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Greetings, colleagues! Last month, I wrote about
licensure portability and its relevance for the clinical
mental health counseling profession. I mentioned that
clinical mental health counselors (CMHCs) in Michigan
were involved in a fight to preserve their right to diagnose
and treat mental disorders. I?m thrilled to report that the
Michigan Mental Health Counselors Association and its
allies were successful in passing legislation that protects
their scope of practice, which you can read all about by
clicking here. As I explained last month, a threat to the
scope of practice of CMHC in any state is a threat in
Florida due to the domino effect that sometimes occurs in
other states when one state modifies scope of practice.
Additionally, it is harder to get Medicare parity, licensure
portability, and CMHCS positions in the armed forces if
the scope of practice of CMHCS is inconsistent
state-to-state. Great job, Michigan!
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ReparativeTherapyLegislationandAMHCA

Equality Florida recently reached out to FMHCA to solicit our support for
HB 41 and SB 180, bills that if passed would prohibit mental health
professionals from providing conversion therapy, also known as ?reparative
therapy,? to minors. Their request has been forwarded to FMHCA?s Government
Relations Committee (GRC) for further exploration.
In the meantime, I drafted a letter to Equality Florida that clarifies the
position of our parent organization, the American Mental Health Counselors
Association (AMHCA), on reparative therapy. Reparative therapy is therapy
aimed at changing the sexual orientation of the client, and it is based on the
presumption that homosexuality is pathological. Local chapters have asked
FMHCA for some direction on how to address requests for their support of local
ordinances banning reparative therapy. I would encourage you to use the letter
I wrote to Equality Florida (see page 6) and the position statement from AMHCA
(see pages 8 and 9), which we have included in the next few pages, as
resources.

TargetingtheTerm?Psychological,?andWhyIt?sImportant

FMHCA?s top legislative priority at the present time is licensure portability,
but last year the GRC voted to target two other statute statutes in future
professional advocacy efforts. The first is F.S. 490.012(c), which reads, ?No
person shall? describe any test or report as psychological, unless such person
holds a valid, active license under this chapter or is exempt from the provisions
of this chapter.? This statute appears to contradict F.S. 491.003(9), which reads,
?The practice of mental health counseling includes methods of a psychological
nature used to evaluate, assess, diagnose, and treat emotional and mental
dysfunctions or disorders, whether cognitive, affective, or behavioral,
interpersonal relationships, sexual dysfunction, alcoholism, and substance
abuse.? In other words, the chapter that governs psychologists prohibits
counselors from referring to their evaluations and reports as ?psychological,?
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but a statute in the chapter that governs mental health counselors uses the
term ?psychological? to describe aspects of our scope of practice, including
evaluation and assessment.
So why is this a big deal? What happens if a judge orders someone to
participate in a ?psychological evaluation? as part of the terms of his or her
probation? Can a LMHC conduct the evaluation or not? If so, then can the LMHC be
accused of violating a state statute? If not, then what are the implications for clients in
the criminal justice system? After all, many jurisdictions have shortages of
psychologists available for court-ordered evaluations, and many LMHCs are qualified to
fill this role. The word ?psychology,? according to Merriam-Webster Dictionary, is a very
broad term that refers to ?the science of mind and behavior.? How silly it is that LMHCs,
who certainly practice within psychological domains, would be banned from using such
a word.

The second statute is 916.115(1)(a), which reads, ?To the extent possible,
the appointed experts shall have completed forensic evaluator training
approved by the department, and each shall be a psychiatrist, licensed
psychologist, or physician.? LMHCs, LMFTs, and LCSWs are clearly missing from
this list, even though many of us are trained to conduct quality forensic mental
health evaluations. The State of Utah recently settled a lawsuit for due process
violations as defendants could not be afforded their right to ?a fair and speedy
trial? due to shortages of qualified psychologists to conduct forensic
evaluations. Similar lawsuits have taken place in California, Colorado, Oregon,
Pennsylvania, Nevada, and Washington, and several other states (e.g., Alabama,
Texas, Utah, and Washington, DC) are currently attempting to avoid a lawsuit
due to long waits. Florida doesn?t need to be added to the list.
This statute is interpreted differently by different jurisdictions.
Consequently, some jurisdictions still appoint LMHCs to conduct evaluations.
Additionally, the statute only applies to certain types of forensic evaluations and
only those appointed by the court (vs. scenarios in which a defendant and/or
his or her attorney hires an evaluator), so there are still plenty of opportunities
for appropriately trained LMHCs to conduct forensic evaluations. Still, statutes
such as these feed the archaic myth that LMHCs are less than psychologists,
generate confusion about scope of practice, lead to reduced job opportunities
for LMHCs, and ultimately harm the public by providing shortages of qualified
professionals in the forensic arena.
Psychological testing is within the scope of practice of LMHCs, both in
Florida and in the majority of the United States (see the article entitled ?Can
Counselors Test?? on pages 29-35), and LMHCs can be trained and certified to
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conduct quality forensic mental health evaluations (see article entitled ?Three
Reasons to Add Forensic Evaluations to Your Practice? on pages 16 and 17". (In
fact, FMHCA is providing a forensic certification workshop at our annual
conference on 2/6/20, and you can register at https://nbfe.net/event-3378523.).
There is plenty of work out there for all the mental health professions, and it?s time
to update our state statutes to more accurately reflect our scope of practice.
Happy Thanksgiving, everyone!
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MENTALHEALTHBYTHENUMBERS

Millions of people in the U.S. are affected
by mental illness each year. It?s important to
measure how common mental illness is, so
we can understand its physical, social and
financial impact ? and so we can show that
no one is alone. These numbers are also
powerful tools for raising public awareness,
stigma-busting and advocating for better
health care.
The information on this page comes from
studies conducted by organizations like
Substance Abuse and Mental Health Services
Administration (SAMHSA), Centers for
Disease Control and Prevention (CDC) and
the U.S. Department of Justice. The
terminology used on this page reflects what
is used in original studies. Terms like ?serious
mental illness,? ?mental illness? or ?mental
health disorders? may all seem like they?re
referring to the same thing, but in fact refer
to specific diagnostic groups for that
particular study.
If you have questions about a statistic or
term that?s being used, please visit the
original study by clicking the link provided.
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1 in 5 U.S. adults experience mental illness
each year
1 in 25 U.S. adults experience serious mental
illness each year
1 in 6 U.S. youth aged 6-17 experience a
mental health disorder each year
Suicide is the 2nd leading cause of death
among people aged 10-34

You Are Not Alone
-

-

-

-

-

19.1% of U.S. adults experienced
mental illness in 2018 (47.6 million
people). This represents 1 in 5 adults.
4.6% of U.S. adults experienced serious
mental illness in 2018 (11.4 million
people). This represents 1 in 25 adults.
16.5% of U.S. youth aged 6-17
experienced a mental health disorder
in 2016 (7.7 million people)
3.7% of U.S. adults experienced a
co-occurring substance use disorder
and mental illness in 2018 (9.2 million
people)
Annual prevalence of mental illness
among U.S. adults, by demographic
group:

Non-Hispanic Asian: 14.7%

Bipolar Disorder: 2.8% (estimated 7 million
people)
Anxiety Disorders: 19.1% (estimated 48
million people)
Posttraumatic Stress Disorder: 3.6%
(estimated 9 million people)
Obsessive Compulsive Disorder: 1.2%
(estimated 3 million people)
Borderline Personality Disorder: 1.4%
(estimated 3.5 million people)

Mental Health Care
Matters
-

-

-

-

Non-Hispanic white: 20.4%
Non-Hispanic black or African-American:
16.2%
Non-Hispanic mixed/multiracial: 26.8%
Hispanic or Latino: 16.9%
Lesbian, Gay or Bisexual: 37.4%
-

Annual prevalence among U.S. adults,
by condition:

Major Depressive Episode: 7.2% (17.7 million
people)
Schizophrenia: <1% (estimated 1.5 million
people)
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43.3% of U.S. adults with mental illness
received treatment in 2018
64.1% of U.S. adults with serious
mental illness received treatment in
2018
50.6% of U.S. youth aged 6-17 with a
mental health disorder received
treatment in 2016
The average delay between onset of
mental illness symptoms and
treatment is 11 years
Annual treatment rates among U.S.
adults with any mental illness, by
demographic group:

Male: 34.9%
Female: 48.6%
Lesbian, Gay or Bisexual: 48.5%
Non-Hispanic Asian: 24.9%
Non-Hispanic white: 49.1%
Non-Hispanic black or African-American:
30.6%
Non-Hispanic mixed/multiracial: 31.8%
Hispanic or Latino: 32.9%
-

11.3% of U.S. adults with mental illness

-

had no insurance coverage in 2018
13.4% of U.S. adults with serious mental illness had no insurance coverage in 2018
60% of U.S. counties do not have a single practicing psychiatrist

The Ripple Effect Of Mental Illness
PERSON
-

-

People with depression have a 40% higher risk of developing cardiovascular and metabolic
diseases than the general population. People with serious mental illness are nearly twice as
likely to develop these conditions.
19.3% of U.S. adults with mental illness also experienced a substance use disorder in 2018
(9.2 million individuals)
The rate of unemployment is higher among U.S. adults who have mental illness (5.8%)
compared to those who do not (3.6%)
High school students with significant symptoms of depression are more than twice as likely
to drop out compared to their peers

FAMILY
-

At least 8.4 million people in the U.S. provide care to an adult with a mental or emotional
health issue
Caregivers of adults with mental or emotional health issues spend an average of 32 hours
per week providing unpaid care

COMMUNITY
-

Mental illness and substance use disorders are involved in 1 out of every 8 emergency
department visits by a U.S. adult (estimated 12 million visits)
Mood disorders are the most common cause of hospitalization for all people in the U.S.
under age 45 (after excluding hospitalization relating to pregnancy and birth)
Across the U.S. economy, serious mental illness causes $193.2 billion in lost earnings each
year
20.1% of people experiencing homelessness in the U.S. have a serious mental health
condition
37% of adults incarcerated in the state and federal prison system have a diagnosed mental
illness
70.4% of youth in the juvenile justice system have a diagnosed mental illness
41% of Veteran?s Health Administration patients have a diagnosed mental illness or
substance use disorder

WORLD
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Depression and anxiety disorders cost the global economy $1 trillion in lost productivity each
year
Depression is the leading cause of disability worldwide
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If you or someone you know is in an emergency,
call The National Suicide Prevention Lifeline at
800-273-TALK (8255) or call 911 immediately.
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MEDICATIONASSISTEDTREATMENTDEEMED
APPROPRIATEFORSOBERLIVING
By: Jeffrey C. Lynne, Esq.

Alison Knopf, the award-winning journalist and editor of
Alcoholism & Drug Abuse Weekly (ADAW), recently published an article
highlighting SAMHSA?s new guidelines for recovery housing, which
includes MAT/Medication Assisted Treatment. In her story entitled
?SAMHSA guidelines for recovery housing emphasize MAT,? she writes:
If there's any question about the appropriateness of
medication-assisted treatment (MAT) using methadone and buprenorphine
for recovery housing residents, it has been settled by the most recent report
from the federal government: Don't ban it, and, furthermore, do it.
Best practices for operating recovery housing are a key part of the
Substance Use-Disorder Prevention that Promotes Opioid Recovery and
Treatment (SUPPORT) Act, under Subtitle D, ?Ensuring Access to Quality Sober
Living (SEC. 7031).?The law mandates the Department of Health and Human
Services to identify or facilitate the development of best practices, and the
Substance Abuse and Mental Health Services Administration (SAMHSA) issued
this report last week. The document is focused on MAT for opioid use
disorders, because the SUPPORT Act is only for opioid use disorders.
"This document is intended to serve as a guidance tool for states,
governing bodies, treatment providers, recovery house operators, and other
interested stakeholders to improve the health of their citizens related to
substance use issues,?according to the executive summary.
The document constitutes guidelines. There are no provisions for the
federal government to enforce or monitor these? except for SAMHSA funding,
which can be based on state evaluations and adherence to these guidelines.
This report identifies 10 principles to help define safe, effective and
legal recovery housing. What is recovery housing? It's not just housing; it's an
20
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intervention that is meant to help a recovering person access a safe and healthy living space ?while
supplying the requisite recovery and peer supports,?the report states. Under the SUPPORT legislation, it
also has to be ?free from alcohol and illicit drug use and centered upon peer supports and connection to
services that promote sustained recovery from substance use disorders,?according to SAMHSA.
The SAMHSA report, ?Recovery Housing: Best Practices and Suggested Guidelines?
specifically adopts NARR?s (National Alliance of Recovery Residences) levels of housing and
appears to incorporate NARR?s MAT guide, ?Helping Recovery Residences Adapt to Support People
with Medication-Assisted Recovery?.
It is our hope that one day soon, eventually, the inevitable obvious conclusion will be
reached ? the recovery ?journey? may start with treatment, but sustained recovery and the ability
to be free of dependency upon substances takes long-term community support, in a community
of fellow peers. For some, this includes both short term and long term use of MAT, depending
upon each individual?s chemistry and needs.
But is also begs the question ? cities that are effectively banning sober living by creating
mandatory spacing requirements are doing so under the guise of preventing a ?de facto social
service district.? What is a ?de facto social service district?? Who has determined with evidence and
study that a concentration of NARR level approved/certified housing is BAD for people in recovery?
What if it actually helps, and these spacing requirements (ex. 1,000 feet between each home)
actually hinder recovery???
Using the same assumptive reasoning in treatment, the abstinence-only approach has
worked in the past, and continues to work for many (though mostly people with Alcohol Use
Disorders primarily). Using MAT has a stigma attached to it (rightfully and understandably so)
because the thought is that we are merely substituting one drug for another, not forcing the
patient to fully confront their inner demons and move to the next level of emotional
independence. But the science says otherwise.
While we also understand that Big Pharma clearly has played a role in having MAT become
synonymous with ?treatment,? causing many to be suspicious and cynical of these supposed
positive outcome studies, the larger picture is the need for recovery residences to learn how to
incorporate MAT into their housing policies and procedures because MAT is here to stay.
While some housing providers continue to insist they have the right to deny residency to a
patient/client on MAT, legal observers in this niche space have suggested that denying a patient
residency because they are on MAT may actually violate the Fair Housing Act (FHA) and the
Americans with Disabilities Act (ADA) based upon discrimination of a protected class based upon
their medical condition alone.
We have written on this topic for years, and the antagonism between the two sides (for and
against) remains strong. However, there is now more than sufficient evidence and science of the
efficacy of using MAT as useful tool to jumpstart many people?s recovery, and to sustain in long
into sober living.
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DOMESTICVIOLENCE
By: Darlene Silvernail PhD, LMHC, CAP

Domestic violence can affect anyone. If you are a victim of abuse, you are
NEVER to blame - it is NOT your fault. The abuse can be physical, sexual, emotional,
psychological, economic or a combination of many types of abuse. Committing
domestic violence is a choice made by the abuser! For more info go to
www.FCADV.org. www.ncadv.org: NCADV's website that provides information on all
NCADV programs, activities, and events as well as information on legislative issues,
domestic violence research material, and other related topics. It is a widely used
tool, attracting over two million visits a year. Links for Domestic Violence resources
http://www.fcadv.org/domestic-violence-links
Here are 26 ways you can make a difference
1.Volunteer! Plug in your zip code at domesticshelters.org to find shelters and
domestic violence agencies in your area.
2.Donate goods. Domestic violence survivors who leave an abuser often have
little more than the clothes on their backs. Donations of household goods,
uniforms, toys and small appliances can make a big difference. Check with your
local shelter to see how you can help.
3.Wear purple clothing or ribbons on Thursday, Oct. 20 in support of domestic
violence awareness, and share your photo with the tag #PurpleThursday.
4.Distribute purple ribbons to visible community members such as clergy, law
enforcement officers, court officials, librarians, postal employees and emergency
room staff.
5.Part with a few dollars. Many shelters and agencies run on shoestring
budgets. Even a small donation can make a big difference. You can even donate to
DomesticShelters.org, which likewise is a non-profit on a very tight budget.
6.Join the #MoveToEndDV ambassadors program. Ambassadors reach out to
local domestic violence shelters and ask them for a wish list of goods and services
they need, then connect with local businesses that might be able to fill the wish list.
7.If you run a business, pledge your time, money, products or services in the
#MoveToEndDV business program.
8.Join the Goodreads group Reader with a Cause. Members read and discuss
the ways today?s books cover equality, empowerment, domestic violence, sexual
assault and stalking.
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9.Write an op-ed or editorial raising awareness about domestic violence for your local
newspaper.
10.Ask the editor of a high school or college newspaper in your community to run a story
on teen dating violence.
11.Publicly thank community members who are working to end domestic violence with a
letter to the editor of your local paper or a statement in social media.
12.Share articles from DomesticShelters.org on social media. Not sure what to share? How
about one of these hero pieces on ordinary people doing extraordinary things to help
survivors of domestic violence?
13.Educate yourself. Would you know if a friend was being abused? By the time bruises
appear, abuse may have been going on for years. Know the warning signs.
14.Know what to do. If a friend or loved one is being abused support them even if they
make choices you don?t agree with. Don?t insist that they leave their partner, but help them
develop a safety plan. Take a minute to read through this list of 25 ways you can help.
15.Donate cell phones, batteries and accessories to Hopeline, which provides phones to
domestic violence survivors and funds to agencies that help them.
16.Sign up for a weekly email from DomesticShelters.org that offers articles for people
experiencing domestic violence, survivors, friends and family, and others.
17.Watch and share the 1-minute Shatter the Silence video and download the One Love My
Plan app that can help you evaluate whether someone is being abused.
18.Organize a silent witness exhibit, purple lights night or clothesline project to raise
awareness of domestic violence in your community.
19.Send letters to religious organizations in your area asking them to address domestic
violence in their meetings or newsletters in October.
20.Host a candlelight vigil in your community to honor survivors and victims of domestic
violence.

21.Work with a local animal shelter to encourage people in the community to foster
pets for survivors who need temporary pet care.
22.Organize a walk-a-thon, 5k fun run, comedy night, backyard barbeque with friends
and donate the proceeds to your local shelter or agency.
23.Ask a local restaurant to donate a percent of their profits on a certain night to your
local shelter or agency.
24.Start a supply drive. Enlist your community and collect clothing, personal care
items, diapers and toys to donate to your local shelter.
25.If you know a shelter that?s not listed on DomesticShelters.org encourage them to
connect ? it?s easy and free. 26.Share the stories of survivors who are thriving on your
social media accounts.
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