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The author--a pioneer stakeholder in the formation of the mental health counseling movement and an activist, contributor, and leader in the field for 20 years--reflects on the original dreams of the founders of AMHCA, looks at history, and comments' on the state of mental health counseling as it has struggled to evolve as a profession. This manifesto is a bold challenge to the grass-roots membership; past, present, and future leaders; and counselor educators to consider an acquisitions and mergers corporate mentality to ensure and enhance the long-term stakeholders/shareholders interests for next 20 years.

While sitting in my counseling center office at Pennsylvania State-Harrisburg in the Fall of 1977, Behavioral Sciences and Education Division Head Kenneth Masters asked me to meet and interview a newly arrived clinician, who was an instructional candidate. He thought I might like to refer students to him and his colleagues in their community practice. I already knew and respected his colleagues, so I welcomed this new colleague, who had returned to his home in Central Pennsylvania to join a psychiatric practice as something called a "mental health counselor."

At that point in time, there were only licensed psychiatrists, psychologists, certified school counselors, and certified school psychologists in Pennsylvania. I knew professional counselors were licensed only in Virginia, so I was most curious as to what a mental health counselor was. Our conversation was electric and forever changed my professional life. He and several others, who were trained in the South, had put a group together and were organizing counselors and "paraprofessionals" who were treating mental health consumers in community mental health centers, hospitals, private practice, and other venues. They were calling themselves mental health counselors and had formed the American Mental Health Counselors Association (AMHCA). They were beginning the process of differentiating themselves from psychologists, social workers, psychiatric nurses, psychiatric technicians, and guidance personnel. Most were coming out of a guidance and counseling or counselor education tradition. They were getting ready to publish a Blueprint for the Mental Health Counseling Profession (AMHCA, 1978). Several had been unable to be licensed in the core provider professions of psychology, social work, or psychiatry and were considered "paraprofessionals." Virginia had passed a counselor licensure law in 1976, and these professionals were seeking to establish a distinct profession through counseling as opposed to the other core providers. They were creating a new profession which I found an exciting challenge and most suited for my own training and professional inclinations.

STAKING CLAIM
The new group was meeting March 1978 in Jessup, MD, to form a credentialing body for mental health counselors, the National Academy of Certified Clinical Mental Health Counselors (NACCMHC). They were also about to start a journal, The AMHCA Journal. I was then a master's level professional, teaching in a graduate psychology program with a guidance and counseling degree from New York University. These exciting efforts captured my interest. We drove to the Jessup meeting where an incredible professional dream started to unfold. The energy and dynamism of those participating launched a series of processes and events that transformed all of counseling. In the 20 years since that time, 45 states have some sort of professional counselor licensure. As I write, Pennsylvania has passed professional counselor licensure as Act 136 of 1998, signed on December 21, 1998, by Governor Tom Ridge. Little did I know, then, that the creation of the NACCMHC would lead to the creation of the National Board for Certified Counselors (NBCC), with specialties creating a national standard for practice, ethical behavior, and professional discipline. From the original Jessup meeting in 1978 had sprung the national force to create a new professional identity, a certification and discipline process, and standards for training, licensure, and practice.

Seiler and Messina (1979) pointed out that although mental health counselors had existed for many years, they had no distinct professional identity and were forced to declare to other professional identities. Messina (1979) went on to argue for a certification system for professional counselors and began introducing new concepts in counseling never before used such as: credentialing, licensure, certification, and proficiency examinations. Messina called for a national certification process to give professional counseling a national professional identity. Though a certification body had been created in 1972 (Personal communication, 1999), the AMHCA Certification Committee in 1978 drafted a national certification process creating the Board of Certified Professional Counselors (AMHCA, 1979) with procedures. According to AMHCA Journal Founding Editor, Bill Weikel (1979), "AMHCA-mania" was spreading. AMHCA had captured the imagination of the profession and had become the fastest-growing division of the American Personal and Guidance Association, with nearly 200 new members per month joining in 1979!

From those early days, a plethora of energy and commitment to a common vision captured the imagination and rocked the world of professional counseling. A new group was seeking to develop a nationally recognized and accepted professional identity with standards of excellence where none had previously existed.

Following the Blueprint for the Mental Health Counseling Profession (AMHCA, 1978), AMHCA announced its commitment to a Five-Year Plan that projected:

· An office with a half-time secretary in 1979 to help the President, Board, and Committees serve 4,500 members
· Two issues of the Journal per year
· Six newsletters per year
· A $67,500 budget based upon $15 divisional dues
By 1983, the plan projected a 14,500 member organization, paid president, full-time office staff, Washington, DC, "liaison," four yearly issues of the Journal, four regional conferences, a national conference, and a $549,000 budget based upon $35.00 dues (Lindenberg, 1979). Unfortunately, in 1998AMHCA had only 6,500 members having reached a high of just over 12,000 members in 1991. Within the past 20 years we have gone from a Blueprint in 1979, to Five Year Plan in 1979, Leadership Team 1982 to 1990, Vital Visions in 1983; Kuehl Report (1987)--which projected an independent association with a membership base of 100,000 members in 1987, Long-Range Strategic Plan in 1992, APGA/AACD/ACA affiliation/disaffiliation debates in 1979, 1994, 1995, 1997; and most recently, the 1998 Strategic Plan (AMHCA, 1998). We have seen the establishment of an independent professional certification body, the National Academy of Certified Clinical Mental Health Counselors in 1979, then its being incorporated as a specialty standard of a generic certification body, The National Board For Certified Counselors. We have seen the development of training and education standards, frequently in separate paralleling initiatives without acknowledgment of one another in 1979, 1987, 1992, 1998; and their adoption by the profession (AMHCA, 1993). We have developed Training Standards for Mental Health Counselors with a Specialty Practice in Marriage/Couples and Family Counseling (Seiler, Isenhour, & Driscoll, 1988), which now sit and gather dust in AMHCA's archives.

We gained some recognition as a distinct professional identity by the Federal Government in 1984, when through the efforts of Artis "Pete" Palmo, AACD Associate Executive Director Frank Burtnett, and l worked to get mental health counselors listed in the Occupational Outlook Handbook, published by the United States Bureau of Labor Statistics. Mental health counselors first gained national provider recognition when in 1986 (spearheaded by AMHCA President Rick Wilmarth in 1984, after initiatives in the Weikel and Beck administrations with ongoing support from the Madden and Brooks administration), after years of head-on negotiating, Certified Clinical Mental Health Counselors (CCMHCs certified by the NACCMHC) won Office of Civilian Health and Medical Program of the Uniformed Services (OCHAMPUS) provider standing, with physician referral.

Not until 1997, when the National Commission on Quality Assurance included licensed professional counselors in its national standards for mental health providers in managed care organizations, did mental health counselors have another significant professional recognition gain (Accrediting Body Includes Counselors, 1997). Constantly eluding counselors has been the recognition via federal legislation of independent professional core provider status. To date, mental health counselors have made only marginally substantive gains in being recognized as core providers, primarily in the states. (For a different point of view regarding gains in recognition as core providers, see Throckmorton, 1996.) Not until 1998 have mental health counselors received an encouraging word in their quest for national professional recognition, when Congress passed S1754 and President Clinton signed the Health Professions and Partnership Act, which included graduate students in counseling as eligible for grants under the Clinical Training Program of the Center for Mental Health Service (CMHS) and mandates that the Health Resources and Services Administration (HRSA) recognize professional counselors as "core mental health providers," making professional counselors [not named mental health counselors] eligible to participate in thc National Health Service Corps (NHSC) Scholarship and Loan Repayment Program. (Powell, 1998). Like the team efforts of earlier administrations, this victory belonged to the Nestor, Throckmorton, Bakko, and Turowski, administrations. It is hoped this will lead toward recognition in the Federal Employee Health Benefit Plan, Medicare, and Medicaid programs.

STAKEHOLDER CONFLICTS:
As AMHCA grew, AMHCA stakeholder conflicts grew. Previously disenfranchised individuals were now enfranchised within a grass-roots group that was breaking new ground. People with a wide range of training and needs vied for credentials within the new identity that was more reflective of their backgrounds than what might be credible and compatible in the marketplace of mental health provision. Assuming personal and professional power as mental health counselors caused conflicts of visions, viewpoints, perspectives, and personalities. There were tensions, suspicions, and anxieties, which caused strife and major setbacks. Suffice it to say, conflicts arose which can, now in retrospect, be characterized in five separate areas:

1. An acceptance of a common unique definition of mental health counseling professional practice by members and leaders despite organizational pronouncements
2. An acceptance of a common unique professional identity for mental health counselors by the various professional counseling organizations, members, and legislatures
3. An acceptance of a universally accepted set of training and legal standards for mental health counselors by states in certification and licensure
4. An acceptance of a universally accepted professional organizational structure to represent those doing mental health counseling, those who train them, and those who certify them
5. Leadership factions causing internal dissension, abandonment of organizational growth, and setbacks in the shared professional aspirations of the all-important membership.
Though there were published official definitions and standards for mental health counseling, there were competitive parallel and less rigorous "generic" standards with vague and fuzzy guidelines in community and agency counseling, allowing people to be certified as National Certified Counselors and licensed as licensed professional counselors in 48-hour programs as opposed to the 60-hour programs encouraged by AMHCA. Persons with these credentials argued vociferously and successfully that less than a 60-hour program was acceptable for practice as a mental health counselor or professional counselor, allowing distinctions to be blurred. Arguments amongst the leadership, counselor educators, and members raged as to whether professional counselors should have a nonclinical core curriculum and then have specialties in other areas (such as mental health counseling, gerontology, career development, student personnel services, marriage and family, substance abuse, offender counseling, and so forth) or incorporate clinical training into the core allowing all counselors to be mental health counselors and then allowing them to specialize in some branch of counseling.

The counseling profession has adopted the first model. Mental health counseling has, with a few exceptions, been pushed aside and subsumed by professional counseling and generic standards. Mental health counselors really do not have to become specialty certified once they are LPCs and/or NCCs. Mental health counseling has taken a hard blow and has never reached the goal in terms of 60-hour trained professionals as a universally adopted (though organizationally endorsed) national standard for licensure or training standard for counselors engaged in mental health counseling. Only half of the states that regulate mental health counseling require a 60 credit hour master's program to attain licensed professional counselor (LPC) status. Further, there are only 17 CACREP-accredited mental health counseling programs. Although there has been some progress in moving to the standard of 60 credit hours master's programs, there are still far too many master's program graduates who do not meet either the mental health counseling specialty standards established by the NBCC or CACREP (CACREP, 1998).

The three unresolved conflicts, which I believe which have hindered the professional development of mental health counseling, are the following:

1. The minuscule presence of only 17 CACREP-approved mental health counseling counselor education programs (60 hours) after the standards were adopted by AMHCA and CACREP in 1987. (CACRER 1998)
2. The resistance of professional counselors to become certified as Certified Clinical Mental Health Counselors by the Academy of Certified Clinical Mental Health Counselors or licensed as Mental Health Counselors using the 60-hour standard. Less than 1,600 of nearly 29,000 NBCC certificants are specialty certified as mental health counselors (Personal communication, 1999).
3. The approach-avoidance conflict we have with professionally identifying and organizing with other professional counselors, which has turned into the creation of disparate, frequently uncoordinated independent professional units, which creates confusion, dysfunction, and delay.
To prove these points, there are, in fact, 92 CACREP-approved community counseling (48-hour programs) challenging and undermining the credibility and viability of the clinical mental health counseling identity, with another 16 CACREP-approved marriage and family counseling/therapy 60-hour programs competing. These were areas originally staked out in mental health counseling. These figures are not a result of a distinct discipline arising within the profession, but are a result of longstanding political differences, personality conflicts, distrust, competing personal and professional agendas, which continue to perpetuate the conflicts that diminish the overall impact of the profession.

The fact that of the nearly 29,000 NCCs reported by the National Board for Certified Counselors (Personal communication, 1999) less than 1,600 are certified in the clinical mental health specialty, with now only 6,500 members of AMHCA (Personal communication, Mark Hamilton, 1998) and frequently not even the leadership of the national or state organizations adopting these credentials testifies to our professions' inability to continue to make this credential the standard for practicing clinically. We have created a credential that we are not willing to accept and then have promoted ourselves as professionals with standards integrity. In fact when you look at the 1998 Strategic Plan, it is interesting to note that the standards AMHCA endorses in CACREP and NBCC are not a requirement for leadership with the organization, a sad commentary. About half of AMHCA's current leadership possess the NCC, and only three of the current leadership roster of 20 possess the specialty certification. (Personal Communications, 1999, 1999). We have become a profession that demands others entering it be better than we.

With respect to our ongoing approach-avoidance relationship with our colleagues in professional counseling, it appears we are deeply divided. Despite a membership vote to stay as a division of the American Counseling Association (ACA), some AMHCA members do not think there is adequate cooperation between AMHCA and ACA and fear that there may be future efforts to disaffiliate AMHCA from ACA. The tension between those who feel that a move to disaffiliate is tantamount to an effort to rearrange the deck chairs on the Titanic and those who believe the ship can weather the storm of disaffiliation and grow strong has been ongoing and debilitating.

A STAKEHOLDER'S RECOMMENDATIONS:
Mental health counseling as a distinct profession is on life-support in need of heroic and visionary critical care. Despite heralded gains, much wishful thinking, good honest hardworking people, and a plethora of strategic plans, we may survive but not thrive without taking drastic steps to capture control over our own destiny. We must establish a presence within a strong federation of professional counselors and complete a successful effort to put aside our personal propensities to blame and villainize those with whom we disagree. We must seek to find common ground and "to work" unresolved differences to resolution. We must become conversant in our collective history and learn from it, not defile it and disregard it as old, irrelevant or worse yet discarded, due to incredible distortions of that reality in time and place.

The current vision for AMHCA in its 1998 Strategic Plan is excellent as far it goes. It is an excellent but limiting document. It states that it "will be the national organization representing licensed mental health counselors and state chapters with consistent standards of education, training, licensing, practice, advocacy, and ethics." All good stuff this, however the fact remains if AMHCA disaffiliates completely from the American Counseling Association, there would be a bylaws mandate for the formation of another Division within ACA for Mental Health Counselors. As Weikel (1996) warns:

My greatest fear for the profession is that AMHCA will somehow leave ACA to become a free-standing association and that ACA will immediately institute another association for MHCs. This will dilute the power base of both associations and leave us with two groups of probably about 5,000 to 6,000 each. Neither will have the membership dollars or lobbying clout to be an effective voice for the profession ... AMHCA has a strong voice in determining ACA's agenda and can benefit from the power and resources of this 58,000 member group. (p. 37)

Let me take this one step further and argue for the following. From the very beginning I believe that AMHCA and ACA have made serious mistakes in establishing independent corporate and corporate affiliate accreditation (CACREP) and professional certification (NBCC) processes. In the late 1970s and early 1980s, fueled by distrust, mis- and disinformation, these bodies and the National Academy of Certified Clinical Mental Health Counselors, now the Academy of Certified Counselors, an NBCC Specialty, were created independently from ACA and AMHCA. In what has proven to be a fatally flawed series of decisions, in my opinion, ACA and AMHCA were swayed against retaining the administrative, legal, and professional responsibilities of certification and accreditation of its professional training programs and practice. There were some misguided notions that there were legal, moral, and ethical prohibitions of all of these functions being retained within the same organization, and we could be charged with wrong doing. In the face of such credible groups as the American Medical Association (AMA), American Psychological Association (APA), American Association of Marriage and Family Therapy (AAMFT), National Association of Social Workers (NASW), and most other professional groups who have retained tight controls over graduate preparation and professional certification, our profession spawned independent corporations with only collegial ties and no accountability to ACA and its divisions. The case of mental health counseling program accreditation and professional certification is a case of missed opportunities and lack of focus and coordination. In fact, in AMHCA's early history for nearly eight years, certification by the National Academy of Certified Clinical Mental Health Counselors was a requirement for national leadership. Sadly no professional certification, much less our endorsed professional certification, is required for state or national leadership. Not only that; but persons with challenged, suspended, or revoked credentials by the very bodies we established and endorse have been allowed to serve in official capacities. We must once again insist that our leaders and members meet or exceed the credentials detailed in the Strategic Plan of 1998. If we are to move forward either alone or as part of ACA, MHCs must make the bold decision to reclaim and promote their own accreditation and certification standards and not rely on others.

To do it within the context of all of professional counseling would be monumental, utopian, and awesome. I am not trying to start a war, just initiate a plan that allows the profession to grow and develop with solid unified stewardship. I envision AMHCA as having a professional certification tract for membership similar to AAMFT and NASW and accrediting programs as does AAMFT and APA. AMHCA Diplomate Members would have a doctorate or 60-hour master's degree and professional counseling or mental health counselor license, NBCC, certification, and/or ACMHC supervisory and clinical certifications. AMHCA Professional Members would have a minimum of a master's degree of 60 hours (or equivalencies) with state professional counseling or mental health counseling license, NBCC and ACMHC Clinical certifications. Associate Members could have a master's degree in counseling or related fields. Affiliate Members could join with lessor credentials. Candidates for organizational governance and committee chairs at the state and national levels would be chosen primarily from candidates with Diplomate and Professional levels. Representation status on all Boards with a noncontrolling percentage of Associate and Affiliate members could be incorporated in governance structures. Candidates for Accreditation and certification bodies would be recruited from the Diplomate and Professional membership ranks.

With all due respect to the efforts of CACREP and NBCC, there has been a domination of community and agency counseling people, which has stifled the growth and stature of mental health counseling through an inability or unwillingness to compel their home institutions to take a high road for accreditation (60-hour vs. 48-hour programs). I see AMHCA adopting a solid AAMFT model, where a clinical member is licensed in states where there is licensure and specialty certified by the NBCC specialty Mental Health Counseling certification, which could be jointly administered by AMHCA. I seeAMHCA more vigorously promoting CACREP 60-hour programs in mental health counseling by collaborating in a huge marketing effort to help current community counseling programs upgrade and develop new programs. I also see AMHCA and the profession needing to resolve political, administrative, and historical differences with the American Counseling Association so that there is a constructive, mutually beneficial, and enhancing relationship. Professional counseling is here to stay. The future of mental health counseling is precarious. It would seem that we look at an American Medical Association model where there is an active professional association and an American Medical Accreditation Program (AMAP) which is a "voluntary comprehensive accreditation program that measures and evaluates individual physicians against national standards, criteria, and peer performance ... while replacing the current duplicative and fragmented patchwork of existing physician review and assessment programs." (AMA, 1999). Specialty board certifications are seen as complementary processes (AMA, 1999). In 1994 APA established The APA College of Professional Psychology "for psychologists who are licensed service providers to identify clearly to third party payers and other consumers of psychological services that they have earned a credential is a specific area of practice. The College's credentialing process will help licensed providers overcome the obstacles created by the lack of specification inherent in generic licensure (APA, 1999). As AAMFT, APA, and the AMA have set up organizationally driven bodies to capture specific professional identity, so too must we or we will be forever behind the curve playing catch-up.

We must centralize our diffuse structures if we are to exist. The confusion and inconsistency of our multiple identities laced varying licensure and certification choices for our colleagues only continue to drive our profession further from its stated goals.

Like any business that is fighting for growth and survival in the competitive times of the new Millennium, we must consider acquisition and merger strategies with leveraged buyouts and consolidation of resources to protect the interests of stockholders/stakeholders. I am calling for that same thought process to prevail in professional and mental health counseling. Leaders in the mental health counseling profession must look at mergers and acquisitions, not growth on an isolated track. If we cannot find reconciliation within professional counseling, we must look to our colleagues in social work or marriage and family therapy for merger and acquisition opportunities, which goes one step further than the current strategic plan. I am also a strong advocate of unified dues, as I have seen separate dues as a divide-and-conquer technique with both sides losing. Mental health counselors should be able to write one check per year to renew their certifications, memberships in the state division, state branch, national organizations--divisions which, when consolidated, might prove less expensive to govern and administer and be more attractive to aspiring professionals who are willing to become stakeholders for longer periods of time than currently is the sad case.

Like our colleagues in independent practice of podiatry in Pennsylvania, who recently formed a union to deal with managed care, we must look for collective bargaining structures for MHCs in the private sector and in the public sector, who are not covered by various unions, to not sell ourselves just as the cheapest providers. I have never read in any of the strategic plans that mental health counselors should take a vow of poverty. In states where there are licensing requirements that meet or exceed requirements of other provider professions, mental health counselors should be compensated accordingly.

It is time once again for a national conference with full representation of past, present, and future leaders and grass roots members to come together to chart more than a strategic plan. We must adopt a shared vision and business plan with accountability to stakeholders and shareholders. It is time to revisit and chart the course through 2020.
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