesses acceptable levels of face, construct, criterion-related
(including predictive and concurrent), or content validity depending on the
purpose for which the test is designed.

The second major area that determines the utility of a test for a given pur-
pose is the reliability of the test’s results. Again, the counselor has an ethical
obligation to ensure that instruments chosen for use with clients possess the
ability to provide scores that are relatively precise and stable over time. The
counselor’s ability to interpret the meaning or a reliability coefficient and its
associated standard error of measurement for the test as a whole as well as
any component scores is essential in selecting from among related tests as
well as meaningfully interpreting the results. Among the various forms of
reliability with which the mental health counselor should be familiar are test-
retest reliability, which measures stability over time, alternative forms relia-
bility, which assesses the equivalence among various forms of the same
instrument, and split-half reliability, which measures internal consistency
(Anastasi & Urbina, 1997; Cronbach, 1990).

The final area to be considered is the currency and representativeness of
the test norms. A counselor who fails to recognize the effect that age, sex, eth-
nic origin, cultural background, and socioeconomic status have in influenc-
ing test performance may grossly underestimate or overestimate the signifi-
cance of a test score. A working knowledge of the characteristics of the nor-
mative sample and the currency of that sample is absolutely essential in
deriving meaningful information from a test score.
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LOCATING APPROPRIATE TESTS

The task of selecting and locating instruments appropriate for use in a
mental health counseling setting may at first seem daunting, but the advent
and development of the Internet with its many search engines and lighten-
ing speed have greatly simplified the task. Finding the instruments would
seem to be the easier task when compared with the task of identifying the
purpose or specific reason for testing. Drummond (1996) presents an excel-
lent decision-making model that can be useful in clarifying for a counselor
what dimension, trait, or attribute should be assessed in a particular situation.
His description of the process includes carefully identifying what judgments
or decisions have to be made along with carefully identifying what type or
kind of information is needed to make a decision with, for, or about a client.
Having first decided what information is needed, a counselor should then
take stock of what information is already available. Once it is determined
what information is still needed, the task of identifying those instruments is
now relatively easy, with such large databases commonly available on the
Internet. Perhaps the most imposing task of all is the objective evaluation of
instruments in the attempt to select the one most appropriate for a given set-
ting, client, or situation. A complete discussion of this evaluation process is
beyond the scope of this chapter but essentially revolves around a balancing
act of the three most important qualities of any instrument: validity, reliabil-
ity, and, of course, practicality.

Test reviews regularly appear in the professional periodicals, including
Measurement and Evaluation in Counseling and Development, the Journal of
Counseling Psychology, the Journal of Counseling and Development, the Journal of
Mental Health Counseling, and the Career Development Quarterly. Additionally,
such compendiums of testing information as Zests in Print and the Mental
Measurements Yearbook, both of which are published by the Buros Institute of
Mental Measurements (BIMM), provide the most comprehensive source of
testing related information available (Buros Institute of Mental Measure-
ments. 2010).

COMMUNICATING TEST RESULTS

The selection and administration of psychometric instruments is only half
of the practitioner’s responsibility. Equally important is the ability to first
interpret the results in a technically competent fashion and then to present
these findings to the client in a way that is both meaningful and accurate.
Because one of the primary purposes for the use of tests in counseling is to
enhance the client’s self-knowledge, little is gained by using a test whose
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results create confusion, self-doubt, or defensiveness. It should be empha-
sized that, for most clients, their past experience with testing has often been
primarily associated with school or employment and was judgmental in
nature. The testing done in counseling is quite different and seeks to assist in
providing needed information that the client may need or want.

The two essentials for communicating test results in a meaningful and
compassionate fashion are an awareness of the client and his or her needs or
wants and the ability to organize the test results in a clear, understandable,
and coherent fashion. The job of interpreting the results of a test should
begin early in the counseling process when initial discussions with a client
result in a joint determination of the need for additional information. The
entire process of testing is obviously for the benefit of the client and not the
counselor. When testing is offered as an option to the client, information
should be given to describe what needed information the test results will pro-
vide. In this way, the client has a general understanding of the purpose and
rationale for the test and therefore can have a pre-existing framework into
which the final results will comfortably fit. A second essential in effectively
communicating results is the need to organize the results so the client is not
provided with what may seem to be a huge amount of quantitative data.
There is virtually nothing to be gained by simply presenting a client with a
basket full of numbers and then expecting her or him to first understand and
then to incorporate that information into some meaningful construct.
Instead, it is generally useful to return the test results and then review with a
client the basic reasons that prompted the use of the test. This provides a
basis for a discussion of the results in such a way that the client begins to
understand what the scores mean in light of those original questions. With
clients who possess a reasonable intelligence and insight, it is sometimes a
wise technique to explain the meaning of the scores but to refrain from pro-
viding any interpretation or meaning to them. Instead, one may gently sug-
gest that the client offer his or her own interpretation or meaning once the
score is understood. Asking a client to offer his or her own interpretation or
a score engenders a cooperative relationship and helps avoid a passive
acceptance or defensive rejection of a test result on the part of the client.

A final word of caution is appropriate. It is sometimes difficult to give
information without also giving advice. This is frequently much more easily
said than done, especially with regard to testing. For many clients, the pres-
entation of test results suggests that the counselor has all of the necessary
information to deal with a particular problem. Clients may frequently ask the
counselor’s opinion or advice but are more likely to do so if they perceive
that the counselor has all of the information and they have very little or what
they have is of poor quality. By communicating the test results in a way that
the client can understand, and by affirming the value of the client’s percep-
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tions, interpretations, and understandings, the test result can be effectively
communicated to those most in need of them—the client.

ETHICAL ISSUES IN TESTING

There is little doubt that the practicing mental health counselor will be
faced with a multitude of ethical and value dilemmas throughout his or her
career, in both counseling-related situations and testing. Perhaps the best
source of guidance in effectively confronting these ethical dilemmas is a clear
and current knowledge of an appropriate code of ethics. A working knowl-
edge of a code of ethics is essential in first recognizing the existence of a
potential ethical problem and in providing options for the successful resolu-
tion of such problems.

Mental health counselors come into the field from an amazing variety of
academic backgrounds, and there seems to be no single professional associ-
ation that speaks for the entire profession. Perhaps the two most compre-
hensive statements of standards for ethical and professional conduct that
address issues in testing are provided by the American Psychological
Association’s (2010) Ethical Principles of Psychologists and Code of Conduct and
the American Counseling Association’s (2005) Code of Ethics and Standard of
Practice. Both of these professional associations address many of the same
fundamental ethical issues associated with the use of psychometric instru-
ments. In addition, issues of testing and assessment practice are addressed in
the codes of ethics of many other professional associations that represent
more specialized areas of practice, including the American Mental Health
Counselors Association (2010), Association for Addiction Professionals
(2010), National Rehabilitation Counseling Association (2010), National
Career Development Association, (2007) and the American Association for
Marriage and Family Therapy (2001). These organizations, in revising their
codes of ethics, have begun to address issues that previously were largely
unknown. Perhaps the best example of this is the inclusion of tenets that
address the issue of computer applications in the construction, administra-
tion, scoring, and interpretation of psychometric instruments. Two of the
issues that have arisen relate the comparability of computer and paper-and-
pencil versions of the same instrument and the dramatically increased use of
computerized interpretations of test results (Anastasi, 1996).

Another area that is again receiving increased attention in statements of
ethical practice relates to ability testing, particularly with regard to the valid-
ity of many instruments in assessing cognitive development of minority indi-
viduals. The rapidly increasing numbers of immigrants from all parts of the
world, but particularly from Latin American countries in recent years, has
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placed increased emphasis on the need for multilingual assessment instru-
ments and testing practices to meet the needs of an increasingly diverse pop-
ulation. These and many other issues will continue to pose questions as the
use of tests to assess human performance and characteristics collide with
technology and the values of a rapidly changing society. There are a few
basic components, however, that form the foundation of ethical conduct in
testing, and each of these is briefly described next.

Professional Competence and Qualification: Professional conduct
demands that the user of a test first be technically qualified to do so. This typ-
ically requires one or more graduate-level courses in testing to establish min-
imal competency. Many psychometric instruments, such as individually
administered tests of intellectual development, more specialized diagnostic
and projective tests of psychopathology, and neuropsychology assessment
require much more specialized training, including supervised clinical intern-
ship. A second issue relates to the legal authorization to administer such spe-
cialized instruments. The licensure laws of each state are somewhat different,
but nearly all states limit the scope of practice of licensed practitioners.
Ethical conduct would require that not only should the practicing counselor
be appropriately trained and licensed but should limit his or her practice to
the use of the instruments for which qualifications have been established. An
additional safeguard in this area is the increasing scrutiny that test publishers
are using to determine who may purchase, and presumably use, their tests.
Many test publishers now restrict the purchase of some or all of their testing
products to those individuals who have established their qualifications
through some mechanism.

Protection of Privacy: This area of concern has arisen particularly during
the past two decades as the mechanism for information transmission and
storage has undergone massive change with the increased use of computers.
Practitioners are expected to obtain consent from every client before testing,
and this often requires the provision of information relating to the possible
storage and use of the information following the termination of counseling.
The use of tests makes gathering of information with, for, and about a client
relatively easy. Because it is so easy to gather this information, the ethical
practitioner is conscious of potential abuse and offers testing only when it is
appropriate and necessary. The unwarranted and unnecessary gathering of
testing information should be regarded as a clear invasion of privacy, and
when such information is gathered, it should be guarded and used in ways
fully consistent with the good ethical practice. Protecting such information
and releasing it only with the client’s approval and when it is in the best inter-
est of the client should be foremost in the mind of the counselor.
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COMPUTER TECHNOLOGY AND
PSYCHOLOGICAL ASSESSMENT

It is common to refer to computer technology as a relatively recent inno-
vation, but the use of technology in the field of assessment has a long and dis-
tinguished history that can trace its origins to mechanical scoring machines
developed in the 1920s (Moreland, 1992). Other landmarks in this history
would include the construction of an analog computer for the automatic scor-
ing and profiling of the Strong Vocational Interest Blank by Elmer Hanks in
1946 and the use of optical scanning equipment and digital computers to
score and print profiles of psychological tests in the 1960s. In the 1970s, com-
puters were used for the first time to conduct computerized adaptive testing,
which permits individualized test batteries to be constructed with the fewest
number of items (Weiss & Kingsbury, 1984). Throughout the 1970s and
1980s, there was a proliferation of software programs that could be run on
personal computers, and many such programs were utilized in schools and
counseling centers to conduct routine vocational preference and interest test-
ing. By the 1990s, the meteoric rise in microcomputer capability, the Inter-
net, and other networking systems made online computer assisted testing
common indeed, and nationally recognized testing companies such as Edu-
cational Testing Service (ETS) made computerized administration of major
college admissions tests like the Graduate Management Admission Test
(GMAT) and the Graduate Record Examination (GRE) available for the first
time.

Essentially, the use of computers in assessment may be found in three
basic areas. The first and oldest of these is for scoring. The process of hand
scoring any assessment instrument is slow and laborious, and there is always
the possibility for error. Computers are exquisitely fast, never get tired, and,
when properly programmed, rarely make errors. This makes them ideal for
dull, repetitive, and high-volume work. The interpretation and generation of
profiles based on scores is the second area in which computers aid in the
assessment process. Computer-based interpretive systems for complex psy-
chological instruments such as the Rorschach and MMPI began as early as
the 1960s (Fowler, 1985; Piotrowski, 1964). This technology continues to
grow, and virtually all assessment instruments available today have associat-
ed software systems to facilitate scoring and interpretation of assessment
results. Many of these systems provide for the preparation of detailed inter-
pretive profiles.

The final way in which computers are being increasingly used is in the
actual administration of instruments. This is probably the newest and most
advanced technology in the field of assessment. The availability of high-def-
inition video and sound, as well as other multimedia displays, make realistic
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and fully interactive assessment completely possible using nothing more than
a desktop computer. This “virtual reality” assessment is a relatively recent
outgrowth of the incredibly popular computer game industry and permits
the measurement of individuals by engaging them in a virtual reality setting
and allowing them to interact with the stimuli presented.

From the use of machines to score tests near the beginning of the last cen-
tury to the use of virtual reality scenarios and complex simulation and gam-
ing theory to assess human performance, technology has been and will con-
tinue to be a tool to improve clinical and educational assessment. Despite the
rapid growth and technical evolution of computer-assisted assessment and
online testing, the fundamental ethical issues that underpin the practice of
assessment in counseling remain unchanged, and this technology must
always be regarded as a useful tool that must be wielded with care, skill, and
compassion as counselors work with clients.

CONCLUSION

Of the many roles played out in mental health agencies, schools, and insti-
tutions by mental health counselors, the process of assisting clients to acquire
a clear and objective view of their unique pattern of traits and abilities is like-
ly to continue to be one of the most important. Unlike clinical psychologists
or psychiatrists who often use psychometric instruments as tools to aid in the
diagnosis of psychopathology, the mental health counselor’s focus is often
quite different. Counselors are far more likely to use psychometric instru-
ments, rating scales, and other self-report inventories to perform initial
assessment and continual monitoring of therapeutic progress throughout
their work with clients. The use of such instruments to help identify areas of
concern for clients and to monitor their progress during the counseling
process requires that mental health counselors acquire the ability to select,
administer, score, and interpret a wide variety of instruments to promote
effective personal and social functioning. These instruments and the skills to
use them with technical competence and compassion are nothing but tools
with which to make the entire process of counseling easier, more objective,
and vastly more efficient. The future of mental health counseling is sure to
include advances in assessment technology and is likely to see increased use
of interactive and computer-enhanced assessment models. Together with a
humane, ethical, and compassionate attitude toward service to clients, these
advances will do much to ensure that counseling services will become even
more efficient and effective in assisting clients achieve their goals of
enhanced personal and social functioning, as well as building strong and
resilient individuals.
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Chapter 17

RESEARCH IN COUNSELING

JOLYNN V. CARNEY

eople decide to become counselors for many reasons, but the majority of

them revolve around the satisfaction of interaction with another individ-
ual and hopefully helping that person improve his or her quality of life
(Hazler & Kottler, 2005). Relationships with others are the focus of most
counselors’ interests. It is also the relationship that draws clients to counsel-
ing. They have tried working out things by themselves or reading self-help
guides to make themselves more knowledgeable but got nowhere with their
problems. Research design, data collection, research variables, validity, and
reliability are rarely topics that catch the interest of counselors in training
and client interests will not cause any additional personal pressure to focus
on these issues.

What is missed in this equation, which focuses on relationships, is that
research is a primary ingredient in effective counseling. It is the principle
portion of counselor development and their relationships with clients that
promotes improvement and change rather than stagnation, rigidity, preju-
dice, and bias. The following case serves as a way to see the various factors
involved.

Emil was seriously injured six months ago on his job as a mill worker. The acci-
dent damaged the 35-year-old man’s spinal cord, and he has lost the use of his
legs and all feeling from the waist down. He has been married for 15 years with
two children, ages 8 and 6 years. After three counseling sessions, Emil remains
depressed with suicidal ideation, is not physically taking care of himself, and sees
no real hope for a life that will satisfy him.

The counselor is worried about Emil and exasperated over her inability to help
him move in more positive directions. The anxieties wake her in the middle of

354
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the night in the form of fears and a set of questions for which she doesn’t have
good answers.

* Am I making progress that I don’t see, making no progress, or regressing with
Emil?

* What should I be defining as progress for Emil? Not committing suicide?
Getting back to work? Relieving his depression? Improving his family rela-
tionships? Gaining a better outlook on life?

* Is our lack of progress more about me, Emil, or a combination of the two of
us?

* Is what I do or who I am wrong for Emil’s recovery? Is there someone or some
kind of counselor who might be better for him?

* Itis so hard for me to imagine what it is exactly that a person with this kind of
life disaster needs to regain hope and enthusiasm about life?

If deciding how to help clients move forward in counseling is the essence
of a good counselor’s work, then the anxieties surrounding why clients do
not move forward in the ways we expect are the bane of the counselor’s exis-
tence. The ethical and successful professional counselor uses a triangular
approach to deal with this dilemma.

Theory

Research Practice

Theory is probably the starting place for counselor actions toward clients
because it is the way they decide to approach the intervention. It is research
based on some combination of scholarly study and life experience that has
brought them to that theory of how they can best help others. How they
apply that theory is their form of therapy. When counselors decide that their
chosen interventions are or are not having the desired effect, they are actu-
ally doing research because they have evaluated the data gained from their lis-
tening to and observing clients to make decisions about how to interpret the
results. Based on their research decision, they will likely make other decisions
on what changes in their practice are necessary.
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The ethical professional counselor is one who makes these decisions based
on a solid understanding of the best information available, applying it in
appropriate ways, and using recognized methods to evaluate the effective-
ness of his or her efforts so that he or she can change in professionally
expected ways. This is a professional who seeks research supported infor-
mation, understands it, and then applies it appropriately. The unethical and
ineffective counselor is one who does not seek or understand current avail-
able research or does not utilize recognized research designs in evaluating
efforts and client outcomes. For this person, change for the betterment of
clients is either non-existent or made with personal biases that can do more
harm than good.

THE RELEVANCE OF RESEARCH

There has been increased emphasis on the importance for counselors to
be trained in research as well as theories and methods because it is through
research that counselors can evaluate the effectiveness of their clinical inter-
ventions with diverse populations (Benishek & Gordon, 1998; D’Andrea &
Foster Heckman, 2008; Galluzzo, Hilldrup, Hays, & Erford, 2008; Heppner,
Kivlighan, & Wampold, 2008). One way to view counseling research is that
it ensures quality client care by allowing counselors to objectively examine
and evaluate their practices (Bradley, Sexton, & Smith, 2005), which is at the
core of the ethical issue of competency. Counselors provide clients with
assurances that they are competent in their use of treatments, which offers
reasonable promise of outcome success as stipulated by the code of ethics
(American Counseling Association, 2005). Demands for accountability have
only increased the need for counselors to document the effectiveness of their
work. Counselors can work more effectively on a day-to-day basis by being
competent to conduct and consume research. Being competent to conduct
and consume counseling research starts with demystifying the process, ter-
minology, and interpretation of research by understanding that it has similar
steps to counseling.

It might seem on the surface that researchers and counselors speak in dif-
ferent languages. Researchers use such terms as hypothesis, data, tests of signif-
icance, whereas counselors talk about hunches, client provided information, and
case conceptualizations. Yet these terms for all practical purposes hold similar
meanings. Both researchers and counselors are guided by the same funda-
mental ethical principles: (a) nonmaleficence—do no harm, (b) beneficience—
doing good for others, (c) autonomy-liberty to choose one’s own course of
action, (d) justice—fairness, and (e) fidelity—faithfulness, loyalty, and keeping
agreements (Heppner et al., 2008; Kitchener, 1984). Counselors and re -
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searchers also take very similar steps in seeking to increase understanding of
the issues and problems faced by their clients.

When clients present for treatment, counselors begin by helping clients
tell their stories. They listen to the stories to identify the problems or difficul-
ties (Step 1). From there, a collaborative formulation of client goals is con-
structed (Step 2) which assists in determining appropriate interventions (Step
3). Implementation of counseling interventions begins the next step (Step 4),
with counselors following up by assisting clients in evaluating their progress
(Step 5). Finally, based on an increase in client functioning, counseling ses-
sions come to an end and fermination occurs, where clients and counselors
share a summary interpretation of their therapeutic work and draw conclusions
to assist clients in the future (Step 6).

Researchers take similar steps in their process by identifying problems or
questions to investigate (Step 1) and then formulating a research design that
captures the goals of the investigation (Step 2). Researchers determine the
method for treatment/interventions and identify instruments to measure out-
come effectiveness (Step 3). They then implement the interventions, collect data
(Step 4) and conduct data analysis to evaluate outcomes (Step 5). Finally, the
investigators interpret the data and draw some conclusions designed to assist in
implementation of knowledge gained through the research (Step 6).
(Whiston, 1996).

A case can clearly be made that counselors, knowingly or not, do conduct
research steps with every client they see. Any counselor who questions and
observes in order to make treatment decisions based on the answers they
receive is a researcher. Part of the challenge is to realize that, although there
are differences in terms used, that does not make the processes totally sepa-
rate. Counselors who recognize the similarity and reconcile the differences
in their thinking are the ones who can provide the most effective counseling
possible for their clients. The purpose of this chapter is to assist counselors in
understanding different research paradigms, identify specific research
designs, and provide examples of process research that have effectively
enhanced clinical work.

The challenge for Emil’s counselor will be to realize that the answers to her ques-
tions can only be found in the examination of previous research on these issues
and her ability to ethically apply a research model to her counseling. Previous
research can inform her of some pieces of information, but it will then be her task
to understand the implications of that research, judge its appropriateness for Emil,
apply her thoughtful decision, and evaluate the impact. There are no simple
answers in the complex world of counseling, but this research process is the best
way to ethically make clinical decisions.
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RESEARCH WORLDVIEWS

The first step to enhancing a research knowledge base is to understand the
philosophical underpinnings that guide investigators and counselors based
on their views of the world and how inquiries are made to increase their
understanding of that world (Heppner et al., 2008). The worldviews to be
briefly discussed are positivism, post-positivism (quantitative methodology),
and post-modernism or constructivism (qualitative methodology). In many
ways, they define how individuals approach the assessment of others.

Positivism

Positivism in social science research follows the traditional “scientific
method” as seen in the physical sciences. The underlying principle is that
truth exists, can be observed as well as measured, and by using the scientific
method of investigation, these truths can be made known. These researchers
are positive of these truths. The researcher in this paradigm is objective, neither
affecting or contaminating issues under study nor being affected or swayed
by them.

This method used in studying phenomenon consists of well-defined steps
with researchers making conjectures and predictions about occurrences,
designing experiments to confirm or dispute investigators’ original notions,
and collecting group, numerical data from randomly sampled populations to
see whether researchers’ predictions were or were not supported. Positivistic
research examines causality by looking to see whether variable X causes vari-
able Y. Variable X is known as the independent variable, which is manipulated
by researchers to cause an impact on another variable (Variable Y), such as
using different counseling treatments for clients with depression. Variable Y
is known as the dependent variable because how much of it there is “depends”
on the effect of the independent variable such as a reduction in clients’
depression (dependent variable) with a particular counseling therapy (inde-
pendent variable) (Vogt, 2005). Positivistic research is reductionistic and deduc-
tivebecause it breaks down complex issues into simpler components that can
be more easily studied and understood (Elmore & Bradley, 2001; Galluzzo
et al., 2008; Heppner et al., 2008).

Post-Positivism

The positivistic approach to social sciences research has evolved into the
post-positivism paradigm, which shares the “truth” perspective by attempt-
ing to discover and highlight the truth through scientific research methodol-
ogy. Post-positivists differ slightly in that they do not believe that “truth” can
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actually be fully known. Instead, data collected from systematic investiga-
tions can only discover information about the probability of the investigators’
conjecture (prediction based on hypothesized truths) being true. Post-positive
researchers do not make absolute statements about truth. They use statistical
tests to assist in corroborating their conjectures, but they assert that they can-
not conclude with certainty that their thinking and investigations yield THE
answer to the issue under study.

The goal of the post-positive researcher for a series of investigations is to
gain closer approximations of the truth. Heppner et al. (2008) list the inves-
tigation into a link between smoking and various human diseases as an
example of post-positivistic research. Here a succession of experiments using
a variety of methodological designs was needed to come to the conclusion
that smoking does indeed negatively impact the health of individuals. Both
positivism and post-positivism fall under the category of guantitative research.
The word quantitative is derived from the word quantity, meaning that the
property of anything can be determined by numerical measurement (Elmore
& Bradley, 2001).

The positivism or post-positivism approaches to Emil’s issues are ones that would
emphasize looking for the specific things that are needed to solve the problems.
It could be seeking the specific operation that would help him function physical-
ly, finding him a new career in which other similarly handicapped individuals
have found success, or applying clinical techniques found to be successful with
other depressed clients. It is the search for those specific actions that we know
have helped significant numbers of others overcome similar conditions.

Post-Modernism

Post-modernism has a long history in the human disciplines. These
approaches have been utilized by anthropologists and sociologist for more
than 100 years (Houser, 2009). Post-modernism is currently used as a broad
term that encompasses paradigms such as constructivism, critical theory, and
feminism (Galluzzo et al., 2008; Houser, 2009).

Constructivists hold that there is no one truth or reality, but instead that
ideas about the world are individually constructed in the minds of individu-
als as they interact within their physical and social environments.
Worldviews and reality are then shaped by the individual’s particular culture
and hold meaning for that individual, yet they do not represent absolute or
universal truths.

Investigators using a constructivist approach are interested in understand-
ing the meaning of an issue, not in explaining an issue, so they do not follow
the objective, statistically-driven methodology of post-positivism (Heppner et
al., 2008). Constructivists are subjectively involved with the participants of the
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study in contrast to the post-positivists. Investigators’ values and biases are
seen as valuable components of the study because participants are impacted
by the investigators who enter their natural settings, and the reverse is also
true as investigators are affected by research participants. This linking of
investigators and participants is the vehicle by which individuals’ construc-
tion of their world can be understood by the researcher through participants’
personal narrative (Paisley & Reeves, 2001).

This method used to study phenomenon does not consist of making con-
jectures because there are no real truths to discover. Constructivists do not
use random sampling procedures to identify their participants, but typically
collect data from everyone whose voice might inform the investigation.
Collected data are not numerical, but instead words and phrases of individuals
that often lead investigators to interpretations that might not have been antic-
ipated before the study began. The result is that investigators may find a
need to reinterpret already acquired data or collect additional data based on
their interpretations. Data analysis broadly yields verbal pictures such as
written reports and data tables consisting of words not numbers (Heppner et
al., 2008).

Critical theory, like constructivism, focuses on individuals’ constructions
of their world. Critical theorist, however, believe that social constructions are
heavily influence by the people in power who have created forces that influ-
ence individuals such as social, political, economic, and so forth. Researchers
who adhere to other paradigms strive to remain neutral and focus on describ-
ing and/or interpreting reality. Critical theory researchers are focused on
empowering individuals, especially those whose voices might not be heard
(e.g., economically disadvantaged, children, persons diagnosed with a men-
tal illness, etc.).

Critical theorists conduct action research with the ultimate goal of con-
fronting injustices. The research can be viewed as a first step in helping par-
ticipants see that their deeply embedded beliefs, which are construed as “the
truth” have been socially constructed and can be changed. Critical theory
research takes on various forms, but the underlying commonality is the pres-
sure to use research as a criticism of cultural beliefs that lead to oppression
(Creswell, 2007, 2009).

Feminism, like critical theory, seeks to confront injustices. Specifically, a
feminist paradigm focuses on challenging gender inequalities in the world
that are rooted in traditional roles that women hold in society. Gender inter-
sects with other forms of oppression such as age, race, economics, or orien-
tation, that impact the way women experience their lives. Feminist theory
research can have a major role in changing these social inequalities. The
research can seem politically motivated, but in essence it is attempting to
uncover and understand what causes and sustains oppression, thereby help-
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ing women to reject the traditional roles assigned to them by society
(Creswell, 2007).

Participatory research is a hallmark of the feminism paradigm, in that par-
ticipants are recognized as the experts or authorities on their own experi-
ences. The power difference between researchers and participants is mini-
mized, and the researchers are recognized as part of the research process.
Ultimately, through social action research, the feminist paradigm is commit-
ted to working as individuals and groups toward ending all forms of oppres-
sion. The postmodernism paradigms fall under the category of qualitative
research. Both quantitative and qualitative research methodology are ex-
plored to some extent in this chapter.

The post-modernist trying to help Emil is not seeking answers that match large
groups of people, but instead those answers that are unique to Emil based on the
meaning that Emil creates for himself about his own world. The starting place is
to understand Emil as a unique individual, his experience of becoming who he is,
and the way he perceives and interacts with the world. From this study should
emerge revised, new, and valuable questions specific to Emil’s life that point to
the best ways to help him, including advocating to reduce the social barriers
blocking his success.

GENERAL METHODOLOGICAL ISSUES

Counselors who pose questions and set out on a quest to answer them
often begin by reading current literature that addresses the issue at hand.
When stepping into the scholarly literature, counselors first identify whether
the research methodology in the study of interest was quantitative or quali-
tative. This identification assists in understanding several other methodolog-
ical issues such as laboratory versus field research, which are related to experi-
mental control and generalizability.

The broad distinction between laboratory experiments and field experi-
ments relates to the setting. Experiments conducted in settings developed
especially for the purpose of research are laboratory experiments, whereas
studies conducted in natural or existing settings are labeled field experi-
ments. The choice of setting is related to the investigators’ ability to control
as many factors (extraneous or confounding variables) as possible that could
affect the outcome of the research (experimental control). The more strin-
gent the controls in a lab atmosphere (e.g., standardizing implementation of
treatment used in the counseling session; controlling temperature, lighting,
and noise in the setting; etc.), the less the investigators can generalize their
results to other settings, people, and/or times (generalizability). We say that
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lab research has high internal validity because it creates confidence in inferring
that a cause-effect relationship exists among the variables under study while
eliminating other explanations for the results. At the same time, laboratory
research has low external validity because the study’s results cannot be easily
generalized to other people, settings, and/or times.

Field experiments, in contrast, are conducted in naturalistic settings where
people actually live, work, and play. The investigators literally go to the par-
ticipants, meaning there is little control over extraneous variables that might
impact the results of the study. We say for this reason that field research has low
internal validity. However, as you can see, an experiment that happens in a
naturalistic setting has high external validity because the study’s results can be
more readily generalized to other people, settings, and/or times.

The earlier discussions on research worldviews highlights how many
researchers believe that one setting is more valuable than the other and often
even hotly contest each other’s points of view. Can you imagine a researcher
from the positivistic school willing to do field research and give up control-
ling the variables or investigators from the post-modernism school believing
that they could conduct their study in a laboratory setting? From the per-
spective of mental health practitioners, field research, which is done in a real-
istic setting, is often seen as more applicable for answering their questions

(Gladding, 2009).

The research reading that Emil’s counselor will do to help her understand Emil’s
problem will include both laboratory and field studies. She will see that, although
certain drugs or specific counseling techniques will have a specific effect on reduc-
ing levels of depression, producing chemicals in the body (laboratory studies),
these results do not always reflect similar levels of decreased depressive behaviors
in daily life (field studies). In fact, she will find that sometimes the mood-altering
drugs or counseling techniques that increase energy levels in clients can also be
related to increased levels of suicide and risky behaviors in the real world. The
only way Emil’s counselor will make sense out of these two types of information
is to understand both of them and how to interpret the sometimes conflicting
information they can produce.

MAJOR RESEARCH METHODS

The particular type of research methodology that counselors use should
be guided by the type of questions they are attempting to answer, their spe-
cial focus, and the resources available to support the investigation. The next
sections of the chapter highlight these decisions that lead to gquantitative
research designs, including experimental, quasi-experimental, and descrip-
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tive research designs and to gualitative designs of ethnography, grounded the-
ory, and case study. Quantitative and qualitative designs have unique advan-
tages, disadvantages, and details that are beyond the scope of this chapter.
For a comprehensive discussion of advantages, disadvantages, and details of
various designs, consult Erford, (2008), Heppner et al. (2008), and Sheperis,
Daniels, and Young (2010).

Experimental Research Designs

Between-group and within-subject designs are two quantitative experi-
mental research designs that have a long history and tradition within social
sciences research and can be thought of as “true” experimental research.
Both types of designs have the following important characteristics in com-
mon.

* They use random sampling to gain subjects and random assignment to
place them in different treatment groups in the study.

* They isolate and systematically manipulate an independent variable(s).

* They study cause-effect interactions.

Between-Group Designs

Several between-group designs can be explained in terms of two domains:
(a) experimental groups versus control groups, and (b) pre-test versus post-
test observations. Experimental group(s) are ones in which subjects receive a
treatment that comes from manipulating the independent variable. Control
group(s) are ones in which subjects receive no treatment and are used to com-
pare the results of the “treated” subjects to the “non-treated” subjects. A pre-
test refers to data gathered as the study begins prior to subjects being exposed
to any treatment, and a post-test refers to data gathered from exposure to a
treatment after the study is completed.

Between-group designs have names such as post-test-only control group and
pre-test-post-test control group. The name post-test-only control group suggests
that data on the dependent variable are collected from both the experimen-
tal and control groups after the treatment has been applied to subjects in the
experimental/treatment group(s) only. Remember that even though the sub-
jects in the control group have not received any treatment, researchers simul-
taneously collect data on the same measure(s) from both groups for compar-
ison sake. Researchers using this design are interested in knowing how the
treatment may have impacted the experimental/treatment group by averag-
ing all subjects’ scores and then looking at the differences in results between
the experimental and control groups. These hypotheses focus on the idea
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that the experimental/treatment group will change in some expected way
that the control group will not.

The pre-test-post-test control group design is slightly more sophisticated in
that data on the dependent variable are collected on both experimental and
control groups twice—before and after the treatment has been applied to the
experimental group. Researchers can then compare the differences in the
experimental group’s average scores and the control group average scores on
both the pre-test and post-test to see the change in scores more clearly. They
can also use the pre-test to help identify characteristics about both groups
before the study begins, such as the average level of subject depression or IQ
scores.

Additionally, even more sophisticated between-group experimental de-
signs are available for researchers to use, such as the Solomon four-group design,
which literally combines the post-test-only control group design with the pre-
test-post-test control group design. This design then has four groups—two
experimental/treatment groups and two control groups. One treatment and
one control group receive both a pre-test and post-test, whereas the other
treatment and control group only receive the post-test. Using this design,
researchers can even evaluate the impact that the pre-test might have on sub-
jects by comparing scores across groups who did and did not receive the pre-
test. The Solomon four-group design allows researchers to investigate a num-
ber of various configurations.

Factorial designs are also powerful between-group research methodology
worthy of mention here. They become important when two or more inde-
pendent variables are employed at the same time to see how they inde-
pendently or in combination affect the dependent variable. Counselors who
want to understand the effect that various therapeutic techniques have on
their male versus female clients could utilize a factorial design. The inde-
pendent variables in such a study are the various therapeutic techniques and
the gender (male/female) of the clients.

Reading the literature related to Emil’s conditions, Emil’s counselor might find a
study that identified trauma victims two years after their treatments and evaluat-
ed the life satisfaction of one group that got comprehensive counseling and stan-
dard physical rehabilitation services (treatment group) and another group that
only got standard physical rehabilitation (control group). The results of this post-
test-only control group design might well show that there was no difference in
their perceived quality of life between the two groups. Sometimes researchers,
based on their clinical experience, want to check these results more closely and
develop a more rigorous study that evaluates quality of life before treatment and
after treatment of two groups (pre-test-post-test control group design). This study
would take into account how much people had changed, thereby looking at how
much the two groups had grown rather than outcomes only.
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These differences are similar to evaluating counseling clients for outcomes versus
change. We often choose to measure how much clients improved their quality of
life rather than whether their quality of life is equal to all other clients.

Within-Subject Designs

Continuing with experimental research designs brings us to discuss with-
in-subject designs. Within-subject designs use each participant as his or her
own control, in that all participants are exposed to all treatment conditions.
The major benefit of this design is that each participant acts as his/her own
control thereby lessoning the amount of individual variation that would
occur between different subjects using the between-group designs. Here the
focus is on each individual person’s change rather than the average change
for a group.

The cross-over within-subject design is an excellent example where all sub-
jects are

+ randomly assigned, given a pre-test,

* exposed to a treatment (trt 1) of some type,

* given a post-test that examines the impact of Treatment 1 and then

* “crossed-over” to be exposed to another treatment (trt 2), and finally,
* given another post-test that examines the impact of Treatment 2.

The Latin Square design is an additional, uniquely sophisticated within-sub-
ject design. This design increases the number of treatments and number of
groups that a researcher uses in one study. The Latin Square consists of three
separate groups of subjects who are all exposed to each of three different
treatments in a counterbalanced fashion with researchers collecting data
between each treatment. Group 1 might receive Treatment 1 first, Treatment
2 second, and Treatment 3 last, whereas Group 2 might receive Treatment 2
first, Treatment 3 second, and Treatment 1 last, and Group 3 would receiv-
ing treatments in the order of 3, 2, and 1. This design allows researchers to
investigate which treatment or sequences of treatments might have the most
significant impact on the subjects.

The within-subject design is closely associated with the clinical work that Emil’s
counselor will do. She will not have a great number of clients like Emil, and so
she will need to do a good deal of her evaluation with him based on trying things
out and seeing how he responds to them. For example, will Emil be more recep-
tive to cognitive, behavioral, or person-centered methods? The counselor may try
them separately or in combination using within-subject designs to evaluate their
impact on Emil. Her findings will lead her to making choices of how to approach
him most effectively over time. Researchers will use a similar approach, with the
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difference being that they would apply these basic methods to purposely selected
samples of individuals to see how the individual changes are reflected in different

groups.

Quasi-Experimental Research Designs

Quasi-experimental designs differ from experimental designs in that they
lack random assignment of subjects to various treatment and control groups. The
independent variable in these designs is still manipulated, with researchers
continuing to investigate the cause-effect relationship among variables under
study. Quasi-experimental designs are primarily used at times when re-
searchers cannot randomly assign subjects to various groups. In these cases,
researchers will work with infact groups, which are already formed prior to the
investigators’ involvement. For example, several investigators interested in
the impact of various counseling therapies on mildly, moderately, and
severely depressed clients set up a research design that has three groups (two
treatment groups and one control group). Can you imagine the ethical dilem-
ma that would face these investigators if severely depressed clients were ran-
domly assigned to the waiting-list control group that was not to receive coun-
seling for a period of several weeks? Using intact groups as subjects such as
a classroom of middle-school students is another example of research design
that would lack random assignment because the researchers could not sim-
ply arrange students to fit their research design needs.

Non-randomized Pre-test-Post-test Control Group Design

A primary example of a quasi-experimental design is the non-randomized
pre-test-post-test control group design, which is similar to the design discussed
earlier in the chapter except that subjects are not randomly assigned. This
lack of randomization creates a situation where the treatment comparisons
are made with non-equivalent groups that may differ from each other in many
ways. This circumstance lessens researchers’ confidence that their groups are
similar in characteristics before the treatment is applied. Too much variation
among individuals in the various treatment and/or control groups creates a
situation in which the results of the research using this design must be inter-
preted with caution. One way to deal with this limitation is to use a cohort
research design.

Cohort Designs

Cohort designs are another example of quasi-experimental designs. Cohorts
are successive groups of individuals who follow each other through an insti-
tution such as a school. Cohorts are generally assumed to be characteristi-



Research in Counseling 367

cally similar to each other and share a similar environment. The sixth-grade
students in the local school, for example, would be expected to be similar to
next year’s sixth-grade students in the same school. Researchers interested in
examining the effects of a new curriculum on sixth-grade students’ reading
abilities might decide to use a cohort design because they cannot randomly
assign students to various classes for the purpose of their research. The
researchers, during Year 1 of the study, would gather data from a predeter-
mined number of sixth graders to establish a baseline of average reading
abilities. The sixth-grade students’ reading scores from Year 1 would then be
used as the data from a control group. During Year 2 of the study, researchers
would implement the new reading curriculum with the entering sixth-grade
students and then collect the same data on reading abilities of these students.
Finally, the investigators will compare the results from both cohort groups
(Year 1 and Year 2) to examine the efficacy of the new curriculum on stu-
dents’ reading abilities.

Emil’s counselor’s review of the literature would find live-in rehabilitation pro-
grams for paraplegic injuries. Some of these programs would have specific time
frames and procedures for similar injuries. In effect, these programs would also
have cohort groups that enter and exit the program at the same time and do the
same work there. Following groups would not be exactly matched, but they could
be seen as similar in these designs.

Single-Subject Designs

Some researchers have suggested that single-subject designs can be the
centerpiece of the counseling research model because they have a number of
advantages for counselors, such as allowing for a more adequate description
of what happens between client (individual or other unit) and counselor, as
well as meeting the quality assurance goals necessary for competent practice
(Brown & Trusty, 2005; Heppner et al., 2008; Sheperis & Miller, 2008).
Lundervold and Belwood (2000) refer to this type of design as the “best kept
secret in counseling” (p. 92).

Single-subject designs were developed to allow investigators to measure
changes in target behaviors of single individuals or a unit of analysis that
could be a couple, family, group, organization, and so forth (Heppner et al.,
2008; Sheperis & Miller, 2008; Studer, Obermann, & Womack, 2006). The
target behaviors are the dependent variables in the study, which are collect-
ed at multiple points over a period of time (McDougall & Smith, 2006). In
essence, the investigators are repeatedly measuring the dependent variable(s)
(target behaviors) prior to and during the application of the independent
variable(s) (treatment/intervention). Single-subject (AB) designs consist of
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different phases of data collection which typically are defined as baseline
(Phase A) and treatment/intervention (Phase B).

The AB Design

The AB design is typically constructed so that researchers take multiple
measurements or observations during baseline and treatment phases. Baseline
phase (A) refers to the time period in the study before treatment is applied in
which data are collected to describe the current level of functioning. The
objective is to find trends in the data that establish a subject’s typical pattern
of the target behavior(s). The primary purpose of this design is to detect
changes in target behaviors between baseline and treatment phases. The sta-
bility of the baseline is especially important because researchers could not
make a comparison to detect the actual changes in behaviors due to the treat-
ment phase if target behaviors kept changing during baseline observations.

The intervention begins during the treatment phase (B) and lasts for a pre-
determined length of time. Results of target behavior functioning are then
compared between baseline and the end of the treatment phase. There are
several variations to the AB design, such as the basic ABAB design, also
referred to as a type of withdrawal/reversal design. This design begins with a
baseline phase (A;), moves to the introduction of the treatment phase (B)),
withdraws or reverses the treatment essentially returning to the baseline
phase (A.), and finally reintroduces the treatment phase (B.). The assumption
behind this design is that if the B, (independent variable) caused the change
in the target behaviors (dependent variable), then withdrawing the treatment
(A,) should have behaviors returning to similar original baseline levels. If, in
fact, the behaviors do return to similar levels, reintroducing the treatment
phase (B.) should replicate the impact of the intervention on target behav-
iors, furthering researchers’ confidence that a causal relationship exists
between the independent and dependent variables. If behaviors do not re-
vert to original baseline levels at A,, then the investigators cannot infer a cause-
effect relationship between variables because other unknown variables may
have created the change (Heppner et al., 2008; Sheperis & Miller, 2008).

Single-subject design studies will be those that Emil’s counselor will most closely
see how to apply to her direct work with Emil. They may not have the generaliz-
ability of results that other designs offer, but they will be easily translated into how
she treats Emil. She will evaluate how Emil is initially functioning (baseline),
apply a treatment, evaluate how he is doing as a result of the treatment, and
design the next steps in the process. It is an ongoing process that focuses all efforts
on Emil as an individual.
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Descriptive Designs

Descriptive designs can be used to describe the incidence of variables, dis-
tribution of variables, or the relationship among variables throughout a pop-
ulation (Heppner et al., 2008). These designs are important to counseling
research because they clarify our perceptions of what the variables are,
which is necessary before we begin attempting to manipulate and control
variables. There are a variety of quantitative descriptive designs, such as sur-
vey or epidemiological research and ex post facto research designs.

Survey Research

Purposes for survey research are primarily to describe, explain, or explore
the nature of particular variables. This type of research is widely used in the
social sciences, including counseling research, where participants self-report
on facts, attitudes, and even behaviors. Descriptive survey research provides
basic information on issues, for example, the frequency of bullying in mid-
dle schools. Explanatory survey research tries to explain the occurrence of an
issue (like bullying) by investigating such variables as students’ beliefs about
bullying or students’ beliefs about the acceptability of bullying in their
school. Finally, exploratory survey research is conducted when investigators
would like to investigate a poorly understood issue, such as how bullies
rationalize their abuse of others.

Survey research collects data using various methods, such as a question-
naires, mailed surveys, telephone interviews, or personal interviews. Data
can be gained through structured or unstructured interviews. They also can
be acquired from the same people over a period of time, which is known as
longitudinal research, or from many different people all at one point in time,
which is referred to as cross-sectional research.

There are several problematic issues with survey research. Research ques-
tions might be too unclear or vague to guide the development of appropri-
ate items, creating surveys with irrelevant variables that reduce the validity
and reliability of results. Investigators sometimes use a convenient group of
subjects, for example, using college students attending a private university
that leaves out all students attending public universities and is therefore not
representative of all college students. Response rates can often be quite low
(Gladding, 2009; Heppner et al., 2008), which raises questions about why
some individuals responded while others who might give quite different
answers did not. Even with these limitations, survey research has made, and
will continue to make, numerous important contributions to counseling
research.
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Emil’s counselor will find many studies in the literature that explore clients’
reports of their feelings, perceptions, and beliefs. There will also be the self-report
studies of counselors, doctors, family members, and others examining their
actions, beliefs, and perceptions regarding the issues surrounding depression,
traumatic injury, and recovery. It will never be clear in these studies why some
people perceive things one way and others another, but the information does pro-
vide valuable clues to the perceptions that people have about these problems.
Some of those perceptions may help the counselor better understand Emil and his
situation.

Ex Post Facto Designs

Ex post facto literally translated from Latin means “after the fact.” These
designs use data in which the impact of one variable on another has occurred
before the actual research is begun. Researchers do not manipulate an inde-
pendent variable in an attempt to influence the impact on the dependent
variable, but merely try to establish the relationship among the variables. For
example, gender, personality types, and counseling success or failure are
important variables (Heppner et al., 2008), but researchers cannot manipu-
late them because no researcher can simply change someone’s personality
type or randomly assign clients to a group that they know will have either
successful or unsuccessful counseling outcomes.

Counselors interested in examining whether a relationship exists between
counseling outcomes (success or failure) of their clients and the clients’ per-
sonality types could use the data normally collected and housed in clients’
files to answer such a question. These counselors are using an ex post facto
design to inform the type of therapy they do because they are accessing data
“after the fact.” The data were already routinely collected and are now part
of client files.

Correlational studies are one type of ex post facto design in which re-
searchers investigate the extent to which variations in one factor are related
to variations in one or more other factors. These relationships are statistical-
ly examined by a group of correlational procedures, with the most common
one being the Pearson product moment correlation. This statistical proce-
dure yields coefficient (numerical scores) ranging from +1.0 through 0 to
—1.0. The coefficient specifies the degree of relationship among the variables,
with stronger relationships being indicated when scores are closest to posi-
tive or negative 1.0 and weakest to no relationship among variables being
indicated with scores are closest to 0. Coefficients of +1.0 indicate a perfect
positive relationship, whereas scores of —1.0 indicate a perfect negative rela-
tionship.

The direction (positive or negative) of the relationship helps researchers
understand the manner in which the variables are related. Brown and
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Srebalus (2003) provide an example of high school grades and college
achievement. A correlation of +1.0 would indicate that a student who gets
straight As in high school will get straight As in college. Although a correla-
tion of —-1.0 would indicate that the student who gets straights As in high
school will be a straight F student in college. As you might guess, perfect cor-
relations or perfect relationships are rarely ever gained in research. Thus,
researchers must interpret less than “perfect” correlation coefficients.
Researchers do have a standardized way of determining high versus low rela-
tionships. Correlation coefficients of 0.70 are considered high, 0.30-0.69 are
considered moderate, and those less than 0.30 are considered low. These cut-
off points are helpful guidelines for investigators when they interpret the
results of the research and helpful to counselors as they seek to understand
how much confidence they should put in the results as they relate to work
with clients.

Emil may be in the middle of his experiences with depression and traumatic
injury recovery, but many others have previously gone through the full experi-
ence. His counselor’s attempt to understand the potential pattern for Emil’s expe-
rience will look for ex post facto studies in which records of treatment were
obtained. Rehabilitation services offices are one good examples of where such
records would be maintained. Others would be agencies, centers, or private prac-
titioners who deal with many similarly specialized cases. Emil’s counselor would
even be taking on her own research as she seeks out such sources and attempts to
find correlations between the factors that seem to be attached to successful out-
comes of similar cases.

Qualitative Research Designs

Qualitative research provides a different paradigm for approaching the
investigation of various phenomena. Many methods and approaches are clas-
sified under the umbrella term of qualitative research or strategies of inquiry
(Heppner et al., 2008), such as participatory action research, grounded theo-
ry, case studies, ethnography, narrative, feminist inquiry, consensual qualita-
tive research, and critical theory, to name a few (Denzin & Lincoln, 2000).
Even within these various specific strategies of inquiry (i.e., ethnography),
there are multiple forms for conducting research. An alternative term used to
describe qualitative research is interpretive research (Gay, Mills, & Airasian,
2006). Hays and Newsome (2008) provide a table briefly comparing charac-
teristics of nine qualitative approaches. Creswell (2007) provides two succinct
tables comparing characteristics of five major approaches to qualitative
research. These approaches are grounded in inductive reasoning, with
researchers expressing an interest in exploring a particular issue, designing a
study, collecting data, and then generating written reports from the data.
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This type of research is

* sensitive to the context in which the study is conducted,

* nonstandardized, and

s dependent on the subjective experiences of the both the investigators and par-
ticipants (Choudhuri, Glauser, & Peregoy, 2004; Creswell, 2009;
Gladding, 2009; Mertens, 2009).

Qualitative researchers speak in terms of trustworthiness of the data, typi-
cally using the criteria of credibility, transferability, dependability, and confirma-
bility. One way to discuss these terms is to compare them relative to terms
we have already discussed in the quantitative sections of this chapter. From
that perspective, these terms could be perceived in the following ways:

* Credibility is approximately like internal validity, where the investigator
attempts to reduce the chance of error in the study, which is a factor that
can produce confusing results.

* Transferability can approximate a similar meaning to external validity, in
that it is related to the data’s ability to generalize to other populations.

* Dependability speaks to the reliability of the data and the importance of
the findings.

*  Confirmability parallels objectivity, where investigators are committed to
developing consistent methods and procedures of study.

This commitment to methods and procedures increases a study’s trust-
worthiness and reinforces credibility, transferability, dependability, and con-
firmability (Newsome, Hays, & Christensen, 2008). Morrow (2005) expands
these guidelines through three additional components:

* Social validity proposes that treatment goals, intervention techniques,
and outcomes are relevant and useful for participants who are empow-
ered in the research process by being involved and having a sense of
ownership.

* Subjectivity and reflexivity refer to the investigators’ self-awareness and
self-reflection in the research process.

The major strength of qualitative research is the ability to highlight subtle
aspects of counseling that are individually focused, developmental, and
experientially reported. The acceptance of qualitative research as a viable
source of data increased tremendously over the past two decades as scholars
and practitioners became better acquainted with the unique information it
provides. Counselors will therefore find increasing numbers of qualitative



Research in Counseling 373

research articles in relevant journals as the method to investigate a wide vari-
ety of phenomena (Berrios & Luca, 2006).

Choudhuri, Glauser, and Peregoy (2004) have published one particular
article detailing guidelines for writing a qualitative manuscript in a most pres-
tigious counseling journal-the Journal of Counseling and Development. Their
presentation of criteria for the rigor and credibility that must be applied to
these research designs is particularly valuable to those utilizing or evaluating
this form of research. The following section briefly highlights a few of the
most utilized approaches, including ethnographic, case study, and grounded
theory from a host of possibilities. For a more detailed discussion of qualita-
tive research, see texts such as Creswell (2007); Maxwell (2005); Rubin and
Rubin (2005); and Silverman (2010).

The kind of work that Emil’s counselor will do with Emil is closely associated with
qualitative research. She will be seeking to understand him not only in the statis-
tical (quantitative) ways he compares to others, but she will spend great amounts
of time trying to understand his uniqueness and the stories that explain how he
arrived at his current physical, social, emotional, and spiritual states. This infor-
mation will be more related to the qualities of Emil rather than the quantities of
things in him or his life. The counselor will also be interested in what researchers
have found when they have used similar methods for exploring people with issues
like those facing Emil.

Grounded Theory

Grounded theory has its roots in sociology and was conceptualized by
Glaser and Strauss (1967) in The Discovery of Grounded Theory. Strauss and
Corbin (1998) provide a structured approach for conducting grounded theo-
ry research, whereas Charmaz (2006) proposes a constructivist approach that
emphasizes “diverse local worlds, multiple realities, and complexities of par-
ticular worlds, views, and actions” (Creswell, 2007, p. 65). Both approaches
are recommended for readers interested in applying this type of qualitative
research.

The theory emphasizes a general methodology designed to inductively
form a theory from data that have been systematically gathered typically
through interviews and analyzed by using extensive, direct observations in a
naturalistic setting. Theories that already exist (grounded) may also be elab-
orated on or modified as new incoming data provide additional comparisons
for the investigators to match a theory against the data. Investigators contin-
uously make comparisons between theory and the data gathered from actu-
al research. In other words, grounded theory is composed of continued sam-
pling and is based on the emergent theory constantly being verified and
adapted until theoretical saturation is reached and a grounded theory is artic-
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ulated (Fassinger, 2005).
Grounded theory can be viewed as providing new connections between
theory and real-world phenomena by

* identifying the patterns and themes recognizable within the real-life
data, and

* providing the conceptual links between these themes and patterns that
can increase a theory’s ability to explain phenomenon.

Hays, Chang, and Dean (2004) conducted a study utilizing grounded the-
ory to examine White counselors’ views on privilege and oppression. The
authors’ study is a good example of how grounded theory can enhance coun-
seling research and training. The participants included eight counselors who
were diverse in age, biological sex, spiritual orientation, and sexual orienta-
tion. The participants were interviewed twice on average between 45 and 60
minutes. Findings were used to highlight implication for training counselors
in the United States. An important comparison to be noted is the time dif-
ference for conducting grounded theory versus ethnography research.

Ethnography

Ethnographic research is based on the view that the “social world is an
interpreted world, not a literal world” (Altheide & Johnson, 1994, p. 489).
The investigation focuses on a cultural group and involves comprehensive
study in the natural setting. In fact, the root word of ethnography is ethnos,
which is Greek meaning “people” or “group.” Ethnographers conduct inves-
tigations of collective patterns found within a cultural group (Creswell, 2007).
These patterns can include values, beliefs, behaviors, and language that
investigators attempt to describe and interpret. This focus on interpretation
creates research where

+ the relationship between what is observed (e.g., behaviors or traditions)
and the larger cultural contexts is critical;

* the relationship among the observer, the observed, and the setting is an
integral component of the study;

+ the perspective (point of view) of the observer and the observed are
both used to develop an interpretation of the results; and

* the role of the reader as a consumer of the study must also be taken into
consideration (Altheide & Johnson, 1994).

Ethnographers take care to describe as accurately as possible participants’
behaviors, shared worldviews, and so forth. The detailed descriptions literal-
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ly use the cultural or local language as part of the text. Investigators develop
their descriptions from as many sources as possible, such as interviews,
observations, and documentation. The outcome from ethnography research
is a thick description that provides an inclusive representation of the cultural
group that enhances our deep understanding of an issue.

Ethnographic research has its roots and is used frequently in anthropolo-
gy. This type of qualitative research can be difficult to use in counseling
because of the sustained length of time the investigator stays in the field col-
lecting data with the group under study. This intensive field involvement can
often be many months, which has generally not been a viable option for
those doing counseling research.

Phenomenological Research

Phenomenological research has its roots in philosophy particularly origi-
nating from the work of a German philosopher, Edmund Husserl
(1859-1938), as well as psychology and education (Creswell, 2007). The
function of phenomenology research is to investigate individuals’ lived expe-
riences of a phenomenon. The actual phenomenon can encompass a wide
range of experiences such as bullying, grief, sexual abuse, perception of men-
tal illness, and identity development, just to name a few that counselors
might want to research. Phenomenological research provides rich descrip-
tions of a phenomenon, and phenomenologists do not develop and test
hypotheses in a manner commonly used in other research approaches.

Hays and Newsome (2008) suggest that investigators conducting phenom-
enology research are rather like counselors “who empathically and nonjudg-
mental enters into the world of clients to provide therapeutic help” (p. 177).
Phenomenologists seek to understand as much as possible the perceived
lived experience of their participants and then to describe those experiences
as accurately as possible. Finding commonalities among the experiences
shared by individuals is an important component in conducting this type of
research.

The process of conducting phenomenology research is similar to other
qualitative methodologies, where interviews of relative small numbers of
participants are conducted. Unlike time-intensive ethnography, investigators
using this approach would interview participants for an hour or so either one
time or more depending on the nature of the study. Interestingly, phenome-
nologists refer to participants as co-researchers (Ary, Jaco