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Julia H. F. White is a 
second-year graduate 
student at Plymouth 
State University in New 
Hampshire, studying 
Clinical Mental Health 
Counseling. Her interests 
include the promotion 
of self-care, holistic 
approaches to mental 
health, and pursuance of 
secular spirituality. An experienced veterinary 
nurse, she strongly believes in the vast benefits of 
the human/animal bond. She can be reached at 
jhwhite2@plymouth.edu. 

Having worked in the veterinary  
field for several years, the well- 
being and mental health of veter-
inary professionals is often on my 
mind as I pursue a career as a Clinical 
Mental Health Counselor (CMHC). 
As a veterinary nurse, I have expe-
rienced my fair share of challenges, 
with compassion fatigue at the top 
of the list. 

Compassion fatigue is of concern 
in the veterinary field due to the 
burgeoning accounts of veterinarians 
dying by suicide. For this reason, 
I chose suicidality in veterinary 
medicine as my topic for an advocacy 
project last semester. As I began my 
research for the project, I was dismayed to discover little avail-
able information on veterinarians and suicide in mental health 
literature. Instead, I relied on studies published in veterinary 
journals for data on mental health and suicide rates in veterinary 
medicine, and was left empty-handed regarding possible effec-
tive treatments and interventions.

A study published in the January 2019 issue of The Journal 
of the American Veterinary Association (doi.org/10.2460/jav-
ma.254.1.104) surveyed 11,000 veterinarians and found that 
since graduating from veterinary school, 31 percent experienced 
depressed episodes, 17 percent had had suicidal ideation, and 
9 percent reported experiencing severe mental health issues. 
Furthermore, the Centers for Disease Control and Prevention 
(CDC) found that veterinarians are two to three times more 
likely to die by suicide than the general public (cdc.gov/media/
releases/2018/p1220-veterinarians-suicide.html), and a study in 
Volume 59 of the Irish Veterinary Journal estimated that one in 
11 veterinary deaths are a result of suicide—higher than the rate 
of medical doctors or dentists. 

Risk Factors in Veterinary Medicine

When considering these trends, a number of risk factors 
should be taken into account, including: 

• Extended working hours and overwhelming workload, 
• Heightened emotional involvement in patient care, 
• Professional isolation for those practicing in rural areas,
• Access to lethal medications,
• Substantial school debt versus relatively low salaries, and
• Inadequate preparation for the demands of practice 

while in veterinary school. 

That said, I believe the two most salient factors are high client  

     demands—which can make setting 
healthy professional boundaries 
difficult—and the daunting responsi-
bility of humane euthanasia. 

Pet owners who consider their 
pets beloved family members have 
high expectations of the people 
caring for their pets, resulting in high 
client demands on veterinarians and 
nurses. Veterinary staff are expected 
to love and care for each patient as 
if it were their own; and often, they 
do! Such devotion to patient care 
leads veterinary staff to work beyond 
scheduled hours, pick up extra shifts, 
and complete record-keeping and 
client communications from home. 

This lack of boundaries and disregard for work/life balance has 
become the norm among veterinarians, and it contributes to 
compassion fatigue, burnout, and serious mental health issues.

Humane euthanasia is not only a risk factor unique to veter-
inary medicine, it’s a source of great distress for veterinary staff 
and pet owners alike. Often veterinarians and nurses find them-
selves “counseling” clients through this decision, and consoling 
them as they grieve. As an experienced veterinary nurse, I know 
that veterinary staff are not adequately trained to handle this  
responsibility, nor are we trained to care for ourselves through 
repeatedly experiencing so much death and sorrow. Unfortu-
nately, we wind up adopting whatever skills seem to be effec-
tive, which in my experience consisted of detaching from the 
emotions and processes, and embracing stoicism over empathy. 
Many veterinary professionals I have worked with also choose 
detachment and stoicism to avoid the pain of being fully present 
with clients as they say goodbye to their dearly loved animal. 
Sadly, these habits put us in the position of internalizing our 
reactions to these traumatic experiences, rather than acknowl-
edging, processing, and understanding our emotional responses.

Helping Those Who Help Care for Our Pets

Veterinary professionals are some of the most compassionate 
and selfless people I have met. These attributes foster an innate 
need to do anything within their power to help their animal  
patients and their owners, often to their own detriment. Com-
passion fatigue takes a serious toll on veterinary professionals. 

Lack of emotional self-care combined with access to lethal 
medications can create a dangerous environment for veterinary 
staff. As CMHCs, we need to be cognizant of the challenges and 
risk factors associated with the veterinary field, and gain more 
knowledge of effective treatments and interventions.

Member Reflections
Addressing Rising Rates of Suicide 
Among Veterinary Professionals
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Clinical mental health counseling is a distinct profession with 
national standards for education, training and clinical practice. 
Clinical mental health counselors are highly skilled professionals 
who provide flexible, consumer-oriented therapy. They combine 
traditional psychotherapy with a practical, problem-solving  
approach that creates a dynamic and efficient path for change 
and problem resolution. The mission of AMHCA is to enhance 
the profession of clinical mental health counseling through 
advocacy, education and collaboration.
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The President’s Perspective
By Eric T. Beeson, PhD, LPC, NCC, ACS, CRC 
43rd AMHCA President, 2019–2020

Vulnerabilities and Opportunities  
in the New World I Never Imagined

Hello AMHCA Family! Well, it’s June, and this is my last column as your president. It has 
been a privilege to serve as the 43rd AMHCA President, and as my term comes to an end, I 
feel our journey as an association is launching into a new era—in relation to the recovery 
efforts from the COVID-19 pandemic, the status of clinical mental health counselors (CM-
HCs) in the broader mental health care field, and the trajecto-
ry of our growth as the OneAMHCA Movement gains momen-
tum. (If you haven’t yet heard of the OneAMHCA Movement, 
tune in to the 2020 AMHCA Virtual Conference [see page 9].)    

I have challenged all of us many times to imagine a new 
world. As I write to you now, we are in the midst of a pan-
demic; I hope that by the time this column is published, we 
will be on the road to recovery. This wasn’t the new world 
that I had originally thought of, but it is the world we have, 
and I feel the need to acknowledge the weight of our recent 
experiences and their impact on our personal and professional 
lives, and to consider what’s next for the profession and those 
we serve. Two aspects of the pandemic have stood out to me—
it has highlighted our vulnerabilities and given us an opportunity to show our strength. 

What are those vulnerabilities? Personally, I’ve never been more aware of my own privi-
lege than during the pandemic. Health care disparities among people of various sociocultur-
al backgrounds is not new, but we saw the consequences of these inequities amplified when 
resources were scarce. We observed the challenges to continuity of care created by restric-
tive policies and regulations for practice privileges and treatment modalities across health 
care professions. And, if you were like me, you felt generally unprepared and uncertain.  

What are those opportunities? Amidst the vulnerabilities, I have never been more 
proud of how our essential profession, clinical mental health counseling, rises to the occa-
sion. I have seen CMHCs on the front lines providing service in person and virtually. I have 
seen AMHCA state chapters stepping up to start mental health care crisis lines alongside 
their state governments. I have seen active engagement in our Communities forums to 
crowdsource expertise, share resources, and support one another. I have participated 
in countless virtual calls with our sibling associations to coordinate efforts to ensure our 
profession is included in emergency policy. I have seen a spirit of altruism and care for one 
another. I have witnessed the power of an organized profession working towards the most 
important goal of all—the health and well-being of those we serve. 

As a result of the vulnerability, uncertainty, trauma, and resilience, we changed the 
venue of the 2020 AMHCA Annual Conference from Las Vegas to Zoom! Since this decision 
was made, we have been working hard to train presenters and attendees to ensure the 
best possible experience in this historic event. The organizers and speakers are primed to 
create an atmosphere through which you will be energized, empowered, and unified to 
shape the future of mental health and our association. 

As I close out my presidency, I reflect on the contributions of the collective. I am full of 
gratitude for all of you as you have leaned into the challenges and capitalized on the op-
portunities. I am eager to see how we will move together to usher in a new era of clinical 
mental health counseling, our association, and mental health in the world. Thank you for 
all the memories that this past year has brought me!

Dr. Beeson’s column 
was written before 
the recent protests. 
Read his response to 
“the reaction to the 
homicide of George 
Floyd, in the wake of 

too many prior deaths 
of people of color” at  

bit.ly/3cPnYHM.
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AMHCA Is Responding to the 
COVID-19 Pandemic on Behalf of Members

I worked for associations during previous difficult times—the aftermath of the 9/11 
terrorist attacks in 2001 and during the Great Recession of 2007–09. Like the COVID-19 
pandemic, those crises had a significant economic and social impact. I learned then sever-
al important lessons on how organizations operate during those periods and how to lead. 

Professional associations provide stability and solid organi-
zational structures that respond to the profession’s needs 
and challenges. In the context of the coronavirus outbreak, 
stability and reliability are significant strengths of AMHCA, 
and we remain fully operational. Our virtual operation for the 
past three years and the standard operating procedures we 
have in place have allowed us not to miss a beat during this 
period. That’s also because we have the right team in place—
our governing board, committees, and staff. For example, our 
committee infrastructure can take on the credentialing, clini-
cal, ethical, policy, financial, and chapter aspects of providing 
value to our members, addressing challenges of the pandem-
ic, and charting pathways forward.

Reliable information and trust determine reputation and underlie the long-term rela-
tionships AMHCA establishes with our members, policymakers, and other stakeholders. 
They also form the backbone of AMHCA, whose structures provide the necessary con-
tinuity while enabling us to adapt to living in a world of constant change, including the 
COVID-19 outbreak. (For more on counseling and COVID-19, see pages 23–34.)

We have several new platforms and forums where our members can find relevant 
information, exchange views, and share content on best practices, tools, and strategies to 
thrive in today’s environment. I appreciate the full scope of our online discussion groups, 
communities, and other communications. Even before COVID-19, we had set up online 
“virtual support teams,” “roundtables,” and “cross-segment working groups” that mem-
bers can access for problem-solving information. These platforms will become even more 
valuable for exchanging information, not only on practice and advocacy initiatives, but 
on the societal and economic developments we will need to anticipate over the coming 
months and years. The platforms we have established have created a strong sense of 
community. While continuing to leverage new technologies in the digital meeting environ-
ment, we will also build more virtual spaces that can replicate aspects of information-shar-
ing, behavioral health marketplace learning, and peer connections.

AMHCA to Members: We’re Here for You! 
AMHCA has plans in place to address your needs and promote your interests. We are 

working with policymakers and stakeholder groups to align the clinical mental health coun-
seling profession with the current crisis and ongoing threats (see pages 6–7). Decision-mak-
ers will know that CMHCs are on the front lines as Primary Mental Health Providers, and 
the work you do for and with AMHCA will help pave the way to a better health care system 
where mental well-being is front and center. We are using this time to continue to seek col-
laborative opportunities with other professional associations; to make the profession more 
strategically integrated in the health care system; and to make AMHCA stronger. Thank you 
for all you do for AMHCA and on the front lines during this critical time for our nation!

Joel Miller’s column 
was written before the 

recent protests.  
Read his “A Statement 
of the American Men-
tal Health Counselors  
Association on Racism 

as a Social Determinant 
of Mental Health” at 

bit.ly/30phqNh.
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Let’s Get It 
Done! Join Your 
Peers in Pressing 
for Medicare  
Coverage

By DAvid BErGmAn,  
AMHCA GovErnmEnt AffAirs 
ConsultAnt And PrinciPAl, 
BErGmAn StrAtEGiEs, LLC 

A new report issued April 21 by a Wash-
ington think tank recommends that 
mental health counselors be added to the 
list of Medicare providers, noting that the 
report’s policy recommendations offer 
solutions to the challenges raised by the 
COVID-19 pandemic. The Bipartisan Policy 
Center (BPC)—which prides itself on 
“one thing above all else: getting things 
done”—fosters bipartisanship by combin-
ing the best ideas from the Democratic 
and Republican parties to promote health, 
security, and opportunity.

 The timing of the report couldn’t be 
better as it coincides with AMHCA urging 
clinical mental health counselors (CMHCs) 
to contact their legislators and ask them 
to include AMHCA’s Medicare legislation 
(House of Representatives bill H.R. 945 
www.congress.gov/bill/116th-congress/
house-bill/945 and Senate bill S. 286 
www.congress.gov/bill/116th-congress/
senate-bill/286 in future COVID-19  
relief legislation. 

“The next stimulus 
packages will be up for 
consideration in June, and 
it provides us a tremen-
dous opportunity to make 
substantial strides in our 
Medicare policy recommen-
dations,” said Eric T. Beeson, 
PhD, LPC, NCC, ACS, CRC. 
Beeson is AMHCA’s 43rd 
president, 2019–2020.

On April 20, our Medi-
care sponsors—Repre-

sentatives Mike Thompson (D–CA) and 
John Katko (R–NY)—submitted a letter to 
the congressional leadership requesting 
inclusion of H.R. 945 in the next House 
COVID-19 relief bill. AMHCA supported 
that request through grassroots advocacy. 
Unfortunately, the House bill (H.R. 6800) 
passed on May 15 without our Medicare 
language. Our focus now shifts to the 
Senate, which is on a slower track.

The BPC report, “Confronting Rural 
America’s Health Care Crisis” (bit.ly/ 
3e5g0LJ), was prepared by the BPC’s Rural 
Health Task Force, led by former Senate 
Majority Leaders Tom Daschle and Bill Frist, 
MD. The report provides bipartisan policy 
recommendations to stabilize and trans-
form rural health infrastructure, promote 
value-based and virtual care, and ensure 
access to local providers. Adding licensed 
mental health counselors and licensed 
marriage and family therapists (LMFTs) to 
the list of Medicare-covered providers was 
a key recommendation for ensuring an 
adequate rural health care workforce.

The BPC recommendation is “splendid” 
news, according to Joel E. Miller, AMHCA’s 
executive director and CEO. “It will really 
help buttress our advocacy arguments 
and activities,” he said, referring to pages 
15 and 54 of the report. 

Miller also announced that the Michael 
J. Fox Foundation for Parkinson’s Research 
(MJFF) (www.michaeljfox.org) has been 
supporting AMHCA’s Medicare bill for the 
last three months and that MJFF included 
AMHCA’s bill in its recent Patient Forum 
and Hill Day. “I have reached out to their 
policy staff to formally bring MJFF into 
the Medicare Mental Health Workforce 
Coalition,” he added. 

AMHCA is working closely with our 
allied organizations that represent 
counselors and LMFTs, as well as behav-
ioral health clinics, to add our Medicare 
coverage language to the next COVID-19 
stimulus legislation. We have received 
some interest from congressional offices, 
but have much work still to do.

To Be Successful, We Need Your Help! 

It is imperative that U.S. Senators hear 
from their counselor constituents about 
the importance of S. 286. We urge you to 
contact your Senators today and ask them 
to include our Medicare bills in the next 
COVID-19 package. Find your state’s sena-
tors (see box below), and see examples of 
what to say when you contact them (see 
box on the bottom of page 7). 

For more information about Medicare 
coverage for CMHCs, and to review past 
Medicare messages to legislators, visit 
amhca.org/advocacy/medicare. 

: Medicare

Find your state’s two senators,  
and their email address and  

phone number at:
senate.gov/senators/index.htm

See the box on page 7 for sample  
messages to send to your senators.

Find Your Elected SenatorsOn June 5, the MHLG sent a letter to all members of Congress, as well as federal 
agencies, asking that they support passage of the Mental Health Access Improve-
ment Act (H.R. 945 and S. 286). The bill will allow Medicare to reimburse mental 
health counselors for treating older adults with mental health conditions. A coalition 
of behavioral health organizations, MHLG works to strengthen Americans’ access to 
mental health and addiction care. The letter is significant because such broad agree-
ment among the 75 MHLG organizations occurs infrequently. See the letter, and the 
list of signatory organizations, at bit.ly/30XmFnH.

 Mental Health Liaison Group (MHLG) Asks Congress to Support  
Medicare Reimbursement for Mental Health Counselors
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AMHCA Goes  
International!

By AAron Norton, LMHC, 
LMFT, MCAP, CCMHC, CRC, 
CFMHE 

“Meditate often on the 
interconnectedness and 
mutual interdependence of all 

Here’s a sample message for your call or email to request 
Medicare coverage for CMHCs (see page 6). Replace the 
bracketed sections below with information about where 
you’re from and which senator you’re contacting:

I am a mental health counselor from [city/state]. I urge 
Senator [___] to include S. 286 in the COVID-19 relief bill 
currently under development. This legislation authorizes 
licensed mental health counselors to provide mental health 
and addiction services to Medicare beneficiaries.

Research shows the COVID-19 pandemic is likely to create 
a behavioral health crisis, and there are not enough mental 
health professionals to meet the needs of the Medicare 
population. I urge Senator [____] to increase the availabil-
ity of behavioral health services by including S. 286 in the 
COVID-19 relief bill.

Thank you for your consideration.

If you would like to write your own message to your elected 
representatives, AMHCA President Eric T. Beeson, PhD, LPC, 
NCC, ACS, CRC, recommends that it:

• Remind them of your readiness to aid in the mental 
health care response to COVID-19 as a clinical mental 
health counselor.

• Urge the inclusion of all qualified mental health care 
providers, including clinical mental health counselors, 
in any new policy regarding the mental health care 
response to COVID-19 and beyond.

• Reference H.R. 945, The Mental Health Access  
Improvement Act.

• Explain why Medicare provider recognition matters  
to you and those you serve.

Sample Messages to Send to Senators Urging Medicare Inclusion
Here’s the letter Beeson plans to send to his senators, which 
is also on AMHCA’s Open Forum at bit.ly/2SEuqd9:

My name is Eric Beeson, and I am a clinical mental health 
counselor. As a qualified mental health care provider, I am 
uniquely trained and ready to assist in the mental health 
care response to COVID-19. I am also the 43rd president of 
the American Mental Health Counselors Association.

I am recognized by private insurance companies, the 
National Health Service Corps, the Department of Veterans 
Affairs, and TRICARE to provide mental health care to our 
citizens; however, I am prohibited from doing so if a client 
is a Medicare beneficiary.

Therefore, I urge you to ensure that all qualified mental 
health care providers, including clinical mental health 
counselors, can practice at the top of their license and 
are included in any new policy that is created. This call to 
action aligns well with H.R. 945, The Mental Health Access 
Improvement Act.

People are struggling and will continue to struggle to 
recover from the recent pandemic. Therefore, I encourage 
you to eliminate barriers that prevent our citizens from 
accessing a ready and willing workforce of clinical mental 
health counselors who are ready and able to care for the 
mental health care needs of our citizens.

Thank you for your consideration!

Respectfully, 
Eric T. Beeson, PhD 
Licensed Clinical Mental Health Counselor 
Licensed Professional Counselor 
43rd President of the American Mental Health  
Counselors Association

things in the universe. For 
in a sense, all things are 
mutually woven together 
and therefore have an 
affinity for each other.”

—Marcus Aurelius

Like many belief 
systems, Stoicism, the 
ancient philosophy that 
informs cognitive behav-

ioral theory, teaches that although we are 
citizens of neighborhoods, municipalities, 
states, and nations, we are also citizens of 
the world and of the universe it is housed 
in. While the mission of the American 
Mental Health Counselors Association is 
focused on the advocacy of clinical mental 
health counselors (CMHCs) in the United 
States, we can also play a role in the broad-
er international counseling profession. 

continued on page 8

: International
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Last summer, long before 
COVID-19-related travel restric-
tions, I visited Ireland with a 
group of American counselors 
through a training academy 
organized by the University of 
the Holy Cross in New Orleans. 
Our delegation included private 
practice therapists like myself, 
counseling students, and coun-
selor educators. Most of us were 
not affiliated with the university; 
we heard about the training 
institute through the National 
Board for Certified Counselors. 
The two-week trip included 
collaboration with members of 
the Irish Association of Counselling and 
Psychotherapy (IACP) and the Internation-
al Association of Counselling (IAC). 

Over the two weeks, I spoke with Irish 
historians, visited historic sites, learned 
more about “the Troubles” in Northern 
Ireland, visited the town where some of 
my ancestors lived before migrating to the 
USA, attended a training conference with 
Irish counsellors, toured a community 
mental health program, and interviewed 
Irish counsellors. The experience was 
interesting, informative, and exciting.

I learned that throughout Europe, 
professional counselors aren’t licensed. 
Their scope of practice generally doesn’t 
include the diagnosis of mental disorders, 
a function typically reserved for psycholo-
gists or psychiatrists. Both in Europe and 
abroad, counselors in some countries can 
say that they practice “psychotherapy” 
aimed at treating mental disorders, and 
others can’t. 

Due to the lack of government regula-
tion of the profession, counseling associ-
ations understandably play an important 
role in establishing standards for the pro-
fession, just as they do here in the United 
States. I got the impression that there was 
openness to American associations like 

AMHCA providing information on the evo-
lution of our profession here in the United 
States, so that association leaders abroad 
can determine whether anything that we 
have done to advocate for our profession 
might be helpful to them. 

I also learned that some international 
issues just make good sense for coun-
seling associations of various nations to 
collaborate on. Perhaps the current pan-
demic is an illustration of one such issue. 
Additionally, because of the tremendous 
diversity in American culture and the cor-
responding need for cultural competency 
among CMHCs, I believe that what we 
can learn from our colleagues around the 
world is unlimited. 

I became very interested in whether 
IAC would be open to including AMHCA 
in its “roundtable” of counseling associ-
ations. I also decided to become an IAC 
member so that I could learn more about 
the counseling profession abroad. In subse-
quent months, AMHCA took three historic 
steps towards building relationships with 
international counseling organizations:

1. AMHCA became an organizational 
member of the IAC (see bit.ly/ 
2XVjw4M, enabling AMHCA  
to partner with IAC on specific 

projects of mutual interest.
2. AMHCA’s board of directors 

voted to create an interna-
tional membership category, 
permitting counselors in other 
countries to become non-vot-
ing members of AMHCA 
who enjoy benefits such as 
subscriptions to The Advocate 
Magazine and the Journal of 
Mental Health Counseling, ac-
cess to our online forum, and 
all other benefits extended to 
associate members. AMHCA 
offered membership to three 
key international counseling 
leaders—now our first inter-
national members:

 � Naoise Kelly, the chief execu-
tive officer of the Internation-
al Association of Counselling,

 � Ray Henry, the cathaoirleach 
of the Irish Association of 
Counselling and Psychothera-
py, and

 � Lisa Molloy, the chief ex-
ecutive officer of the Irish 
Association of Counselling and 
Psychotherapy.

3. AMHCA and IAC leaders collabo-
rated through a virtual meeting 
on opportunities for partnership, 
which will likely lead to the devel-
opment of a joint task force. 

The clinical mental health counseling 
profession, as well as the broader profes-
sion of counseling, was born here in the 
United States. Since then, it has grown 
in other countries. As those countries 
experience their own natural evolution of 
the counseling profession, AMHCA’s voice 
may be helpful to them. Conversely, as 
CMHCs here in the United States continue 
to develop their cultural competencies, 
AMHCA can benefit tremendously from 
the knowledge and experience of counsel-
ing associations across the globe. 

I hope you find this opportunity as ex-
citing as I do. More updates will follow on 
AMHCA’s collaboration with international 
counseling associations!

The author (middle row, far right) was part of the delegation 
of American CMHCs who visited Ireland in 2019. The group 
of counselors included Krystian Fikert (middle row, second 
from right), the founder of MyMind, a community-based 
counseling program headquartered in Dublin. The group 
toured MyMind to learn more about counseling in Ireland. 

continued from page 7
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: Call for Articles

Deadlines
• Proposal Due  

(300–500 words):  
July 10

• Invitation for Submission  
to be issued:  
July 17

• Full Article Due  
(1,300–2,000 words):  
August 3

The Advocate Magazine is 
seeking articles for its  
Summer Issue, which comes 
out in August, about: 

• Issues related to diversi-
ty and multiculturalism  
in counseling, and 

• Reflections on the  
protests and their  
significance. 

The Advocate Magazine 
SPECIAL ISSUE—CALL FOR ARTICLES ON:

DivErsity and PolicinG
The shooting deaths this spring of Black Americans by law enforcement  

officers have roiled the nation, and the protests that erupted in cities  
big and small have focused not only on excessive use of force by police,  

but on the pervasiveness of institutionalized racism and a determination  
to ensure fulfillment of the pledge “liberty and justice for all.” 

Guest Editors
• Angele Moss-Baker,  

LPC, LMFT, MAC, EAS-C, DC-
MHS–Co-Occurring  
Substance Use Disorders, 
AMHCA President–Elect, 
2019–2020, and 

• Beverly Smith, PhD, LPC, 
NCC, CCMHC, ACS, CPCS, 
NCSC, HS-BCP, BC-TMH, MAC
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Midwest Region  
Director:  
James Blundo, LPC, 
CCMHC, NCC

 
I have dedicated my career to the  
counseling profession. As a former  
president of AMHCA (2004–2005),  
I know the regional and national needs  
of clinical mental health counselors  
(CMHCs). My goals include:

• Making CMHCs the gold standard 
in treatment delivery,

• Increasing regional involvement  
in the expansion of AMHCA  
membership,

• Advancing the mission and  
vision of clinical mental health 
counseling

• Creating a living wage for all  
counselors

I also have several ideas to increase 
AMHCA’s membership. As an association, 
we should be at least 50,000 strong; 
instead we have fewer than 7,000  
members. I am ready to help change this. 
The states need to be promoted and  
developed if we are to spread our sphere 
of influence. I want to share my many 
years of experience both as a private 
practice counselor and as the founder, 
president, and now executive director of 
the Michigan Mental Health Counselors 
Association (MMHCA).

A former school counselor, I have 40 
years of experience as a CMHC, 35 in 
private practice, and I specialize in the 
treatment of couples, teenagers, and 
20-somethings. I pioneered the treatment 
of trauma survivors using Reattachment 
Therapy, which I co-founded, and I’m 
expert in educating and treating Adult 
Children of Alcoholics. 

With more than 24 years 
of experience as a CMHC, 
Dr. Smith has served the 
counseling profession while 
being an active member 
of various organizations. 
Her leadership roles have 
included being a local 
chapter president of Delta 
Sigma Theta Sorority, Inc.; 
chapter president and pres-
ident-elect of the Fulton 
School Counselor Associ-
ation; and peer reviewer 

of proposals for the 30th & 31st National 
Youth-At-Risk Conference as well as the 
21st National Conference on Child Abuse 
& Neglect. 

Additionally, Dr. Smith has served on 
the American Counselor Association’s 
Committee for Research & Knowledge, 
and she is a member of the LPCA of  
Georgia, American Psychological Associa-
tion, and the International Association of 
Marriage & Family Counselors. Dr. Smith 
has served as a volunteer for the Red 
Cross since 2009 in the area of Disaster 
Mental Health and as a Psychological  
First Aid Instructor. In 2015, she was  
accepted to the inaugural Georgia  
Autism Assessment Program, and she has 
served on the Chaplaincy Team  
with Emory Hospital–Saint Joseph. 

Dr. Smith was invited in 2019 to serve 
on the launch team for the North & South 
Georgia Conferences (Commission of 
Higher Education) to integrate the topics 
of mental health care into the conversa-
tion of individuals across the life span, 
families, and youths/young adults. In 
2020, she became the training leader for 
the United Methodist Women of North 
Georgia on topics related to living in an 
anxious world, managing anxiety, and 
managing emotions as they relate to 
diversity and advocacy for change.

Dr. Smith has conducted numerous pre-
sentations and received several awards for 
leadership and service to the profession as 
well as for service in the community.

 

President-Elect: 
Beverly Smith, 
PhD, LPC, NCC, 
CCMHC, ACS, 
CPCS, NCSC, 
HS-BCP,  
BC-TMH, MAC, 
BCPCC, CFT

The owner and principal therapist 
of BSmith Consulting Group, LLC since 
2009, Dr. Smith has professional coun-
seling experience in various settings that 
include private practice, public education, 
corrections, and community counseling. In 
addition to being an adjunct professor at 
Mercer University, Dr. Smith serves  
on AMHCA’s Advancement for Clinical 
Practice Committee. In 2016, she was  
AMHCA’s delegate at the 32nd Annual 
Rosalynn Carter Symposium on Mental 
Health Policy. Her review of the sympo-
sium, which was published in the AMHCA 
blog “Connections,” covered the sympo-
sium presentations from leaders from 
across the country.

As AMHCA president-elect, Dr. Smith’s 
goals are to promote the association’s 
programs, training sessions, and special 
meetings as well as to conduct chapter 
charter reviews and administration. She 
will also write articles promoting clinical 
mental health counseling awareness and 
practice. Her additional goals include:

• Developing a virtual training pro-
gram for the resiliency of clinical 
mental health counselors (CM-
HCs), 

• Creating a clinical cultural compe-
tency training program, and 

• Promoting clinical mental health 
counseling as a critical component 
of integrative health from a systems 
perspective with sponsorship.

 
continued on page 11

: Election Results
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In addi-
tion, I have:

• Provided 
organiza-
tional de-
velopment 
consulting 
services to 
nonprof-
its, and 
health-re-
lated cor-
porations,

• Created the “Michigan Model,” a 
guide to help CMHCs develop a 
strong and viable state association,

• Created the “Bridging Initiative” 
to help students transition from 
student to MMHCA membership,

• Hosted monthly networking break-
fasts across Michigan, inviting 
speakers who have included our 
MMHCA lobbyist, local legislators, 
and Blue Cross Consultants on 
how to navigate reimbursement,

• Helped lead passage of the Michi-
gan LPC license in 1989,

• Passed a powerful new law  
(Public Act 96 of 2019), supported 
by 100 percent of the legislature 
and the governor, that protects 
CMHCs’ scope of practice—includ-
ing diagnosis, psychotherapy, and 
testing—and improves our options 
for portability,

• Negotiated with Blue Cross to gain 
direct reimbursement for LPCs,

• Worked with government agencies 
and legislators to create greater 
access to mental health services,

• Enlisted Sen. Debbie Stabenow’s 
support for mental health parity 
and including LPCs as core pro-
viders in the Medicare legislation 
currently being considered, and

• Represented AMHCA on the ACA 
Governing Council, 2005–2008.

 

Western Region 
Director:  
Karen Langer, 
LMHC

I am the Counseling 
Center director at the City 
University of Seattle, Seattle, 
where I manage all adminis-
trative aspects for a commu-
nity counseling center that serves low- 
income clients. I also work closely with 
core faculty to supervise all practicum  
students in the CACREP-approved MA 
Counseling program.

Previously, I was executive director  
of COPE/PASAR, in Tucson, AZ, where  
I worked from 1984–1992. Programs  
there included outpatient, residential  
and outreach programs for the seriously 
mentally ill, and substance use  
disordered clients.

I have been active in both AMHCA and 
Washington Mental Health Counselors 
Association (WMHCA), working collab-
oratively to develop relationships with 
constituents to enhance the profession, 
grow the association, and promote clinical 
best practice. 

My service in AMHCA over the past 
several years includes:

• Past-president, 2013–2014
• President, 2012–2013
• President-elect, 2011–2012
• Western Region director, 2008–

2011, 2018–2020
• Professional Development Com-

mittee, chair, 2007–2008
• Committee Member of both the  

AMHCA Clinical Standards Task 
Force and the AMHCA Advance-
ment of Clinical Practice  
Committee, 2007–present  
(formerly Professional Develop-
ment Committee)

In WMHCA, I served as:
• President, 2003–2008
• President-elect,  
 2002–2003
• President-emeritus

AMHCA’s current West-
ern Region director, I take 
the role seriously in serving 
AMHCA members who live 
in the West. The Western 
Region chapters are active 
in building coalitions, 
passing legislation in their 

states, offering outstanding continuing 
education events, and promoting clini-
cal mental health counseling. I want to 
build on this foundation to create new 
excitement and added opportunities for 
members of our profession. 
 
As a member of the AMHCA board of 
directors, the region director serves mem-
bers by sponsoring initiatives representing 
the region. This includes representing the 
interests, needs, and concerns of CMHCs 
in the Western Region and serving as a 
liaison between the state chapters and 
the national organization. 

The Western Region is a long distance 
from the national leadership. It is easy to 
feel left out and unheard, so it is imper-
ative that we have a voice for the West. 
We must work towards the goals of the 
national organization while also uniting 
the region and supporting the regional 
goals developed collaboratively with the 
chapter leaders. Strength comes from 
sharing our collective wisdom to work 
towards our goals and build our own  
state chapters.

Simply stated, my goal as the Western 
Region director is to represent the  
interests of our members and work  
towards advancing our profession.

Terms for AMHCA board members run for 
three years, from July 1, 2020, through 
June 30, 2023. Dr. Smith's term includes a 
year as president-elect, a year as presi-
dent, and a year as past-president. 

continued from page 10
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continued on page 13

 

New Video Answers:  
“What Do Licensed Clinical Mental  
Health Counselors (LCMHCs) Do”?

AMHCA created “Essentials of the Clinical Mental Health 
Counseling Profession” to illustrate the particular benefits 
LCMHCs provide. We are distinguished by our ability to 
address the causes as well as the symptoms of depression, 
anxiety, trauma, substance use, and other mental disorders. 
Working to systematically enhance health integration,  
LCMHCs are on the forefront of behavioral health initiatives. 

For a brief video that highlights the distinctive character-
istics of LCMHCs, please see amhca.org/about/about-us.

How AMHCA’s New 
Book Will Benefit Your 
Career Development

 
 
 
 
 
 

By JoEl MillEr, AMHCA ExEcutivE  
DirEctor/CEO (lEft), And GrAy Otis, PhD, 
LCMHC, DCMHS–T, AMHCA DirEctor of 
ProGrAm CoordinAtion

“Essentials of the Clinical Mental 
Health Counseling Profession,” AMHCA’s 
latest book, includes the key documents 
of the profession along with a career 
development guide.  

Purposes of “Essentials of the Clinical 
Mental Health Counseling Profession”

“Essentials” outlines all of the key 
components of the clinical mental health 
counseling profession and provides a uni-
fied vision for improving individual, family, 
and community well-being. AMHCA creat-
ed “Essentials” to:

• Provide career guidance 
to all individuals who 
have chosen to become 
licensed in clinical men-
tal health counseling.

• Offer information  
for those who may 
consider a vocation in 
clinical mental health 
counseling. 

• Inform members of the 
public about the profes-
sion of clinical mental 
health counseling. 

• Explain the distinctive 
characteristics of the 
profession to those in 
government, health 
services, and other allied 
associations, organiza-
tions, and stakeholders.

This guide serves as a source 
document that describes the 
values of the profession as well as the 
characteristics that differentiate licensed 
clinical mental health counselors (LMHCs) 
from those who practice in other mental 
health professions.

Components of “Essentials”

A complete understanding of the 
profession requires a foundation of 

knowledge that provides an overview of 
the vocation. “Essentials” is organized into 
two main sections, with seven chapters:

1. What Distinguishes Licensed  
Clinical Mental Health Counselors 
From Other Mental Health  
Professionals?

: Publications
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continued from page 12

2. The Fundamental Documents of 
the Profession 

3. Career Guidance and the Five 
Phases of Professional Develop-
ment for Clinical Mental Health 
Counselors 

4. History of the Clinical Mental 
Health Counseling Profession 

5. The Future of the Profession 
6. The American Mental Health 

Counselors Association 

Other Organizations and Associations 
Related to Counseling

In addition, the book includes sev-
eral appendices, each containing an 
unabridged version of the profession’s 
fundamental documents: its mission and 
vision statements, “AMHCA Standards,” 
“Code of Ethics,” Statement on Conver-
sion Therapy, Clinical Supervision Disclo-
sure Template, Ethical Decision-Making 
Model, and The Clinical Mental Health 
Declaration.

Defining Elements of the Clinical Mental 
Health Counseling Profession

Those trained and licensed as LCMHCs 
possess distinguishing professional attri-
butes. Although licensed under different 
state titles (e.g., Licensed Professional 
Counselor, Licensed Mental Health Coun-
selor, etc.), the members of the clinical 
mental health counseling profession:

• Are licensed to diagnose and treat 
mental disorders, 

• Have a holistic health focus  
expressed through evidence-based 
treatment, and 

• Embrace collaborative partnering, 
not only with the client or patient, 
but through collaboration with 
other stakeholders such as family 
members, primary care provid-
ers, and policymakers (integrated 
behavioral health care). 

“Essentials” elaborates on these 
and other qualities of the profes-
sion to strengthen our professional 
identity and to provide the career 
resources that we all need to grow 
in advancing the well-being and 
health of those we serve.

Clinical mental health coun-
seling is a profession of licensed 
specialists trained to work with 
individuals, couples, families, and 
communities to resolve complex 
mental disorders while promoting 
greater mental health and vitality. 
The work LCMHCs do also critically 
affects public health on a broader 
scale throughout the United States. 
“Essentials” discusses some of the 
ways that the profession contrib-
utes to relieving mental health care 
concerns that occur in health care, 
the economy, and our local and 
national communities. For mem-
bers of the profession, “It’s not just 
about getting better—it’s about 
creating a better life.”

A prepublication edition of “Essentials 
of the Clinical Mental Health Counseling 
Profession” was distributed at the 2019 
AMHCA Annual Conference, and the first 
edition is now available from amazon.
com, as either a paperback book (156 
pages for $19.95), or an e-book ($12.95). 
For more information, visit amhca.org/
publications/essentials).

Download the 2020 
Updated Version of 
“AMHCA Standards”

The first comprehensive update since 
2012 to the “AMHCA Standards for the 
Practice of Clinical Mental Counseling” 
(“AMHCA Standards”) is now available. 
The 2020 version of “AMHCA Standards” 
specifies the established benchmarks 
of practice for members of the clinical 

mental health counseling profession. In 
addition to identifying and describing 
the norms within the profession, the 
standards spelled out in this important 
document have served as the foundation 
of the profession since 1979, when they 
were first adopted.

Each standard provides central  
knowledge and skills that Licensed Clinical 
Mental Health Counselors (LCMHCs) 
would be expected to demonstrate.

“AMHCA Standards” is a living  
document that is updated on a continuing 
basis by AMHCA’s Advancement for  
Clinical Practice Committee (ACPC) to 
meet the needs of the public and the 
profession. In addition to standards  
of practice, it includes training and  
supervision standards.

The 2020 version includes two  
revised and updated standards, and four 
new standards developed since 2012. 
Though the entire “AMHCA Standards” 

continued on page 14
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document was reviewed and updated 
with minimal changes, the two substan-
tially revised and updated standards are:

• Substance Use Disorders and 
Co-occurring Disorders, which,  
in 2012, was referred to as  
Co-occurring Disorders, and 

• Trauma-Informed Care, which was 
called Trauma Training Standards 
in the 2012 version.

The four entirely new standards that 
have been added to the 2020 edition of 
the “AMHCA Standards” are:

• Aging and Older Adults Standards 
and Competencies, 

• Child and Adolescent Standards 
and Competencies, 

• Integrated Behavioral Health Care 
Counseling, and 

• Technology Supported Counsel-
ing and Communications (TSCC), 
which was originally published as 
Technology Assisted Counseling 
(TAC).

The AMHCA board and the ACPC have 
begun determining which new standards 
should be included in future updates 
to the Standards. Several new ones are 
under consideration, and may involve a 
slight formatting change to the “AMHCA 
Standards” document to include general 
standards that are expected for all LCM-
HCs, and others that provide guidance for 
specialized services, such as:

• Forensic Evaluation, 
• Military Counseling, 
• Couples and Family Counseling, 

and 
• Developmental and Learning  

Disabilities Counseling.

And that’s to name just a few! 

LCMHCs across the country are 
both generalists and also specialists 
in many areas. The ACPC committee 
is generating the best structure and 
procedures for adopting new, spe-
cialized standards in a way that is 
clear and understandable for both 
our membership, the profession, 
and also the public.

Download the unabridged ver-
sion of the 2020 “AMHCA Standards 
for the Practice of Clinical Mental 
Health Counseling” at no cost from 
amhca.org/publications/ standards.

Updated “AMHCA  
Code of Ethics” Is  
Now Available

The “AMHCA Code of Ethics,” which 
has just been updated to meet the 
changing needs of clinical mental health 
counselors (CMHCs), addresses CMHCs’ 
crucial concerns. Among them are: 

• Confidentiality,
• End-of-life care for  

terminally ill clients,
• Conflicts of interest,
• Forensic activity,
• Relationships with students,  

interns, and employees
• Recordkeeping and fees,
• Clinical supervision, and
• Public statements.

The “AMHCA Code of Ethics” focus-
es on the specific requirements for the 
ethical practice of clinical mental health 
counselors (CMHCs), and is divided into 
six sections:

1. Commitment to Clients
2. Commitment to Other  

Professionals
3. Commitment to Students,  

Supervisees, and Employee  
Relationships

4. Commitment to the Profession
5. Commitment to the Public
6. Resolution of Ethical Problems

The association’s Ethics Committee, a 
standing committee, reviews, revises, and 
adds to the “AMHCA Code of Ethics” in 
keeping with current standards of practice 
and applicable ethical standards. This 
latest revision, for example, includes a 
new addition on technology advances in 
telehealth (distance counseling).

The “AMHCA Code of Ethics” is an 
essential component of practicing clinical 
mental health counseling with profession-
alism and integrity. While ethical guidance 
for the practice of clinical mental health 
counseling is its primary purpose, it is 
also intended to prompt pondering about 
ethical thinking and practice. 

To be an ethical mental health counsel-
or is to practice thinking ethically in an on-
going self-deliberation and in discussions 
with other mental health professionals. 

Download the unabridged version of 
“AMHCA Code of Ethics” at no cost from 
amhca.org/publications/ethics.
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Take Steps to Advance  
Your Career By Earning  

AMHCA Credentials & Certifications

PHASE 1: 
AMHCA CMHC Student  
Credential

PHASE 3: 
 AMHCA Independent CMHC 

Credential

PHASE 2: 
AMHCA Supervised CMHC 

Credential

For licensed clinical mental health counselors who are independently licensed,  
AMHCA offers advanced credentialing certifications that provide evidence of  
increasing professional competence and expertise that can convey to clients  

that they hold independently recognized competencies.

PHASE 4:

AMHCA  
CMHC Specialist 

Board Certification

PHASE 5:

AMHCA  
CMHC Diplomate 

Board Certification

AMHCA  
CMHC Fellow 

Board Certification

AMHCA  
CMHC Laureate 

Board Certification

This roadmap for professional development was 
established to enable each individual to reach the 
highest standards of professional 
expertise. The step-by-step approach 
to career advancement summarized 
here is crucial to the clinical mental 
health counseling profession. 

FOR MORE INFORMATION, VISIT: 
amhca.org/career/careerguide, and 

amhca.org/career/credential

AMHCA CREDENTIALS (PHASES 1–3)

AMHCA BOARD CERTIFICATIONS (PHASES 4 & 5)



1616 The Advocate Magazine    Winter/Spring 2020    American Mental Health Counselors Association (AMHCA)   www.amhca.org

A married couple, Mary and Dean 
(not their real names) have been 
spending much more time together 
than usual because of the spread of 
the coronavirus. Being physically iso-
lated together has made it obvious 
that their relationship has deteriorat-
ed. They married because of mutual 
attraction and because being togeth-
er made each other feel wonderful. 
Now, after seven years and two chil-
dren—even without covid-19—they 
feel physically drained, emotionally 
upset, and often discouraged.

 Rather than spend the unexpect-
ed abundance of at-home time tack-
ling a house project, Mary and Dean 
decided to seek counseling from 
Rebekah, a licensed clinical mental 
health counselor (CMHC), to improve 
their relationship (see telehealth  
resources on page 27.)  

Mary felt that she was always walking on eggshells because 
she never knew when Dean would become irritated with her. 
Dean, on the other hand, just wanted everything to be orderly, 
so when life was chaotic, he became frustrated. Both of them 
had several Negative Core Beliefs. Mary said, “No matter what I 
do, I always mess up. I feel like I am worthless.” Dean noted that 
he was angry much of the time. “Almost everyone thinks I am a 
good guy,” he said, “but there are times when I really explode.”

Dean and Mary had some individual concerns that needed 
to be addressed. But they also needed to work on the quality of 
their relationships with each other. It is important to note that 
every relationship is actually two relationships. The relationship 
we have with a relative, spouse, or work associate is different 
from the relationship they have with us. By understanding this, 
we can better understand five qualities of GREAT relationships. 

How Can CMHCs Help Couples Understand 
Relationship Qualities? 

Everyone can gauge the qualities of their relationships. One 
approach is for the CMHC to have each individual select some-
one they have felt close to. (In counseling, Rebekah asked Mary 
and Dean to identify a family member or a friend with whom 
they had a caring sense of connection. Mary talked about a close 
friend and Dean mentioned a loving grandmother.) 

For each of the qualities below, ask the client to use a scale of 
0 to 10 (10 is the highest possible) to rate how much the client continued on page 17

By Gray Otis, PhD, LCMHC, CMHC,  
AMHCA Diplomate–Trauma

Gray Otis is a licensed clinical 
mental health counselor 
and an AMHCA Diplomate 
& Clinical Mental Health 
Specialist in Trauma. A 
past president of AMHCA, 
he currently serves as 
AMHCA’s director of Program 
Coordination and has a private 
practice in Cedar Hills, Utah. A frequent workshop 
presenter, he has authored many counseling-
related articles and "The Clinical Mental Health 
Counselor Declaration,” and he co-authored the 
book “Key Core Beliefs: Unlocking the HEART of 
Happiness & Health” (KeyCoreBeliefs.org). Email 
him at gray_otis@yahoo.com.

Counseling Tips
How Do CMHCs Help Couples  
Build GREAT Relationships? has demonstrated that quality in 

their relationship with that person. 
Next, have the client estimate how 
much the other person in the rela-
tionship has demonstrated each of 
these qualities and score this. When 
the exercise is done, there should 
be two sets of scores—one for the 
client and one for the other person. 

Note that the first letters of these 
five qualities create an acronym—
GREAT. These same qualities  
determine the degree of caring  
and connection between any two 
people, regardless of the circum-
stances. Here are the questions 
about each quality: 

1. Genuine—Truthful and  
 authentic  
How much am I honest, sincere, 
open, and reliable with the other 
person? How much is he or she  

honest, sincere, open, and reliable with me? 

2. Respectful—Self-determination 
How much do I honor the other person’s right to make 
his or her own choices and to be responsible for them—
even when I disagree with their choices? How much does 
the other person honor my right to make my own choices 
and to be responsible for them—even when he or she 
disagrees with my choices? 

3. Empathetic—Thoughtful understanding  
How much do I care about the other person—do I really 
listen and strive to understand his or her emotions, fears, 
and desires? How much does the other person care 
about me—does he or she really listen to me and strive 
to understand my emotions, fears, and desires? 

4. Accepting—Acknowledgment without judgment 
How much do I fully accept the other person as they 
are—without criticizing or imposing my values or  
expectations on them? How much does the other person 
fully accept me as I am—without criticizing or imposing 
his or her values or expectations on me? 

5. Trustful—Well-intentioned  
How much do I believe in the good-hearted intent of the 
other person—do I appreciate the best about them? How 
much does the other person believe in my good- 
hearted intent—does he or she appreciate the best  
about me? 
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Counseling Tips
continued from page 16

See AMHCA webinars on “Military Culture 101” and  
“ Overview of Online Veterans Resources” 

Using the GREAT Qualities Scores as a  
Roadmap to Better Relationships

Positive, caring relationships consistently score 8 or more. 
Mary recognized that she and her friend had average scores of 
almost 10. Dean said that his score was at least 8 and his grand-
mother a 9+. With this information, Dean and Mary realized that 
they could develop these same qualities in their relationships 
with each other. Dean said, “I really need to work on being more 
genuine, empathetic, and respectful.” Mary said, “Maybe I could 
be more empathetic and more accepting, because I am critical 
even though I don’t express it much.”

Once that they had a roadmap, Mary and Dean each worked 
to create better interactions. As they have focused on becoming 
more Genuine, Respectful, Empathetic, Accepting, and Trustful, 
they discovered that they have also been establishing stronger, 
more Positive Core Beliefs about themselves.

After just a few weeks, Rebekah asked each of them to review 
how the GREAT qualities were affecting each of them. Dean said 
he has been listening more to Mary and that this helped him be 
more understanding of the challenges she faced. That under-

Providers: Are you treating 
Veterans at risk of suicide?

Working with Veterans at risk of suicide can 
be stressful and emotionally challenging. 
The Suicide Risk Management Consultation 
Program (SRM) provides free consultation, 
support, and resources that promote 
therapeutic best practices for providers 
who treat Veterans at risk of suicide.

Email srmconsult@va.gov  
to request a free consultation. 

Learn more at www.mirecc.va.gov/visn19/consult

standing somehow made him feel less frustrated and angry. 
Now when the children are unruly or the house is in some 
disorder, he just doesn’t felt as exasperated as he had before.

Mary has been very appreciative of Dean’s efforts. She 
no longer feels she is walking on eggshells and feels much 
less stress. She also worked to become more empathetically 
understanding of Dean and not critical of him. “It’s funny,” she 
said. “I am pretty pleased with myself for no longer being pas-
sive aggressive.” They both now feel closer from learning how 
to strengthen their five shared intimacies that Rebekah had 
explained to them. (For more on the five shared intimacies, 
please see the next Counseling Tips column, which will appear 
in an upcoming issue of The Advocate Magazine.) 

If your relationship could use some tender loving care, and 
staying safer-at-home from the coronavirus has given you 
extra time together, try increasing your intimacy with some-
one you love. The GREAT qualities are the building blocks that 
determine how satisfied and connected we feel with others. 
By developing our own GREAT qualities, we can create won-
derful relationships. These qualities are also fundamental in 
our work with individuals and couples. Indeed, LCMHCs model 
the GREAT qualities in their therapeutic relationships.
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FMHCA’s Suggestions 
for Pulling Off a  
Successful Annual  
Conference 
Diana Huambachano, 
executive director of the 
Florida Mental Health 
Counselors Association 
(FMHCA), AMHCA’s  
Florida chapter 

Even though the coronavirus has  
dashed plans for many in-person confer-
ences this year, we at the Florida Mental  
Health Counselors Association (FMHCA)  
are continuing to advance our plans for 
our 2021 conference. Although putting  
together a conference is a large un-
dertaking with many complex parts to 
coordinate, we believe that hosting a 
conference gives members an opportuni-
ty to participate in and benefit from the 
in-person connection with peers in their 
state. A powerful energy fills the room 
at a conference of clinical mental health 
counselors (CMHCs), which triggers unity 
and movement within our profession. 

We are proud that our annual confer-
ence attendance has grown consistently 
each year—and dramatically—from about 
125 attendees in 2013, to 736 attendees 
in 2020. In addition, our exhibitor tables 
sold out, we generated a substantial 
profit, and our evaluation surveys reflect 
that our attendees are very satisfied with 
the quality of the conference. We’d love 
to share with other AMHCA state chap-
ters the 10 steps we follow to accomplish 
these successes so that other chapters 
can grow their own annual conferences. 

STEP 1: Pick a Theme
A conference needs an identity that 

will give attendees an idea of what they 
can expect before they even arrive. Creat-
ing the theme is a key opportunity to set 

the tone and start generating the electric 
energy that only a conference can project.

STEP 2: Set up a Team 

Not just any team, chapters—you need 
to bring your A-Team to the table! A ded-
icated team is crucial; taking this task on 
alone would be detrimental to the success 
of the conference. At FMHCA, we break 
down our Conference Committee into the 
following smaller teams:

• Planning 
• Administration 
• Marketing 
• Sponsorship
• Volunteers

STEP 3: Hash Out a Budget

Consider breaking down a budget into 
three categories: critical, important, and 
nice-to-have. Some expenses you cannot 
avoid. Others might be “nice to have,” like 
a social media backdrop. Once the catego-
ries are set, it’s time to get fiscally realistic 
and detail oriented, and address: 

• Venue
• Speakers
• Staffing
• Signage and branding
• Food and Beverage
• Attendee Experience
• Marketing 
• Event technology
• Transportation
• Equipment 

FMHCA tip: Add 15 percent to the project-
ed cost of each category to build flexibility.

STEP 4: Book the Venue
Do not make this choice lightly! The 

location can make or break a conference. 
Comfortable rooms, high-quality equip-
ment, ease of access, and transport to and 
from hotels and venue are the first things 
to consider when choosing a successful 
conference venue. Take into account the 

perspective of each of the groups that will 
participate in your conference—speakers, 
sponsors, attendees, and volunteers—by 
walking in their steps when looking at 
potential venue spaces. We at FMHCA 
make it a point to hold our conference in 
a central area of the state to allow more 
exposure and accessibility for attendees.

STEP 5: Save the Date 

Think a year ahead! The Annual  
FMHCA Conference Save the Date is high-
lighted one full year in advance to create 
excitement and buzz. Before settling on 
a date, research other events in the area 
to make sure you state chapter confer-
ence does not conflict with other major 
events. Also recognize that attendees may 
be attending the conference as a work 
requirement, making Thursday and Friday 
the best days to hold the conference.

STEP 6: Call for Presenters  
               and Agenda

With the theme set, it’s time to start 
recruiting presenters, a most important 
step! Presenters are the stars of the 
conference—they bring the theme to life. 
Be purposeful in developing a line-up that 
attracts attendees and guarantees them 
a professional experience. There are two 
ways to recruit presenters:

• Reach out and personally inquire 
about a presenter you’d like to 
invite, or

• Conduct an open call for presenters. 

A few things to address with presenters:
• Compensation: Do they require 

a speaker fee or other forms of 
compensation to participate?

• Supporting equipment: Does their 
presentation rely on specific IT 
equipment or other props?

• Special requirements: Do they meet 
NBCC presenter requirements?

FMHCA

continued on page 19
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Once the Conference Committee has 
selected the presenters, develop a detailed 
agenda, or schedule. Ideally, the agenda 
should be in place at least four months 
before the conference. Depending on 
conference theme and goals, breakout 
sessions can last from one to three hours. 

FMHCA tip: Have two presenters on stand-
by for each day. If a presenter cancels, we 
give the standby presenters the presenter 
admission rate to the conference.

STEP 7: Find Sponsors
Design the conference to attract spon-

sors, keeping in mind that your confer-
ence sponsors’ values should align with 
the theme of your conference.

• Start by creating a list of ideal 
sponsors. Try to find sponsors 
that fund similar events or are 
generally associated with the main 
themes of your conference.

• Develop a sponsor package, with 
each package highlighting different 
types of sponsorships (i.e., refresh-
ment break, evening reception, 
registration packets, etc.). 

• Be able to answer these typical 
questions from potential sponsors: 

 � What is the theme of the  
conference?

 � Who is the demographic?
 � What is your audience size?
 � Which other companies have 

already committed to spon-
sorship?

 � How will sponsorship benefit 
a sponsor (publicity/promi-
nence/association)?

• Connect with potential sponsors. 
Legwork and follow-up are key!

 � Connect with sponsors by at-
tending events, interacting on 
social media, reaching out on 
LinkedIn, or sending emails.

 � Schedule individual meetings 

with potential sponsors, and 
listen to their needs. We at 
FMHCA take notes about what 
each sponsor wants and we 
customize our proposal to 
meet the needs of each.

• Build a long-term relationship to 
keep sponsors. If you took a walk 
around the FMHCA exhibit hall, 
you would hear a similar refrain: 
“We come back year after year.” It 
is our goal to satisfy our sponsors’ 
needs so that they come back to 
build and grow within our confer-
ence. How do we do this? By:

 � Staying connected
 � Treating each sponsor like a VIP
 � Trying not to reflexively say 

“no” to a sponsor request, 
and instead brainstorm ways 
to come up with a solution 
or alternative that works for 
FMHCA and the sponsor. 

STEP 8: Promote the  
               Conference

Once you have the venue, key speak-
ers, a conference-at-a-glance agenda, and 
a website to guide attendees to for con-
ference information, it is time to promote 
the conference. Here’s how we do it:

• Reward last year’s attendees. If 
you attended the FMHCA confer-
ence the year prior, you received a 
half-off incentive to register for the 
following year’s conference. 

• Offer early-bird pricing. Have at 
least two different types of pricing 
—early bird and regular. You can 
even have more than one type of 
early-bird pricing to encourage 
attendees to register before prices 
increase. 

• Promote the conference online. 
Online, you have many ways to 
promote your conference on a rel-
atively small budget. For example:

 � Develop a conference hashtag. 
Hashtags are a must-have for 

conference promotion today, 
especially since attendee so-
cial engagement remains high.

 � Leverage sponsors and speak-
ers to increase your confer-
ence’s online reach. Make 
sure you’re tagging them and 
thanking them publicly (on 
social media) when you post.

STEP 9: Host the Conference

Once Steps 1–8 are in place, the con-
ference finally takes place. Although you 
may feel the stress of hosting the con-
ference, you should also feel a sense of 
pride and excitement. Hosting successfully 
involves: 

• Personally introducing the  
conference and the main speakers

• Making sure presentations do not 
run past the allotted time

• Participating in networking and 
facilitating conversations

• Gathering in-person attendee 
feedback as the conference  
unfolds

• Solving problems quickly and 
effectively

STEP 10: Follow Up After  
                 the Conference 

This is my favorite part of putting on 
the conference, and it’s very important. 
At FMHCA, we follow up with everyone 
who is a part of the conference from AV 
folks to conference attendees. We both 
call and send out a thank-you note to 
convey our gratitude to each individual. 
We want everyone to understand why we 
hold a conference every year and what 
we do with the funds generated from the 
conference.

I hope these steps can enable your 
AMHCA state chapter to hold a confer-
ence that will bring education and unity 
to the clinical mental health counselors in 
your state.

FMHCA

continued from page 18
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FMHCA

FMHCA Strategies 
State Chapters Can 
Use to Pass a Licensure 
Portability Bill
Diana Huambachano, 
executive director of the 
Florida Mental Health 
Counselors Association 
(FMHCA), AMHCA’s  
Florida chapter

Licensure portability 
refers to the ability of counselors who are 
licensed in one state to become licensed 
in another state. For two years, the Flori-
da Mental Health Counselors Association 
(FMHCA) lobbied for passage of a bill that 
improves licensure portability in Florida. 

This bill—House Bill 713/Senate 
Bill 230—was inspired by the National 
Counselor Licensure Endorsement Process 
(NCLEP), which was created in 2017 by 
the American Mental Health Counselors 
Association (AMHCA) and several other 
national counseling authorities (visit amhca.
org/advocacy/portability). The bill will en-
able counselors licensed in other states to 
obtain the Licensed Mental Health Coun-
selor (LMHC) credential in Florida if the 
counselor has been licensed in another 
state “in good standing” for at least three 
of the five years immediately preceding 
licensure and has passed an appropriate 
counseling examination. 

The bill also requires counselors who 
apply for licensure to have a master’s 
degree from a program accredited by 
the Council for Accreditation of Coun-
seling and Related Educational Programs 
(CACREP), effective 7/1/2025, while 
“grandfathering” applicants who apply 
prior to that date. 

Additionally, the 
bill requires applicants 
seeking licensure by 
examination who do 
not have a degree from 
a CACREP-accredit-
ed program to have 
completed course-
work in “addressing 
diagnostic processes, 
including differential 
diagnosis and the use 
of diagnostic tools, such 
as the current edition of the American 
Psychiatric Association’s Diagnostic and 
Statistical Manual of Mental Disorders,” a 
requirement that further clarifies the role 
of licensed mental health counselors in 
diagnosing and treating mental disorders.

Here are the strategies that volunteers 
of FMHCA’s Government Relations Com-
mittee (GRC) employed over two years:

• Coordinated with AMHCA leadership, 
including AMHCA’s Southern Regional 
director, as well as Jolie Long, director 
of state affairs for the National Board 
for Certified Counselors (NBCC), to  
ensure that NCLEP 2.0 is being proper-
ly implemented in the bill’s language 

• Solicited endorsement of the bill from 
the state’s counseling licensure board

• Solicited endorsement of the bill from 
allied mental health professions—in-
cluding the National Association of 
Social Workers (NASW) and American 
Association of Marriage and Family 
Therapists (AAMFT)—so that legis-
lators can see consensus among the 
mental health professions

• Held monthly meetings between mem-
bers of FMHCA’s GRC and the associa-
tion’s lobbyist for collaboration

• Invited our lobbyist to present at our 
conference to explain the bill and what 
it seeks to accomplish.

• Identified when legislators were 
available at the state capitol, and sent 
our GRC and lobbyist there (which we 
were able to fund as a result of a suc-
cessful conference this year {see page 
18}) to promote the portability bill 

• Identified legislators whose positions, 

priorities, and legislative interests are 
compatible with licensure portability

• Created a one-page “talking points” 
flyer for GRC members to use when 
meeting with legislators that included 
statistical data explaining the problem 
(see bit.ly/3cn4ee9 for state-level data) 
and logos of all major associations 
endorsing the bill

• Had GRC members schedule meetings 
with regional legislators to discuss and 
promote the bill, and place meeting 
dates/times in a shared calendar

• Held a briefing prior to the Legislative 
Days event to review talking points

• Used a “divide and conquer” approach 
to meeting legislators in which dele-
gates were divided into small groups 
so that we could cover all legislative 
offices in less time

• Identified talking points that appeal 
to legislators of both major parties. 
Fortunately, licensure portability is  
an easy sell on both sides of the aisle,  
as it can conserve licensure board  
resources (often appealing to conser-
vatives) while making mental health 
care more accessible to Florida’s  
citizens (often appealing to liberals). 

• Asking legislators to take photos with 
chapter delegates, and then posting 
those photos along with a thank-you 
message on social media pages, tag-
ging legislators so they are recognized 
for their support.

Of course, what worked in Florida  
may not be the right fit in other states, 
but we hope that some of these FMHCA 
tips and strategies will help stimulate 
some creative brainstorming energy 
among other chapters. 

Members of the FMHCA delegation meet with Sen. Audrey 
Gibson (center) to urge passage of a licensure portability bill.

For information on  
licensure portability in Utah,  

see bit.ly/2U5RfHx.
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AMHCA Works With 
Chapters to Reach Out 
to First Responders

In collaboration with AMHCA state 
chapters interested in reaching out to 
their communities during the coronavirus, 

AMHCA sent the following draft letter to 
all AMHCA state chapter leaders. The idea 
was for state chapter leaders to customize 
the letter and send it to the heads of pro-
fessional associations in their state. 

In Virginia, for example, these associa-
tions would include the Virginia Hospital 
Association, Virginia Medical Association, 
Virginia Fire-fighters Association, etc. 

“I believe the goal is to communicate 
to those leaders who head-up those 
groups that the behavioral health commu-
nity is ready to help the folks they repre-
sent,” said Joel Miller, AMHCA executive 
director and CEO. “This is an organization- 
to-organization outreach.”

For more about AMHCA state chapters, 
go to amhca.org/about/chapters.

Mental Health Care Is Available for  
First Responders and Health Care Professionals 

Clinical Mental Health Counseling professionals  
recognize the great stress that many of your members 
face. As behavioral health specialists, their education and 
training as Primary Mental Health Care Providers puts them 
in a position to support your members—with compassion, 
empathy, and intelligence. 

Behavioral health providers want to take the burden off—
as much as possible—of the professionals you represent 
through your association or organization. We want to assist 
you in the critical care networks you have created during the 
COVID-19 crisis.  

These specialists include clinical mental health coun-
selors (such as LPCs), psychologists, clinical social workers, 
and marriage and family therapists. They are all licensed to 
address emotional and cognitive distress.

Because the novel coronavirus has so many unknowns,  
it is anxiety-provoking. As troubling as it is for the general 
population, it is chronically disturbing for first responders 
and medical specialists. Professionals who experience  
repetitive distressing experiences commonly develop the 
snowballing effects of trauma, anxiety, and depression.

Members of the American Mental Health Counselors  
Association stand with our colleagues in the other  
behavioral health associations in offering support resources. 

What can your members do right now?

• Create a list of two or three Primary Mental Health 
Care Providers you can call.

• Daily, practice self-care activities such as deep 
breathing, meditation, yoga, etc.

• Be kind to yourself—avoid self-criticism and focus  
on the values of your vocation.

• Continue to be who you are—compassionate  
and caring.

• Stay (virtually) connected with colleagues, friends, 
and family by phone, email, or video-chat.   

In the face of an unremitting crisis, many health care  
professionals have a tendency to emotionally disconnect 
from others. Unfortunately, this “flight response” is an  
entirely ineffective protective coping mechanism.  
Emotionally disconnecting alienates others when they are 
most needed for caring support. Isolating and repressing 
emotions is often a precursor to serious mental concerns.

As you continue to deal with effects of COVID-19, you are 
not alone. Many behavioral health specialists are available 
to talk with the members of the organizations and associ-
ations you represent, help them find their inner strength, 
and work with them to overcome any concern. Often, just a 
phone call will be immensely helpful and encouraging. 

For more information, please visit amhca.org and [insert 
state chapter WEBSITE here].

The [insert STATE CHAPTER name here] is here to  
support you. Let us know how we can help.

Sincerely,

[insert name of state chapter LEADER here]
AMHCA [insert name of STATE CHAPTER here]

AMHCA Drafts Letter for State Chapters to Send  
to First Responders and Health Care Professionals

AMHCA
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Tips for Responding to 
the Needs of CMHCs 
During a Difficult Time

By AAron Norton, 
LMHC, LMFT, MAC, 
CFMHE, CFBA, CCMHC, 
AMHCA SouthErn  
REGion DirEctor,  
And PrEsidEnt,  
FloridA MEntAl  
HEAlth CounsElors  
AssociAtion (FMHCA)

As states begin to open back up after 
businesses have been shut down for two 
or more months because of COVID-19, I’m 
hopeful that state and regional chapters 
of AMHCA will pass along important re-
sources to frontline clinical mental health 
counselors (CMHCs). (See the section on 
“Clinical Mental Health Counseling & The 
Coronavirus” on pages 23–35.) 

This is a difficult time, but I also think 
that this crisis can bring out the best in 
us—helping us to connect, collaborate, 
and support each other. For example, the 
AMHCA chapter in my state, the Florida 
Mental Health Counselors Association 
(FMHCA), has been very responsive to the 
needs of its members, beginning with the 
first wave of shutdowns in mid-March. 

Other state chapters may also be  
interested in the variety of actions that 
FMHCA took, including:

• On March 15, FMHCA started a 
“COVID-19 Resources for Counsel-
ors” discussion thread on its online 
forum, which is updated frequent-
ly as new resources are shared. 
The thread includes tips for 
working with clients; transitioning 
to telehealth; office precautions; 
changes in federal, state, and local 
laws and rules; how emergency 
rules and executive orders impact 
CMHCs; resources to help clients 
maintain wellness while social 
distancing; and more.

• On March 16, FMHCA reached out 
to the state licensure board to di-
alogue about possible emergency 
rules that better facilitate transi-
tion to telehealth.

• On March 23, FMHCA started a 
“COVID-19 and Insurance Reim-
bursement for Telehealth” discus-
sion thread on its online forum, 
allowing CMHCs to share informa-
tion on how to get reimbursed for 
telehealth by state insurers. That 
same day, FMHCA issued an open 
letter to all state insurers to make 
telehealth appointments for psy-
chotherapy available to all insured 
customers during the pandemic.

• On March 26 and 27, FMHCA 
piloted two free regional COVID-19 
resource webinars, which included 
information on changes in state 
laws and rules, executive orders, 
and emergency board rules.

• On April 2, FMHCA presented a 
state-wide COVID-19 resource we-
binar and made it available to all 
licensed mental health profession-
als in the state. Some of the more 
than 500 attendees were so grate-
ful for the help that they decided 
to become members, seeing the 
important role that associations 
play during difficult times.

• On April 5, FMHCA partnered 

with a national organization, the 
National Board of Forensic Evalu-
ators, to disseminate its COVID-19 
resources message across the 
country, and a free, on-demand  
version of the webinar has been 
made available to all AMHCA  
members (see nbfe.net/
event-3808053 to register). 

• On April 6, FMHCA provided a free 
webinar to all members on how to 
transition to telehealth. 

• On April 10, FMHCA issued a letter 
to the state Attorney General’s 
office in an attempt to rectify 
a statute that precludes some 
counseling interns from providing 
telehealth without being on the 
same premises as a licensed men-
tal health professional. 

• On April 26, FMHCA provided 
a free, updated version of its 
COVID-19 resources webinar  
in partnership with the state’s 
licensure board. 

• On May 1, FMHCA provided a free 
webinar on how to help clients 
during the pandemic. That same 
day, we sent letters to Gov. Ron 
DeSantis asking him to issue an 
emergency order permitting 
interns in private practice settings 
to provide telehealth without a 
licensed mental health pro- 
fessional on the premises and 
asking for liability protections 
for counselors providing services 
during the pandemic. 

I hope that some of these efforts by 
FMHCA will give other state chapters 
some ideas on how to be responsive to 
the needs of their members during a 
widespread crisis, particularly one like 
COVID-19. By banding together as a 
profession, we can remain anchored as 
helping professionals. In turn, we can 
better serve our clients with a stabilizing 
presence during a challenging time. 

For more information about FMHCA, 
visit fmhca.wildapricot.org.

FMHCA

Get the latest  
COVID–19  

resources for  
CMHCs at:

amhca.org/publications/ 
practiceguidelines/coronavirus



Clinical 
Mental Health 
Counseling & 

The Coronavirus
As the coronavirus has swept through the nation,  

taking more than 120,000 lives before the end of June,  
CMHCs have responded to the needs of their clients 
and communities by helping them retain or regain  

their mental well-being, by:

• Protecting their clients physically and preventing 
illness from spreading (page s 24–26) 

• Increasing their availability by adding or moving 
their sessions online (pages 27–28) 

• Recognizing the importance of mental health 
during periods of physical isolation (pages 28–29) 

• Coping with ongoing uncertainty (pages 30–31)
• Contributing to overall health simply by allowing 

clients a safe place to disclose their emotions 
(pages 32–33)

Check out more coronavirus resources (page 33) 
Read a smattering of comments, thoughts, and  

statistics on mental health and COVID–19 (page 34)

For more information about  
coping with COVID-19, see  
amhca.org/publications/ 

practiceguidelines/coronavirus.

SPECIAL SECTION
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CMHCs as “Essential Workers” 
As state, county, and municipal governments  

continue to enforce various “safer at home” orders,  
emergency orders, and quarantine measures related  
to coronavirus (COVID-19), the question of whether 
clinical mental health counselors (CMHCs) are  
“essential workers” has been an important one.  
Essential workers are generally permitted to leave  
their homes and go to work because their jobs are  
considered essential to the safety and welfare of the 
public during the COVID-19 pandemic.

Though it is ultimately the responsibility of each 
CMHC to understand the definition used by local 
authorities, most governing bodies defer to guidance 
offered by the U.S. Department of Homeland Security 
(USDHS) for determining who an “essential worker” is. USDHS 
identifies health care/public health workers as a category of “es-
sential workers,” citing examples such as “caregivers (e.g., phy-
sicians, dentists, psychologists, mid-level practitioners) … social 
workers … community mental health” as included occupations. 
Though the word “counselor” is not specifically listed, it is pretty 
clear that licensed CMHCs are covered under this provision. 

Of course, just because CMHCs are essential workers does not 
mean that they should continue meeting with clients in person. 
Ultimately, this is an individual choice that must be made by 
each CMHC, and the importance of attending work in person 
may vary depending on the work setting of the CMHC. 

I anonymously polled 653 CMHCs during nine webinars 
presented from March–May to determine how many were still 
seeing clients in person and how many have transitioned to tele-
health. The majority of each sample consisted of private practi-

COVID-19 Precautions for CMHCs

tioners. Their responses 
are represented in the 
line graph and the pie 
chart here, and they are 
detailed in the table on 
the bottom of page 25.

As you can see, about 
half of CMHCs (51%) 
are providing telehealth 
only, and about 29 
percent are either seeing 
clients in person only 
or working with clients 
through a combination 
of in-person and tele-
health services. If my samples were assumed to be representa-
tive of all CMHCs in private practice, then between a quarter and 
a third of CMHCs are still having in-person contact with clients.

I suspect his number would be higher if I had the opportunity 
to survey more agency counselors. Some of the interns I super-
vise, for example, work in psychiatric units of hospitals, detox 
centers, and residential treatment programs that are providing 
in-person services, so all of their client contact remains in person.

12 Tips for Office Precautions
Given that many CMHCs are still seeing clients in person, it 

is critical for CMHCs to take important precautions to reduce 
potential for COVID-19 exposure. According to the Centers 
for Disease Control and Prevention (CDC), COVID-19 is spread 

Aaron Norton provides psychotherapy, clinical 
and forensic evaluation, clinical supervision, and 
professional consultation at his practice, Integri-
ty Counseling, integritycounseling.net, in Largo, 
FL. Awarded Mental Health Counselor of the 
Year by AMHCA and Counselor Educator of the 
Year by Florida Mental Health Counselors Associ-
ation (FMHCA) in 2016, he is an adjunct instruc-
tor at the University of South Florida, executive 
director of the National Board of Forensic Eval-
uators, and president of FMHCA. Consulting editor of The Advocate 
Magazine and AMHCA’s Southern Region director, he is finishing his 
doctoral dissertation in Counselor Education and Supervision at USF. 
Learn more at anorton.com; email him at: me@anorton.com. continued on page 25

By Aaron Norton, LMHC, LMFT, MCAP, CCMHC, CRC, CFMHE
COVID-19 Precautions for CMHCs

Percentage of CMHCs Seeing Clients Through Telehealth or In-Person
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primarily through close contact (defined as 
within about six feet) with a person who has 
the virus. Specifically, you can be infected by 
the virus in two ways: 1) You can take respira-
tory droplets into your eyes, nose, or mouth 
from an infected person when they cough, 
sneeze, or talk; or 2) You can touch a surface 
or object that contains an infected person’s 
droplets and then touch your mouth, nose, 
or eyes with the same hand that touched the exposed surface. 

Given the means of infection, it is essential to 1) avoid coming 
within six feet of an infected person; and 2) avoid touching 
potentially contaminated surfaces and then touching your eyes, 
nose, or mouth. The CDC and World Health Organization (WHO) 
have provided several strategies for accomplishing these two 
objectives. Here is a list of examples of strategies that you can 
use in your office to implement those recommendations:

1. Transition as many clients as possible to telehealth ap-
pointments. The safest way to continue practicing clinical 
mental health counseling while avoiding infection is not 
to come into contact with potentially infected persons, 
and telehealth provides a means of accomplishing that.

2. Never come within six feet of a client. 
Do not shake clients’ hands or stand near 
them. Ensure that the chairs in your office 
and waiting area are greater than six feet 
apart from each other. 

3. In between each client’s visit, clean door-
knobs, faucets, chairs, and other surfaces 
that clients touch using an appropriate 
cleaner such as Clorox wipes, Lysol, and 
rubbing alcohol. Doing this properly would  
make it hard for infected droplets to be 
transmitted by hand from one person to

another. Also, ultraviolet (UV-C) lamps have 
historically been used to disinfect surfaces from a variety 
of viruses, and recently the University of California–Santa 
Barbara demonstrated that UV-C light in the 260–285 nm  
(nanometers) range was 99.9 percent effective in killing 
COVID-19 in just 30 seconds (see bit.ly/2Utdt6t). Used 
safely and appropriately, UV-C lamps may be another 
resource for CMHCs wishing to disinfect office surfaces.

4. Allow only one client in the office at a time. To avoid 
close contact in waiting rooms and to ensure that sur-
faces are disinfected between sessions, consider asking 
clients to remain in their car until the CMHC or another 
employee opens the door to invite the client in. 

COVID-19 Precautions 
continued from page 24

continued on page 26

Date Region No. of CM-
HCs

In-Person 
Only

Telehealth 
Conly

Combination 
of In-Person 

and  
Telehealth

Not seeing 
clients

3/26/2020 Tampa Bay Area, FL 17 2 (12 %) 9 (53 %) 6 (35 %) N/A

3/27/2020 Tampa Bay Area, FL 35 8 (23 %) 18 (51 %) 9 (26 %) N/A

4/2/2020 Florida (statewide) 327 48 (15 %) 149 (46 %) 46 (14 %) 84 (26 %)

4/3/2020 National 23 2 (9 %) 15 (65 %) 3 (13 %) 3 (13 %)

4/17/2020 Tampa Bay Area, FL 18 1 (6 %) 10 (56 %) 3 (17 %) 4 (22 %)

4/26/2020 Florida (statewide) 137 6 (4 %) 79 (58 %) 28 (20 %) 24 (18 %)

5/15/2020 Tampa Bay Area, FL 39 0 (0 %) 21 (54 %) 8 (21 %) 10 (26%)

5/29/2020 Florida (statewide) 27 1 (4 %) 17 (63 %) 3 (11 %) 6 (22%)

5/29/2020 National 30 1 (4 %) 13 (43 %) 14 (47 %) 2 (7%)

TOTALS 653 69(11 %) 331 (51 %) 120 (18 %) 133 (20 %)

Informed Consent for Resuming 
In-Person Counseling

To reduce liability, the American 
Psychological Association has  

recommended that practitioners 
create an informed consent form 
for clients who elect in-person vs. 
telehealth appointments during 

the COVID-19 pandemic.  
See a sample form here:  

bit.ly/37gefc9.
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5. Remove magazines and other unnecessary items from 
the office. If an infected client coughs, and droplets 
touch the surface of a magazine, clipboard, or other item 
in the office, then those droplets can be inherited by the 
next client who touches that same object.

6. Wash your hands frequently and appropriately. If you 
touch anything that is potentially contaminated, assume 
that your hands are now contaminated and wash them 
for a minimum of 15–20 seconds (approximately the time 
it takes to hum the “Happy Birthday” song twice) while 
rubbing your hands with soap, producing friction. Use a 
clean paper towel to dry your hands, and then use that 
same paper towel as a barrier to turn off faucets, open 
the door, etc. 

7. Convert all office paperwork into electronic forms. 
Passing potentially infected paperwork back and forth is 
another unnecessary opportunity for exposure. CMHCs 
can use HIPAA-compliant online form builders such as 
JotForm (www.jotform.com) to create electronic ver-
sions of office paperwork. From now through 8/1/2020, 
JotForm is providing free HIPAA-compliant accounts to 
CMHCs through the Coronavirus Responder program 
(apply at jotform.com/corona-responder-program). If 
you continue to accept paperwork, then use disposable 

gloves when handling the paperwork and appropriately 
discard the gloves. If you handle paperwork with your 
bare hands, assume that your hands are potentially  
contaminated and wash them thoroughly before  
touching anything else.  

8. Accept electronic payments only. Passing paper cash 
and checks by hand is another potential way to spread 
infected droplets. Instead, consider using electronic 
payment resources such as PayPal and Square to col-
lect contact-free payments from clients. If you accept a 
payment by hand, assume your hands to be potentially 
contaminated and wash them thoroughly before touch-
ing anything else.  

9. If you have access to sufficient supplies, make hand 
sanitizer available to clients as soon as they enter the 
office and just before they leave. Also, advise clients to 
appropriately sanitize their hands after leaving the office.

10. Have office staff work remotely if possible. If you have 
office workers, consider having them perform their 
duties from home—scheduling appointments, accepting 
forwarded phone calls, and verifying insurance benefits 
remotely by computer. If office staff are using a personal 
phone for work, consider having them download Google 
Voice (voice.google.com/u/0/about), using it to initiate 
and accept phone calls from clients to protect their 
personal phone numbers. The fewer people in the office, 
the easier it is to keep the office sanitized and to prevent 
possible transmission of the virus. 

11. Post a sign on your office door prompting high-risk 
clients to call instead of entering. Consider a sign that 
instructs clients with fever, cough, or shortness of breath 
not to enter the office. Instead, these clients should call 
their physician and then call your office to inquire about 
telehealth options, cancel, or reschedule. I recommend 
being more flexible with late cancellation fees and no-
show fees. It is better to have potentially infected clients 
cancel late than to have them come to an appointment 
to avoid having to pay an administrative fee. Of course, 
you should not come into the office if you have symp-
toms either—the last thing you’d want is to infect one of 
your clients because you did not follow the same rules 
you expect them to follow. Also, take your temperature 
daily to ensure that you do not have a fever; don’t just go 
by how you “feel.” 

12. Practice social distancing outside of work. If you’re still 
seeing clients in the office, then you’re already taking 
enough risk as it is. No need to add to that risk by violat-
ing social distancing outside of work. 

Remember that asymptomatic people may have the virus and 
be contagious, so telehealth and social distancing are the only 
reliable way to ensure that you neither transmit nor come in 
contact with a contagious person.

COVID-19 Precautions 
continued from page 25

For more office precaution tips, visit:

• The Centers for Disease Control and Prevention 
(CDC): cdc.gov/coronavirus/2019-ncov/community, 

• World Health Organization (WHO): who.int/docs/de-
fault-source/coronaviruse/getting-workplace-ready-
for-covid-19.pdf, and 

• Miranda Palmer’s “COVID-19 Plan for Therapists”: 
zynnyme.com/blog/2020/3/12/covid-19-plan-for-
therapists-questions-answers-and-guidelines.

Additional Resources

A video recording of a “COVID-19 Resources for Mental 
Health Professionals” webinar is FREE to AMHCA members 
as a benefit of AMHCA’s partnership with the National 
Board of Forensic Evaluators (NBFE). 

This on-demand webinar includes a segment on office  
precautions and offers CE credit from the National Board  
for Certified Counselors (NBCC) to AMHCA members who 
watch the webinar. AMHCA members can register for free 
at nbfe.net/event-3808053. (The administrative charge for 
clinicians who are not AMHCA members is $5.)  
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Susan Meyerle is a trendsetter in telemental 
health and ethics education through ethicsrock.
com. She is very active in several organizations: 
American Association of State Counseling 
Boards (AASCB) (former president), Association 
of Marriage and Family Therapy Regulatory 
Boards (AMFTRB), Association of Social Work 
Boards (ASWB), Federation of Associations of 
Regulatory Boards (FARB), and the Nebraska 
Board of Mental Health Practice (past chair). An experienced educa-
tor, regulatory board member, therapist, author, and inspirational 
speaker, she strives to makes reviewing ethical protocols interesting, 
engaging, and relevant. She last wrote for The Advocate Magazine  
on telehealth in the Fall 2018 issue (go to amhca.org/publications/
advocatemag, then click on November 2018).

Telehealth: Can You Hear (and See) Me Now?
By Susan Meyerle, PhD, LIMHP, CEAP

Amidst the COVID-19 pandemic, mental health counselors 
answered the call to continue responding to client needs. Even 
so, the connection might not always have been clear, the guide-
lines have been fluid, the resources constantly shifting, and the 
personal challenges intense. 

Clinical mental health counselors (CMHCs) who had never 
done video or phone-based therapy were suddenly thrust into 
the maelstrom of providing services electronically to maintain  
a continuity of care (American Mental Health Counselors Associ-
ation Code of Ethics, section B.5—amhca.org/publications/ethics). 
CMHCs who had dabbled in providing services electronically now 
faced challenges implementing care consistently due to myriad 
issues. Even the most seasoned telehealth counselors may have 
found responding to COVID-19 demanding. 

Historically, CMHCs have reported varying degrees of comfort 
and experience in providing services electronically. A 2013 study 
(not exclusive to clinical mental health counselors) noted provid-
er concerns in three domains: 

1. Technology barriers and workflow, 
2. Licensure and reimbursement barriers, and 
3. Personal barriers. 

As the online AMHCA Open Forum (bit.ly/3dkhIZH) will attest, 
these three areas seem to have held true for CMHCs during the 
COVID-19 pandemic. CMHCs received new telehealth training, 
enhanced their training experience, and rose to the challenge of 
providing consistent services amidst stay-at-home orders. While 
responding to client needs, CMHCs were also managing many 
behind-the-scenes issues, such as: learning how to ethically and  
legally maintain services for current clients, onboarding new clients 
using technology, determining if they would be paid for services 

they were providing, and determining if they were in compliance 
with state and federal laws. (I addressed all of these areas in my 
recent Ethics in Telemental Health (EthicsRock.com) training.)

Sometimes, clients temporarily visit other states. AMHCA’s 
2020 Code of Ethics clarifies that “CMHCs need to be familiar 
with state laws and regulations in both the state in which the 
CMHC is licensed and the state in which the client is presently 
located.” How can CMHCs quickly determine whether they can 
meet with a client who is another state through telehealth?

First, download a free telemental health app, and use it to 
identify telehealth laws and rules in the client’s state (ebglaw.
com/telemental-health-laws-app). Second, determine if the 
client’s state has an emergency rule or order that temporarily 
allows the CMHC to practice across state lines even if the law 
does not permit it (bit.ly/2MHlUae). 

Tips for Providing Telehealth Services
• Be patient with yourself. As stress increases, our best 

self becomes suppressed. Give yourself permission to 
learn from your experiences and grow through them. 

• Stay focused on what the client needs from you at that 
point in time. When we focus on our clients, we often 
make better decisions for them and for ourselves. Put 
yourself in your client’s shoes to learn how to provide 
services even more effectively. Put them at ease with the 
technology you are using. 

• Take more frequent breaks. “Zoom fatigue” is now a 
phrase we use to describe spending too much time in 
front of a screen. Get up and move. Stay hydrated. Wash 
your hands. Breathe. Stretch.

• Learn from others. I have learned more about the nu-
ances of providing video-based therapy not from other 
clinical mental health counselors but from watching the 
news and other people’s videos. Focus on the images in 
their background. What works for you? What distracts 
you or makes it difficult for you to stay attentive?

• Do what you do in your “normal” practice. Respect con-
fidentiality. Complete your notes. Document correctly. 
Know how to bill for the services you provided. Uphold 
ethical codes. Follow state laws. 

• Be professional. Get dressed. (Yup, I went there.) Focus 
on your posture. Maintain appropriate eye contact. 
Adjust the camera so we don’t see your nose hairs. Pay 
attention to the lighting around you. 

continued in the box on the bottom of page 28
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Telehealth: Can You Hear (and See) Me Now?

At the end of my Ethics in Telemental Health training, many 
CMHCs wanted to know, “What do I do in order to get paid for 
providing telehealth services?” “What billing code do I use? 
What services are covered? What are the reimbursement rates 
for teletherapy?” as well as answers to many other questions. 
The coronavirus pandemic has also spurred CMHCs to become 
savvy at reading and interpreting Executive Orders, Presidential 
Actions, and legislative bills as they passed through Congress. 

Adapting to the world of telehealth can be challenging in the 
best of times. Deciphering how to provide services so that ses-
sions will be reimbursed continues to be complicated. Beware that 
headlines can prove misleading. For example: “CMS Expands 
COVID-19 Telehealth Reimbursement to Therapists, Phone 
Services” (bit.ly/2XQDopy), published by Xtelligent Health-
care Media. Yes, the federal Centers for Medicare & Medicaid 
Services has expanded reimbursement for therapists—but 
for physical therapists—not CMHCs. Readers are often left to 
discern whether temporary rulings by various entities within 
the federal government or an Executive Order issued by their 
state’s governor relate to their service. CMHCs have to research 
whether insurance companies with which they are empaneled 
cover telehealth therapy, and if so, which type. Thankfully,  
AMHCA has identified a resource for CMHCs to check their state’s 
Executive Orders, at web.csg.org/covid19/executive-orders.

Navigating the maze of licensing requirements is often a 
test of patience. AMHCA advocated for states to allow, at least 

temporarily, practice across state lines. As always, it behooves 
CMHCs to check state licensing laws to ensure they are provid-
ing services legally. (See the AMHCA Open Forum discussion 
about licensure portability at bit.ly/36R7xJI, the article on page 
20, and the Ethics Committee statement about it on page 33.)

You may be familiar with the long-held belief, although not 
linguistically accurate, that the Chinese symbol for “crisis” con-
tains the characters for both danger and opportunity. Similarly, 
the coronavirus pandemic, while it has affected physical and 
mental health, also offers an opportunity for clinical mental 
health counselors to enhance their existing skill set by becom-
ing adept at providing their services electronically. (See the box 
on page 27 for tips on telehealth counseling and more links to 
online resources on telehealth counseling on page 33.)

I hope that through the responses of CMHCs during 
COVID-19, we have laid the foundation to encourage 1) licen-
sure portability, and 2) insurance reimbursement of electroni-
cally provided services (dare I say video and/or phone?). These 
two goals become possibilities—if we provide ethically sound 
services. All of us as CMHCs who during this health crisis are 
working to respond to our clients’ needs in innovative, ethical 
ways are making a valuable contribution. We all want to make 
a difference in the lives of the people we serve, and licensure 
portability and telehealth enable us to continue doing that.

Disclaimer: Keep in mind that this information is changing  
rapidly. Sign up to get real-time updates on regulations at 
ethicsrock.com.

 
continued from page 27

Isolation Affects Mental Health and Counseling
By Ekom Essien, LPC, NCC, CFMHE, CPCS, RPT-S 

Assuming that people are for the most part social beings,  
and considering that prolonged isolation can adversely affect 
mental health, it’s easy to imagine that people who already  
have a mental illness will be more susceptible to the adverse 
effects of isolation. 

We clinical mental health counselors (CMHCs) have had to 
remain vigilant during the COVID-19 crisis on behalf of our  
clients. Yet as we offer our services to individuals, families, and 
the general public, we need to remember that while isolation 
brings many challenges, some good may come from it as well. 

Since mid-March, all over the country businesses have closed 
their doors, schools moved to total online learning, and manda-
tory stay-at-home orders were issued. The news remains grim, 

with reports of 2.8 million confirmed U.S. cases of COVID-19,  
and more than 130,000 deaths, historic unemployment rates, 
and projections of a lengthy national economic downturn. 

While individuals naturally are experiencing increased anxiety 
and even depression-related rumination, most have generally 
accepted that isolating from others is necessary to protect their 
physical health. However, this solution came with unintended 
negative consequences, one of which is the effects of prolonged 
isolation. For those who do not have a history of mental illness, 
mild to moderate anxiety, irritability, restlessness, and feelings 
of helplessness may be manageable, but for someone already 
struggling to overcome mental illness, isolation can exacerbate 
existing conditions. 

continued on page 29
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Ekom Essien, a licensed professional counsel-
or in Georgia, currently works in private practice 
at Verity Counseling & Forensic Evaluations, 
where he specializes in trauma, anxiety, depres-
sion, and substance-use-related disorders. Essien 
is the Southern Regional director of the National 
Board of Forensic Evaluators, and an adjunct 
instructor at Brenau University. He is also a 
member of the Association for Play Therapy, 
and AMHCA’s Georgia chapter, the Licensed 
Professional Counselor Association of Georgia. For feedback, email 
mressien@veritycounseling.com.

To reduce the potential negative impact 
isolation can have on mental health, it may 
be helpful for CMHCs to identify their most 
at-risk clients and to adjust the treatment 
plan to support them. In my practice, I have 
increased my availability to clients through 
secure messaging in the client portal of 
the electronic health record I use. Some 
counselors have rearranged their offices 
to support social distancing for clients who 
need to be seen face-to-face (see additional 
tips for counseling precautions on page 24).

Other CMHCs have increased their use 
of activities and tools—such as journaling, 
daily mood tracking/recording devices, 
and providing additional assignments—to 
provide extra support to clients who may be 
experiencing psychological difficulty during 
the coronavirus isolation.

Traditional mental health counseling is 
challenging enough, and doing it remotely 
presents unique challenges such as man-
aging a crisis, counseling young children, 
and processing trauma. In fact, processing 
trauma is a contraindicator of tele-counsel-
ing. Although some counselors continue to see clients face-to-
face, much of counseling has moved to telehealth during this 
public health crisis (see page 25 for statistics on CMHCs’ use of 
telehealth, and page 27 for more on telehealth). 

Counseling via telehealth may make it more difficult to notice 
a decompensating client. For instance, a CMHC seeing a client via 
telehealth may note that the client’s general appearance seems 
neglected—and erroneously attribute it to a common adjust-
ment people make to their routines during isolation rather than 

a sign that basic ADLs (activities of daily 
living) are not being tended to. Another 
drawback to telehealth is that smell and 
other subtle changes cannot be assessed.

We know that someone experiencing 
a mental health crisis (such as psychosis 
and suicidal ideation) has a high risk of 
being harmed by others, or by themselves 
if suicidal. This public health crisis may 
increase that risk. Someone whose mental 
stability has decompensated with isolation 
as a contributing factor may be less able to 
remain in isolation, placing them in danger 
of contracting COVID-19 and spreading it 
to others. If we add to that the correlations 
between mental illness and comorbid med-
ical conditions, that person’s risk of health 
complications with COVID-19 also increas-
es. For this reason, CMHCs should have the 
appropriate knowledge of and access to 
crisis resources. 

I have found that developing a work-
ing relationship with local psychiatrists, 
inpatient psychiatric hospitals, emergency 
receiving facilities, and non-emergency 
medical transport can make all the differ-
ence in mitigating distress that can arise 
during a crisis. CMHCs should have more 
than a general understanding of the proce-

dure and process for hospitalization in their state and be able to 
explain the benefits of hospitalization to their clients. 

With that in mind, timing is crucial, and all CMHCs should de-
velop a crisis safety plan for their clients during the coronavirus 
pandemic. We should be prepared to manage a crisis remote-
ly. We should also be prepared and willing to offer additional 
assistance to clients and be equipped with an arsenal of thera-
peutic techniques that include existential therapies, mindfulness, 
grounding, and other cognitive-based techniques.

In spite of the many challenges we all face during this health 
crisis, we can look toward some positive aspects of the current 
state of affairs. For instance, clients who may have been resistant 
to telehealth, and those who may be more prone to noncompli-
ance and missed appointments for various reasons, may now be 
more receptive to counseling to reduce feelings of loneliness and 
anxiety experienced as result of physical isolation. We CMHCs 
can also use this time to be more innovative and creative, thus 
strengthening our counseling techniques and facilitation skills. 
Lastly—and especially now when the virus still threatens the 
physical and mental health of so many people—we can make an 
extra effort to take care of each other as professionals. 

Isolation Affects Mental Health Counseling 
continued from page 28

  A CMHC seeing a  
client via telehealth 
may note that the  

client’s general  
appearance seems  

neglected—and  
erroneously attribute  

it to a common  
adjustment people 

make to their routines 
during isolation, rather 
than a sign that basic 

ADLs are not being 
tended to.
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We all know the shattering impact that post-traumatic stress 
syndrome (PTSD) has on individuals and families. Like PTSD, 
chronic distress has lasting effects. 

Before the coronavirus hit, some people were living with 
chronic distress; others developed it as a result of quarantining, 
losing their jobs, or the way the virus changed their future.

What Is Chronic Distress? 
This distress occurs when taxing experiences accumulate over 

time. The unknowns of the current coronavirus crisis can be 
viewed as a long list of questions that do not have many an-
swers. For example:

• Will I be employed?
• What do I need to do to protect my health?
• What are my responsibilities to family members and 

friends?
• If I get sick, should I see my doctor if the symptoms are 

different from COVID-19 symptoms?
• What should I do if a friend asks me to help out?

The list of questions is almost endless. These concerns can 
create excessive worry and feelings of helplessness. Worries turn 
into anxiety and depression. Healthy individuals begin to ques-
tion who they are. Diagnosable mental disorders multiply.

Suicide, self-harm, domestic violence, addiction, and assaults 
are beginning to dramatically surge. For example, police are 
responding to escalating gun violence and in-home violence 
against partners and children.

What Can We Do as Licensed Clinical Mental 
Health Counselors (CMHCs)?

1. Self-care. We always need to care for ourselves as indi-
viduals, and self-care has become an even more critical 
factor as we face our own questions and concerns. We 
also need to ensure a holistic approach to our wellness.  
 
Health integration is fundamental because it incorporates 
the five essentials of physical wellness and emotional 
well-being—health, emotions, awareness, relationships, 
and transcendence. Each of these essentials impacts the 
other four. Together they regulate our overall health. 
Only when we take good care of ourselves can we really 
provide the highest degree of mental health counseling 
for others.  
 

The five essentials of total health integration create the 
acronym “HEART”:

 � Health—Physical wellness based on the principles  
of healthy living  
Consider how you are taking care of yourself. Our 
health depends on getting adequate sleep, drinking 
enough water, and eating well. Staying active is also 
important. Walking is a great all-around exercise, and 
you can do that in your home. Research has shown 
that daily activity reduces stress. 

 � Emotions—Emotional balance and enjoyment 
through self-understanding  
Know how to take care of yourself emotionally. 
Deep-breathing, listening to music you enjoy, med-
itating, playing with children’s toys such as blocks, 
doing a puzzle, etc.—all of these individual activities 
help us destress because they reduce anxiety.

 � Awareness—Conscious use of our mental abilities 
Stay active and use your mind creatively. Make time 
to learn something new such as taking an online 
course, reading an entertaining book, expanding 
your knowledge about a hobby, etc. Awareness and 
engagement create mental health dividends.

 � Relationships—Caring and satisfying connections 
with others 
Conversation is the most common means of staying 
connected. It is good to have at least five people we 
can talk with, including family members, friends, col-
leagues, and others. We should try to have positive 
conversations about topics other than our problems. 

5 Ways to Help Clients Deal With Chronic Distress

Gray Otis is a licensed clinical mental health 
counselor and an AMHCA Diplomate & Clinical 
Mental Health Specialist in Trauma. A past 
president of AMHCA, he currently serves as 
AMHCA’s director of Program Coordination and 
has a private practice in Cedar Hills, Utah. A 
frequent workshop presenter, he has authored 
many counseling-related articles and “The 
Clinical Mental Health Counselor Declaration,” 
and he co-authored the book “Key Core Beliefs: 
Unlocking the HEART of Happiness & Health” (KeyCoreBeliefs.org). 
Email him at gray_otis@yahoo.com.

By Gray Otis, PhD, LCMHC, CMHC, AMHCA Diplomate–Trauma

continued on page 31
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Face-to-face conversations in 
real time are helpful and can 
be done using Skype, Google 
Duo, FaceTime, etc.

 � Transcendence—Enrichment 
through inspiring and uplifting 
influences 
This is a good time to focus on 
uplifting endeavors. Any activ-
ity that is elevating, inspiring, 
or enriching will buoy us. Doing 
yoga, enjoying art and music, 
or appreciating nature can be 
transcendent. Even though 
we cannot attend religious 
services, we can be enriched 
by prayerfulness, reading uplifting books, watching 
positive online presentations, etc.

2. Emphasize self-care for our clients. When clients feel 
stressed, they often neglect one or more of the five 
essentials of health integration. As we talk with those 
whom we serve, we can share what we are doing to take 
care of ourselves, and we can encourage others to also 
engage in activities that provide for holistic health.

3. Normalize for our clients. As we work with individuals, 
families, and groups, we should help them understand 
that being worried and concerned is normal during 
coronavirus times. We can help them distinguish those 
concerns that they can do something about and the 
questions and problems over which they are powerless. 

For example, we cannot visit with friends 
who are sheltering in place so we may feel 
helpless. However, we can stay connect-
ed with them through text, phone calls, 
FaceTime, etc.
4. Stay connected. Because many are 
staying home, even as some states are 
opening, we need to encourage our clients 
to overcome isolation by connecting 
with others. That may mean checking on 
neighbors, sending a homemade card to 
a friend, or sharing a photograph through 
a text or an email. During these difficult 
times, we want everyone to find as many 
ways as they can to stay in touch.   
5. Encourage “can-do’s.” Even during 
modified sheltering-in-place, help clients 
focus on what they can do. With every 
challenge comes opportunities. If someone 

is bored, ask what they can do that would be satisfying 
and worthwhile. Maybe it’s learning to cook something 
new, reading a book on subject that is different, or  
having a game-night marathon. By focusing on what  
we can do rather that what we can’t, we feel capable  
and empowered. 

When we remind our clients of ways that they can take care 
of their physical and mental health, they will have the tools 
they need to cope with many of the challenges the coronavirus 
creates. And as they solve problems, or learn to live with the 
ones they can’t resolve, their chronic distress will ease. Working 
toward total health integration will not only help them weather 
the impact of the coronavirus, it will help them build their resil-
ience for other challenges they may face. 

5 Ways to Deal With Chronic Distress 
continued from page 30
5 Ways to Deal With Chronic Distress 
continued from page 30

Take Advantage of Your Subscription  
to the Journal of Mental Health Counseling— 

FREE, With Your Membership in AMHCA
AMHCA members have free access to all electronic issues  

of the Journal and unlimited downloads. 

Visit  amhca.org/publications/jmhc 

• for more information about the Journal, 

• to access the Journal online; and

• to see JMHC guidelines for authors and  
learn more about submitting an article. 

 Only when we take 

good care of ourselves 

can we really provide 

the highest degree  

of mental health  

counseling for others.
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Counseling Strengthens Overall Health, Too

Steven Vazquez has been in private practice 
for more than 40 years and is now in private 
practice in Austin, Texas. He has written three 
books: “Emotional Transformation Therapy®,” 
“Accelerated Ecological Psychotherapy,” and 
“Spiritually Transformative Psychotherapy.” Dr. 
Vazquez originated the method of Emotional 
Transformation Therapy (ETT®), a brain-based 
method that uses attachment-based interper-
sonal processes with precise visual brain stimu-
lation to produce relief of emotional distress within minutes. For more 
information, visit vazqueztraining.com

By Steven Vazquez, PhD, LPC-S, LMFT,

Even though contagious bacteria and viruses such as 
COVID-19 have made many people ill, some people exposed to 
the bacteria or virus have not gotten sick. I think it’s important to 
ask why not. While there are multiple contributing factors, one 
of the key factors is the difference in the functioning of immune 
systems. Stress plays a major role in the relative strength of the 
immune system. Therefore, appropriate psychological counseling 
that reduces stress could strengthen the immune system.

As our society adapts to the impact of the coronavirus on our 
physical and mental health, we can be proud of the important 
contribution that clinical mental health counseling makes to 
overall health. The three basic approaches to pursuing preven-
tion and treatment of pathogenic microbes are:

• A medicine could be developed to conquer a  
specific pathogen. 

• An approach to strengthen the immune system  
could be used. 

• A combination of the first two approaches  
could be used. 

Medicine has primarily focused on the first approach, phar-
maceutical, which can be effective but has limitations. Consider 
that when a virus or bacteria becomes prevalent, medicine 
attempts to develop antidotes to destroy the illness-provoking 
pathogen. Medicine hardly ever kills them all, however, so the 
most resistant pathogens remain intact. These resistant microbes 
reproduce. Then medicine must develop an antidote specific to 
that new mutation of the microbes, which ultimately leads to the 
development of stronger, even more resistant microbes. These 
increasingly resistant strains make it more difficult for medicine 
to find a means to destroy pathogens. 

Until 1968, medical doctors presumed that the human  
immune system operated separately from all of the body’s other 
systems. Since then, numerous scientific studies have shown that 
psychological factors are strongly linked to immune functioning. 
While physicians acknowledge these facts, they rarely prescribe 
treatment involving factors outside of the prevailing medical 
paradigm (the second approach to treating illness)—such as 
nutrition, exercise, and mental health counseling.

One example of the effects of psychological features on 
strengthening the immune system is the role of disclosures. 
James W. Pennebaker, PhD, conducted numerous studies in 
which he measured the level of immune strength before and 
after subjects disclosed disturbing emotions. He found that 
the strength of the immune system had a consistent tendency 
to elevate after disclosures. In breast cancer cases, Elizabeth 
Maunsell, PhD, and her associates found that the survival rate of 
breast cancer patients was 56 percent. However, if a patient had 
one confidant, it rose to 66 percent, and if the patient had two 
confidants, the survival rate rose to 76 percent.

These findings have profound implications for mental health 
counseling because it matters not only to whom a person 
discloses, but how the emotions that result from disclosure 
progress. Obviously, disclosures take place in most counseling 
sessions. 

Counseling that elevates disclosure and bonding has a direct 
bearing on health improvement. Health improves largely as a 
consequence of disclosure of emotion—not just cognitive facts. 
One caveat to disclosure is that if the disclosure produces more 
emotional distress after the sessions, the increased stress levels 
are unlikely to be beneficial because stress hormones compro-
mise immune functioning. 

Clinical mental health counselors (CMHCs) often encounter 
numerous defense mechanisms in clients, including denial, 
avoidance, dissociation, anger, etc. These defenses are rooted 
in attachment disorders that often occur involuntarily. To work 
around these defense mechanisms effectively, I use an attach-
ment-based interpersonal approach that tailors the interaction 
for each client. For example, confronting an avoidant-attached 
client tends to make the client more avoidant; a slower, empath-
ic interpersonal approach tends to work better.

I also use Emotional Transformation Therapy (ETT®), a meth-
od I founded that is an attachment-based interpersonal process 
with outcomes that are radically elevated by precise visual brain 
stimulation (see www.ettaustin.com for more information). 

continued on page 33
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By using precise angles of light at specific 
wavelengths during interpersonal expres-
sion, clients’ emotional disclosure is often 
increased. In addition, ETT® can often reduce 
emotional distress within minutes. This pro-
cess enhances disclosure and progression to 
emotional resolution. Many other methods 
that also enhance disclosure of unresolved 
emotions and produce rapid resolution have 
the capacity to enhance the immune system, 
though some cathartic counseling methods 
do not necessarily resolve the distress. 

One reason I use ETT is because it focuses 
on enhancing disclosure of emotion and par-
ticularly on bringing that emotion to rapid consistent resolution. 
It is an experiential approach that works best when a person is 

currently feeling the emotion. During that 
experience, evidence suggests that the tar-
geted emotional neural networks of emo-
tional distress are deconsolidated, which 
makes them susceptible to change. Then 
through ETT processes, they tend to become 
reconsolidated, which means the emotional 
distress is ended—long-term. 

It’s exciting that something CMHCs do 
routinely—respectfully encourage their 
clients’ safe emotional disclosure and res-
olution of disturbing emotions—can be so 
effective in helping clients cope with a new 
widespread virus, physical isolation, emo-
tional upheaval, and stress. 

The bottom line is that emotional dis-
closure and resolution strengthen mental 

health as well as immune system functioning, both of which are 
important tools for improving overall health. 

Counseling Strengthens Overall Health, Too 
continued from page 32

 It’s exciting that  

something CMHCs do 

routinely ... can be so 

effective in helping 

clients cope with a new 

widespread virus.

More COVID–19 Resources for Clinical Mental Health Counselors
GENERAL

• Coping During COVID-19: Videos and 
articles written by mental health pro-
fessionals on COVID-19-related topics 
Psychiatry & Behavioral Health Learn-
ing Network / bit.ly/2MCYPp4

• COVID-19 Resources for CMHCs: 
Posted on AMHCA’s Open Forum by 
Aaron Norton, LMHC, LMFT, MCAP, 
CCMHC, CRC, CFMHE, AMHCA South-
ern Region Director and president of 
the Florida Mental Health Counselors Association  
(FMHCA) / bit.ly/2zgcnDV

• The Implications of COVID-19 for Mental Health and 
Substance Use: Kaiser Family Foundation, April 21, 2020 / 
bit.ly/2Ahta9V

• Mental Health and COVID-19–Information and Resources: 
Mental Health America / mhanational.org/covid19

• Mental Health and Psychosocial Considerations During 
the Covid-19 Outbreak (30 messages for six targeted 
groups): World Health Organization / bit.ly/2XIt8kk

• Tips for Coping with COVID-19: From Jim Messina, PhD, 
CCMHC, NCC, DCMHS-T, co-founder of AMHCA /  
coping.us/covid19tipsheet.html

• “Using Social and Behavioural Science to Support 
COVID-19 Pandemic Response”: May 2020 issue of  
Nature Human Behaviour / rdcu.be/b4IKi

LICENSURE PORTABILITY

The AMHCA Ethics Committee’s April 
2020 statement on state portability issues 
(bit.ly/30yHjur). Download the AMHCA Code 
of Ethics, free, at amhca.org/publications/
ethics. (Also, see the article on licensure por-
tability in this issue on page 20, and AMHCA 
members’ online discussion of licensure por-
tability during coronavirus at bit.ly/36R7xJI.)

TELEMENTAL HEALTH

• Telehealth and Privacy: Federal Guidance for SUD and 
Mental Health Treatment Providers: The Center for Excel-
lence for Protected Health Information /go.aws/37dbqsl

• Check whether your state’s Executive Orders apply to 
you: web.csg.org/covid19/executive-orders

• Review AMHCA’s list of telehealth resources: 
amhca.org/publications/practiceguidelines/coronavirus

(See also the Telemental Health webinar under the “Webinar” 
section, and the article by Susan Meyerle, PhD, LIMHP, CEAP 
on telemental health in this issue on page 27.)

WEBINARS  
Download AMHCA webinars at amhca.org/career/webinarsarchive.

• “Telemental Health Best Practices Overview,” 4/14/2020
• “Psychological First Aid During COVID-19,” free to all 

professionals (with NAADAC). April 29, 2020

AMHCA’s COVID-19 Information  
and Resources for CMHCs

With sections on About Coronavirus, 
Telehealth, Continuing Education, 

Advocacy Efforts, and  
AMHCA Resources

amhca.org/publications/
practiceguidelines/coronavirus
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Talking About Mental Health & COVID–19 ...

 

 

“Preliminary research suggests that mind-sets  
about stress can be changed with short and targeted  

interventions. These interventions do not focus on viewing  
the stressor (such as the virus) as less of a threat.  

Instead, they invite people to recognize that we tend  
to stress about things we care deeply about and that  
we can harness the stress response for positive gain.  

A number of studies found that inducing more adaptive  
mind-sets about stress could increase positive emotion,  

reduce negative health symptoms, and boost physiological  
functioning under acute stress.”

—  From Nature Human Behaviour, “Using social and behavioural sci-
ence to support COVID-19 pandemic response,” April 30, 2020, by Bavel, 
J.J.V., et al.: nature.com/articles/s41562-020-0884-z#citeas 

“Of the many cruelties of the coronavirus pandemic,  
this is one of the hardest to accept:  

In a time when all we want is to be close to the people  
we care about, closeness is the one thing we can’t have.  

Six feet has never felt farther away.”

—  From The Washington Post, March 31, 2020, “Human Connection 
Bolsters the Immune System. That’s Why It’s More Important Than Ever 
to Be Kind,” by Sarah Kaplan, wapo.st/2Mp5Mtw

“Find something I can control and control the heck out of it.  
In moments of big uncertainty and overwhelm,  

control my little corner of the world. I can organize  
my bookshelf or purge my closet. It helps to anchor and  

ground me when the bigger things are chaotic.”

—  From “What I Need to Do During This COVID-19 Pandemic,”  
coping.us/covid19tipsheet.html 

“Its asymmetry might be the aspect of this crisis  
that has the most to teach us about how to live our lives  
better from here. When some people are getting utterly  
wiped out while others catch up on sitcoms, it’s a sharp  

reminder of what to do any time we’re feeling flush  
or comfortable: to make a point of looking up from our own 

(metaphorical) knitting, on a regular basis, to see  
what others might need us to do.”

—  Carolyn Hax, advice columnist, in The Washington Post, May 2, 2020: 
wapo.st/2UneqNV

“Making behavioral changes easy to maintain  
could become particularly important as lockdowns stretch on 

and strains build, says [Susan] Michie, [a health psychologist at 
University College London and director of its Centre for  

Behaviour Change]. Past research has found  
compliance during an epidemic can decline over time.”  

—  From Science Magazine, “Crushing Coronavirus Means ‘Breaking  
the Habits of a Lifetime.’ Behavior Scientists Have Some Tips,” by Warren 
Cornwall, Apr. 16, 2020, bit.ly/2XUmeHG

“Just as the initial outbreak of the novel coronavirus  
caught hospitals unprepared, the United States’ mental-health 

system—vastly underfunded, fragmented and difficult  
to access before the pandemic—is even less prepared  

to handle this coming surge.”

“Mental-health experts are especially worried about  
the ongoing economic devastation. Research has established  

a strong link between economic upheaval and suicide and  
substance use. A study of the Great Recession that began  

in late 2007 found that for every percentage point  
increase in the unemployment rate, there was about  

a 1.6 percent increase in the suicide rate.”

—  From The Washington Post, May 4, 2020, “The Coronavirus Pandem-
ic Is Pushing America Into a Mental Health Crisis,” by William Wan,  
bit.ly/3cvcpVY

“Adults in the U.S. report that worry and stress related  
to the coronavirus outbreak is affecting their mental health  
and well-being in various ways. Four in 10 say such worry  

or stress has led to problems with their sleep,  
while one-third say they either have had a poor appetite  
or have been over-eating. Some also say worry or stress  
related to the coronavirus outbreak has caused them to  
experience frequent headaches or stomachaches (18%),  

difficulty controlling their temper (15%), or increasing their  
alcohol or drug use (13%). About one in 10 (9%) say  

coronavirus-related stress has led to worsening  
chronic health conditions. Over half of U.S. adults (56%)  

report that worry or stress related to the coronavirus  
outbreak has affected them in at least one of these ways.”

—  From Kaiser Family Foundation, April 24, 2020, “KFF Health Tracking 
Poll - Late April 2020: Coronavirus, Social Distancing, and Contact Trac-
ing,” bit.ly/36Zjqgo (See also the Kaiser Family Foundation’s April 21, 
2020: “The Implications of COVID-19 for Mental Health and Substance 
Use,” kff.org/health-reform/issue-brief/the-implications-of-covid-19-for-
mental-health-and-substance-use)

‘
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Jim Messina, PhD, CCMHC, 
NCC, DCMHS-T, has been 
an instructor at the Troy 
University Tampa Bay Site 
Clinical Mental Health 
Counseling Program since 
2010. He has been providing 
behavioral medicine 
interventions since 1980, 
when he became the 
behavioral health consultant 
at United Cerebral Palsy in 
Tampa, working with a team 
of rehabilitation specialists, 
neurologists, and pediatricians 
for 20 years. After retiring 
from private practice in 2000, 
he worked at St Joseph’s 
Hospital for five years and 
spent seven years working 
in rehabilitation and nursing 
facilities with primary care 
physicians in an integrated 
care model. He has authored 
16 books and several online 
learning sites, available free 
on his website coping.us. 

A co-founder of AMHCA 
and its second president, 
Dr. Messina was on the 
founding board of the 
National Board for Certified 
Counselors (NBCC). He is also 
the moderator for AMHCA’s 
online Integrated Medicine 
Community Forum.

Chronic Pain: The Potential Role of CMHCs in  
Providing Non-Medication Pain Management

Pain management is important for ongoing pain control, especially for patients who suffer 
with long-term or chronic pain. Since psychotherapy is one type of treatment that doctors rec-
ommend to their patients for pain relief, this is an area in which licensed clinical mental health 
counselors (CMHCs) can make an important contribution. CMHCs can provide non-medication 
pain management treatment by working in partnership with referring physicians, rehabilitation 
centers, hospitals, or community clinics that are dedicated to providing a wholistic approach to 
assisting patients with both acute and chronic pain. 

Chronic pain affects about 50 million Americans, and for 20 million of them, the pain is so 
bad that it keeps them from doing the daily activities of life. According to the U.S. Centers for 
Disease Control and Prevention, chronic pain and high-impact chronic pain are more common 
among women, older adults, the poor, people previously but not currently employed, those 
with public health insurance, and those living in rural areas. Not only is chronic pain wide-
spread, it lies at the root of the opioid epidemic. 

To be effective with patients, CMHCs need to know the evidence-based practices for pain 
management, which will also enable them to work alongside the medical professionals treat-
ing patients in pain. Patients in pain need to see that CMHCs are focused on them as people 
who will benefit from proven, non-medication interventions that will lessen or eradicate pain 
in their lives. (For information about the U.S. Department of Health and Human Services’ 2019 
report, “Pain Management Best Practices,” see the box on page 37.) 

NON-MEDICATION APPROACHES TO PAIN MANAGEMENT

CMHCs who work with patients in pain should focus on providing support related to the in-
dividual patient experiences rather than the diagnostic label—think “pain in the patient” rather 
than “pain as pathology,” according to an April 2015 article in Health Sociology Review. To help 
patients manage their pain, counselors need to recognize that pain alters their definition and 
understanding of themselves.

It’s also important that CMHCs are aware of factors that can negatively affect outcomes of 
non-medication therapeutic treatment approaches to chronic pain. According to an article in 
the November 2016 issue of the Journal of Alternative and Complementary Medicine, these 
factors include:

• Patient expectations for pain relief. Patient expectations may be associated with  
outcomes of complementary and alternative medicine (CAM) treatments for chronic 
pain. A psychometrically sound measure of such expectations—the EXPECT Question-
naire—is now available for use. (View the original article and EXPECT Questionnaire 
at ncbi.nlm.nih.gov/pmc/articles/PMC5116692, and see a modified version of the  
questionnaire on page 40.)

• Financial and insurance barriers: Using alternative or non-medication solutions to treat 
chronic pain must always include consideration of how the costs of such services will 
be paid for, subsidized, and handled by the target patients. For example, a study in the 
November 2015 issue of Australian Health Review found that low-income patients with 
chronic non-cancer pain who were on long-term opioid therapy were less likely to use 
CAM treatments.

Continued on page 37
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What CMHCs Can Learn From the FREE ‘Pain Management Best Practices’ Report

• Limited evidence of efficacy: These same patients 
resisted using CAM treatments in addition to prescribed 
opioids because of the limited evidence of efficacy for 
some CAM therapies.

Some non-medication treatments found to be helpful in pain 
relief include both mindfulness meditation and massage. 

After mindfulness meditation, patients in a 2015 study report-
ed feeling rested and in better control of their pain and its role 
in their life. One caveat the study raised is that patients who rec-
ognized that pain is part of their life and were living under stable 
conditions may have been more likely to learn and put forth 
more effort, making for more positive outcomes. A 2017 study 
published in the Journal of Back and Musculoskeletal Rehabili-
tation found that the majority of patients using CAM perceived 
benefits—in particular, women living in urban areas, the highly 
educated, those 40 and older, and those suffering from severe 
chronic back pain.

Patients who were asked about their experience with Depart-
ment of Veterans Affairs (VA) health care, and which therapies 
they thought would most benefit other veterans, reported that 

massage was well-received and resulted in decreased pain, 
increased mobility, and decreased opioid use. Still, they noted 
three factors that often impeded their ability to acquire such 
services: the high ratio of patients to complementary and inte-
grative health (CIH) providers, the difficulty of receiving CIH from 
fee-based CIH providers outside of the VA, and cost.

On May 9, 2019, the Pain Management Best Practices 
Inter-Agency Task Force, part of the U.S. Department of Health 
and Human Services, published its report: “Pain Management 
Best Practices.” One section in the report is Clinical Best Practic-
es, which lists pain management approaches that include:

• Medications, 
• Restorative Therapies, 
• Interventional Procedures,
• Behavioral Health Approaches, and 
• Complementary and Integrative Health.

Significantly, MBSR (Mindfulness-Based Stress Reduction) 
was listed not only as a clinical best practice under Behavioral 
Health Approaches, but also under Complementary and  
Integrative Health.

MBSR is a mind-body treatment typically delivered in a 
group format that focuses on improving patients’ awareness 
and acceptance of their physical and psychological experiences 
through body awareness and intensive training in mindfulness 
meditation. As the report points out, MBSR teaches patients 

to self-regulate their pain and pain-related comorbidities by 
developing nonjudgmental awareness and acceptance of  
present-moment sensations, emotions, and thoughts.

Research on MBSR points out its effectiveness in helping  
individuals cope with a variety of pain conditions including 
rheumatoid arthritis, low back pain, and multiple sclerosis 
(MS). In addition, according to the report, MBSR has a positive 
impact on pain intensity, sleep quality, fatigue, and overall 
physical functioning and well-being.

In the Complementary and Integrative Health Approaches 
section, the report notes that MBSR incorporates mindfulness 
skills training to enhance one’s ability to manage or reduce 
pain. Mindfulness enables an attentional stance of removed 
observation and is characterized by concentrating on the  
present moment with openness, curiosity, and acceptance, 
allowing for changes in one’s point of view on the pain  
experience. Further, MBSR significantly reduces the intensity 
and frequency of primary headache pain and has significant 
benefits for low-back pain. 

Download a free PDF of the report at bit.ly/37megKa.

Continued on page 38

continued from page 36

CMHCs’ Role in Helping 
Patients Manage Pain  

Without Medication
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continued from page 37

Research findings support the effec-
tiveness of behavioral health care for 
pain management: 

• In a 2008 review of 83 studies—
comprising exercise therapy, back 
schools, transcutaneous elec-
trical nerve stimulation (TENS), 
low-level laser therapy, massage, 
behavioral treatment, patient 
education, traction, and multidis-
ciplinary treatment—behavioral 
therapy stood out as being effec-
tive in reducing pain intensity. 
This makes sense because the aim 
of behavioral therapy is not to 
treat pain, but to help the patient 
learn to modify one of the three 
response systems: behavioral, 
cognitive, and physiological reac-
tivity. Combining different non- 
medication treatment strategies 
was also thought to have contrib-
uted to reducing pain intensity.

• A systematic meta-analysis of 42 
studies of patients with chronic 
low back pain (LBP) who had 
used behavioral non-medication intervention—including 
Mindfulness-Based Stress Reduction (MBSR), Cognitive 
Behavioral Therapy, and Acceptance and Commitment 
Therapy—found that:  

 � Behavioral therapy approaches are effective,  
particularly in altering pain perception and helping 
patients to regain their functionality. 

 � Behavioral therapy treatment outcomes are  
improved when the treatments are personalized  
to individual patients’ needs. 

 � Multidisciplinary rehabilitation needs to include 
more than just physical treatment. 

MAKING SUCCESSFUL  
PAIN-MANAGEMENT 
PLANS WITH PATIENTS

According to a 2018 Journal of Family 
Practice article (bit.ly/3bwHUQb) about 
a meta-analytic review of 42 articles on 
non-medication pain management, every 
pain-management plan should include 
the following non-medication modality 
recommendations: 

1. Self-care goals 
2. Exercise or movement-based  
 treatments 
3. Mind-body treatment
4. Complementary modalities 

To increase the odds of success of  
a pain treatment plan, CMHCs should  
encourage in their patients a positive  
expectation about the program of 
non-medication they will be going 
through and a clear understanding of the 
potential length of time their treatment 
will take. 

Patients also benefit when  
CMHCs provide them with psychoedu-
cation about the research support that 

exists for the use of the planned interventions. Patients also 
will want to know whether the costs of such interventions are 
supported by their insurance health plans, and what the out-of-
pocket costs are in advance so they know whether or not they 
can afford the treatment.

It’s crucial for success that CMHCs focus their attention on 
the patients’ feelings, providing information about the strategies 
involved in the treatment plan and emotional support, so that 
patients feel that they are being treated as a person rather than 
a “pain-diagnosed subject.”

In addition, all professionals involved on the treatment team 
should not only be supportive and informed, but collaborate 
with the patients in the use of mindfulness in their respective 
portion of their planned treatment for the patients. 

For a guide on how CMHCs can help patients  
manage their pain without medication,  

see page 39.

Free Integrated Care Resources

AMHCA members can find many of the tools 
mentioned in this article online  

in AMHCA’s Integrated Medicine Community  
library, at bit.ly/2Hk4RZ6,  

and at the author’s website: coping.us.

To increase the odds  

of success of a pain- 

treatment plan, CMHCs 

should encourage in 

their patients a positive 

expectation about  

the program of 

non-medication ... and 

a clear understanding 

of the potential length 

of time their treatment 

will take.

CMHCs’ Role in Helping 
Patients Manage Pain  
Without Medication
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If patients are referred to you from 
their medical team and come to you 
saying they want help dealing with 
their chronic pain, here’s what you 
can do: 

1. Ask for a release of informa-
tion: It’s helpful to read the 
patients’ medical records to 
better understand what the 
sources of pain are, and what 
has been attempted previously 
to help relieve their pain. Also, 
if the patients have been to 
other professionals to address 
their pain issues, then you need releases of informa-
tion so that you can get reports on their treatment 
and progress from the other professionals working 
with them. 

2. Complete an Initial Clinical Assessment: Before  
developing a treatment plan for your patients, be  
sure to do a complete Initial Clinical Assessment  
(bit.ly/39Iun6l), which includes exploration of  
ACE (Adverse Childhood Experiences) Factors  
(bit.ly/2UZ4KtV) and history of any other major  
medical, social, or interpersonal traumatic events  
that might account for the severity and duration  
of their chronic pain.

3. Utilize Motivational Interviewing Strategies: It is 
important once the initial assessment is completed 
that you utilize Motivational Interviewing Strategies 
(coping.us/motivationalinterviewing.html) to deter-
mine if the patients are actually ready to do the work 
necessary to accept their pain as a reality of life, and 
to work seriously at following through with the steps 
being outlined for them to lessen the impact of pain  
in their lives.

4. Present the following outline of procedures to  
address their chronic pain:
• Self-care goals: Healthy diet, healthy seven-to-

eight hours of sleep each night, use of Mindful-
ness Meditation to stay centered and focused.  
See bit.ly/2uSGfUz to lessen daily stress, and 
bit.ly/37AbmS3 to become relaxed enough to  
fall asleep easily each night.

• Exercise or movement-based  
treatments (e.g. therapeutic  
exercise, yoga, tai chi): At a  
minimum, 30 minutes of aerobic 
exercise daily (start easy by just 
walking) and muscle-stretching daily 
to loosen up tightness.

• Mind-body treatment (e.g.  
Mindfulness-Based Stress Reduction 
(MBSR) or Mindfulness-Based  
Cognitive Behavioral Therapy  
(MBCBT): in group therapy and,  
if needed, in individual sessions  
as well.

• Complementary modalities (e.g. physical  
therapy, osteopathic manipulative treatment, 
chiropractic, massage) 

5. Have them take the modified EXPECT Questionnaire 
(see page 40): If the patients accept the proposed 
model of non-medication treatment of their chronic 
pain, then have them take the modified EXPECT Ques-
tionnaire (see box on page 40) to determine the level 
of their motivation and belief that the proposed in-
tervention program will be successful in helping them 
cope with their chronic pain. Enroll your Chronic-Pain 
Management patients in either MBSR or MBCBT in 
your office, either in a group and/or individually.

6. Track your patients’ progress: Keep up on the  
progress of your patients’ diet management, exercise 
schedule, sleep record, and participation in any other 
complementary modalities. Send weekly progress  
reports to your patients’ primary care physicians 
during the entire course of their treatment plan  
with you.

7. Conclude your work together: Once the proposed 
length of time for the treatment approaches, ask  
patients to evaluate their progress. Have your  
patients come to an agreement with you about  
when the formal sessions together in your office  
will end.

All of the websites referred to in this “prescription” 
will take you to coping.us pages. For more information on 
non-medication pain management, visit another coping.us 
page: bit.ly/39IU86B.

A Prescription for Licensed Clinical Mental Health Counselors  
to Help Patients Manage Their Pain Without Medications

CMHCs’ Role in Helping 
Patients Manage Pain  

Without Medication
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I am now going to ask you a series of questions about 
the effects that the treatment plan presented to you (see 
question #4 in the box on page 39) may have on your chronic 
pain, and on how chronic pain impacts your life. In each case, 
the question is asking about the results at the end of the 
treatment period.

CHRONIC PAIN: Please answer the following two questions 
on a scale of 0 to 10, where 0 is “no change or worse” and 10 
is “complete relief.”

1. How much change do you hope for in your pain? ___
2. How much change do you realistically expect in  

your pain? ____

IMPACT OF CHRONIC PAIN ON YOUR LIFE: Please answer 
the following two questions on a scale of 0 to 10, where 0  
is “no change or worse” and 10 is “pain no longer impacts  
my life.”

3. How much change do you hope for in the impact  
of chronic pain on your life? ____

4. How much change do you realistically expect in  
the impact of your pain on your life? ____

SLEEP/MOOD/ENERGY: If any of the following three 
questions about sleep, mood, and energy are not relevant for 
you because your pain does not impact that area of your life, 
please answer “not applicable” (n/a).

Please answer on a scale of 0 to 10, where 0 is “no  
change or worse” and 10 is “pain no longer affects my  
sleep.” If pain does not impact your sleep, please answer  
“not applicable” (n/a).

5. How much change do you realistically expect in  
your pain-related sleep problems? ____

Please answer on a scale of 0 to 10, where 0 is “no change 
or worse” and 10 is “pain no longer affects my mood or irrita-
bility.” Or you may choose “not applicable” (n/a). 

6. How much change do you realistically expect in  
your mood or irritability? ____

Please answer on a scale of 0 to 10, where 0 is “no change 
or worse” and 10 is “pain no longer affects my energy.” Or you 
may choose “not applicable” (n/a).

7. How much change do you realistically expect  
in your energy? ____

COPING: Please answer the following question on a scale 
of 0 to 10, where 0 is “no improvement” and 10 is “extreme 
improvement.”

8. How much improvement in your ability to cope with 
pain do you realistically expect as a result of your  
proposed treatment plan presented to you? ____ 

LIMITATIONS DUE TO CHRONIC PAIN: The following two 

The EXPECT Questionnaire (Modified)
questions are about effects that the proposed treatment plan 
presented to you may have on your physical limitations due 
to your pain. In each case, the question is asking about the 
results at the end of the treatment period. 

If these questions are not relevant for you because you do  
not have any physical limitations due to your pain, please 
choose “not applicable” (n/a). Please answer on a scale  
of 0 to 10, where 0 is “no change or worse” and 10 is 
“limitations completely resolved.” Or you may choose “not 
applicable” (n/a).

9. How much change do you hope you will have in  
your pain–related physical limitations? ____

10. How much change do you realistically expect in  
your pain-related physical limitations? ____

IMPACT OF CHRONIC PAIN ON SPECIFIC AREAS OF LIFE: 
The next three questions ask about the effects that the 
proposed treatment plan may have on the impact of your 
pain on specific areas of your life. In each case, the question is 
asking about the results at the end of the treatment period. 

If any of these questions are not relevant for you because 
your pain does not impact that area of your life, please 
choose “not applicable” (n/a).

Please answer on a scale of 0 to 10, where 0 is “no change 
or worse” and 10 is “pain no longer impacts my work,” includ-
ing housework. Or you may choose “not applicable” (n/a) if 
your pain does not impact your work/housework now.

11. How much change do you realistically expect  
in the impact of your pain on your work,  
including housework? ____

Please answer on a scale of 0 to 10, where 0 is “no change  
or worse” and 10 is “pain no longer impacts my social and  
recreational activities.” Or you may choose “not applicable”  
(n/a) if your pain does not impact your social and recreational 
activities now.

12. How much change do you realistically expect in  
the impact of your pain on your social and  
recreational activities? ____

Please answer on a scale of 0 to 10, where 0 is “no change 
or worse” and 10 is “pain no longer impacts my daily activi-
ties.” Or you may choose “not applicable” (n/a) if your pain 
does not impact your daily activities now.

13. How much change do you realistically expect in the 
impact of your pain on your daily activities? ____

 

CMHCs’ Role in Helping 
Patients Manage Pain  
Without Medication

This questionnaire is #5 in “A Prescription for CMHCs to Help Patients Manage Their Pain Without Medications”, p. 39.



4141The Advocate Magazine    Winter/Spring 2020    American Mental Health Counselors Association (AMHCA)   www.amhca.org

The older I have become, the more I appreciate the importance of sleep. I have noticed that 
when I sleep better, I am a better clinical mental health counselor (CMHC), I handle stress better, 
and I am better able to cope with my unhelpful thoughts, feelings, and emotions. Armed with 
this insight, I began to emphasize sleep in my clinical practice as a CMHC, by including sleep 
assessment, sleep check-ins, and regular psychoeducation related to sleep. 

Almost synergistically, I began working with the emerging adult population and began to see 
that many students had very bad sleep habits that seemed to worsen in college or graduate 
school. Students often pull all-nighters, and higher-education instructors often give midnight 
deadlines for assignments. I found that if I could get emerging adults sleeping in a healthy way, 
their mental health symptoms improved—and so did their academics. 

I began researching sleep with the goal of developing expertise in cutting-edge sleep inter-
ventions informed by neuroscience that could complement and enhance my counseling efforts. 
This article is based on the culmination of my journey to becoming a CMHC with a sleep exper-
tise, and it introduces what I have learned and implemented in my neuro-informed counseling 
practice related to sleep. 

SLEEP STATS: THE BASICS

Sleep issues and sleep disorders are more common than most of us realize. A population 
study by Jane E. Ferrie that appeared in the December 2011 International Journal of Epidemi- 
ology found that daily, 20 percent of 25-to-45-year-olds got 90 minutes less sleep than they 
needed to be in good shape. Additionally, insomnia is the most common sleep disorder, with 
approximately 30 percent of adults reporting insomnia-related symptoms, and about 10 percent 
of adults reporting chronic insomnia. The most common types of sleep issues are insomnia  
(10% of population), sleep apnea, restless leg syndrome (10% of adults and 2% of children), 
narcolepsy (1 in 2,000), and REM Sleep Behavior Disorder. 

A 2019 article published by the Netherlands Institute for Neuroscience hinted that insomnia, 
the most common diagnosable sleep disorder, is quite complex. The study concluded that the 
sleep condition has five subtypes that differ by personality traits, as well as each individual’s 
brain activity, risk for depression, and response to treatment. This finding suggests that  
clinicians will eventually develop faster-acting, and more personalized, effective treatments  
for insomnia. 

SLEEP OVER THE COURSE OF LIFE: DIMINISHING RETURNS

One little-known aspect of sleep that is important when working with clients is that sleep 
needs change significantly over the course of a lifetime. The shift in sleep is one of the most 
significant physiological changes in humans over the life span. In utero, an individual spends 
between 90 and 100 percent of the day asleep, according to neuroscientist Matthew Walker, 
PhD, whose research examines the impact of sleep on human health and disease. Additionally, 
science tells us that the motor cortex is up to 30 percent more active when we sleep and also 
acts as a neuro-fertilizer, which is why one sleeps so much during the first year of life. 

Justin Jacques, EdS, LPC, ACS, 
is a Licensed Professional 
Counselor, Certified 
Addiction Counselor II, 
Certified Employee Assistant 
Professional, Nationally 
Certified Counselor, and 
Approved Clinical Supervisor. 
Currently a counselor III 
at Penn State University’s 
Medical School, Jacques 
formerly was the Stepped 
Care Coordinator and a Senior 
Staff Clinician at The George 
Washington University. He is 
also currently a PhD student 
in Counselor Education and 
Supervision at Oregon State 
University. His research 
interests include therapeutic 
ruptures, corpus linguistics, 
veteran populations, health 
and wellness, addiction, 
emerging adults, and 
university athletes’ identity 
development. 

Jacques gave a presentation 
on this topic at AMHCA’s 
2019 Annual Conference in 
Herndon, Virginia.

Innovative Neurocounseling Interventions That  
Improve Sleep (Zzzzzzz, Mmmmm)

Continued on page 42
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in college counseling centers, per the 2019 annual report of the 
Center for Collegiate Mental Health. 

What is not commonly known is that anxiety has a bi-direc-
tional relationship with sleep. This means that if you are anxious, 
your ability to sleep is hindered, and if you are not sleeping, you 
are more likely to be more anxious. The vicious sleep–anxiety 
cycle can become difficult to resolve. As CMHCs, however, once 
we become aware of this dynamic through assessment, we can 
then assist our clients in addressing the anxiety and sleep issues 
concurrently. Helpful interventions include:

• Sleep hygiene psychoeducation (see a list of sleep apps at 
amhca.org/publications/advocatemag, 

• Traditional counseling interventions such as cognitive 
behavioral therapy (CBT), or CBT for insomnia, and 

• New emerging neuroscience-informed interventions such 
as neurofeedback. 

(See the box on page 44 for links to “New Neuroscience  
Informed Anxiety and Sleep Treatments,” and see the box on 
page 45 for a list of additional sleep-related resources.)

SLEEP HYGIENE: ELIMINATING THOSE 
SLEEP CAVITIES

Utilizing sleep hygiene psychoeducation can be effective  
in helping clients interrupt the notoriously difficult-to-treat 
bi-directional relationship between sleep and mental health.  
A clinician can start by discussing how much sleep is needed,  
based on the individual’s age. The average individual needs  
seven to nine hours of sleep, which is biology dependent and 
has some variation. However, when an individual gets below 
seven hours of sleep, scientists can measure objective impair-
ments in almost everyone. Additionally, zero percent of the 
population—no one!—can go through the day on less than six 
hours of sleep without significant impairment. We also need to 
let our clients know that 16 hours of wakefulness is required to 
create enough sleep pressure to create deep, restful, sustained 
sleep, Walker found. 

Deep sleep depends on an environment that is cool, dark, and 
sufficiently quiet. 

• Cool enough: An individual’s body needs to drop  
between two to three degrees to initiate sleep. Room 
temperatures between 67–68 degrees are optimal. 

• Quiet enough: The room in which we sleep must also  
be dark enough and quiet enough to be conducive to 
deep sleep.

Continued on page 43

continued from page 41

In adolescence, Walker notes that deep non-REM sleep in-
creases in its amount to enable the brain’s synapses to be sculpt-
ed and trimmed in order to make our brains lean and efficient. 

After emerging adulthood, the great sleep depression begins. 
Scientists can objectively measure the decline in an individual’s 
deep sleep beginning in our 30s. By the time we turn 50, we 
have lost almost 50 percent of our deep-sleep capacity com-
pared with when we were teenagers; by the time we reach 70, 
we have lost almost 90 percent. At 80, scientists can no lon-
ger objectively measure deep-sleep brain waves, according to 
Walker. After 80, the brain simply cannot produce the deep sleep 
that individuals still need. It is important for CMHCS to know that 
in late adulthood, clients require just as much sleep as they did 
in their 40s and 50s, and the typical decline in deep sleep may 
account for the strong association between Alzheimer’s disease, 
cognitive decline, and sleep, according to Walker, who has been 
referred to as a “sleep evangelist.”

WHAT’S ANXIETY GOT TO DO WITH IT? 

In the United States, anxiety continues to be the most treated 
mental health issue, with as many as one in five individuals 
having a diagnosable anxiety disorder according to the Anxiety 
and Depression Association of America (ADAA). Anxiety is also 
the most frequently reported mental health condition diagnosed 

Neurocounseling 
Interventions That 
Improve Sleep

Download a FREE Sleep Improvement  
Treatment Planner

The Sleep Improvement Treatment Planner (SITP) is a 
structured instrument designed to aid clinical mental health 
counselors and other appropriately trained mental health 
professionals in identifying appropriate cognitive behavioral 
treatment interventions for patients with a diagnosis of 
Insomnia Disorder. 

The SITP is not a diagnostic tool and should only be used 
after a diagnosis has been formulated. The SITP was created 
by Aaron Norton, LMHC, LMFT, MCAP, CCMHC, CRC, CFMHE. 

Download it, free, at anorton.com/userfiles/688392/file/
Sleep%20Improvement%20Treatment%20Planner(1).pdf  
or at amhca.org/publications/advocatemag.
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Continued on page 44

continued from page 42

• Dark enough: Dark-
ness releases the 
brakes that prevent 
the delivery of mela-
tonin and therefore 
creates the proper 
timing for seep to 
occur. As a general 
guideline related to 
sleep hygiene, I tell 
clients to decrease 
the lights in their 
home two hours 
before sleep. Studies 
have shown signifi-
cant delays in falling 
sleep when one reads 
an iPad or other blue 
screen before bed. 
That’s because light 
tells the body to 
wake up and to produce the steroid cortisol, which needs 
to be low during periods of sleep.

Remind clients that their bed should be associated with sleep, 
and that doing activities in bed aside from sleep and sex confus-
es the body. Finally, let clients know that having consistent sleep 
and wake times is important, and that sleep does not function 
like a bank account—so “depositing” extra sleep on the weekend 
cannot make up for sleep deficits during the week.

COUNSELING-RELATED SLEEP  
INTERVENTIONS: THE OLDIES BUT GOODIES

Many evidenced-based practices have been found to be 
helpful in treating anxiety and depression and ultimately im-
proving sleep (by interrupting the negative bi-directional cycle 
between mental health and poor sleep). CBT, dialectical behavior 
therapy (DBT), person-centered, and other third-wave cognitive 
therapies have all been shown effective in treating mood-related 
disorders, according to a 2017 article in Neurotherapeutics, the 
journal of the American Society for Experimental Neurothera-
peutics (ASENT). 

Consequently, all of these therapies are typically effective in 
treating sleep-related issues. However, Walker observed in 2017 

that individuals who appear to have an atypical autonomic ner-
vous system (ANS)—in particular, one that seems to be turned 
on high—may therefore struggle chronically with sleep-related 
issues and may benefit from adjunctive neuroscience-informed 
treatment. 

NEUROSCIENCE-INFORMED  
INTERVENTIONS: THE NEW FRONTIER  
FOR ISSUES WITH SLEEP

Neuroscience-informed clinical practice continues to grow in 
popularity among counseling professionals. Many books related 
to neuroscience are commonly referenced to CMHCs who are 
interested in encouraging better sleep for their clients—includ-
ing “Mindsight” by Daniel J. Siegel, MD; “Being a Brain-Wise 
Therapist” by Bonnie Badenoch, PhD, LMFT; and the soon-to-be-
released book, “The Neuroeducation Toolbox: Practical Transla-
tions of Neuroscience in Counseling and Psychotherapy” (First 
Edition), co-edited by AMHCA President Eric Beeson, PhD, LPC, 
NCC, ACS, CRC, and Raissa Miller, PhD, LPC. 

Even more exciting is that many new or renewed neuro-
science-related technologies are showing efficacy in treating 
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Continued on page 45

continued from page 43

mental health and sleep-related issues as a primary or adjunctive 
treatment. Here I will describe four neuroscience-related tech-
nologies of note: biofeedback and neurofeedback, HeartMath, 
binaural beats, and transcranial magnetic stimulation.  

These technology-aided adjunctive treatments, which are 
readily provided in a counseling setting, can be delivered directly 
to clients by appropriately trained and certified CMHCs in 
concert with standard counseling modalities. CMHCs can also 
recommend them to clients as a way to enhance their treatment 
via a referral to a well-vetted and certified provider.  

Biofeedback and Neurofeedback 

Biofeedback is the method of achieving greater understand-
ing of physiological functions by using instruments that provide 
information on the activity of those same systems, with a goal 
of being able to influence them when needed. Brainwaves, 
muscle tone, skin conductance, heart rate, and pain perception 
can all be manipulated. During biofeedback, electrical sensors 
are placed on your body in order for you to receive information 
(feedback) about your body (bio).  

During biofeedback, patients are taught techniques to im-
prove their health by developing voluntary—and greater— 

New Neuroscience-Informed Anxiety and Sleep Treatments

Check out the links below for more information about each 
of the four neuroscience-informed Interventions discussed on 
pages 44–46, plus information and links on Accelerated Reso-
lution Therapy (ART), brainspotting, Eye Movement Desensi-
tization and Reprocessing (EMDR), and hypnosis. For a list of 
mostly free sleep-related apps, visit amhca.org/publications/
advocatemag:

Biofeedback 
• Mayo Clinic: mayocl.in/2yZSwIS
• Medical News Today:  

medicalnewstoday.com/articles/265802.php
• Video: youtube.com/watch?v=uxGIzYY43zA

Neurofeedback 

• “What is neurofeedback?” Brainworks:  
brainworksneurotherapy.com/what-is-neurofeedback

• bit.ly/3dtQwru
• Video: youtube.com/watch?v=0bi4AuxNi0c

HeartMath
• HeartMath Institute and HeartMath System FAQs:  

heartmath.org/support/faqs/heartmath-system-faqs/
• heartmath.com
• Video: youtube.com/watch?v=1rstfC0X2ac

Binaural Beats
• “What are binaural beats, and how do they work?,” 

Medical News Today:  
medicalnewstoday.com/articles/320019.php

• Video: youtube.com/watch?v=u2RvqKCn7S4

Transcranial Magnetic Stimulation (TMS)
• Mayo Clinic: mayocl.in/3cwYK0G
• Video: youtube.com/watch?v=XXEn-pbBcNg

Accelerated Resolution Therapy (ART)
• “What Is ART?”: acceleratedresolutiontherapy.com/

what-is-art
• “Voluntary Memory Replacement/Voluntary Image 

Replacement”: bit.ly/2Y0f4BI
• Video: acceleratedresolutiontherapy.com/category/

whatpeoplesay/video/

Brainspotting
• brainspotting.com
• Video: youtube.com/watch?v=BwR1fcMjw10

Eye Movement Desensitization  
Reprocessing (EMDR)

• “What Is EMDR?”: emdr.com/what-is-emdr
• Video: youtube.com/watch?v=YgO43kJKG18

Hypnosis
• Mayo Clinic: mayocl.in/2XuE7hh
• Videos:

 � youtube.com/watch?v=rknIeDzIU0A
 � youtube.com/watch?v=fenB92eJBHY

—Justin Jacques, EdS, LPC, ACS

Neurocounseling 
Interventions That 
Improve Sleep
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continued from page 44

control over the physiological processes 
affected by stress. Stress levels are record-
ed using a computer, special software, and 
sensors placed on the body. The client can 
learn to manipulate normally involuntary 
processes such as heart rate, blood pressure, 
and muscle tension that rise when stressed. 
The computer or other device provides data 
or “feeds back” the intentional practice, and 
eventually the client will be able to relieve 
the stress and relax through a fine-tuned 
stress-recognition ability.

Neurofeedback (NFB) is a more recent 
variation of biofeedback that uses real-time 
visuals of brain activity, most commonly 
electroencephalography (EEG), to help clients 
teach themselves regulation of brain func-
tion. Most commonly, sensors are placed on the scalp to mea-
sure brain activity, with measurements displayed using sound 
or a video monitor. During sleep, the brain is able to sort and 
organize all the information taken in during the day. Interesting-
ly, with decreased sleep, mental performance decreases nearly 
twice as rapidly as physical performance. 

A client might have difficulty sleeping for many reasons—anx-
iety, burnout, trauma, stress, or habitual obsessive thinking. But 
whatever the etiology, the sleep-shy brain has lost the capacity 
to transition into the right state for sleep. Neurofeedback aids 
people in restoring their natural sleep rhythms. By training brain 
control and flexibility, a smooth and natural transition of the 
central nervous system (CNS) from activation to rest can result.

HeartMath

University counseling centers commonly use HeartMath,  
a type of biofeedback, as demand for it in higher education  
settings has continued to increase. HeartMath advertises its  
services as “a scientifically validated set of techniques, lead-
ing-edge products and programs, and advanced technologies” 
for “individuals interested in personal development and  
improved emotional, mental, and physical health.” HeartMath 
provides clients with practical ways to manage stress, change, 
and uncertainty, and to construct their “heart coherence and 
energy reserves.”

Additional Sleep-Related Resources

• Importance of Sleep: Matthew Walker 
 � Why we sleep. CIIS Public Programs podcast 

(guest). (2017, October 19), soundcloud.com/ 
publicprograms/matthew-walker

 � TED Talk, April 2019, “Sleep Is Your Superpower”: 
ted.com/talks/matt_walker_sleep_is_your_super-
power#t-71641

• Mental Health (college students): Annual report,  
Penn State (2019, January 12). ScienceDaily.  
ccmh.psu.edu/files/2020/03/2019-CCMH-Annual- 
Report_3.17.20.pdf

• Sleep and Childhood Anxiety: Michelle A. Clementi, 
et al., 2016. “Sleep-related outcomes following early 
intervention for childhood anxiety,” Journal of Child and 
Family Studies 25, (11) (11): 3270-3277. link.springer.
com/article/10.1007/s10826-016-0478-6. 

• Sleep Disorders: Hines, J. (2018). The 4 most common 
sleep disorders: Symptoms and prevalence.  
alaskasleep.com/blog/the-5-most-common-sleep- 
disorders-symptoms

For more resources, see “New Neuroscience-Informed  
Anxiety and Sleep Treatments” in the box on page 44.

Continued on page 46
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Neurocounseling  
Interventions That 
Improve Sleep

Individual heartbeats have a natural 
rhythm, and HeartMath is able to show 
clients that when they are worried, anx-
ious, frustrated, or stressed, their heart 
rhythm becomes irregular. The underlying 
idea is that the greater the stress, the more 
chaotic the heart rhythm pattern becomes. 
HeartMath has done research that has 
shown that expressing positive feelings—
such as love, care, gratitude, appreciation, 
compassion, and joy—smooths out chaotic 
heart rhythms. Expressing positive feelings 
not only feels good, the results are good 
for your overall health. When HeartMath 
is able to organize your heart rhythms, 
reduce cortisol, and increase DHEA (the 
vitality hormone), you will be able to sleep 
more soundly and wake up feeling more 
energized and refreshed.

Binaural Beats

Binaural beats therapy is a developing form of soundwave 
treatment in which the right and left ears listen to two some-
what different frequency tones, yet recognize the tone as one. 
For the treatment to be effective, the binaural auditory beat that 
a person hears (the difference in frequency created between 
the left and the right ear) should be at frequencies lower than 
1,000 hertz (Hz) so that the brain is able to detect the binaural 
beat. For example, if one’s left ear registers a tone at 200 Hz and 
the right ear registers it at 210 Hz, the binaural beat heard is the 
difference between the two frequencies—10 Hz. 

A human’s brainwave activity during sleep is largely dissimilar 
from the brain activity when one is awake. (REM sleep is one 
exception to this—during REM, brain activity is similar to awake 
states.) During non-REM sleep, the slower, lower frequency 
theta and delta waves dominate, compared to the alpha and 
beta waves that are prominent when people are alert and active. 
A treatment like binaural beats that slows brainwave activity, 
helping to produce low frequency waves, can aid in relaxation 
and sleep.

Transcranial Magnetic Stimulation

Transcranial magnetic stimulation (TMS) is a noninvasive 
procedure that uses magnetic fields to activate nerve cells in the 
brain. During a TMS session, an electromagnetic coil is placed 
against your scalp near your forehead. The electromagnet 
painlessly delivers a magnetic pulse that stimulates nerve cells 

in the region of your brain involved in 
mood control. Though the biology of why 
TMS works is not completely understood, 
the stimulation appears to affect how this 
part of the brain is working, which in turn 
seems to ease depression symptoms and 
improve mood. 

TMS has also been found to be effec-
tive in treating insomnia. TMS and other 
neurophysiological studies have shown the 
presence of a diffuse cortical hyperarous-
al, or a hyper-excitable cortical state, in 
patients with chronic insomnia. A cortical 
state is the brain’s way of continuously 
adapting its processing mechanisms to 
meet behavioral demands in the environ-
ment. During wakefulness, cortical states 
alter frequently, becoming hyperactive in 
response to the behavioral context, atten-
tional level, or general motor activity. 

High frequency TMS (>1 Hz) has been shown to activate cor-
tical states, whereas low frequency TMS (<1Hz) has been shown 
to inhibit cortical states in clinical and neurophysiological stud-
ies. Researchers hypothesize that low frequency TMS inhibits 
hyper-excitable cortical states in patients with chronic insomnia 
and therefore is therapeutic.

SLEEP IS YOUR SUPERPOWER

Even the ancients valued sleep, recognizing that sufficient 
sleep is imperative for a healthy brain and a healthy body. The 
poet Homer wrote, “There is a time for many words, and there 
is also a time for sleep.” The Greek philosopher Heraclitus wrote, 
“Even a soul submerged in sleep is hard at work and helps make 
something of the world.” More recently, in April 2019, Dr. Walker 
gave a TED Talk titled “Sleep Is Your Superpower,” in which he 
observed that “Sleep is a non-negotiable biological necessity. It is 
your life-support system.” 

Sleep deprivation is torture, a truth most of us know from 
experience, and something that Kelly Bulkeley, PhD, argued in 
a 2014 article in Psychology Today about its use as a method of 
interrogation. When we work with clients who are suffering from 
anxiety and depression and also have sleep issues, we can help 
them accelerate their healing by encouraging healthy sleep  
habits. And we can grow our own understanding of neuro- 
science-informed sleep interventions to help our clients and 
ourselves develop a wellspring of resilience. 

“With  

decreased sleep, 

mental performance 

decreases  

nearly twice as rapidly 

as physical  

performance.”

continued from page 45
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