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ONLINE LEARNING
Counselor Risk Management: What You Didn’t 
Learn in Grad School That Could Lead to a 
Lawsuit or Licensure Board Complaint
Many ethical issues are not addressed in graduate 
school courses or practicum. Get real-world tips on 
handling ethical dilemmas to avoid malpractice and 
licensure board complaints.

Private Practice: The Ethics  
and HIPAA of Technology 
Technology offers new and efficient tools to help 
practitioners work with clients. Learn to better 
understand standards of practice and ethical and 
legal implications of using prominent technologies, 
including email, texting, and distance counseling 
(telehealth).

Private Practice: Getting Off to a Strong Start
Opening a private practice comes with challenges. 
Learn to navigate tough decisions about insurance, 
finances, legal issues and other considerations.

Did you know...
that ACA members get FREE and DISCOUNTED 
education, including 12 free annual online 
courses ($264 value) and discounted registration 
to our webinars, and our annual conference and 
expo? counseling.org/membership

for Clinical Professional Counselors
TOOLS & RESOURCES

Earn CE credit in our online 
professional development 
programming, where you 
can learn in online courses, 
webinars, podcasts, book 
chapters, journal articles and 
practice briefs. Start exploring 
hundreds of learning tools.

Counseling.org/CE
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Hotep! I am excited to begin 
my term as the 70th president 
of this amazing organization. 

My own personal theme for this year is 
“Decades of My Life.” The significance 
of “decades” lies in the various 
milestones I have achieved throughout 
my lifetime. Speaking of which, it is 
my esteemed honor to serve as ACA 
president for the next 12 months. This 
year marks ACA’s 70th anniversary and 
the 50th anniversary of the Association 
for Multicultural Counseling and 
Development (AMCD). I was 10 when 
AMCD was founded; magically, life 
has flown by, blessing me to see 60 this 
past May. 

Overall, life has been good to me, 
which is why the prior year presents as 
such an anomaly. The year 2020 should 
have promised spectacular vision for 
our future. Instead, it provided the 
world and the counseling community 
with a lot of drama and opened our 
eyes to the countless disparities that 
plague our nation. Each day seemingly 
topped the next with unprecedented 
havoc and traumatic experiences. 
Sadly, those experiences stemmed from 
human interactions — from people 
treating other people badly. 

But enough about the doom and 
gloom because I do not believe where 
we are today is where we need to stay. 
We are on the cusp of change and have 
about nine more years to dramatically 
improve this decade. Given where we 
have been, I know without a doubt 
that we are on an upward trajectory 
and destined for transformative 
justice. Counselors united! Ready to 
#ShakeItUp? Well, join me in making 
a difference because I am tapping 
you in. We are the game changers, 
so tap someone else in and begin the 
metamorphosis.

#ShakeItUp and #TapSomeoneIn are 
significant parts of my vision for the 
year. Each hashtag revolves around 

aspects of 
diversity and 
inclusion. It 
is time for us 
as counselors 
to sincerely embrace a social justice 
mindset that fosters community and 
creates equal access for all. In my 
multiculturalism and social justice 
journey, I have found that the narrative 
is frequently co-opted by fear and 
trepidation and that these factors 
often negatively influence meaningful 
communication and systemic change. 
I would like for counselors to be the 
impetus behind creating safe spaces for 
people to communicate openly and 
honestly about diversity and inclusivity 
initiatives related to equity and 
fairness. I am hopeful that ACA, along 
with our divisions, regions, branches 
and other assorted stakeholders, will 
seek to diversify leadership, shake it up 
a bit, and intentionally tap someone 
in to the governance pipeline through 
earnest leadership development and 
authentic mentorship.

I intend to create myriad 
opportunities this year for open 
and honest conversations that are 
nonthreatening. To this end, I am 
planning to host a weekly podcast 
dedicated to all things counseling, as 
well as facilitate (alongside ACA CEO 
Rich Yep) a monthly Virtual Town Hall 
series that will provide ACA members 
opportunities to receive real-time 
updates on the current state of the 
counseling profession and a space to 
voice their opinions, concerns and ideas 
in a constructive manner. I also have 
several task forces to announce (more 
on this in a future column). 

Lastly, I would like to throw out 
the idea of ACA sponsoring an 
“International Day” at the 2022 
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W     hen the new program year 
at ACA begins on July 1, we 
welcome officers, Governing 

Council representatives, and appointees to 
committees, task forces and commissions. 
As Dr. Kent Butler begins his term as 
ACA’s 70th president, the staff and I wish 
him and his colleagues the best in their 
new roles. 

This will also be the first full year 
of operation for ACA’s Anti-racism 
Commission, a group composed of highly 
skilled and experienced professional 
counselors who will help guide our 
organization as we take a close look at 
issues of organizational, institutional and 
systemic racism. The commission’s creation 
was one of many actions taken last year 
by the Governing Council and immediate 
past President Sue Pressman to address 
racism and discrimination.

The genesis of the commission happened 
12 months ago with the creation of an 
anti-racism statement. That was followed 
by development of an anti-racism task 
force, and then the Governing Council’s 
approval to have staff implement a nine-
point plan addressing issues around racism 
and the role counselors must play to 
ameliorate this blight on society.

In the coming months, you will read 
about the work of staff and the ACA 
Anti-racism Commission as we ramp up 
these important efforts. Chaired by Taunya 
Tinsley, the commission also includes 
Monica Band, Latasha Becton, Shawn 
Spurgeon and Sam Steen. The staff and 
I are excited to work with this incredible 
group of individuals.

Moving forward, ACA must take what it 
learned from operating during a pandemic 
to maximize the services, resources, 
representation and advocacy we provide 
to the counseling profession. We do this 
so that you can better serve your clients, 
students and communities. 

ACA is no 
longer that 
“traditional” 
membership 
organization where 
it was assumed you 
would join — no questions asked — if you 
were part of the profession. In fact, it is just 
the opposite. I urge you to ask some (or all) 
of the following questions: Why should I 
join? What are the benefits? Will it support 
me in what I do? Will it push me to do 
even better in my job as a professional 
counselor? Does ACA’s public policy 
advocacy benefit me (or those with whom 
I work)? Is ACA helping me wherever I am 
in my career? Do I support ACA’s efforts to 
address social and racial justice issues? 

You may have many other questions 
of your own. My hope is that when you 
look at our efforts, you will find that they 
typically align with your own efforts, 
needs and ambitions. During the recently 
completed program year (which ended 
June 30), we set a modern-day record 
for the number of attendees at the ACA 
Virtual Conference Experience. In fact, 
more than 70% of those attendees hadn’t 
been to an ACA conference in the past five 
years. Our membership grew by 4,000, 
and our retention rate (those choosing to 
renew) also increased over the previous 
year. Clearly, we were doing something 
that resonated with both members and 
nonmembers. 

As we begin a new program year, here is 
my commitment as your CEO. You will 
continue to see changes, enhancements 
and improvements at ACA. We are blessed 
with a dedicated, creative and hardworking 
staff. We want to deliver what you need.

At the end of every column, I provide 
my contact information as a reminder that 
the staff, the board and I value your input. 
I will reiterate that here: As always, I look 
forward to your comments, questions and 
thoughts. Feel free to call me at 800-347-
6647 ext. 231 or to email me at ryep@
counseling.org. You can also follow me on 
Twitter: @Richyep.

Be well. v

CEO’s Message Richard Yep

Continuous improvement  
as a new year begins
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Question: My counseling 
practice focuses on 
adolescents. I’m  

wondering if you have any thoughts 
on the recent explosion of teens using 
TikTok for mental health support and 
how counselors should respond to this 
phenomenon.

Answer: This is an important 
issue and one that has seen quite an 
evolution over the past year with 
adolescents spending more time at 
home during the coronavirus pandemic 
and trying to connect with others 
virtually when in-person connections 
have not been possible. Standard H.6. 
of the 2014 ACA Code of Ethics clearly 
urges counselors using social media 
to separate their professional presence 
from their personal presence, avoid 
disclosing confidential information, 
respect client privacy, and explain the 
benefits of social media through the 
informed consent process. In 2019, 
co-author Burt Bertram and I began 
our discussion of social media in the 
eighth edition of The Counselor and 
the Law: A Guide to Legal and Ethical 
Practice by urging counselors who were 
contemplating the use of social media 

to “think before you tweet, friend or 
kik.” The information presented in the 
ACA Code of Ethics and our book is still 
valid today, but given rapid changes 
in the way that social media gets used, 
counselors are challenged to be both 
creative and cautious when delving into 
social media.

In addressing your question, I won’t 
pretend to have all the answers on 
what is and is not appropriate for 
counselors using social media. Instead, 
the following questions and suggestions 
are designed to encourage counselors 
to engage in frank consultation within 
their peer consultation groups.

n  Are algorithms on platforms such 
as TikTok driving teens to sites that 
may bias the user toward a particular 
way of thinking? For example, could 
certain users be swayed toward sites 
that are developed by “wannabe” 
therapists who are not licensed? Is 
Big Brother potentially influencing 
our teens? This may sound like the 
beginnings of a conspiracy theory, but 
an article at Wired (see wired.com/story/
tiktok-finally-explains-for-you-algorithm-
works) describes how U.S. lawmakers 
have voiced concerns about connections 

between TikTok and the Chinese 
government. Also, could monetization 
of social media platforms skew which 
sites users are driven to instead of that 
being determined by which sites are in 
the best interests of young users?

n  Kerry Breen, a reporter and 
associate editor for TODAY.com, 
and media personality Carson Daly 
recently highlighted some of the 
benefits of teens getting help through 
“TikTok therapy” (see today.com/health/
what-tiktok-therapy-what-teens-parents-
need-know-t217283). Their efforts 
are laudable, especially in drawing 
attention to the need for mental 
health services for teenagers struggling 
with anxiety and depression in this 
pandemic era. It raises the question, 
however, of whether attaching the 
word “therapy” to TikTok might 
influence vulnerable teens to think 
that quick and entertaining jingles, 
dances and songs that include self-
help advice are the equivalent of 
therapy provided by reputable licensed 
mental health professionals. Can all 
teenagers decipher who is qualified and 
appropriately licensed to give advice? 
Could licensed therapists engaged in 

The interface of counseling and social media

Risk Management for Counselors By Anne Marie “Nancy” Wheeler
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providing actual “advice” to people 
outside of their state be viewed as 
practicing outside of the scope of their 
licensure, thus setting off a licensure 
board investigation? 

n  An eye-opening article in The 
New York Times by Dani Bloom titled 
“Therapists Are on TikTok. And How 
Does That Make You Feel?” raises 
important legal, risk management 
and ethical concerns (see nytimes.
com/2021/01/12/well/mind/tiktok-
therapists.html). One point the author 
raises is that the line between content 
creator and licensed professional can 
be blurred very easily in “TikTok’s 
frenetic ecosystem.” Bloom also quotes 
a number of counselors and other 
therapists who suggest that teens may 
view the 60-second video posts as quick 
fixes and dismiss the time-intensive 
efforts required in real therapy. Teens 
may also attempt to self-diagnose their 
problems. The article also suggests that 
some therapists do not accept direct 
messages or respond to comments left 

on their videos. This raises another 
question: Who is responsible if a user 
expresses an intent to self-harm in a 
message or comment?

n  Contrary to many of the caveats 
mentioned above, could appropriately 
worded educational content on a social 
media site actually encourage teenagers 
to get needed counseling or other 
mental health treatment? Could the 
content actually present the therapist as 
a caring person who can be trusted and 
not just as an authority figure?

n  A discussion of social media in the 
mental health realm pertains to various 
online platforms, not just TikTok. For 
example, does the particular social 
networking site tag photos with precise 
GPS coordinates indicating where the 
picture was taken? Has the counselor 
given consideration to how privacy may 
be compromised?

These points show just the tip of 
the iceberg in the emerging interface 
between counseling and social media, 
but they merit careful consideration. 

It is important for all counselors to be 
aware that actions taken today that 
affect client care, whether positively or 
negatively, will influence tomorrow’s 
standard of care. As a member of the 
American Counseling Association, 
you may wish to consult with the 
ACA Ethics Department on specific 
counseling practice issues by calling 
800-347-6647 ext. 321 or emailing 
consult@counseling.org. v
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My guess is that you’re a pretty 
good communicator. After 
all, it’s your job, right? The 

ability to engage and interact with 
clients in an effective manner is crucial 
to your work.

Why is it then that just the thought 
of talking with potential referrers and 
others about who you are, what you do 
and why they should do business with 
you can make you so nervous and even 
render you speechless at times? Why do 
we often struggle with the wording of 
our directory ads or our websites?

Marketing is a message we put out 
into the world. You might think that 
marketing is about the ads we place and 
the letters we send, but marketing also 
includes the conversations we have and 
the questions we answer when on the 
phone with potential clients or referrers. 
Marketing is simply a message, and 
messaging is all about the words we use, 
whether in person or in print. Saying 
the “wrong” thing to the “wrong” people 
in the “wrong” way at the “wrong” 
time will have a negative impact on the 
outcome of your efforts.  

So … how do we do it “right”? 
First, let’s focus on the mechanics of the 

marketing message. I’m not saying there 
is only one right way to get noticed by 
your people. It’s my experience, however, 
that understanding the mechanics of 

your message and creating that message 
accordingly can vastly increase your 
chances of getting noticed.  

n  Your message must be seen 
by your people. Be sure to speak 
specifically and directly to your people. 
Put your message in places your people 
“hang out.”

“Gee, I’m so glad I happened to see/ 
hear this.”

n  Your message must be “heard” by 
your people. Show them you know their 
needs, desires and wants. Be passionate 
about why you do what you do.

“Wow, they really understand my pain/
my needs. I’m sure they can help me.”

n  Your message must “compel” 
your people. Let them know you are the 
solution. Give them hope.

“This is the person for me. They really 
get me.”

n  Remember that all they really 
want to know is “What can you do 
for me?” Whether in print or in person, 
focus on benefits rather than features.

“I will help you develop healthier, 
more satisfying relationships” versus 
“I am trained in dialectical behavior 
therapy.”

“I’ll give you strategies to get through 
those awful panic attacks” versus “I 
provide symptom management for 
anxiety and depression.”

“You’re so busy, and I can help by 
addressing the mental health needs of 
your patients so you can focus on their 
physical health” versus “Please send me 
your referrals.”

Knowing that all folks ever really 
want to know is “What can you do for 
me?” is a great guideline and reminder 
whenever you are speaking or writing 
to your people. Answer that question 
in everything you say and do, and you 
really can’t go wrong.

Next month we’ll shift out of the 
mechanics of the message and into the 
internal struggle that often arises when 
faced with talking about who we are, 
what we do and why we are the best 
person for the job. We’ll also address 
what might be holding you back and 
how to fix it. v

Does marketing your private practice  
have you tongue-tied and twisted?

Private Practice Strategies By Deb Legge

Deb Legge is a licensed mental 
health counselor, speaker, coach 
and private practice mentor. Over 
the past 27 years, she has helped 
thousands of therapists achieve 
success with private-pay private 
practices. She has educated and 
empowered clinicians nationwide 
to grow thriving, sustainable 
practices faster than they thought 
possible. For her free training, visit 
PrivatePayPractice.com.

10  | ct.counseling.org | July 2021

Fo
na

/S
hu

tte
rs

to
ck

.c
om



Climate change is a long- or 
short-term change in global 
or regional climate patterns 

caused primarily by emissions of 
greenhouse gases (mainly carbon 
dioxide) from human activities. The 
term usually refers to significant 
changes in global temperature, 
precipitation and wind patterns. 
Climate change affects our society 
environmentally, socially, agriculturally 
and economically, and it is ultimately 
harmful to our mental health and 
wellness. It is a long-standing issue that 
has become a prominent public policy 
concern today. 

Impacts on mental health
In addition to posing a physical 

danger of injury or death, climate 
change also affects mental health, both 
directly and indirectly. Specifically, 
exposure to climate-related disasters has 
been shown to cause or exacerbate stress 
and mental health disorders such as 
depression, anxiety and posttraumatic 
stress disorder. 

For example, Hurricane Katrina in 
2005 not only caused considerable 
environmental destruction and high 
mortality but also trapped many 
residents on the roofs of their flooded 
homes where they could see the remains 
of neighbors and loved ones floating 
through the streets. Later, members 
of displaced families were sometimes 
separated and housed in different 
shelters. The survivors suffered from 
traumatic loss and disturbed social 
ties. According to a report by Trust for 
America’s Health (bit.ly/3bUO3HH), 
in the months following Hurricane 
Katrina, calls to crisis helplines increased 
by 61%, and higher rates of behavioral 
health disorders persisted for years, 
primarily in marginalized communities.

Impacts on vulnerable groups
Climate change can make 

vulnerable areas or groups even 
more susceptible, as exposure to 
the health effects of climate change 
often reflects existing health risks 
and disparities. Marginalized groups 
such as immigrants, people of color, 
people living in poverty and people 
experiencing homelessness, may have 
not only greater exposure to climate 
change but also greater susceptibility 
to damages caused by climate hazards. 
People who suffer the effects of poverty 
or discriminatory housing practices 
such as redlining may have to reside 
in comparatively isolated and obsolete 
areas where they have greater exposure 
to pollutants, extreme heat, flooding, 
wildfires and severe storms. 

In addition, people with fewer 
resources to prepare for emergencies 
or to seek treatment from mental 
health providers are more vulnerable 
to the adverse mental health effects 
of climate change. Furthermore, the 
disproportionate loss of assets and 
income following climate-related 
disasters results in greater inequality, 
especially wealth inequality. Therefore, 
resolving climate change is one method 
of addressing health inequity and 
providing appropriate mental health 
services to those adversely affected by 
climate change.

Changing federal  
and state policies

There are numerous opportunities 
for counselors to help individuals with 
mental health conditions caused and 
exacerbated by extreme climate events 
and disasters. However, counselors need 
public policy and legislation that provide 
funding and assistance to individuals 
whose mental health is affected by 

climate change and climate-related 
events. The Biden administration is 
currently focusing on addressing climate 
change, and members of Congress are 
also introducing legislation to combat  
this issue. 

Because the global climate is 
projected to continue changing, 
the federal government has the 
responsibility to guide and support 
states and communities to prevent 
climate change and cope with the 
consequences. One recent legislative 
proposal the American Counseling 
Association supports is the Climate 
Emergency Act of 2021 (S. 938/H.R. 
794), which would require the 
president to declare a national climate 
emergency under the National 
Emergencies Act of 1976 and mobilize 
every resource to prepare for the 
crisis of climate emergency. It also 
calls for investments in resiliency 
projects and public health, upgrades to 
public infrastructures, modernization 
of buildings to cut pollution, and 
protection of public lands. 

This is only one policy that can 
provide opportunities for counselors 
to address climate change. To 
stay informed, visit counseling.org/
government-affairs/actioncenter. v

Combating the effects of  
climate change on mental health

Advocacy Update By Dania Y. Lofton & Victoria Yu

Dania Y. Lofton is a government 
affairs specialist and Victoria Yu is 
a government affairs intern with the 
American Counseling Association. 
Contact them at advocacy@
counseling.org.
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Despite efforts at prevention, 
the global suicide rate has 
consistently increased over 

the past two decades. According to the 
World Health Organization, the suicide 
rate worldwide is 10.7 per 100,000 
individuals annually, with depression 
associated with 30% of cases. Suicidal 
ideation and other behaviors (e.g. 
planning, attempts) also occur without 
depression or other mood disorders.  

The fifth edition of the Diagnostic 
and Statistical Manual of Mental 
Disorders lists “suicidal behavior” as a 
mental health condition independent 
of major depression, schizophrenia or 
other affective disorders, suggesting the 
possibility that an underlying biological 
vulnerability could be identified for 
suicide risk. Many studies point to 
immune system dysregulation, specifically 
neuroinflammation, as a possible 
biomarker for suicidal behavior. As 
professionals in the counseling field, 
we must be knowledgeable about the 
potential contributing factors to a client’s 
depression and suicide risk. 

Pathogenesis of suicidal behavior
Inflammation plays a role in the 

pathophysiology of suicidal behavior. 

Under stress, the body secretes pro-
inflammatory proteins that enhance 
the immune system’s activity. These 
pro-inflammatory substances include 
IL-1, IL-6 and TNF-α cytokines. These 
cytokines enhance the acute phase 
proteins, such as C-reactive protein 
(CRP), that play a role in the entire 
immune system. 

When these pro-inflammatory 
substances cross the blood-brain barrier, 
they cause brain inflammation. If this 
goes on for a prolonged period of time, 
it may lead to hypoactivity of different 
areas of the brain, such as the prefrontal 
cortex, the hippocampus and areas of 
the anterior cingulate cortex. Over the 
long term, this hypoactivity can lead to 
decreased brain volume of both gray and 
white matter. This may occur through 
glutamate hyperactivity and a decrease 
in brain-derived neurotrophic factor 
(BDNF) level.

Cytokines are considered the 
hormones of the immune system. 
They are released from microglial cells 
in the brain, which are involved in 
cross-talk between the immune and 
nervous systems. Cytokines promote 
the immune response, are important 
for brain growth, and both reduce and 

incite inflammation. They are also 
involved in creating “sickness behavior” 
(e.g., lethargy, depression, failure to 
concentrate, anorexia, sleep disturbances, 
decreased personal hygiene, social 
withdrawal), which may encourage rest 
and discourage an individual who is sick 
from spreading disease. Patients with 
melanoma, hepatitis, HIV, multiple 
sclerosis (MS) and other conditions can 
be treated with cytokines to stimulate 
immune response. However, treatment 
with cytokines has been found to carry 
the risk of psychiatric side effects such 
as depression and increased suicidal 
behavior. An increase in suicidal 
behavior has also been linked to rapid 
reduction in serotonin production after 
cytokine treatment.

Pro-inflammatory cytokines often 
trigger anti-inflammatory cytokines 
in a homeostatic immune-suppressant 
response. This response system may 
help with recovery from an acute 
episode of depression, with or without 
treatment. However, in cases in which 
the inflammatory response does not 
self-correct, a cascade of stress responses 
could be implicated in increased suicide 
risk. In postmortem research, elevated 
inflammation has been found in brain 

Neuroinflammation and suicide

Neurocounseling: Bridging Brain and Behavior By Devon Atkins & Becca Taylor
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areas of patients with depression who 
died by suicide. Pro-inflammatory 
proteins are found in high concentrations 
in patients with major depressive 
disorder, with a corresponding decrease 
in the blood levels of anti-inflammatories 
such as IL-2, IL-7 and IL-10. This 
decrease contributes to preserving 
inflammation in the immune system.

Inflammation markers IL-2, IL-3, 
IL-4, IL-6, IL-8, INF-α and TNF-α 
appear to have been altered both in 
those who have attempted suicide and 
those who have completed suicide. One 
study showed increased messenger RNA 
(mRNA) expression levels of IL-3 and 
IL-4 in the prefrontal cortex of women 
who had died by suicide and increased 
IL-3 mRNA expression in the prefrontal 
cortex of men who had died by suicide. 
Another study indicated an increase in 
cerebrospinal fluid IL-6 levels in patients 
who attempted suicide. Yet another 
study showed an increase in protein and 
mRNA levels of IL-1, IL-6 and TNF-α 
in the prefrontal cortex of adolescents 
who died by suicide. A 2016 study of 42 
young adults who had attempted suicide, 
contrasted with 42 healthy control 
subjects, found significantly higher 
concentrations of inflammatory markers 
in those who had attempted suicide.

There have also been associations 
between asthma and allergies and 
increased suicide rates, as well as positive 
correlation for suicidal behavior with 
chronic inflammatory diseases (e.g., 
lupus), cardiovascular disease, MS, 
rheumatoid arthritis, irritable bowel 
syndrome, and infection with the 
Toxoplasma gondii parasite. 

The neuroinflammation pathway
There is evidence of increased 

microglial activity in postmortem brain 
tissues from patients with affective 
disorders and schizophrenia who died by 
suicide. Microglial cells express Toll-like 
receptors (TLR) in the brain that are 
involved in the production of pro-
inflammatory cytokines. Studies suggest 
that TLR3 and TLR4 protein expression 
could be dysregulated in those who die 
by suicide.

In addition to producing cytokines, 
microglial cells are important for 

transmission of serotonin and 
glutamate. Serotonin deficits, along with 
abnormal levels in other monoamine 
neurotransmitters such as dopamine 
and norepinephrine, have long been 
implicated in the etiology of mood 
disorders. In addition, they contribute 
to the development of impulsivity, 
pessimism and aggressive behavior, which 
often characterize suicide vulnerability.

Tryptophan hydroxylase (TPH) is 
an enzyme involved in the synthesis 
of serotonin and kynurenine. 
Inflammation leads to an activation of 
the kynurenine pathway; this increase in 
the consumption of tryptophan in turn 
leads to decreased serotonin production. 
A study of the cerebrospinal fluid of 
depressed subjects indicated that those 
with lower concentrations of serotonin 
attempted suicide more often and by 
more violent methods. Among those with 
major depressive disorder, kynurenine has 
been shown to be elevated in those who 
attempted suicide compared with those 
who had not attempted suicide. 

In addition, byproducts of the 
tryptophan-kynurenine conversion 
such as quinolinic acid and kynurenic 
acid may contribute to toxicity in the 
brain by encouraging excess production 
of glutamate. This overproduction 
can lead to excessive stimulation of 
NMDA receptors, which suggests a 
possible explanation for the effectiveness 
of ketamine (an NMDA receptor 
antagonist) as a treatment for depression 
and suicidality.  

Cytokines can also activate the 
hypothalamus-pituitary-adrenal (HPA) 
axis, resulting in higher concentrations 
of corticotropin-releasing hormone 
(CRH), which triggers the synthesis 
of cortisol and other glucocorticoids 
involved in stress signaling. Postmortem 
studies have shown CRH hyperactivity, 
increased number of CRH neurons 
and increased CRH mRNA levels in 
depressed individuals who completed 
suicide. Adults who experience childhood 
trauma show HPA axis dysregulation; 
research has shown a correlation between 
childhood stress-induced immune 
dysregulation and suicidal morbidity and 
mortality. Simply put, adverse childhood 
experiences could contribute to a lifetime 

of chronic inflammation, leading to 
system overload when the individual is 
exposed to further stressors. 

A final consequence of long-term 
neuroinflammation is decreased brain 
volume resulting from decreased levels 
of BDNF. With diminished BDNF, the 
brain is less able to repair neurons and 
create new ones. Lower concentrations 
of neurotrophins are associated with 
inflammation, injury and seizure and 
are implicated in several neurological 
disorders, including depression and 
suicidal behavior. 

A decrease in BDNF levels has also 
been shown to correlate with an increase 
in depressive and anxiety symptom 
severity. Reduced levels of BDNF can 
trigger glutamatergic pathways, which 
may contribute to destruction of brain 
cells. Chronic neuroinflammation can 
lead to inactivity in many of the regions 
long associated with depression and 
suicidal ideation, including the prefrontal 
cortex, the hippocampus and several 
subareas of the anterior cingulate cortex, 
gradually leading to a reduction in both 
gray and white matter in these areas. 

Treatment options
Inflammation can lead to a whole 

host of issues physically, mentally and 
emotionally. We have specifically been 
looking at how it can potentially increase 
the risk of suicidal behaviors, particularly 
in individuals with depression. 

The role that inflammation can play 
in depression and suicide highlights the 
benefit of using a multidisciplinary team 
in the treatment of clients. To assess all 
dimensions of the client, it is important 
that proper communication is maintained 
between primary care physicians, medical 
doctors and the client’s counselor. Among 
the different types of treatment that a 
counselor might recommend to a client, 
building resilience, maintaining an 
anti-inflammatory diet, exercising and 
practicing mindfulness may help decrease 
the risk of inflammation.

Resilience
We previously mentioned childhood 

adversity as contributing to risk. In their 
2020 study, Yun-Ai Su and his research 
team found a significant association 
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between adversity in adulthood and 
suicide risk. This could be due to adult 
adversity being more relevant to present 
suicide risk, as well as childhood adversity 
increasing an individual’s vulnerability to 
psychiatric disorders when stressors are 
also introduced in adulthood. 

A relationship has also been shown 
between life stressors in adulthood and 
increased inflammatory markers. This 
indicates that targeting adult life stressors 
and inflammatory markers may decrease 
suicide risk in patients with depression. 
Building resilience has been suggested as 
part of suicide prevention. Counselors 
must help clients learn how to adaptively 
overcome life stress.

Anti-inflammatory diet
In a study looking at female 

adolescents’ diet and stress, it was 
shown that participants with a pro-
inflammatory diet were more likely to 
experience at least a moderate level of 
stress. Due to the causal chain that has 
been suggested (stressginflammation 
gdepression), it would appear that a 
diet higher in anti-inflammatory foods, 
such as fruits and vegetables, would 
help protect against stress (which 
can lead to inflammation), as well as 
inflammation itself. Anti-inflammatory 
foods include tomatoes, olive oil, green 
leafy vegetables (e.g., spinach, kale, 
collards), nuts (e.g., almonds, walnuts), 
fatty fish (e.g., salmon, mackerel, 
tuna) and fruits (e.g., strawberries, 
blueberries, cherries, oranges).

Exercise
Exercise is something that both  

doctors and counselors recommend 
consistently. While it has been shown 
that high-intensity exercise may cause 
injury and inflammation, low- to-
moderate-intensity, long-term exercise 
(such as slow cycling, brisk walking or 
swimming) regulates the inflammatory 
response. Regular moderate exercise 
has been shown to induce immune 
dampening, producing lower amounts of 
pro-inflammatory substances and higher 
amounts of anti-inflammatory substances. 

Physical exercise has been shown to 
modulate microglial activation in the 
central nervous system. Moderate- to 

and colleagues, 45 older adult women 
with mild to moderate depression 
were divided into three groups: the 
control group in which the participants 
were sedentary, a traditional walking 
exercise training group, and a walking 
meditation group. Only the walking 
meditation resulted in decreased 
depression scores (as well as decreased 
plasma concentrations of cortisol and IL-
6). This suggests that the mindfulness/
meditation aspect was important in the 
reduction of inflammation. 

The advantage of walking meditation 
is that it potentially combines the 
benefits of low- to moderate-intensity 
exercise with those of mindfulness and 
meditation. Yoga and tai chi would likely 
be of similar benefit because they also 
exercise both the mind and body.

Implications for counselors
The immune response, if unchecked, 

can lead to unhealthy levels of 
inflammation in the brain. This 
inflammation is implicated in the 
pathogenesis of depression and other 
mood disorders. 

More research is needed to 
definitively explain the link between 
neuroinflammation and suicidal behavior, 
which can occur outside the context of 
depression. However, multiple studies 
suggest that suicidal behavior may be 
an interaction between underlying 
suicidal vulnerability and stressors, 
including childhood mistreatment, sleep 
disturbances and social isolation. 

One hypothesis suggests that the 
underlying vulnerability may be the 
result of chronic inflammation, while 
the increased stressors contribute to a 
cascade of inflammatory responses in the 
immune system, including microglial 
activation of pro-inflammatory cytokines, 
decreased levels of neurotrophins such as 
BDNF, diminished serotonin production, 
an increase in glutamate transmission, 
and HPA dysregulation. These immune 
responses help create psychological 
changes in the brain, including increased 
impulsivity, aggressive behavior, 
pessimism and social withdrawal. 

Studies have shown an increased 
suicide risk for patients treated with 
cytokines to promote immune response. 

low-intensity exercise has been shown to 
be sufficient to cause this effect in various 
ways. Exercise may inhibit microglial 
activation by lowering the level of pro-
inflammatory factors and increasing the 
level of anti-inflammatory factors. It 
has also been shown to increase BDNF 
expression, which aids in neuronal cell 
survival, neurogenesis and neuroplasticity.

Mindfulness/meditation
Counselors also often recommend 

mindfulness and meditation to help 
clients deal with stress and anxiety. In 
a 2014 study by Susaree Prakhinkit 

Further reading

n   “Neuroinflammation in suicide: 
Toward a comprehensive model” 
by Philippe Courtet et al., 
The World Journal of Biological 
Psychiatry, 2016

n   “Relationships between 
inflammatory markers and 
suicide risk status in major 
depression” by Licinia Ganança 
et al., Journal of Psychiatric 
Research, 2021

n   “The influence of inflammatory 
cytokines in physiopathology 
of suicidal behavior” by V.A.L. 
Miná et al., Journal of Affective 
Disorders, 2015

n    “Self-criticism, interpersonal 
conditions, and biosystemic 
inflammation in suicidal 
thoughts and behaviors 
within mood disorders: A 
bio-cognitive-interpersonal 
hypothesis” by Golan Shahar et 
al., Journal of Personality, 2020
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One avenue for further research may 
turn out to be possible connections 
between COVID-19’s infamous cytokine 
overreaction (“cytokine storm”) and 
the later development of neurological 
symptoms such as brain fog and psychosis 
in COVID-19 survivors.

The effects of inflammation on suicide 
risk and depression are important for 
counselors to consider so that treatments 
can be designed to mitigate these effects 
and potentially treat the inflammation 
itself. Antidepressant medications such 
as selective serotonin reuptake inhibitors 
and selective norepinephrine reuptake 
inhibitors have been shown to have an 
anti-inflammatory effect, but there are 
still those who do not respond well to 
such medications or cannot tolerate 
potential side effects. As counselors, we 
should have supplemental or alternative 
options to offer clients as well as the 
ability to advocate for our clients within 
their multidisciplinary team of care. 

Certain counseling treatments have 
shown some efficacy in helping clients 
with depression and stress. Counselors 
can also promote healthy diet, regular 
exercise and mindfulness, all of 
which have been shown to have anti-
inflammatory effects. In the aftermath 
of the COVID-19 pandemic, it will be 
necessary to identify treatments that 
address the possibility that clients have 
experienced neuroinflammation, as well 
as its effects on their mental well-being. v
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Research. What is your initial 
reaction to that word? As 
professional counselors, we 

know that research and counseling do 
overlap. And we are all encouraged 
to take research into our work with 
clients. Our professional ethics even 
guide us to infuse research as we use 
counseling theories and interventions, 
assess progress, navigate ethical 
dilemmas, and maintain and grow our 
competence. However, we also know 
that research may not always seem to 
clearly connect with the actual practice 
of counseling. Research topics and the 
way that information is shared can 
ultimately be barriers. 

The aim of this new column in 
Counseling Today is to bring research to 
you in ways that bridge that gap and 
make research an inviting source of 
knowledge. In this column, you will have 
the chance to read about scholarly studies 
on topics that are part of your everyday 
work as counselors and get concrete ideas 
for how to use those findings directly 
with your clients. 

If we are going to continue to move 
the counseling field forward and be more 
effective in our practice with clients, we 
need to do a better job of taking action 
and bringing research into daily clinical 
and educational practice. 

The therapeutic relationship
To kick this column off, we want 

to focus on where it all begins in our 
field: the therapeutic relationship. 
From day one of our clinical training, 
we all learned the essential role the 
relationship plays in our work with 
clients and students. This knowledge 
originates from research showing there 
are common factors in counseling that 
lead to positive outcomes with our 
clients. One of the common factors 
that consistently arises is, in fact, the 
therapeutic relationship. Thirty years 

ago, it became empirically known that 
the therapeutic relationship contributes 
to 30% of change in counseling 
(Michael Lambert, 1992). 

What does this “30% of change” 
actually mean? Let’s break that down. 
Let’s say you are working with a client 
experiencing depression and you use 
the Beck Depression Inventory (BDI-
II) to measure the level of depression. 
The client with whom you are working 
initially scores a 45 (on a scale of 0 to 
63), which indicates severe depression. 
After multiple months in counseling, 
working weekly with you, the same 
client now scores a 19 on the BDI-II, 
which is considered a mild level of 
depression. Although more goes into 
it than this, simply put, the change 
in BDI-II score for the client was 26 
points. Mathematically, the therapeutic 
relationship would account for 30% 
of this change, or about an eight-point 
change in the client’s BDI-II score. 

Of course, we know that counseling 
is not that clean and easy; it is really the 
integration of all the common factors, 
including the therapeutic relationship, 
that truly leads to change. But that is 
the gist of what the “30% of change” 
means regarding the impact of the 
therapeutic relationship. And here we 
are citing Lambert’s study, which was 
published in 1992. Is it still relevant? 

Others, such as Bruce Wampold 
and George Brown (2005), have 
arrived at similar findings, and even 
more researchers have supported each 
of the common factors. Additional 
researchers have supported parts of 
the common factors when exploring 
them in isolation (e.g., they found that 
extratherapeutic factors such as family, 
resources and client expectations did 
indeed influence the outcome and 
change that occurred in counseling). 
So, yes, even though Lambert’s study 
was published 30 years ago, it still 

holds relevance to our work today. 
Furthermore, it is important to 
consider past research as we explore 
what we have continued to learn about 
the therapeutic relationship. 

Recent research
With respect to recent research, the 

therapeutic relationship is still found 
to influence some of the change in 
counseling, but it may connect only to 
certain presenting concerns. Alexander 
Tatum and Elizabeth Vera (2020) 
found that the therapeutic relationship 
did account for some of the change in 
symptoms of social anxiety, depression 
and academic distress (the clients were 
college students). More specifically, if 
clients presented with social anxiety, 
depression or academic stress, then 
the therapeutic relationship actually 
influenced some of the relationship 
between initial symptoms reported 
and symptoms reported when clinical 
treatment ended. However, among 
other presenting concerns — such 
as generalized anxiety, alcohol use 
and eating concerns — the impact 
of the therapeutic relationship was 
not explored further because it did 
not seem to relate to the initial 
symptoms reported at the beginning 
of counseling. While Tatum and 
Vera did not dive deeper into why 
specific symptoms such as generalized 
anxiety did not relate to therapeutic 
relationship as reported by clients, it 
could be that some symptoms make 
it more difficult to engage or connect 
socially with others (see this post on the 
Mental Health Research Facebook page 
at bit.ly/3fyVgyh for more information). 
Regardless, this lack of relationship 
between some mental health symptoms 
and the therapeutic relationship may 
be a great question for researchers and 
counselors to explore further.

Connecting research to practice
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Even without this information from 
Lambert (1992) and Tatum and Vera 
(2020), we know the therapeutic 
relationship is impactful and important 
in our work as counselors. It is 
important to establish a therapeutic 
relationship, and more than likely, 
you already have an idea of how to 
do that with clients. But if asked to 
break the therapeutic relationship 
down, how exactly would you describe 
it? What are all of the factors that 
go into it? And how do we actually 
develop the therapeutic relationship? 
Unearthing those answers is important 
— and complex. The good news is that 
researchers have provided information 
that can help us navigate these questions. 

Although many studies may exist 
that help us understand what is meant 
by “therapeutic relationship,” Corrine 
Sackett and Ryan Cook (2021) recently 
interviewed young clients between the 
ages of 8 and 18 to inquire about their 
meaningful experiences in counseling. 
While six different ideas emerged 
in their study regarding what these 
youth found to be meaningful in their 
counseling experiences, three seem to 
offer a deeper understanding of the 
therapeutic relationship. These three 
ideas involve: 

1) Having a safe space to talk.
2) The counselor accepting and 

meeting the client where they are.
3) Counseling being a team effort. 
In the study, having a safe space 

meant that a counselor listened and did 
not judge, regardless of what the young 
client shared, discussed or emoted. The 
counselor remained neutral, and the 

client felt heard and validated. This 
aligns with the idea of a counselor 
accepting a client and meeting them 
where they are. As one client in 
Sackett and Cook’s study said, the 
counselor didn’t “force me to answer 
[a] question I don’t want to answer.” 
Similarly, accepting the client involved 
withholding judgment, showing 
interest in what the client was saying, 
and affirming the client’s experience. 

The young clients interviewed 
suggested how counseling was a mutual 
effort — saying that both the counselor 
and the client needed to be engaged 
and present — and how this was a 
meaningful experience for them. Again, 
this relates to the idea of the therapeutic 
relationship. Is there a relationship 
without mutual engagement and effort? 
This seems to link with Carl Rogers’ 
person-centered theory idea that 
counselor and client need to be  
in psychological contact for change  
to occur. 

Applying this  
research with clients

Sackett and Cook help us better 
understand what might equate to a 
therapeutic relationship — at least for 
young clients between the ages of 8 and 
18. Now, what can we do as counselors 
to create a mutual relationship, or meet 
clients where they are, or help clients 
feel they are in a safe space? 

We know you likely have some good 
ideas, based on your own experiences, 
for developing these components in 
your counseling spaces. But we want to 
add to those ideas by offering concrete 

examples informed by research. Sackett 
and Cook share some ideas with us, and 
other studies connect too, so let’s pull 
from those to get additional suggestions 
for translating research into practice.

n  Cultural broaching can cultivate 
safety and acceptance as it invites 
client identities into the room (Norma 
Day-Vines and colleagues, 2020; 
Connie Jones and Laura Welfare, 
2017). Jones and Welfare suggest that 
counselors take the lead in broaching 
culture with clients, connecting client 
cultural identities with their presenting 
concerns, and being curious about the 
intersection of counselor and client 
cultural identities.

n  Broaching about the therapeutic 
relationship can facilitate client trust 
and safety. For example, applying 
Sackett and Cook’s research, a 
counselor might ask: “In research, 
clients have shared about their 
experiences in counseling and that 
safety, acceptance and teamwork may 
help the therapeutic relationship. One 
client in a study I read described that 
part of feeling safe was that they could 
share anything without being judged 
by their counselor. What is helping you 
feel safe in this space?”

n  Office design can be an important 
part of promoting safety, acceptance 
and even teamwork. Counselors can 
partner with clients to co-construct 
their office design to ensure they 
include items, signs and decorations 
in their offices that affirm and include 
diverse worldviews and cultural 
identities (Katrina Cook and Laurel 
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Malloy, 2014; Ian Levy and Edmund 
Adjapong, 2020).

n  Providing nonpejorative names of 
thoughts and feelings and titling the 
client’s internal and external experiences 
can help clients feel heard and safe 
within the counseling room, allowing 
one’s true self to be present (Najat 
Qushua and Teresa Ostler, 2020).

n  Using creative and expressive 
arts in counseling can help build 
trust. As an example, Leyla Welkin 
(2013) highlights using a metaphor 
of a covered box and asking clients to 
imagine who has the “key” to their box. 
This exercise may help the counselor 
gain better understanding of the 
interpersonal relationships of clients, 
including the relationship with the 
counselor, and how culture may affect 
these clients’ experiences. 

n  Dispositional mindfulness is the 
consistent trend of being focused in the 
present, in a nonjudgmental manner, 
and accepting of what is. Dispositional 
mindfulness has been related to being 

able to relate and develop a stronger 
therapeutic relationship with clients 
(David Johnson, 2018; Anjanette 
Ryan et al., 2012). Dispositional 
mindfulness does not necessarily occur 
overnight, or even within a month, if 
a counselor is not already practicing 
mindfulness. But starting slowly and 
engaging in a mindfulness practice may 
increase the ability to develop this way 
of being. Consider engaging in your 
own mindfulness practice outside of 
counseling so that you are able to be 
more present and nonjudgmental in 
session, which can in turn increase a 
sense of safety for clients. 

These are just a few examples of 
researchers who have explored the 
therapeutic relationship and what can 
enhance the connection between client 
and counselor. As counselors know, 
many ingredients must be considered as 
part of developing a strong therapeutic 
relationship. These ideas can offer 
additional ways to take research-
informed action toward fostering safety, 
acceptance and collaboration in your 

own therapeutic relationships and 
counseling spaces. v
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Ethical practice and the processing of trauma

Ethics Update By Everett Painter

The work of bearing witness 
as clients process trauma 
is meaningful, difficult 

and complicated. The ill-defined 
problems we encounter daily are 
often emotionally challenging in their 
own right. This is only compounded 
as we feel the force of turbulent air 
that surrounds and violently buffets 
clients as they work through crises that 
represent the most burdensome and 
painful events of their lives.

Client distress
There is a certain degree of 

vulnerability required on the part 
of clients who are actively working 
through trauma recovery. For example, 
Judith Herman is well known for 
a recovery model that calls for the 
exploration of traumatic memories as 
a fundamental aspect of the process. 
Such work may increase client distress. 
Is this something the client is aware 
may happen? Is the client ready to 
begin this processing? Is the counselor 
knowledgeable and skilled enough 
to manage these risks while taking 
protective measures?

Safeguarding against retraumatization 
is a chief concern with this client 

population. While all clients will 
experience different levels of distress, we 
must ensure that clients are fully aware 
of what these undertakings entail. 
Standard A.2. (Informed Consent in 
the Counseling Relationship) of the 
2014 ACA Code of Ethics discusses 
many considerations that are relevant 
for such clients. These include the types 
of information that should be included, 
cultural sensitivity and the client’s 
current ability to give consent. Clients 
must have the opportunity to assess the 
risks and benefits of the collaboration 
into which they are about to enter. 

Relative to the counselor, Standard 
C.2. (Professional Competence) 
outlines our training responsibilities 
and scope of practice. Various 
stakeholders call for training programs 
to prepare students to understand 
trauma-causing events. Trauma-
informed practice models are used more 
widely than ever. Yet most counseling 
programs still provide relatively little 
training in this area. It thus becomes 
imperative for counselors to actively 
assess their level of competence and 
seek training opportunities that fill gaps 
while providing for ongoing learning 
and development. Only through this 

intentional process can we ensure 
responsible client care and safety.

Potential impact on the counselor
Trauma work also presents a potential 

risk for the counselor. Vicarious trauma 
is widely discussed in the literature 
and is understood to be the negative, 
cumulative impact to the counselor 
due to repeated engagement with and 
exposure to others’ trauma experiences. 
Symptoms vary but may include a 
variety of physical and emotional 
disturbances along with detrimental 
impacts to judgment and subsequent 
relating to clients. Such impairment 
may be highlighted by boundary 
issues and countertransference. The 
risk may be further exacerbated by 
the counselor’s own trauma history or 
current trauma caseload.

While trauma work is an issue 
that points to the need for self-care, 
there is also a real concern here 
regarding impairment. Standard 
C.2.g. (Impairment) addresses the 
harmful consequences of emotionally 
compromised counselors. We have a 
responsibility to monitor our well-being 
and ensure that we can properly engage 
our professional duties. Counselors 

July 2021 |  Counseling Today | 19

Pr
os

to
ck

-s
tu

di
o/

Sh
ut

te
rs

to
ck

.c
om



Everett Painter is an assistant 
professor of counseling 
and department co-chair for 
counseling, school psychology 
and special education at Edinboro 
University. He is a member and 
the junior co-chair of the ACA 
Ethics Committee. Contact him at 
epainter@edinboro.edu.

must be dedicated to self-awareness and 
honest self-evaluation.

Supervision
It behooves us to establish a 

professional peer network and engage 
in supervisory activities well beyond 
the academy. All the aforementioned 
issues benefit from processing with 
other professionals. Even if we are being 
deliberate, we may fall short or miss 
things due to a variety of blind spots. 
Engaging in supervision allows for the 
identification of problems as they arise. 
This is especially true with supervisors 
who are trauma sensitive.

The need for ongoing supervision is 
detailed in Standard F.1. (Counselor 
Supervision and Client Welfare). A 
productive supervisory relationship 
helps us process, reflect and refine 
the work we do. At its best, it fosters 
quality relationships that meet the 
needs of our clients while ensuring 
safety and cultural sensitivity.

Ethical sensitivity
Trauma work poses risks (both for 

clients and for clinicians) that require 
ethical sensitivity. Trauma has been 
identified as a significant public health 
concern. Multiple researchers have 
noted that most clients seen in clinical 
practice will have a degree of trauma 
exposure. Given the potential for client 
distress, it is imperative that counselors 
work to avoid actions that may cause 
additional harm. Indeed, we should 
strive to be aspirational. Sitting with 
someone as they reveal their most 
difficult experiences is a privilege. And 
they deserve the best we have to offer. v
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Christian Chan is an 
assistant professor in the 
Department of Counseling 

and Educational Development at 
the University of North Carolina at 
Greensboro. He is a national certified 
counselor, the president of the 
Association for Adult Development  
and Aging (a division of the American 
Counseling Association) and a proud 
queer person of color. 

Chan is the lead editor of a special 
issue of Adultspan Journal on “At the 
Intersections: Equity, Advocacy and 
Activism Across the Life Span.” He 
will also be serving as the associate 
editor for Teaching and Supervision 
in Counseling beginning this month. 
He has contributed to more than 50 
peer-reviewed publications in journals, 
books and edited volumes, including 
the forthcoming ACA book Counseling 
Leaders and Advocates: Strengthening 
the Future of the Profession. He has 
conducted more than 120 refereed 
presentations at the national, regional 
and state levels. 

Danielle Irving Johnson: Tell  
us about yourself and your journey  
to becoming a counselor educator  
and professional.

Christian Chan: I first became 
compelled to seek a career in the 
counseling profession 
through a deep passion to 
shape initiatives around 
culturally responsive 
practices in mental health, 
social justice and activism, 
and around responses 
to racism. Joining the 
counseling profession was 
an opportunity to link 
personal values with my professional 
background in cultural initiatives and 
service to the community. I have to give 
plenty of credit to a mentor and former 
instructor in my undergraduate career 
who led me to a firmer understanding 
of counselor professional identity, made 
time to listen to my career aspirations, 
and provided resources on searching for 
CACREP-accredited programs.

The transition to counselor education 
was never a path that I foresaw for 
my own career journey until meeting 
several mentors in my master’s program 
who helped me find my passion for 
research and teaching. The idea of 
a doctoral program or a career as a 
faculty member did not exist on my 
radar or cross my mind. These mentors 

played a pivotal role in promoting my 
own literacy on doctoral education 

and consistently encouraged 
my capacity for leadership 
and scholarship. They 
believed that my leadership 
was valuable and that I 
belonged. Throughout my 
doctoral journey, many 
mentors encouraged me to 
show up authentically and 
unapologetically in my social 

identities. To this day, they still provide 
me that encouragement.

The other spark that propelled me 
to pursue a doctoral program was my 
aspiration to enhance mentorship 
initiatives and opportunities in the 
counseling profession. Although 
I witnessed the contributions of 
exemplary role models of mentorship, 
I also noticed gaps in mentoring that 
could further be addressed. Pursuing 
this career path offered another avenue 
to make a difference in the practice of 
mentorship.

DIJ: What has been your greatest 
accomplishment in the counseling 
profession thus far?

CC: Related to mentorship, the 
greatest accomplishment is to witness 

Using the power of communities to dismantle oppression

Counselor Career Stories Interview by Danielle Irving-Johnson

Christian Chan
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the success of mentees. 
It has truly been a gift to 
walk alongside in their 
journeys. In particular, 
one highlight that stands 
out for me is a journal 
article manuscript I 
submitted with colleagues 
nearly three years ago. 
The manuscript not only 
was an outlet to invoke 
my commitment to 
intersectionality but also 
essentially represented four generations 
of mentorship, given that the co-authors 
were my dissertation chair, a former 
doctoral student and a former master’s 
student. Reflecting over the past three 
years, the community and collaboration 
remind me every day of the gift of 
relationships and mentorship. The 
manuscript is currently in press with a 
peer-reviewed journal.

DIJ: What are your research interests, 
and how have you explored those items 
while navigating your career in the 
counseling profession?

CC: My research interests 
revolve around intersectionality; 
multiculturalism in counseling 
practice, supervision and counselor 
education; social justice and activism; 
critical research methodologies; career 
development; and couple, family 
and group modalities, specifically 
communication/socialization of 
cultural factors in these modalities. 
More recently, I have been working 
on research projects with a brilliant 
colleague, Jennifer Deaton, and two 
of our amazing doctoral students, 
Nicole Silverio and Jasmine Garland 
McKinney, on how marginalization  
of LGBTQ+ communities manifests  
in intimate relationships and help-
seeking behaviors.

DIJ: Why is it important to recognize 
intersectionality and incorporate this 
approach within the counseling setting?

CC: I can likely discuss 
intersectionality for days due to its 
richness. Intersectionality offers us so 
much. It is a multifaceted lens [through 
which] the counseling profession can 
locate hierarchies of power, privilege 
and oppression. By understanding these 

structures of power in larger systems, 
such as health care, agencies, housing, 
neighborhoods, schools and policies, 
professional counselors can detect the 
barriers that marginalized clients and 
students experience on a daily basis 
or chronically. It is a catalyst to hold 
ourselves accountable as professional 
counselors by recognizing what parts 
we have missed in our clients’ and 
students’ stories and where they might 
be further excluded. 

On the other hand, intersectionality 
calls us to action by eradicating the 
inequities that heighten marginalization 
experiences or hinder clients and 
students from seeking services. More 
importantly, intersectionality can be 
liberating and healing. For those of 
us living with multiple marginalized 
identities, it can be incredibly freeing to 
know that we have so many assets and 
capital by embracing and navigating 
these intersections.

DIJ: How can counselors become 
more aware of the barriers and needs 
of the LGBTQ+ community and 
learn how to offer the best care to this 
population?

CC: In this capacity, it is important 
for professional counselors to recognize 
the structures (e.g., policies, health 
care systems, housing) that often play 
a part in access to care. Sometimes, 
the persistent and chronic barriers 
instituted in these systems can make the 
difference between whether LGBTQ+ 
clients and students feel empowered to 
seek and access care. 

In addition to immersion in research, 
I encourage many professional 
counselors to examine reports by 
research centers such as the Williams 

Institute. They might help us 
locate where mental health 
shortages and disparities exist 
for LGBTQ+ communities. 
Throughout our conversation 
today, I am going to reference 
community partners 
consistently. In partnership, 
many community partners 
and community organizations 
conduct grassroots research 
that surveys the needs of the 
community.

DIJ: How can counselors enhance 
their preparation to provide a 
supportive and affirmative environment 
to their LGBTQ+ clients?

CC: I encourage counselors to 
move beyond taking a single training, 
completing a certificate or displaying 
an ally sticker on their door. Although 
affirmative practices entail these 
elements, it behooves counselors 
to actively do the personal work. 
It begins with reflecting, exploring 
and interrogating heteronormative, 
cisnormative and gendered beliefs. It 
continues with firmly grasping how 
racism, white supremacy, ableism and 
genderism still persist within LGBTQ+ 
communities. 

Perhaps the questions we should be 
asking ourselves are: How do we hold 
ourselves accountable as individuals? 
What do my promotional materials 
convey about these problematic belief 
systems? What would it mean to be 
proactive in affirmative practices rather 
than passive? How am I building 
relationships with community 
stakeholders, community partners 
and community organizations that are 
involved in grassroots efforts?

DIJ: How does the history of stigma 
and marginalization affect the mental 
health of this client population?

CC: The reality is that stigma and 
marginalization have persistently 
surfaced for LGBTQ+ communities 
over decades. For LGBTQ+ older 
adults, incidents of violence, 
harassment and key historical events, 
such as the stigma created by the 
AIDS epidemic of the 1980s, can 
heighten experiences of trauma. Stigma 
contributes significantly to social 
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isolation, which is concerning for 
communities that draw on kinship and 
connection for resilience.

Several decades ago, Ilan Meyer 
coined the term “minority stress” to 
name the combination of medical 
conditions and mental health issues 
that can result from stigma and 
marginalization. The chronic effects of 
minority stress, particularly for older 
LGBTQ+ adults, strongly increase 
suicidal ideation, mental health issues, 
cognitive decline and rates of dementia. 
Additionally, minority stress can play 
an instrumental role in reducing the 
likelihood [of accessing] care, especially 
when LGBTQ+ communities have 
to brace for potential discrimination 
from health care providers or navigate 
mistrust of the health care system.

DIJ: Are there any resources you 
can share regarding best practices 
for counselors working with this 
population as well as resources that may 
be beneficial to LGBTQ+ clients?

CC: I often think primarily 
about LGBTQ+ clients across the 
life span, and there is a plethora of 
community organizations dedicated 

to wellness. Some groups involve 
interprofessional collaboration and 
community organizing. The Society 
for Sexual, Affectional, Intersex and 
Gender Expansive Identities (SAIGE) 
has two sets of competencies and 
two sets of standards that promote 
more intentionality about knowledge, 
language, awareness and affirmative 
practices. SAIGE houses all documents 
on their website (at saigecounseling.
org), and the Competencies for 
Counseling Transgender Clients and 
the Competencies for Counseling 
with Lesbian, Gay, Bisexual, Queer, 
Questioning, Intersex and Ally 
Individuals are located on the 
American Counseling Association 
website with other competency 
documents (at counseling.org/
knowledge-center/competencies). 

To complement those resources, I 
encourage professional counselors to 
connect with local LGBTQ+ centers 
in their region, which house multiple 
programs, resources, training programs 
and referral sources. Community 
organizations play a significant role 
in mapping out useful resources and 

programs that instill community 
and resilience. On a larger national 
scale, I would also suggest reviewing 
the resources held by Trans Student 
Educational Resources, National 
Center for Transgender Equality, 
Campus Pride, Out & Equal, the 
Williams Institute, Lambda Legal, 
Transgender Law Center, Still Bisexual 
and SAGE (Advocacy & Services for 
LGBT Elders).

DIJ: Is there anything else you wish 
to share with ACA’s members about 
you or your work?

CC: Always feel free to reach out. I 
am a firm believer in relationships and 
community partnerships. If we want to 
develop strategic initiatives to dismantle 
overlapping forms of oppression in 
society and our profession, it truly takes 
a community and multiple coalitions to 
do so. v

Danielle Irving-Johnson is  
the content project manager  
at the American Counseling 
Association. Contact her at 
dirving@counseling.org.
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When talking about trauma, 
Hillary Cook, a licensed 
clinical professional counselor 

(LCPC) with a solo private practice in 
Boise, Idaho, has a saying that she often 
imparts to clients: It’s as possible to drown 
in a puddle as in the depths of the ocean.

Trauma is often lumped — some would 
even say oversimplified — into “big T” 
or “little t” categories. Big T trauma 
encompasses what many people think of 
when they hear the word trauma: large-
scale, life-shattering events such as living 
through a war or natural disaster. Little 
t trauma includes more common events 
such as pet loss, work stress, parenting 
struggles or racial microaggressions, 
which on the surface may seem smaller. 
However, trauma is a complex issue, and 
all traumatic events — no matter how big 
or how small they may appear to others 
on the “outside” — have the potential to 
negatively affect clients’ mental health.

Cook, like many counselors who 
specialize in trauma, has seen clients 
who minimized their little t, everyday 
traumatic experiences or failed to even 
recognize them as traumatic. Even when 
clients seek counseling because they 
recognize that something is causing 
them distress and disrupting their life, 

they sometimes are unable to pinpoint 
or verbalize why, she says. Others may 
harbor feelings of shame or insecurity 
about how they feel. Cook has often 
heard clients, unsure of whether their 
experience warrants counseling, preface 
their stories by saying, “I don’t want to 
waste your time.” 

Cook, a member of the American 
Counseling Association, has also worked 
with clients who dismissed their traumatic 
experiences by stating, “I didn’t go to 
war,” “It wasn’t violent” or “I don’t know 
why this is bothering me.” She explains 
to these clients that the sticking point 
is not the traumatic incident itself but 
rather how it is stored in their brain. 
Counseling won’t take that traumatic 
memory away, but it can change how it is 
stored, enabling the client to carry it in a 
less painful way, Cook explains.

Providing psychoeducation is a critical 
first step when working with clients who 
have experienced little t traumas, says 
Debbie Millman, a licensed professional 
counselor and director of a trauma 
therapy practice in Madison, Wisconsin. 
It is helpful to explain to clients the depth 
and breadth of trauma, which can range 
from something catastrophic or systemic, 
she says, to “someone who didn’t get 

There’s  
nothing small 
about trauma
Trauma doesn’t have to revolve around a large-
scale, life-shattering event to have a profound  
and negative effect on clients’ mental health
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picked for the kickball team [in 
childhood] and it cut deep, and they 
still dwell on it today.”

“I see trauma as anything that affects 
how you see yourself or feel now. No 
matter how big or small it seems, it’s 
worth revisiting that [in counseling],” 
notes Millman, an ACA member.

She helps clients understand the 
importance of recognizing and 
addressing trauma — even everyday 
ones — with the following illustration: 
Trauma is like pushing a ball under 
the surface of the water in a swimming 
pool. You don’t know where it’s going 
to resurface, but it always will. The 
same rule applies to trauma: You can’t 
keep it buried; it will always resurface. 
The key is to process it.

Jessica Tyler, a professional counselor 
licensed in Alabama and Georgia, 
considers trauma to be “any experience 
that shifts your perspective on self, 
others or the world.” For one person, 
that experience might be tied to 
surviving a horrific car accident. For 

another person, it might trace back to 
feeling humiliated when they were called 
on by their first-grade teacher to read 
something aloud in class. The important 
point to communicate is that all of these 
experiences are valid, she says.

“I am very adamant [with] my  
clients that it serves no one to  
compare suffering,” Tyler says. 
“Suffering is suffering is suffering is 
suffering, and if we stop comparing 
the validity of our suffering, we can get 
to work on how these experiences can 
expand us as individuals versus define 
us and our worth.”

What lies beneath
Everyday trauma can dovetail with 

grief and loss, attachment issues, racial 
or cultural issues, panic attacks, self-
esteem struggles, depression, suicidal 
ideation, eating disorders and many 
other challenges that clients 
present in counseling. 
For clinical practitioners, 
the key is not to take 
those presenting concerns 

at face 
value because 

unprocessed trauma 
may be a contributing 

factor or even the root cause, says 
Susan Gabel, an LCPC at a trauma-
focused group practice in the Chicago 
suburbs.

If a client comes into counseling 
with symptoms of social anxiety, for 
example, clinicians should not limit 
their counseling work to addressing 
those symptoms or viewing the client 

simply as socially anxious, because  
then they may miss some of the  
larger reasons behind those symptoms, 
Gabel explains. 

“There can also be things that they 
won’t identify as trauma, such as a 
parent who was invalidating,” she 
continues. “It’s not a big T trauma, but 
if you add that up over and over and 
over again, they internalize it, and it 
becomes a powerful negative cognition 
of how they view themselves and expect 
people to respond.”

Low self-esteem, conflict avoidance 
and people-pleasing behaviors can 
be common among clients who have 
experienced trauma, Gabel notes. 
Because of this, practitioners must 
be mindful that clients may exhibit 
people-pleasing behaviors in therapy 
toward a counselor. This behavior can 
show up in a number of ways, she says, 

including when clients are not 
completely honest in sessions 
because they want to agree with 
their counselor, avoid conflict, or 
tell the counselor what they think 
the counselor wants to hear. These 

clients may also apologize frequently 
during sessions. 

Gabel points out that this fear of 
conflict can stem from clients having 
people in their life who had a pattern 
of responding negatively to their needs 
or feelings. Thus, they may reflexively 
expect that response from others, 
including their counselor.

“For a lot of people, [trauma]  
tends to lean into larger issues, 
including their views of themselves, 
views of others and fear responses,”  
says Gabel, an ACA member who 
holds two trauma certifications. 
“Difficulty with assertiveness can 
[indicate] a pattern of having 
relationships where their needs were 
not met, or they needed to appease or 
do what the other person needed.” 

Tyler, an assistant clinical professor 
and coordinator of the clinical mental 
health counseling program at Auburn 
University, notes that a client’s self-talk 
can also yield clues that the person 
experienced trauma in their past. 
Drawing from the work of North 
Carolina licensed clinical mental health 
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counselor Candice Creasman, Tyler 
urges practitioners to listen closely for 
a client’s “wounded inner child,” which 
Creasman defines as the voice of their 
unhealed hurts. Exploring how this 
voice influences a client’s beliefs and 
decision-making can reveal the lived 
experience that generated the client’s 
problematic thoughts, Tyler explains.

“In my experience, this typically 
appears as the inner critic that we, as 
counselors, hear in a client’s hostile and 
harsh self-talk narrative,” says Tyler, 
an ACA member who counsels adult 
clients at a private practice in Columbus, 
Georgia. “In clients, this can also appear 
as anger, frustration, [or] controlling or 
needy behavior in therapy. The  
wounded inner child tests their 
therapist’s [ability] to show up with care, 
acceptance and compassion despite [the 
client’s] behaviors. This inner child is 
often the impulsive and risky part of a 
client that ‘acts out’ despite the potential 
for adverse consequences.”

Gabel often hears clients use language 
about feeling worthless, being “never 
enough” or assuming they are a bad 
person. Counselors can learn more 
about a client’s history, she says, by 
challenging those negative beliefs in 
counseling and asking when and where 
the client first heard those statements.

Gabel and Cook also note that 
somatic complaints can indicate that 
unrecognized trauma lies beneath a 
client’s presenting concern. Cook finds 
this especially true for symptoms that 
clients have explored with a medical 
specialist — such as hives with an 
allergist — without any cause  
being identified.

Both physical responses and 
unresponsiveness can be connected 
to unprocessed trauma. Carrying any 
kind of tension in the body, including 
headaches, stomach troubles or 
sensations such as feeling a tightness 
in the chest, can be signs of untreated 
trauma, Gabel says. At the same time, 
past trauma can cause a client to 
talk about an experience that would 
typically elicit an emotional response in 
a disconnected or unemotional manner, 
she says.

If left unprocessed, little t trauma 
can become problematic in myriad 
ways, Tyler says, and treating it requires 
counselors to go beyond symptom 
management with clients. For example, 
a client’s self-protective behaviors 
could manifest as codependency 
and people-pleasing in romantic 
relationships to validate their security 
and worth as a person. This can make 
the client vulnerable to partners who 
are controlling, manipulative and even 
abusive, Tyler explains. 

“Focusing on behavior modifications 
and symptom management may bring 
short-term relief for a specific life 
situation. However, I find that clients 
often have difficulty applying these 
coping skills to new challenges that 
emerge in their lives,” Tyler says. “I 
have found more success in therapy 
when I can identify the cognitive key, 
or core beliefs that filter how a client 
sees and reacts to the world, others 
and themselves. This cognitive key 
may serve as a survival measure at first 
— [for example] avoidance, mistrust, 
perfectionism — but over time can 
create barriers to the client living a 
thriving life. … If a cognitive key can 
be discovered in therapy, the client 
learns how to adjust that ‘filter’ and see 
the world, others and themselves in the 
most flexible, rational way.”

Tyler illustrates this process through 
an example of a client who experiences 
panic attacks whenever she is away 
from her small child. The client may 
find relief after a few sessions if the 
practitioner focuses on breathing 
exercises, medication management and 
mindfulness with the individual. This 
may look successful on the surface, 
Tyler notes, but the root cause of the 
client’s distress remains unaddressed.

Instead, Tyler says, she would take 
a deeper look at the underlying issues 
by using Socratic questioning. This 
process helps the client “discover a 
long-held core belief that ‘I only feel 
safe when I am in charge,’ [which] can 
give us important data to work with to 
help address the client’s filter that goes 
beyond mothering and extends to other 
parts of her life,” Tyler says. “Here, I 
find the most potent change in clients.”

Handle with care
Regardless of whether a client has 

experienced big T or little t trauma, the 
brain is interpreting what happened 
as harmful to the client in some way, 
Cook explains. What matters is not 
how “bad” the event was but how 
maladaptively it was stored in the brain.

“The type of trauma, or how bad it 
was, doesn’t change the approach [in 
counseling]. What the client needs will 
change the approach,” Cook says.

She advises considering whether 
the client has adopted healthy or 
maladaptive coping mechanisms or if the 
client has a strong social support system. 
If not, the counselor should focus on 
those aspects before diving into deeper 
work to help the client process the 
underlying trauma, she says.

The clinical practitioners interviewed 
for this article use a variety of 
techniques, including brainspotting, 
eye movement desensitization and 
reprocessing (EMDR), hypnosis, 
internal family systems (IFS) therapy 
and cognitive behavior therapy (CBT), 
to help clients who have experienced 
trauma. These practitioners stressed, 
however, that counselors should focus 
on self-regulation and social connection 
with clients and establish coping 
mechanisms before deploying techniques 
to process clients’ trauma. This is 
especially true with clients who have 
experienced everyday trauma and do not 
recognize the effect it is having on their 
presenting concern.

As a licensed mental health counselor 
who specializes in trauma work, 
Christine Smith has an extensive toolbox 
of coping mechanisms to equip clients 
with depending on their needs. Coping 
mechanisms not only help clients with 
emotional regulation but also instill 
containment skills they can use to 
manage their feelings and carry on with 
everyday life after heavy counseling 
sessions that deal with raw or troubling 
memories, she explains.

“People tend not to use their coping 
skills until their hair is on fire,” Smith 
says jokingly. She works with clients to 
instead ensure that coping skills become 
part of their everyday life, sometimes 
even assigning them as homework in 
between sessions.
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She encourages clients to keep a list 
of coping mechanisms they find helpful 
on a piece of brightly colored paper in 
a visible spot in their home, such as the 
refrigerator door or bathroom mirror. 
She also recommends that they move 
this list around periodically, so they 
don’t begin tuning it out.

“Coping mechanisms themselves are 
trauma work in a way. I tell clients, ‘We’re 
going to do safety, safety, safety until you 
are rolling your eyes, and then we’re going 
to do it some more.’ If you don’t have a 
good foundation [before doing deeper 
trauma work], you’re building a house 
of cards,” says Smith, an ACA member 
with a solo private practice in Saratoga 
Springs, New York. “The best coping 
mechanisms are the ones that are so 
integrated in a client’s life that they 
don’t think of it as coping.”

Smith says this early work helps 
forge a therapeutic bond with clients 
and offers the practitioner a chance to 
ask questions that plant seeds about 
a possible connection between a past 
experience and the discomfort that 
caused the client to seek counseling. 
Questions such as “When was the first 
time you felt like that?” can help both 
the counselor and the client begin to 
make connections, she adds.

Gabel agrees that coping skills should 
be tailored to a client’s individual needs. 
Deep breathing or mindfulness may 
be helpful for some clients, whereas 
others may need to work on skills 
that they haven’t fully developed, such 
as interpersonal communication or 
problem-solving skills, because of their 
trauma history.

When starting trauma work, Cook 
often uses EMDR and hypnosis 
for immediate relief of nightmares, 
flashbacks and intrusive thoughts 
to help clients find stability. Only 
afterward do they unpack trauma and 
other related issues such as grief.

Millman begins trauma work by 
talking through clients’ life timelines, 
making note of events that shaped 
them and have stuck with them. She 
also devotes significant time to doing 
case conceptualizations and asking 
clients about their strengths, personality 
and likes/dislikes. This helps her with 
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gaining a holistic understanding of the 
client and forging a therapeutic bond, 
she says.

Similarly, Cook recommends asking 
questions that help to paint a picture 
of a client’s framework, including their 
social supports and how they deal with 
intense feelings. Knowing more about a 
client’s background might also inform 
counselors about cultural and racial 
issues that can dovetail with everyday 
trauma that is systemic in nature.

Millman notes that it can be 
helpful to encourage clients who 
have experienced trauma to maintain 
“emotional margins” around each 
session. This means not rushing to 
a counseling session from work or 
after picking their children up from 
school. Instead, she encourages clients 
to engage in calming rituals, such as 
having a cup of tea or doing some  
deep breathing exercises, before and 
after sessions.

Millman, a doctoral student in the 
counselor education and supervision 
program at Liberty University, also 
advises counselors to keep trauma 
clients in mind when outfitting 
their office spaces. She emphasizes 
the importance of being intentional 

about what counselors expose their 
clients to. For example, having fashion 
or health magazines in the waiting 
room could potentially be triggering 
for clients whose trauma histories or 
related behaviors are connected to body 
image or disordered eating. Instead, 
Millman suggests striving to create an 
atmosphere that is warm and calming.

“All counselors have to be prepared 
to come across trauma; it’s at the root 
of so many mental health concerns and 
disorders,” Millman says. “Everyone 
needs to have some trauma-informed 
care training [and] be aware of what 
triggers clients and what phrases or 
buzzwords you might be using that 
could be problematic for someone. 
Especially in regard to race, be aware 
of the words you’re using. Getting 
culturally competent, trauma-informed 
care is really connected to [addressing] 
the daily trauma that people are facing 
right now.”

Digging deeper
In counseling sessions, a client’s past 

trauma will “come up when it needs 
to come up,” Millman says. For some 
individuals, that will happen right 
away, and it will come out “like a 

volcanic eruption.” For other clients, 
it may be a year into therapy before 
they’re ready to talk about it. But 
when they do, Millman says, she “can 
almost feel the relief in the counseling 
room,” especially for clients who 
associate feelings of shame with their 
trauma. “It’s like a weight has lifted, 
disempowering that hold it has over 
[them] now that someone else knows 
about it and can carry it with [them],” 
she says.

In trauma work, Smith adds, it’s 
not uncommon for clients to broach a 
traumatic subject by saying, “I’ve never 
told anyone this but … ” When that 
happens, Smith tells the client she is 
honored that they trusted her with  
this information.

“I try not to ever forget how 
much courage it takes to walk into a 
therapist’s office,” Smith says. “I try 
and be really encouraging, positive and 
respectful of that and recognize the 
wins that they have that other people 
aren’t going to recognize.”

Smith finds that work that focuses on 
emotional regulation can be especially 
helpful for this client population. In 
some cases, this involves simply talking 
through and processing interactions 
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The nonprofit organization 
Mental Health America offers an 
online mental health screening 
each year on its website. In 2020, 
nearly 2.5 million people took 
the screening, and past trauma 
was second only to loneliness as 
the most reported cause of mental 
distress.

This data illustrates what many 
counselors see in their daily work: 
Trauma is ubiquitous and can 
have a profound effect on mental 
health. With that in mind, clinical 
practitioners must be mindful of 
when a client’s trauma goes beyond 
their expertise. The counselors 
interviewed for this article stressed 
that trauma is a complex issue and 

clinicians who do not specialize in 
this realm need to be ready to seek 
additional training or supervision, 
consult with colleagues or refer 
clients for specialized trauma work.

Seeking outside help is especially 
important when a client is no 
longer making progress with their 
counselor, says Hillary Cook, 
a licensed clinical professional 
counselor in Boise, Idaho.

A strong, trusting therapeutic 
relationship is crucial in trauma 
work, Cook notes, and a referral 
doesn’t necessarily mean this bond 
is broken. Clients can continue to 
work with their original counselor 
while being co-treated by a 
specialist. In this scenario, the client 

would need to grant permission for 
the two clinicians to consult with 
each other.

“We can’t be all things to all 
people,” agrees Christine Smith, a 
licensed mental health counselor 
who specializes in trauma work 
at her private practice in Saratoga 
Springs, New York. “If a counselor 
doesn’t have specialized training 
in dealing with some of the more 
complex trauma issues, don’t be 
afraid to refer out.” 

Consult Standard A.11. of 
the 2014 ACA Code of Ethics at 
counseling.org/ethics for more on the 
ethical guidelines surrounding the 
referral process.

— Bethany Bray

Referring and co-treating



and events clients have 
experienced since their last 
counseling session. It can be 
helpful to “move at a glacial 
pace,” slowly unpacking an 
incident the client found 
distressing down to the 
minutiae, Smith says. This 
allows the client to identify 
the exact moment they 
started to feel triggered 
and lost the use of their 
self-regulation skills. Then, 
the counselor and client can talk about 
what the client could do differently the 
next time this type of scenario arises.

EMDR can be particularly helpful 
to work through troubling scenarios 
and feelings with clients who may 
not recognize a past experience, such 
as little t trauma, as the root of their 
discomfort, Cook says. However, 
these clients will be able to name 
the challenge that caused them to 
seek counseling, such as relationship 
trouble, work stress or panic attacks. 
EMDR allows the practitioner to  
target and heal clients’ distressing 
feelings and triggers without having to 
relive the trauma that lies underneath, 
she explains. The beautiful thing about 
EMDR, Cook says, is that it allows 
the practitioner to target a distressing 
pattern that the client is experiencing, 
which, in turn, targets anything else 
that is in that neural pathway, including 
related trauma.

During EMDR, the client engages in 
bilateral stimulation, such as rhythmic 
tapping, while talking through a 
scenario with the practitioner. The 
process rewires the client’s brain and 
creates a new neural pathway, revising 
the pattern into one that is free of 
distress, Cook says.

EMDR allows clients to “see 
themselves in a scenario in a different 
way and imagine how they want to feel 
… without having to go through it” 
and relive the trauma, she explains. 

This was the case for an adult client 
whose presenting concerns involved 
relationship issues and anxiety related 
to dating. Cook was able to use the 
client’s specific anxieties surrounding 
first dates as a target in EMDR. Cook 

guided the client to talk about the 
details of how they felt during their 
worst dating experiences. 

“All of a sudden, it went much [further] 
back, and we realized there were some 
parenting issues [involving verbal abuse] 
from many years ago in childhood,” 
Cook recalls. “It was really hard for them 
to hear at first. There was a lot of denial, 
[saying] ‘that’s not trauma.’ But then I 
used an illustration: If you could imagine 
a small child that’s not you and this was 
happening to them, how would you feel? 
Then it sunk in, and they realized how 
awful it was.”

Cook continued to use EMDR, as 
well as CBT, to focus on the client’s 
self-worth and to build healthy 
boundaries. This therapeutic approach 
built up the client’s coping skills so 
that on dates, they were able to focus 
more on the other person and be less 
“in their head,” Cook says. When the 
client worried less about what the  
other person was thinking about them, 
they were able to instead focus on 
finding connection.

EMDR, along with a combination of 
other therapies, was also helpful for a 
past client of Tyler’s whose presenting 
concerns were low self-esteem and 
anxiety. As they began to unpack things 
in counseling, the client also disclosed 
a history of self-harming behaviors and 
chronic suicidal ideation.

“She was successful in her career yet 
presented with chronic and relentless 
self-talk that was significantly cruel 
and self-blaming. Everything was her 
fault and everything terrible that had 
ever happened to her resulted from her 
failures; she was convinced that she 
was unlovable and worthless,” recalls 

Tyler, who co-presented the 
session “Trauma-Informed 
Care: Working With Trauma-
Related and Survivor Guilt” 
at ACA’s Virtual Conference 
Experience in April.

In counseling, Tyler gently 
probed with questions to 
identify where and how 
this client learned such 
hypercritical self-talk. The 
client reported that it was 
simply “something she had 

always done,” Tyler says.
Tyler gently challenged this thought 

with psychoeducation that infants 
are not born with self-hatred; it is 
something they learn from their 
environment. Through that lens, 
she explained to the client how life 
experiences may reinforce negative 
beliefs and feelings of rejection. Over 
time, the client was able to reprocess 
several early childhood and adolescent 
experiences that she had previously 
believed were “not traumatic enough” 
to cause her mental health to dip to its 
current state, Tyler recalls.

“However, in examining these 
experiences through the lens of how 
young, vulnerable and impressionable 
she was as a child, it made sense how 
one thing spiraled into another, which 
then turned into years of confirmation 
bias,” Tyler says. “Using a careful 
combination of EMDR, CBT and IFS, 
she communicated with her younger 
self and realized that, in reality, being 
worthy was her birthright and that 
she was allowed to make mistakes and 
learn from them just like everyone else. 
Moreover, every time she damaged 
herself emotionally or physically, she 
betrayed that younger version of herself 
that was not adequately protected from 
the harm and toxicity of others.”

This change occurred gradually over 
one year of counseling. Eventually, the 
client’s self-harm and suicidal ideation 
ebbed, Tyler says, and she adopted 
a lens of “gratitude for the younger 
versions of herself who endured — and 
her present adult self who now had the 
control and power to make choices
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It’s not up to me to decide what’s a 
small t trauma versus a large T trauma. 
Something that’s small might be linked 
to something that’s not so small. 



to nurture and soothe her along the 
journey of life’s challenges.”

Not so little
Gabel thinks it is more helpful to 

view client trauma on a spectrum 
rather than sorting experiences into 
either “big T” or “little t” boxes. She 
urges counselors to keep an open 
mind, regardless of how severe a client’s 
experience may — or may not — seem.

“Little t traumas can add up and hold 
a lot of power. Complex, relational 
trauma can be little t’s that add up and 
become overwhelming,” Gabel says. 
“A lot of times [counselors] are trying 
to make logical sense of it — if this 
[experience] is affecting [the client], 
it must be connected to a past event 
(e.g., peer conflict as an adult and past 
bullying as a child) — when in reality, 
that’s not how our brain wiring works. 
It doesn’t always make logical sense.” 

Smith also encourages counselors 
to keep an open mind about what 
qualifies as traumatic. Something that 
on the surface appears to be a smaller 
trauma, such as the death of a pet, can 

be a huge loss to someone who didn’t 
have healthy attachments growing up, 
she notes.

“It’s not up to me to decide what’s a 
small t trauma versus a large T trauma. 
Something that’s small might be linked 
to something that’s not so small,” Smith 
says. “What I’m looking at is someone 
who has experienced some kind of 
disruption or loss that they’re having 
trouble getting over. You and I could 
have the exact same experience, and 
you might come out unscathed, and I 
might really suffer, and we don’t always 
know why that is. … Just keep yourself 
open and curious [in counseling 
sessions]. My clients are my greatest 
teachers, and if I listen very carefully, 
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Dailey compares these adjustment 
phases to a flipbook. Everybody has 
their own unique story with the 
pandemic, and every page of the 
flipbook represents a new experience, a 
new adjustment. Counselors can help 
clients process and cope with these 
adjustments by “flipping” through their 
stories, stopping at certain points, and 
assessing how the clients reacted and 
coped with that part of their story. The 
tools they used to cope — making art, 
meditating, sewing, exercising — are 
ones they can use again in the future as 
they adjust to a new phase, Dailey says.

The COVID-19 pandemic possesses 
the potential to change the counseling 
field and how professional counselors 
work with clients now and in the 
future, Haynes says. Since the turn of 
the century, it’s true that the United 
States has experienced major crises such 
as 9/11, large-scale natural disasters and 
the Great Recession, but, as Haynes 
points out, there hadn’t been a crisis 
on a global scale like a world war until 

COVID-19. This experience could 
shift the focus more toward prevention 
and preparation (both for individuals 
and for systems on a national level) for 
future crises, he says. 

Adjusting to this new normal 
doesn’t have to be all negative. Once 
we reenter society after the threat 
of COVID-19 subsides, we will be 
able to celebrate regaining some of 
our old coping strategies as well as 
the acquisition or discovery of new 
strengths along the way. 

Counselors are in position to help 
clients gain greater perspective and 
self-awareness while coping with the 
stress and loss that the pandemic has 
introduced, Ali says. To aid in that 
process, she sometimes asks clients 
who have already adjusted and are 
successfully coping with this stress  
and loss, “What are you learning during 
this time?”

In asking that question, Ali has 
found that several of her clients now 
understand how the coping skills 

they previously learned in counseling 
have helped them handle this stressful 
moment in history.

How we cope with the stressors of 
COVID-19 can tell us a lot about 
ourselves, Ali says. While it may be 
unpleasant, we can use these times 
as learned lessons that will help us 
continue to adapt and manage stressors 
in the future. 

But for now, just take a deep breath. v
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Counselors share what it is like 
to experience the world as a 
Black person while working 
in a profession that remains 
predominantly white

Counseling  
while Black         
By Lindsey Phillips
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The counseling field is not 
immune to racism, systemic 
or otherwise. Before the 

Association for Multicultural 
Counseling and Development 
(AMCD) formed, nonwhite members 
of the American Counseling 
Association paid their dues but had 
limited representation on ACA’s board 
and senate. A group of counselors 
lobbied for AMCD (then the 
Association for Non-White Concerns) 
to become an official ACA division, 
but their initial requests were denied. 
It was a struggle to get ACA’s leaders 
at the time to recognize the need for 
and legitimacy of a division that would 
focus on nonwhite needs, but the 
hard work of advocates finally paid 
off when the AMCD division became 
a reality at ACA’s 1972 conference. 
(See more about AMCD’s history at 
multiculturalcounselingdevelopment.org/

amcd-history.)
Ebony White, an assistant 

clinical professor and the 
program director of the 

master’s in addictions 
counseling program 

at Drexel University 
in Philadelphia, 
points out that 
the counseling 
profession — like 
other smaller 
systems in our 
society — has 
largely tried 
to dismiss 
the role that 
racism has 
played and 
continues to 
play in the 

profession and 
society as  

  a whole. 

“The counseling profession has 
mimicked that model of sweeping 
it under the rug,” she asserts. “So, 
it’s important that there is first an 
acknowledgment about what has 
happened, and instead of … saying, 
‘This is what we are going to do about 
[racism],’ counselors should ask, ‘How 
have we perpetuated racism in our 
profession?’ And they should look at 
what’s been published in the literature 
and incorporate what has worked [for 
others] into our profession and our 
organizations to make change.” 

To shed light on embedded racism 
and help others better understand 
it, six Black counselors shared 
their experiences of working in a 
predominantly white field and their 
hopes for the future of the profession. 

Acknowledging racism  
in the counseling field

Black counselors’ intersecting 
identities affect the way they 
understand the world around them as 
well as how others perceive them. “I 
live and experience situations as a Black 

As a Black woman in the 
counseling field, Armstrong says she 
has encountered microaggressions 
and racism from colleagues. For 
example, when serving as the 
department chair of the counseling 
program at a liberal arts college, 
Armstrong informed her colleagues 
about a Council for Accreditation of 
Counseling & Related Educational 
Programs (CACREP) standard 
needed to support the success 
of the counseling program. But, 
she says, her white colleagues 
questioned her, debated options 
without her and asked to speak to 
a CACREP representative, who 
simply confirmed that Armstrong 
had the correct information. This 
encounter left her wondering: “Are 
they questioning me because they 
lack confidence in me, because I’m a 
woman or because I’m Black?” 

The uncertainty in this and similar 
situations is “what keeps me up at 
night,” Armstrong says. “That’s what 
has my stomach in knots. That’s what 
has me frustrated.” 

Armstrong, an ACA member and 
the vice president of the AMCD 
Women’s Concerns group, says she 
didn’t ask her white colleagues why 
they felt it necessary to bring in the 
CACREP liaison because she was 
tired of having to navigate their 
defensiveness and denial that race 
played a role in their actions, even if 
it may have been implicit. 

White, who was part of the panel 
for ACA’s webinar “Our Community 
Gathers: A Conversation With 
Counselors About Mental Health 
in 2020” and is president-elect of 
the ACA division Counselors for 
Social Justice (CSJ), says she has been 
“dismissed … ignored, oftentimes not 
heard and many, many, many times 
called the ‘angry Black woman.’” 

White, the immediate past chair 
of the North Atlantic Region of 
ACA, recalls a microaggression 
that occurred in her last meeting as 
chair-elect. During the video call, she 
was looking down and typing notes 
from the meeting. A white colleague 
unmuted to remark, “Ebony, you 

woman 
every 

day more 
than I live as a 

counselor,” says 
Noréal Armstrong, 

a licensed clinical 
mental health 

counselor supervisor 
in North Carolina and 

a licensed professional 
counselor supervisor (LPC-S) 

in Texas. 
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look so angry. What’s wrong?” White 
was stunned. She had been labeled as 
“angry” simply for taking notes.

“The reality is that for some people, 
your complexion is more important 
than your intellectual ability,” says 
Raphael Bosley, a licensed mental 
health counselor associate who works 
at Cross Connections Counseling  
and at Courageous Healing in Fort 
Wayne, Indiana. 

Bosley, an ACA member, 
acknowledges that this truth weighs 
on him. He says that he questions 
himself and what he knows more than 
other clinicians might. He also finds 
that he frequently has to elaborate on 
the rationale behind his professional 
assessments to colleagues and clients. 
Bosley admits that sometimes he is the 
one who doesn’t trust his own thoughts, 
which he believes is the result of living 
in a society that has conditioned him to 
trust his athletic ability more than his 
intellectual ability. 

He also finds that incorrect 
assumptions about his intellect can 
be a natural barrier with some clients 
in the therapeutic space — a space 
that involves understanding the brain. 
“They’re not used to seeing a Black 
male face as the one providing the 
service when it comes to dealing with 
the mind and emotions. Why? Because 
Black men are angry. Black men have 
rage. Black men are not supposed to be 
able to teach me how to calm down and 
ground myself,” Bosley says.

The (in)ability to be  
one’s authentic self 

Diversity is not just about issues such 
as race, ethnicity, gender and religion; it 
is also about the way we communicate, 
notes Tyce Nadrich, an assistant 
professor of clinical mental health 
counseling at Molloy College. Black 
counselors often can’t communicate in a 
way that is natural or authentic to them 
around their white colleagues, students 
and clients, he says. Instead, they code-
switch, adjusting their style of speech, 
appearance or behavior to appeal to a 
different audience, often as a means of 
receiving fair treatment.
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“The amount of code-
switching that I think [Black 
counselors] are required to do 
is egregious,” says Nadrich, 
a licensed mental health 
counselor and coordinator of 
clinical training at Balance 
Mental Health Counseling in 
Huntington, New York. “It’s 
exhausting because I know if 
I communicate … the way 
that is natural to me … I will 
not be heard because folks will pretend 
that they don’t understand me or they’ll 
just dismiss it as not worth listening to.” 

For example, Nadrich says that when 
he gets upset, he may not use three- or 
four-syllable words — despite having 
them in his vocabulary — because 
that’s not the way he talks when he has 
heightened emotions. He expresses his 
feelings in a more casual register.  

Bosley, who is also an associate 
minister at Greater Progressive Baptist 
Church in Fort Wayne, concedes that 
as a Black counselor working in a 
predominantly white field, he often 
feels the need to be polished in the way 
he communicates, even in situations 
that don’t require it. He feels like there 
is a spotlight on him 24/7 because of 
his race. 

For Armstrong, whose areas of 
interest include substance use, Black 
women in academia, multiculturalism, 
the deaf community and spirituality 
in counseling, code-switching involves 
adopting a professional discourse of 
privilege. When speaking with white 
colleagues, she often avoids personal or 
emotional language and relies on data 
and numbers to convey her message 
and ensure they are listening to her. 

White, whose research interests focus 
broadly on advocacy and social justice 
within the Black community, came to 
the realization that no matter how she 
spoke or presented herself, people would 
have preconceived notions about her. 
She says she has reached a point where 
she will no longer code-switch for white 
colleagues because she knows she can’t 
control how others perceive her. So, 
she is her authentic self with colleagues, 
which may include saying “ain’t,” 
dropping verbs or rolling her neck. 

The fatigue factor 
Too often the burden of raising 

issues related to racism and educating 
others falls on Black counselors. “It’s a 
constant and common fatigue,” White 
says. “Because advocacy is such a huge 
part of my identity, I’m not one of 
those people that really chooses my 
battles. I’m always chosen to battle, 
which is tiring and exhausting.”  

White recalls sitting in multiple 
meetings and being so upset by what 
was being said or not said about race 
and diversity that she spoke up because 
no one else would. “It’s angering that 
I have to be the one to address it,” she 
stresses. White is a licensed professional 
counselor who developed the Center 
for Mastering and Refining Children’s 
Unique Skills (M.A.R.C.U.S.), a 
nonprofit organization that provides 
tutoring, mentoring and mental health 
counseling to children and adolescents, 
especially in the Black community.

A few days after George Floyd was 
killed by police in Minneapolis in May 
2020, Nadrich noticed many of his 
white colleagues remained silent. So, 
he decided to broach the issue himself 
because he knew that students and 
faculty were hurting. 

After addressing the issue, a few white 
colleagues told him, “I’ve been thinking 
about this for so long, but it’s just so 
hard, so emotional. I’ve been torn up 
about what to say.” Rather than sharing 
those words after the fact, Nadrich, an 
ACA member who specializes in racial 
ambiguity, diversity and social justice 
work, wishes his colleagues had stepped 
up and spoken out against racial 
violence and injustice before he felt 
compelled to. 

The burden to respond to the wider 
community shouldn’t have been placed 
on his shoulders, Nadrich stresses, 

especially considering that 
he isn’t in a leadership role 
and because he was already 
dealing with the trauma and 
grief of yet another horrific 
act of racial violence being 
committed against someone 
in the Black community. 

Bosley says he often 
deals with white guilt 
and the burden of being 
expected to answer or pose 

questions about race himself. He never 
knows which one of those tasks will 
be required of him on a given day. 
He finds that being a mental health 
professional only compounds this 
obligation to educate others. “You have 
that uninvited burden that [you] need 
to take advantage of this moment to 
educate because any silence is going 
to give permission for the fire to keep 
burning. Whether that’s right or wrong 
or whether I should take that on or not, 
it’s my reality,” he says.

White stresses the importance of 
self-reflection and awareness, especially 
for white counselors. Counselors must 
unpack their own privileged identities 
and examine what that means for how 
they operate in the world, she argues. 

“We often talk in terms of ‘what do 
white people need to do,’ so it becomes 
another version of us having to educate 
white people and tell white people what 
to do when they can literally just read 
and watch what’s been put out there,” 
she says, offering the Multicultural and 
Social Justice Counseling Competencies 
as one example. 

Having courageous conversations 
Right after George Floyd was 

murdered, white students and 
colleagues asked Armstrong, who 
serves as the new executive director 
for A Therapist Like Me, a nonprofit 
organization that connects marginalized 
clients with marginalized therapists, 
how she was feeling. She wasn’t sure 
how to describe her emotions or 
even how this latest instance of racial 
violence was affecting her. 

“
”

Too often the burden of raising  
issues related to racism and educating 
others falls on Black counselors.
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“For the longest, I wasn’t able to put 
a word to it because I kind of didn’t 
feel anything. And I don’t mean that 
in a cold, shut off, numb way,” she 
explains. “I mean it more so in that, 
unfortunately, I feel like I’ve become 
desensitized to it because racial violence 
and injustice are so ingrained now in 
our society. It’s another thing I carry 
with me as a Black person in America.”

Armstrong wondered if her white 
colleagues were also bothered by these 
horrific acts of murder and violence 
against the Black community. Did they 
have knots in their stomachs? Did they 
call their family members to check on 
them too? 

So, Armstrong asked them a 
straightforward question: How did 
they feel about George Floyd’s death? 
But her white colleagues dodged the 
question. Armstrong’s frustration 
over this exchange resulted in her 
presentation, “Please Stop Asking, 
Because I Am Not Okay: The Struggle 
for Black Counselors During a Racial 
Pandemic,” at the North Carolina 
Counseling Association’s 2021 
conference. Her goal, she says, was to 
start a serious dialogue on issues faced 
by Black mental health professionals.  

When it comes to race and social 
justice, counselors “have to get out of 
their own way and allow conversations 
to happen,” says ACA President S. 
Kent Butler. “Just like what we are 
trained to do as counselors … we must 

take ourselves out of the equation and 
be there as a culturally competent 
counselor for our [clients] so that we 
do no harm and [do not] negatively 
impact the outcome of what’s 
happening within the therapeutic 
relationship. We’re trying to help clients 
move forward,” he says. “That same 
philosophy also needs to go into social 
justice work. Counselors need to take 
themselves out of the equation because 
sometimes they may represent or be 
a part of the problem. And if you are 
indeed a part of the problem, then it is 
imperative that you take measures to 
understand your role in it and figure 
out how you may in fact help elicit 
systemic change. That’s what self-
awareness is all about.” 

Camellia Green, an LPC-S with 
a private practice in New Orleans, 
agrees that lack of self-awareness often 
prevents society and the counseling 
field from moving forward. “In the field 
of counseling, we’re taught you have to 
know yourself and be aware of all the 
potential areas of countertransference. 
… Clinicians [are encouraged] to go 
to counseling themselves … but many 
people don’t,” she says. 

But this mandate goes deeper than 
counselors just knowing themselves. It 
requires them to dig into their racial 
identity development, which isn’t 
something they get in a continuing 
education unit, and to question their 
worldview, which has been developed 

over their lifetime, says Green, an ACA 
member who specializes in working with 
people who have experienced trauma. 

Bosley advises white colleagues 
to give themselves permission to be 
a beginner at discussing race. “Be 
courageous enough … to talk about it,” 
he says. “Because the same lump that’s 
in your throat is in my throat when I 
gotta bring it up. But I recognize if I 
don’t bring it up, you’re not.”

“And have the commitment not 
just to talk about it but then to do 
something about it,” he adds. 

Agents of change 
Counselors are in a prime position to 

put these courageous conversations into 
action. “We’re supposed to be leading 
the charge because from a psychological 
and mental health perspective, we know 
what’s at the foundation of [racism] … 
and we’re the ones who can speak to 
it and say here’s how you change it,” 
Armstrong says. “But counselors are not 
doing that.” 

Incongruity between counselors’ 
words and actions is a big part of the 
problem, Bosley stresses. He finds 
counselors often say they are against 
discrimination, but they don’t publicly 
speak out against those who are 
discriminating, or they claim to be “an 
agent for the voiceless” until they have 
to speak for them. Then, they are silent. 

“Don’t just use your voice for me 
when I’m there,” Bosley says. “Use 
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your voice when I’m not there and 
your friend … [or] colleague is saying 
something [harmful].”

ACA began its own crucial 
conversations when the Governing 
Council released an ACA anti-racism 
statement in June 2020. Later that year, 
ACA created an anti-racism task force, 
which was chaired by Butler, who was 
then the ACA president-elect. 

The task force proposed an ACA 
anti-racism action plan, which includes 
nine initiatives to help combat systemic 
racism and racial injustices. ACA 
also recently formed a commission to 
help counselors understand ways to 
move this narrative forward, promote 
research, provide counselors with anti-
racism resources, and incorporate more 
action-based projects such as providing 
scholarships to help underrepresented 
counselors attend conferences, adds 
Butler, the interim chief equity, 
inclusion and diversity officer and a 
professor of counselor education at the 
University of Central Florida, as well as 
a fellow of the National Association of 
Diversity Offices in Higher Education. 

The need for more representation 
Another problem within the field is 

the need for more diverse counselors 
and therapists. According to the 
American Psychological Association, 
only 4% of psychologists are Black, 
compared with 84% who are white.

Nadrich was one of two Black men 
in his master’s counseling program. 
When the class started discussing race, 
the students would often turn to these 
two men and explicitly or implicitly 
ask them their thoughts, as if they 
were appointed spokespeople for the 
Black community. Although Nadrich’s 
doctoral program was more diverse, he 
was still the first Black man to graduate 
from the program. 

When Nadrich, along with Michael 
Hannon (an associate professor of 
counseling at Montclair University) 
and four other colleagues, researched 
the underrepresentation of Black 
men in counselor education, they 
faced an interesting dilemma: How 
could they incorporate the voices of 
the eight Black men they interviewed 

without exposing or “outing” their 
identities? With so few Black male 
counselor educators, they feared other 
professionals would easily be able to 
identify their participants by the way 
they spoke. (The resulting article, 
“Contributing Factors to Earning 
Tenure Among Black Male Counselor 
Educators,” was named Outstanding 
Counselor Education and Supervision 
Article for 2020 by the Association for 
Counselor Education and Supervision 
[ACES] Awards Committee.) 

The counseling profession needs 
to make itself more accessible not 
only to nonwhite clients but also to 
nonwhite counselors. “There is very little 
intentional mentorship when it comes 
to including and getting … Black people 
into the counseling profession,” says 
White, the recent recipient of ACA’s Dr. 
Judy Lewis Counselors for Social Justice 
Award. “There’s this ruse … [that] we 
have all these things available, but it’s 
not accessible if it’s not attractive.” 

By way of explaining, White recalls 
attending a division meeting of one 
of the ACA regions a few years ago 
where she was greeted by a room 
filled with white faces. She remembers 
thinking how unwelcoming the space 
could be for other Black professionals 
like herself. As the counselors started 
discussing business as usual, White  
felt compelled to ask why there was 
so little diversity in the room. Her 
question was met with silence for a full 
minute. Then, passing comments  
were made about how the group had 
tried to address diversity. “It gives you 
the message that they don’t care; it’s 
not really of importance or value,” 
White says.

Although the counseling profession 
still has work to do to attract diverse 
counselors and clients, White is hopeful 
because she has noticed a shift in 
Black people becoming more open to 
counseling. “We’ve done something 
right where now more people in the 
African American community are 
considering [entering the] counseling 
[profession], are getting counseling 
and are recognizing the value of mental 
health,” she notes.  

White is also excited by the increase 
of Black counselors entering leadership 
positions: ACA’s current president is 
a Black man; the presidents of CSJ 
and the Military and Government 
Counseling Association (MGCA) are 
Black women; and the presidents-
elect of ACA, AMCD, ACES, CSJ, 
MGCA, the American Rehabilitation 
Counseling Association, the National 
Career Development Association, and 
the Society for Sexual, Affectional, 
Intersex and Gender Expansive 
Identities are Black women.

These individuals “are more than 
qualified, but also I know that our 
voting body is very white. And so that 
gives me hope that they were able to 
see promise,” White says. At the same 
time, she worries that this shift in 
representation at the leadership level 
could cause a backlash. She says she has 
already heard counselors asking, “How 
did this happen?” 

The ongoing journey  
toward cultural competence

Multicultural training is central to 
preparing counselors to understand the 
experiences of people who differ from 
them as well as to be aware of their 
own privilege and bias. But Butler asks, 
“How can we change the narrative on 
systemic racism when the profession 
has some counselor educators and 
counseling programs that do not value 
multiculturalism or change?” 

Nadrich says that the multicultural 
education offered in his master’s 
counseling program was insufficient, 
which was more of a reflection on the 
dynamics of the one multicultural 
course he took rather than on the 
institution, he adds. The instructor of 
the course didn’t know how to navigate 
conversations about race and culture. 
“It was a very Black/white course. We 
didn’t talk much about anything beyond 
issues faced by Black and white people. 
We barely spoke about other oppressed 
groups and never spoke about topics like 
intersectionality,” he says. 

Some counseling programs require 
students to take only one multicultural 
counseling course, and as Armstrong 
and Green point out, one course is 
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not enough to prepare clinicians to be 
culturally competent. Armstrong believes 
there needs to be an emphasis on 
cultural self-awareness and community 
awareness from the onset and through 
the entirety of the counseling program 
because cultural competence occurs over 
time and through practice. 

Multicultural counseling involves 
more than an organization or 
department saying that they value it and 
tacking on an extra cultural assignment 
to the curriculum, notes Green, a 
doctoral candidate in the counselor 
education program at the University 
of New Orleans. She would like to 
see counseling programs incorporate 
multicultural awareness into all 
counseling courses, not just one.

Butler, whose research interests 
include African American men, 
spirituality and ethics in counseling, 
and diversity and social justice in 
counseling, agrees that multicultural 
training needs to be integrated into 
every aspect of counseling, including 
theories, techniques and research. His 
forthcoming textbook, Introduction to 
21st Century Counseling: A Multicultural 
& Social Justice Approach, which he co-
edited with Anna Flores Locke and Joel 
M. Filmore, embeds multicultural and 
social justice competencies throughout 
each chapter and serves as a guide to 
enhance teaching and help counselors 
better understand themselves, their 
clients and the world around them.  

“Cultural competence is not an 
endpoint. It’s not a destination. It’s 
a journey,” White says. And part of 
the journey involves self-awareness, 
especially for white people. “Your 
whiteness shapes your … interactions.  
It shifts the room. It takes up oxygen,” 
she notes. 

And people’s own perspectives shape 
their awareness of others, she continues. 
“How you see me is not fact,” she says. 
“It’s your perception of who I am.” 
So, counselors must be “aware of what 
shapes those perceptions and then be 
able to constantly trigger [themselves] 
to be mindful of those things when 
interacting with colleagues, students, 
clients [and] communities,” she adds.

White argues that the profession 
needs to figure out a way to make 
diversity training a requirement 
throughout a counselor’s professional 
development. For example, she suggests 
requiring counselors to take a set 
number of continuing education credits 
on anti-Black racism.  

Counselor educators should also 
consider if nonwhite counseling 
students have the same opportunities as 
their white counterparts when it comes 
to mentorship and financial assistance, 
Butler says. It may be helpful to 
engage in some self-reflection: Are you 
overlooking working with nonwhite 
students on a research project? Who 
receives graduate assistantships in  
your department? Do mainly white 
students receive the more desirable 
graduate assistantships? How do you 
think nonwhite counseling students 
perceive you as their instructor or feel 
about the ways they are treated within 
your courses? 

Early in Nadrich’s career as a 
counselor educator, he wrote in 
his academic profile that he was 
passionate about mentoring and 
supporting students of color. Another 
colleague approached him and asked 
if his statement would dissuade white 
students from working with him. 
Although Nadrich was an untenured 
new faculty member, he declined to 
change his profile because he wanted 
to uphold his own beliefs. He told the 
colleague it would be OK if some white 
students didn’t come to see him because 
of his statement. 

Nadrich points out that his 
colleague’s comment contained two 
incorrect assumptions. First, it assumed 
that white students didn’t already 
have a large number of staff, faculty 
and professionals who looked like 
them and shared similar experiences 
to go to for support and resources 
while students of color did. Second, 
it assumed that Nadrich stating his 
passion for working with students of 
color was harmful even though stating 
other professional preferences, such as a 
passion for behavioral neuroscience or 
socioeconomic disparities, would have 
been viewed as less threatening.

Bridging the gap 
Bosley says it breaks his heart when 

people still insist they are colorblind 
anytime the specter of racism is raised. 
They may think they are making him 
feel better by uttering such statements, 
but they are in fact saying that they don’t 
see race rather than addressing it directly. 
The message they are sending is that 
“they don’t even think enough of me to 
try to see me,” he says. 

Nadrich teaches his counseling 
students why it is harmful to always look 
to underrepresented groups to explain 
themselves, the injustices they face and 
what others should do to help. “You 
have to figure out what it means to be 
you and how you can start bridging 
the gap between your identities and the 
identities of the people you serve and 
work with,” he says. 

If Nadrich is working with an 
adolescent woman of color, for 
example, then he knows his identity 
as a person of color might help bridge 
the gap between them. But he also 
recognizes that his identity as a man 
could widen the gap depending on the 
client’s own history and experiences. 
“I have to be cognizant of that,” 
Nadrich says, “and say overtly to 
myself, ‘How am I going to make sure 
that I’m bridging across gender in this 
situation?’”

And in speaking to his white 
colleagues, Nadrich asks, “Are you 
willing to be affected by my lived 
experience? Are you willing for my lived 
experience to be relevant to yours or 
necessary to yours when it doesn’t have 
to be?” 

Nadrich is grateful for the colleagues 
who don’t avoid the issue and 
demonstrate a willingness to bridge this 
gap. “If you’re willing to be affected by 
it, now you hear me,” he says. “Now 
you know what’s going on with me and 
people like me.” v

Lindsey Phillips is the senior editor 
for Counseling Today. Contact her 
at lphillips@counseling.org.
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When the word “suicide” 
comes up during counseling 
sessions, it usually triggers 

clinician anxiety. You might begin 
having thoughts such as, “What should 
I ask next? How can I best evaluate my 
client’s suicide risk? Should I do a formal 
suicide assessment, or should I be less 
direct?” In addition, you might worry 
about possible hospitalization and how 
to make the session therapeutic while 
also assessing risk. 

Suicide-related scenarios are stressful 
and emotionally activating for all 
mental health, school and health 
care professionals. Counselors are 
no exception. But counselors bring a 
different orientation into the room. As 
a discipline, counseling is less steeped 
in the medical model, more oriented 
toward wellness, and more relational 
throughout the assessment and 
intervention processes. In this article, 
we explore how professional counselors 
can meet practice standards for suicide 
assessment and treatment while also 

embracing a holistic, strengths-based 
and wellness orientation.

Moving beyond  
traditional views of suicide

Suicide and suicidality have long 
been linked to negative judgments. 
Sometimes suicide — or even thinking 
about suicide — has been characterized 
as sinful or immoral. In many societies, 
suicide was historically deigned illegal, 
and it remains so in some countries 
today. In the past, suicidality was nearly 
always pathologized, and that largely 
remains the case now. Defining suicide 
and suicidal thoughts as immoral or 
illegal or as an illness is an alienating 
and judgmental social construction 
that makes people less likely to openly 
discuss these thoughts and feelings. 
Most people experiencing suicidality 
already feel bad about themselves; 
socially sanctioned negative judgments 
can cause further harm.

Our position is that suicide is 
neither a moral failure nor evidence 

of so-called mental illness. Instead, 
consistent with a strengths-based 
perspective, we believe suicidal ideation 
is a normal variation on human 
experience. Suicidal ideation usually 
stems from difficult environmental 
circumstances, social disconnection or 
excruciating emotional pain. Improving 
life circumstances, enhancing social 
connection and reducing emotional 
pain are usually the best means for 
reducing the frequency and intensity of 
suicidal thoughts and feelings. 

Practitioners trained in the medical 
model tend to diagnose people who are 
suicidal with some variant of depressive 
disorder and provide treatments that 
target suicidality. Sometimes treatments 
are applied without patient consent. 
Health care providers are usually 
considered authority figures who know 
what’s best for their patients. 

In contrast to the medical model, a 
strengths-based perspective includes 
several empowering assumptions:
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and treatment
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By embracing a holistic, strengths-
based and wellness orientation in 
their work with clients who may be 
suicidal, counselors can improve 
on traditional approaches to 
suicide assessment and treatment
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n  When painful 
psychological distress 
escalates, strengths-based 
counselors view the 
emergence of suicidal 
ideation as a normal 
and natural human 
response. Suicidal 
ideation is a reaction to 
life circumstances and 
may represent a method 
for coping with relentless 
psychological pain. 

n  Because suicidal ideation is viewed 
as a normal response to psychological 
pain, client disclosures of suicidality are 
framed as expressions of distress, rather 
than evidence of illness. Consequently, 
if clients disclose suicidality, counselors 
don’t react with fear and judgment, 
but instead welcome suicide-related 
disclosures. Strengths-based counselors 
recognize that when clients openly share 
suicidal thoughts, they are showing 
trust, thus creating opportunities for 
interpersonal and emotional connection.

n  Many people who are suicidal 
want to preserve their right to die by 
suicide. If they feel judged by health 
care or school professionals and coerced 
to receive treatment, they may shut 
down and resist. Instead of insisting that 
clients and students “need treatment,” 
strengths-based counselors recognize 
that clients are the best experts on 
their own lived experiences. Strengths-
based counselors provide empathic, 
collaborative assessment and treatment 
when clients and students are suicidal.

n  Instead of relying on mental health 
diagnoses or asking symptom-based 
questions from a standard form such 
as the Patient Health Questionnaire-9, 
strengths-based counselors weave in 
assessment questions and observations 
pertaining to client strengths, hope and 
coping resources. Using principles of 
solution-focused counseling and positive 
psychology, strengths-based counselors 
balance symptom questions with 
wellness-oriented content.

We believe the preceding assumptions 
can be woven into counseling in 
ways that improve traditional suicide 
assessment and treatment approaches. 
In fact, over the past two decades, 
evidence-based treatments for suicide, 
such as collaborative assessment 

and management of suicide, have 
increasingly emphasized empathy, 
normalization of suicidality and 
counselor-client collaboration. An 
objectivist philosophy and medical 
attitude is no longer required to 
work with clients or students who are 
suicidal. Newer approaches, including 
the strengths-based approach discussed 
here, flow from postmodern, social 
constructionist philosophy in which 
conversation and collaboration are 
fundamental to decreasing distress and 
increasing hope.

A holistic approach
When clients disclose suicidal 

ideation, it’s not unusual for counselors 
to overfocus on assessment. In reaction 
to suicidality, counselors may begin 
asking too many closed questions about 
the presence or absence of suicide risk 
and protective factors. This shift away 
from an empathic focus on what’s 
hurting and toward analytic assessment 
protocols is unwarranted for two 
primary reasons. First, based on a meta-
analysis of 50 years of risk and protective 
factors studies, a research group from 
Vanderbilt, Harvard and Columbia 
universities concluded that no factors 
provide much statistical advantage 
over chance suicide predictions. In 
other words, even if mental health 
or school professionals conduct an 
extensive assessment of client risk and 
protective factors, that assessment is 
unlikely to offer clinical or predictive 
value. Second, focusing too much on 
suicide risk assessment usually detracts 
from important relationship-building 
interactions that are necessary for 
positive counseling outcomes. 

Instead of overemphasizing risk 
factor assessment, counselors should 
identify client distress and respond 

empathically. Recognizing 
and responding supportively 
to emotional pain and distress 
will help individualize your 
understanding of the client’s 
unique risk and protective 
factors. From a practical 
perspective, rather than using 
a generic risk factor checklist, 
counselors are better off directly 
asking clients questions such as, 
“What’s happening that makes 
you feel suicidal?” and “What 

one thing, if it changed, would take 
away your suicidal feelings?” 

Additionally, as strengths-based 
practitioners, we should be scanning 
for, identifying and providing  
clients feedback on their unique 
positive qualities. Statements such as 
“Thank you so much for being brave 
enough to tell me about your suicidal 
thoughts” communicate acceptance 
and a reflection of client strengths. 
Although counselors may work in 
settings that use traditional suicide 
risk assessment protocols, they can 
still complement that procedure 
with a more holistic, positive and 
interpersonally supportive assessment 
and treatment planning process. 

To help counselors tend to the whole 
person — instead of overfocusing on 
suicidality — we recommend using a 
dimensional assessment and treatment 
model. Our particular dimensional 
model tracks and organizes client distress 
into seven categories. Here, we describe 
each dimension, offer examples of how 
distress manifests differently within each 
dimension, and identify evidence-based 
or theoretically robust interventions that 
address dimension-specific distress.

The emotional dimension: Clients 
who are suicidal often experience 
agonizing sadness, anxiety, guilt, shame, 
anger and other painful emotions. 
Other times, clients feel numb or 
emotionally drained. Focusing on and 
showing empathy for core emotional 
distress or numbness is foundational 
to working with these clients. Clients 
also may experience emotional 
dysregulation. Interventions to address 
emotional issues in counseling include 
traditional cognitive behavioral 
therapies for depression and anxiety, 
existential exploration of the meaning 

“
”

Suicidal ideation is a reaction to  
life circumstances and may represent 
a method for coping with relentless 
psychological pain.
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of emotions, and dialectical behavior 
therapy to aid clients in emotional 
regulation skill development.

The cognitive dimension: Humans 
often react to emotional pain with 
maladaptive cognitions that further 
increase their distress. Hopelessness, 
problem-solving impairments and core 
negative beliefs are linked to suicide. 
Depending upon each client’s unique 
cognitive symptoms and distress, 
strengths-based counselors will begin 
by responding with empathy and then, 
if needed, work with hopelessness 
in the here and now as it emerges in 
session. Counselors may also initiate 
problem-solving strategies, emphasize 
solution-focused exceptions and teach 
clients how to notice, track and modify 
maladaptive thoughts.

The interpersonal dimension: 
Substantial research points to social 
and interpersonal difficulties as factors 
that drive people toward suicide. 
Common interpersonal themes that 
trigger suicidal distress include social 
disconnection, interpersonal grief and 
loss, social skills deficits, and  
repetitive dysfunctional relationship 
patterns. Interventions in the 
interpersonal dimension include 
couple or family counseling, grief 
counseling, social skills training, and 
other strategies for enhancing social and 
romantic relationships.

The physical dimension: Physical 
symptoms trigger and exacerbate 
suicidal states. Common physical 
symptoms linked to suicide include 
agitation/arousal, physical illness, 
physical symptoms related to trauma, 
and insomnia. Using a strengths-based 
model, counselors can collaboratively 
develop treatment plans that directly 
address physical symptoms. Specific 
interventions include physical exercise, 
evidence-based trauma treatments, and 
cognitive behavior therapy for insomnia.

The cultural-spiritual dimension: 
Cultural practices and beliefs alleviate 
or contribute to client distress and 
suicidality. Religion, spirituality and a 
sense of purpose or meaning (or a lack 
thereof ) powerfully mediate suicidality. 
Specific cultural-spiritual themes that 
trigger distress include disconnection 
from a community, higher power or 
faith system. A sense of meaninglessness 
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or acculturative distress may also be 
present. Strengths-oriented counselors 
explore the cultural-spiritual and 
existential issues present in clients’ lives 
and develop individualized approaches 
to addressing these deeply personal 
sources of distress and potential sources 
of support or relief.

The behavioral dimension: Clients 
and students sometimes engage in 
specific behaviors that increase suicide 
risk. These may include alcohol/drug 
use, impulsivity and repeated self-
injury. Having easy access to guns or 
other lethal means is another factor that 
increases risk. Helping clients recognize 
destructive behavior patterns, develop 
alternative coping behaviors and 
decrease their access to lethal means 
can be central to a holistic treatment 
plan. Additionally, collaborative safety 
planning is an evidence-based suicide 
intervention that focuses on positive 
coping behaviors. 

The contextual dimension: Many 
larger contextual, environmental 
or situational factors contribute to 
distress in the other six dimensions 
and thus heighten suicidality. These 
factors include poverty, neighborhood 
or relationship safety, racism, sexual 
harassment and unemployment. 
Helping clients recognize and change 
contextual life factors — if they have 
control over those factors — can be 
very empowering. Clients also need 
support coping with uncontrollable 
stressors. Developing an action plan 
and discerning when to use mindful 
acceptance may be an important part of 
the counseling process. Advocacy can 
be particularly useful for supporting 
clients as they face systemic barriers  
and oppression. 

Suicide competencies
Regardless of theoretical orientation 

or professional discipline, mental 
health and school professionals 
must meet or exceed foundational 
competency standards. In this 
article, we recommend integrating 
strengths-based principles, holistic 
assessment and treatment planning, 
and wellness activities into your work 
with individuals who are suicidal. Our 
recommendation isn’t intended to 
completely replace traditional suicide-

related practices, but rather  
to add strengths-based skills and 
holistic case formulation to your 
counseling repertoire. 

When adding a strengths-based 
perspective into one’s counseling 
repertoire, counselors should remain 
cognizant of the usual and customary 
professional standards for working with 
suicide. The American Counseling 
Association’s current ethics code doesn’t 
provide specific guidance for suicide 
assessment and treatment. However, 
suicide-related competencies are 
available in the professional literature. 
For example, Robert Cramer of 
the University of North Carolina 
Charlotte distilled 10 essential 
suicide competencies from several 
different health care and mental health 
publications, including guidelines 
from the American Association of 
Suicidology. 

Cramer’s 10 suicide competencies 
are listed below, along with short 
statements describing how strengths-
based counselors can address each 
competency.

1) Be aware of and manage your 
attitude and reactions to suicide. 
Strengths-based counselors strive for 
individual, cultural, interpersonal  
and spiritual self-awareness. Self-care 
also helps counselors stay balanced in 
their emotional responses to clients 
who are suicidal. 

2) Develop and maintain a 
collaborative, empathic stance with 
clients. Strengths-based counselors are 
relational, collaborative and empathic, 
while also consistently orienting toward 
clients’ strengths and resources.  

3) Know and elicit evidence-based 
risk and protective factors. Strengths-
based counselors understand how to 
individualize risk and protective factors 
to fit each client’s unique risk and 
protective dynamics. 

4) Focus on the current plan and 
intent of suicidal ideation. Strengths-
based counselors not only explore 
client plans and intentions but also 
actively engage in conversations about 
alternatives to suicide plans and ask 
clients about individual factors that 
reduce intent.

5) Determine the level of risk. 
Strengths-based counselors engage 

clients to obtain information about 
self-perceived risk and collaborate with 
clients to better understand factors that 
increase or decrease individual risk.

6) Develop and enact a 
collaborative evidence-based 
treatment plan. Strengths-based 
counselors engage clients in establishing 
an individualized safety plan that 
includes positive coping behaviors 
and collaboratively develop holistic 
treatment plans that address emotional, 
cognitive, interpersonal, cultural-
spiritual, physical, behavioral and 
contextual life dimensions.

7) Notify and involve other people. 
Strengths-based counselors recognize 
the core importance of interpersonal 
connection to suicide prevention and 
involve significant others for safety and 
treatment purposes.

8) Document risk assessment, the 
treatment plan and the rationale for 
clinical decisions. Strengths-based 
counselors follow accepted practices for 
documenting their assessment, treatment 
and decision-making protocols.

9) Know the law concerning 
suicide. Strengths-based counselors are 
aware of local and national ethical and 
legal considerations when working with 
clients who are suicidal.

10) Engage in debriefing and 
self-care. Strengths-based counselors 
regularly consult with colleagues and 
supervisors and engage in suicide 
postvention as needed.

The strengths-based  
approach in action

Liam was a 20-year-old cisgender, 
heterosexual male with a biracial (white 
and Latino) cultural identity. At the 
time of the referral, Liam had just 
started a vocational training program 
in the diesel mechanics trade through 
a local community college. He was 
referred to counseling by his trade 
instructor. About a week previously, 
Liam had experienced a relationship 
breakup. Subsequently, he punched a 
wall while in class (breaking one of his 
fingers), talked about killing himself, 
threatened his former girlfriend’s new 
boyfriend, and impulsively walked off 
the job at his internship placement. 

Liam started his first session by 
bragging about punching the wall. 
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He stated, “I don’t need counseling. I 
know how to take care of myself.” 

Rather than countering Liam’s 
opening comments, the counselor 
maintained a positive and accepting 
stance, saying, “You might be right. 
Counseling isn’t for everyone. You  
look like you’re quite good at taking 
care of yourself.” 

Liam shrugged and asked, “What am I 
supposed to talk about in here anyway?” 

Many clients who are feeling suicidal 
immediately begin talking about 
their distress. Others, like Liam, deny 
suicidality. When clients lead with 
distress, the counselor’s first task is to 
empathically explore the distress and 
highlight unique factors in the client’s 
life that trigger suicidal thoughts and 
impulses. In contrast, with Liam, the 
counselor mirrored Liam’s opening 
attitude, accepted Liam’s explanation 
and explicitly focused on Liam’s 
strengths: his employment goals, his 
initiative to start vocational training 
immediately after graduating high 
school, his ability to care deeply for 
others (such as his ex-girlfriend), and 
his pride at being physically fit. 

After about 15 minutes, the 
conversation shifted to how Liam 
made decisions in his life. Instead 
of questioning Liam’s judgment, the 
counselor continued a positive focus, 
saying, “As I think about your situation, 
in some ways, hitting the wall was a 
good idea. It’s definitely better than 
hitting a person.” The counselor then 
added, “I don’t blame you for being 
pissed off about breaking up. Nobody 
likes a breakup.” 

The counselor asked Liam to tell the 
story of his relationship and the events 
leading to the breakup. Liam was able 
to talk about his sense of betrayal and 
loneliness and his underlying worries 
that he’d never accomplish anything in 
life. He admitted to occasional thoughts 
of “doing something stupid, like offing 
myself.” He agreed to continue with 
counseling, mostly because it would 
look good to his vocational training 
instructor. Before the session ended, 
the counselor explained that counselors 
always need to do a thing called “a 
safety plan.” During safety planning, 
Liam admitted to owning two firearms, 
and even though he “didn’t need to,” 

he agreed to store his guns at his mom’s 
house for the next month. 

After the first session, the counselor 
documented the assessment, the 
intervention and Liam’s treatment plan. 
The counselor’s documentation included 
problems and strengths, organized with 
the holistic dimensional model:

1) Emotional: Liam experienced 
acute emotional distress and 
emerging suicidal ideation related to 
a relationship breakup. Although he 
minimized his distress, Liam was also 
able to articulate feelings of betrayal 
and loneliness. 

2) Cognitive: Liam felt hopeless 
about finding another girlfriend. He 
was somewhat evasive when asked 
about suicidal ideation. Eventually, he 
acknowledged thinking about it and 
that if he ever decided to die (which 
he said he “wouldn’t”), he would shoot 
himself. Liam was able to participate in 
problem-solving during the session.

3) Interpersonal: Although Liam 
was distressed about the breakup of 
his romantic relationship, he agreed 
to consult with his counselor about 
relationships during future sessions. He 
collaboratively brainstormed positive 
and supportive people to contact in 
case he began feeling lonely or suicidal. 
Liam reported a positive relationship 
with his mother. 

4) Physical: Liam reported difficulty 
sleeping. He said, “I’ve been drinking 
more than I need to.” During safety 
planning, Liam agreed to specific steps 
for dealing with his insomnia and 
alcohol consumption. Liam was in 
good physical shape and was invested in 
his physical well-being.

5) Cultural-spiritual: Liam said that 
“it won’t hurt me any” to attend church 
with his mom on Sundays. He reported 
a good relationship with his mother. He 
said that going to church with her was 
something she enjoyed and something 
he felt good about.

6) Behavioral: Liam contributed to 
writing up his safety plan. He agreed 
to follow the plan and take good care 
of himself over the coming week. 
Liam identified specific behavioral 
alternatives to drinking alcohol and 
suicidal actions. He agreed to store his 
firearms at his mother’s home.

7) Contextual: Other than high 
unemployment rates in his community, 
Liam didn’t report problems in the 
contextual dimension. He said that he 
currently had an apartment and believed 
he had a good employment future.

Concluding comments
A holistic, strengths-based and 

wellness-oriented model for working 
with clients and students who are 
suicidal is a good fit for the counseling 
profession. In tandem with knowledge 
and expertise in traditional suicide 
assessment and treatments, the 
strengths-based model provides a 
foundation for suicide assessment 
and treatment planning. A detailed 
description of the strengths-based 
model is available in our book, Suicide 
Assessment and Treatment Planning: A 
Strengths-Based Approach, which was 
published earlier this year by ACA. v
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American mythologist Joseph Campbell dedicated 
decades to studying ancient texts and oral stories told 
in different cultures around the world. Campbell 

realized that most mythological quests in every culture followed 
a pattern he called the “monomyth.” 

This thematic tool was conceived with the notion that all of 
humanity, in all its diversity, reflects similar existential pursuits 
and living experiences. They are all part of an unknown larger 
universe or state of existence. In this pattern, a hero embarks on 
a journey to slay a monster, recover a precious artifact or rescue 
someone — the main objective always being to save the world 
from the end of times or from a great evil. 
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A hero/heroine’s 
journey: A road map  
to trauma healing

Counselors can encourage clients  
on a journey to transform their pain  
and fear into a guiding wisdom that  
leads them toward self-awareness  
and emotional growth

By Federico Carmona
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This journey is full of 
challenges that threaten 
both the hero’s known 
inner world and the present 
mission, whatever that may 
be. Each obstacle the hero 
overcomes thematically 
shows a different lesson 
from which one can learn. 
The hero thus grows in 
skills and self-awareness as 
the journey continues. By 
the time the hero confronts 
the problem, or whatever serves as the 
primary antagonist of the story, they 
have evolved into a more superior 
version of themselves, a progression 
that doesn’t stop as the hero returns 
with the prize. This evolution holds the 
hero in an enlightened state of grace, 
able to understand and deal with the 
mundane and transcendent way of life.

Campbell described this idea in the 
book that made him renowned in 
the literary and artistic communities, 
The Hero With A Thousand Faces. 
Published in 1949, Campbell’s three-
part presentation of the hero’s journey 
encompasses departure (embracing 
the journey), initiation (confronting 
and accepting change) and the return 
(maturing and moving forward). This 
echoes the stages of development of 
the human psyche, which involves 
transitioning from childhood to 
adulthood to the individuation or 
full realization of Carl Jung’s vision 
of the human psyche’s developmental 
climax — emotional maturation and 
connection with the transcendent.

In her book The Post-Traumatic 
Growth Guidebook: Practical Mind-
Body Tools to Heal Trauma, Foster 
Resilience and Awaken Your Potential, 
Arielle Schwartz introduces the idea 
of looking at trauma recovery as a 
hero/heroine’s journey. Schwartz 
describes Campbell’s hero’s journey 
as a classic plot structure that has 
inspired a variety of literary and 
cinematographic works for generations. 
Schwartz contends that Campbell’s 
hero’s journey can also be applied to 
trauma healing. People can relate to 
this journey as they find themselves 
triggered into a crisis due to a 

traumatic event, the accumulation of 
stress or memories of abuse or neglect. 

Emotional crises usually take us into 
dark and painful places. The hero’s 
journey, Schwartz argues, encourages 
people to transform that pain and fear 
into a guiding wisdom toward self-
awareness and emotional growth.

Healing is a journey
We tend to perceive and pursue 

healing, happiness, meaning and 
self-fulfillment as a linear and clear 
destination. However, these quests  
are meant to be experienced as a 
journey and not as one’s end goal. In 
the progression of the journey, one 
can experience healing and continue 
to pursue it. That is because there will 
always be something to heal in our 
physical, emotional and spiritual  
selves. Life never stops giving us 
challenges that provide us with 
valuable experiences.

Overcoming psychological 
trauma, while growing emotionally, 
intellectually and spiritually, is a 
journey that can be viewed as both 
challenging and rewarding. I would go 
so far to say that healing from trauma 
is a sacred journey. It requires venturing 
into the deep self to plant the seeds of 
healing, ultimately bringing forth a 
better version of one’s self. However, 
this journey requires a hero. The person 
affected by trauma is the one who 
embarks on this journey, and there is no 
vicarious substitution for the journey.

Venturing into the unknown is scary. 
Worse, becoming a hero is a terrifying 
task and a huge responsibility. Thus, 
many people would prefer to decline the 
invitation or call to healing because there 

is something comparatively 
cozy about that state of 
trauma. People who have 
lived parts of their lives in 
trauma are used to that state 
because it provides familiarity. 
Therefore, some will embark 
on the hero’s journey on their 
own, others will do so at a 
time when they have more 
support, and others will never 
respond to the call.

Therapeutically speaking, 
counselors walk along with clients who 
decide to take the journey of healing 
from trauma. Counselors also patiently 
prepare and encourage those clients 
who are doubtful about embarking on 
the journey because of its tremendous 
responsibility. Likewise, counselors 
understand and comfort those clients 
who refuse the journey because they are 
terrified of the pain and paralyzed by 
fear of the unknown.

Trauma-informed counselors 
understand that trauma is a 
neurobiological and emotional 
response to a frightening and upsetting 
experience. Trauma can be either a 
one-time or prolonged experience 
that affects a person’s outlook, beliefs, 
emotions and behaviors in their day-
to-day life. Treatment plans include 
goals that deal with the most distinctive 
consequences of trauma:
n Sense of powerlessness
n Nervous system dysregulation
n Self-devaluation
n Disconnection from self

Clients who make the adventurous 
yet painful decision to embark on 
this journey will notice that they are 
building resources and improving 
their self-awareness with every step. 
This emergent growth is critical when 
confronting inner and outer obstacles 
while embracing change. As clients 
grow in resources and self-awareness 
along the way, they will also notice a 
developing improvement in the way 
they see themselves, others and the 
world. People living in trauma are 
reactive to life’s circumstances, whereas 
people living beyond trauma are 
proactive to life’s circumstances.
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Many people would prefer to decline 
the invitation or call to healing because 
there is something comparatively cozy 
about that state of trauma.



What kind of hero is needed?
Campbell set the record straight 

for doubters. The hero archetype is 
for anyone who finds the strength 
to embrace the call to the journey 
and perseveres in it, despite the 
overwhelming circumstances that may 
be facing them. This is because they 
believe in the healing purpose of the 
journey or are looking for something 
that is more significant than themselves. 

The hero is expected to learn an 
important lesson from the journey — 
that life is a constant and contradicting 
experience of good and bad things, 
all of which must be lived through 
willingly. Campbell also depicted 
the archetypal hero in different 
roles: as a warrior, lover, emperor/
tyrant, redeemer and saint. Each of 
these roles represents a stage of the 
cosmogonic cycle, a mystical realm in 
a pure spiritual form transitioning to a 
physical manifestation and returning to 
the beginning.

The hero-warrior slays the monsters 
and tyrants of the hero’s past and 
present, ushering the hero’s community 
into the future. This hero-type promotes 
the renewal of life as the living God 
does. The hero-lover represents the 
connection with the transcendent, 
the relationship of humanity and the 
divine. The hero-emperor rules the 
earth as the living manifestation of 
the mystic realm. Human after all, 
the emperor becomes a tyrant as he 
learns to love flattery more than the 
relationship with the divine. The 
new hero-tyrant then is no longer 
the mediator between the human 
and the divine. The hero-redeemer 
bears more than a likeness to the 
divine, as they are one. In this 
oneness and incarnation with the 
divine, the redeemer is above the 
typical temptations of the flesh 
and ego. This hero’s mission is 
to save the world by confronting 
the divine tyranny that the hero-
tyrant imposed on the world. After 
teaching “a new way of being in the 
world,” the hero-redeemer confronts 
such tyranny by sacrificing themself. 
The saint is a spiritual role and is the 
highest calling of a hero. This hero’s 

story is the beginning and end of the 
cosmogonic cycle — the spiritual 
creating the physical, which in time 
returns to its source.

The journey of trauma healing is a 
mixed bag of the mythic (fighting the 
beasts in the unconscious), the spiritual 
(believing and trusting in something 
bigger than oneself ), the emotional 
(knowing and loving oneself ), the 
intellectual (understanding and 
embracing change) and the practical 
(living beyond trauma). Every hero’s 
role is an aspect of the archetypal 
hero in Campbell’s monomyth. 
But do we need them all to achieve 
enlightenment?

This healing journey requires slaying 
the monsters and tyrants (one’s ill 
attachments) of the past and present 
so that one can move forward with 
renewed life. Love is also needed 
to connect with the self and the 
transcendent. This connection brings 
wisdom, order and redemption to the 
chaos of the unconscious. Whatever the 
task may be — e.g., healing 
from the wrongness 
of others or 
the self, 
rescuing 
the 

child-self frozen in time, healing from 
intergenerational trauma — the journey 
of trauma healing requires specific 
qualities and steps. These are:

1) Determination to let go of insecure 
attachments and tendencies.

2) Love to connect with oneself in the 
emotional and transcendent.

3) Wisdom to understand and 
integrate the self.

4) Pragmatism to live sensibly yet 
realistically beyond trauma.

A road map to healing
Living in trauma is living in 

emotional extremes, which is an 
impairment to one’s self-regulation. 
Thus, overcoming trauma requires two 
basic things: 

1) Regaining nervous/emotional  
self-regulation, which is the ability to 
face and make sense of one’s feelings 
and emotions rather than avoid them 
or shut them down.

2) Understanding and accepting one’s 
inner self rather than 

ignoring it. 
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One-third of trauma work is teaching 
clients what trauma does and how the 
human body responds to it. The second 
third is reconstructing clients’ lost sense 
of safety, even in the face of uncertainty, 
and fostering reconnection with the 
self to reclaim control over it. As this 
process develops, clients grow in trust 
and self-compassion, which are key 
elements in overcoming self-imposed 
isolation due to the negative perception 
of self, others and the world around 
them. The final third of trauma work 
is integrating the traumatic experience 
by changing the narrative of the adverse 
experience in the here and now.

The proposed road map to 
trauma healing works well in 12-
week psychoeducational groups of 
90-minute sessions. The idea is to 
empower qualified participants with a 
concrete structure and strategies to do 
the work on their own. Each session is 
designed to introduce group members 
to new coping skills and life strategies 
to help them:
n Establish a sense of safety
n Achieve emotional regulation
n  Integrate traumatic experiences
n  Move beyond trauma

In his book Modern Man in Search of 
a Soul, Jung wrote, “The shoe that fits 
one person pinches another; there is 
no recipe for living that suits all cases.” 
The same holds true for various trauma 
treatments. Thus, this road map to 
trauma healing is adaptable. It is based 
on a variety of experts’ work in the 
interdisciplinary field of interpersonal 
neurobiology, which seeks to heal 
trauma by stimulating the brain’s 
neuroplasticity with positive persuasion 
and support.

Stage I: Establishing safety  
and competence

n  Step 1: Understanding oneself 
and one’s world. Clients are 
introduced to a short self-assessment 
and the art of journaling. The six-
domain self-assessment is to be filled 
out with short phrases or single words 
to provoke enthusiasm for journaling. 
Clients are encouraged to revisit it 
as needed throughout the journey. 
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Find the assessment at https://tinyurl.
com/3yumcynf.

n  Step 2: Understanding the 
journey of healing. Clients learn about 
what trauma is and does and how 
the body responds to it. The Adverse 
Childhood Experiences (ACEs) study 
is introduced so that clients can find 
their ACEs score. The positive power of 
resilience is introduced to bring hope 
and direction to such a complex topic.

n  Step 3: Changing one’s story. 
Clients are introduced to the unhelpful 
thinking styles that prevent them 
from envisioning a better version of 
themselves and to the ABC model 
(adversity or activating event, beliefs 
about the event, consequences) in 
order to challenge and modify their 
cognitive distortions. Clients are also 
introduced to setting meaningful goals 
based on healthy personal values and 
beliefs. They learn that it is better to 
depend on new healthy habits than on 
motivation alone.

Stage II: Establishing self-regulation
n  Step 4: Learning to relate to 

others healthily. Clients are introduced 
to the topic and practice of healthy 
boundaries. They learn the degree to 
which setting healthy boundaries can 
ease their inner conflict in saying “no” 
while boosting their self-esteem and 
improving their relationships.

n  Step 5: Improving self-reflection 
and introspection. Attachment theory 
is introduced to foster self-reflection 
on patterns of thinking, behaving and 
relating to others and self. Identification 
with a dominant attachment style is 
critical to understanding what is needed 
to move toward a more secure attachment 
adaptation. Dan Siegel’s concept of 
“mindsight” is also introduced.

n  Step 6: Learning self-regulation 
(body and emotions). Clients are 
introduced to the skills of tracking, 
resourcing, grounding and others from 
the Community Resiliency Model to 
become familiar with their bodies, 
emotions and resources. Clients are 
also introduced to the practice of 
mindfulness. This step requires two 
group sessions.

Stage III: Integration of the  
traumatic experience

n  Step 7: Composing the narrative 
of trauma. Clients are introduced to the 
process of creating a coherent narrative. 
Techniques from narrative therapy, 
narrative exposure therapy or trauma 
narratives can be tailored to the group’s 
need (type of trauma) in this step.

n  Step 8: Reframing the trauma 
narrative. Clients are guided to see 
their narratives from the vantage point 
they have in the here and now. At this 
point in the journey, clients have grown 
enough in knowledge, self-awareness, 
skills and coping strategies to make 
favorable comparisons and lower 
the intensity of their fears and other 
negative emotions.

n  Step 9: Building self-acceptance. 
Clients learn to accept and integrate 
their reframed adverse experiences while 
facing the emotional consequences 
of trauma (e.g., shame, guilt, self-
loathing). Strategies from acceptance 
and commitment therapy, cognitive 
processing therapy, transactional 
analysis or internal family systems 
can be helpful depending on the 
group’s need. In individual counseling, 
consider referring clients who feel stuck 
processing their negative emotions to 
a therapist trained in eye movement 
desensitization and reprocessing. This 
step requires two sessions.

Stage IV: Consolidation
n  Step 10: Transcending trauma. 

Clients learn that helping others is 
self-care. Love and connection with 
oneself and the transcendent facilitate 
acceptance and integration. Clients 
are invited to reflect on their journey 
from victim to survivor. Siegel’s 
mindsight levels of integration are 
lightly introduced to motivate clients 
to persevere in their healing journey to 
thrive in life.

Conclusion
Everyone faces and grieves their 

adverse circumstances in their own way. 
Some people become more resilient 
and wiser the more hardships they 
face. Other people become trapped in 

trauma and the victimizing sequel of 
their adverse circumstances, even after 
those circumstances have passed. 

People who overcome trauma 
grow emotionally, intellectually 
and spiritually from their adverse 
experiences. They are better prepared  
to face life circumstances and make 
better choices. They understand  
that helping others is critical to their 
own healing and well-being. People 
trapped in trauma remain focused 
on surviving their recurring adverse 
circumstances and their ensuing cycles 
of emotional turmoil. 

Applying this road map to healing 
also works well in individual counseling, 
although it takes much longer because 
clients’ current circumstances tend to 
dominate the sessions. In any case, 
therapy is an art. Counselors can help 
clients link their current and past 
experiences and do the work suggested 
in the steps that target their needs. 
Thus, individual counseling can use the 
road map as it fits clients’ needs and 
expectations. Consider that Stage I is the 
foundation of the work ahead and that 
trust, not rush, is the foundation of a 
successful therapeutic relationship. v
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COMING EVENTS
Black Mental Health Symposium
Sept. 9-10

If you work with Black clients, 
families, students or supervisees, 
then you are invited to the Sixth 
Black Mental Health Symposium. 
Courtland Lee, of the Chicago 
School of Psychology and a 
past president of the American 
Counseling Association, will 
keynote this virtual experience. 
This year’s theme is “Challenge, 
Change and Champion.” Attendees 
may earn up to 12 CE credit 
hours from the National Board for 
Certified Counselors. For more 
information about registration, 
exhibitorship or sponsorship, visit 
blackmhsymposium.com or email 
info@blackmhsymposium.com.

FCA Annual Convention
Sept. 30-Oct. 2

The Florida Counseling 
Association’s 72nd annual 
convention will be held virtually 
this year. The theme is “Cultivating 
Nurturing Relationships: Sustaining 
Connection Throughout Our 
Lives.” Pre-convention will take 
place Sept. 30, with the conference 
occurring Oct. 1-2. CEUs will be 
available. For more information, 
visit flacounseling.org/Convention.

MCA Annual Conference
Nov. 3-5

The 2021 Mississippi Counseling 
Association annual conference 
will take place at the Gulf Coast 
Convention Center in Biloxi, 
Mississippi. The format will 
provide opportunities to attend 

in-person presentations, along 
with a virtual conference agenda. 
MCA provides access to a statewide 
network of counselors willing to 
share their expertise to assist in the 
advancement of professional career 
pathways. This is an opportunity 
for helping professionals to 
celebrate our profession and grow 
together as counseling clinicians. 
It is also a great platform for 
helping professionals to engage, 
educate, market and network. For 
more information and conference 
updates, visit mica.memberclicks.net.

FYI
Call for volunteer facilitators

The American Red Cross is 
recruiting licensed mental health 
volunteers to become workshop 
facilitators for the Service to the 
Armed Forces (SAF). SAF resiliency 
workshops were created to support 
all branches of the military and their 
families during times of stress. These 
stresses can include deployments, 
frequent moves, long training 
missions, financial distress, and lack 
of support and resources. These 
confidential workshops emphasize 
individual growth and small group 
discussion by teaching skills that 
encourage successful engagement 
with one’s colleagues, community 
and loved ones. The American Red 
Cross is a not-for profit organization 
that depends on volunteers to 
perform its mission. For more 
information, contact martha.Iskyan4@
redcross.org. You can live anywhere in 
the U.S. to become an SAF facilitator, 
and training is free. v
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conference in Atlanta. I envision 
a one-day experience dedicated to 
attendees simply wearing an outfit 
that is rooted in their ethnicity/
culture. Throughout the day, 
attendees would engage in intentional 
conversations centered on their 
various intersectionalities. In fact, it 
would be cool to see this become a 
yearlong endeavor encouraged at all 
ACA-sponsored events. It would be 
phenomenal if leaders would embrace 
this opportunity at Governing 
Council meetings, regional and state 
conferences, and other proceedings.

The fact is, we learn and grow 
most when we are open to our 
multiple intersectionalities touching, 
interceding, and informing us about 
each other’s worldviews and life 
experiences. When we touch each 
other’s lives, let our imaginations 
flow, ask ourselves what it is that we 
can do and then spring into action, 
we can accomplish anything. It only 
takes determination. 

I believe that the journey  
outlined above can lead us to 
transformative change. As a 
counseling community, we must 
allow ourselves to seriously get to 
the root of problems. I stand with 
you. As your president, I will open 
doors to important dialogues and 
provide ACA membership with 
the tools necessary to help create 
systemic change. Together, we 
will move beyond simply talking 
about diversity and inclusion and 
actually create and implement a 
sustainable pathway to achieving 
them — a masterful plan that creates 
a beautifully woven cultural fabric 
that is truly representative of our 
communities. 

#ShakeItUp and #TapSomeoneIn. v

From the President
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