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Abstract

Advanced standards for doctoral-level counseling students that must be met showing reflection, critical analysis, and synthesis as set forth by the Council for Accreditation of Counseling and Related Educational Programs (CACREP). I reflect on my current position as a beginning doctoral student to evaluate my ability to meet CACREP standards. Counseling theories that I draw from include Eye movement desensitization and reprocessing (EMDR), cognitive-behavioral theory (CBT), attachment theory, and motivational interviewing. Procedures and phases of counseling cover treatment beginning with a comprehensive assessment, through diagnosing, formulating a case conceptualization, working with my clients to develop a treatment plan, evaluating outcomes, and aftercare planning. Case conceptualization accuracy covers the importance of proper treatment that is evidence-based to ensure adhering to standards of care and continuity. Treatment modalities for specific cases include EMDR for a child with Obsessive-Compulsive Disorder (OCD) and CBT for an adult with mild depression. Continuous evaluation of effectiveness ensures the best outcome for my clients including changes to the treatment plan or referral if necessary. Attention is given from the beginning of treatment towards termination and skills for follow up and maintaining gains. To ensure that all parts of counseling are competent and ethical, the ACA Ethics Code (ACA, 2014) and the ACA Counselor Competencies give guidance in areas of advocacy, multicultural, animal assistance, disability, spiritual and religious, social justice, and career issues
.
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CACREP Pre-Intensive Reflection
Over the past year, I have been involved in three distinct counseling internships: a residential facility for adolescent boys, pre-marital counseling for my church, and individual counseling for several church attendees. These experiences have offered a foundation to develop my professional counseling identity. It has also spurred my interest in furthering my education to be better prepared to meet the needs of hurting people in my community. Through the doctoral program, I hope to not only meet but exceed the standards set by CACREP
.
What Counseling Theories Do You Draw from in Your Counseling and Why? (CACREP Standard B.1.a. Scholarly examination of theories relevant to counseling) 

I have been able to use a variety of counseling theories over this past year and notice that I am drawn to certain ones depending on the individual client's needs (Butman & Jones, 2011). Having a background in trauma, the theory that holds the most interest for me is Eye Movement Desensitization and Reprocessing (EMDR; Shapiro, 2017) which has shown to be a useful evidence-based therapy (Navarro et al., 2018). I am currently in the process of getting certification in EMDR and have seen clients respond well as I apply the phase model of EMDR (Greenwald, 2007; Shapiro 2017).  As part of the phase model, other theories are integrated to prepare the client for the Eye Movement phase including cognitive-behavioral therapy (CBT; Sibcy & Thomas, 2018), motivational interviewing (MI; Miller & Rollnick, 2013), psychoeducation, mindfulness, and anything else that would help the client develop both safety and tools to produce resiliency when dealing with traumatic memories. 
Underpinning EMDR is attachment theory guiding my work with clients impacted by trauma or attachment wounds (Arad, 2017). Sibcy (2018) views attachment theory as a meta-theory, a lens for applying other theories. As such, trauma-informed therapies are often more effective for those with early attachment deficits. Trust-based Relational Intervention (TBRI) has influenced how I apply the various theories to individual clients with trauma (Purvis et al., 2013). TBRI works in tandem with person-centered theories, establishing safety, healing, and autonomous growth for each client (Purvis et al.,2013). Spinazzola et al. (2018) highlight the importance of developing safety for those with trauma and attachment disruptions leading to better outcomes
.
Once a strong therapeutic alliance is established (Thomas & Sosin, 2011), using cognitive behavioral theory to help clients recognize negative cognitions and replace them with positive beliefs has been helpful in both the use of EMDR and the treatment of the adolescents in the residential center (Ovenstad et al., 2020). As Browne and Winkelman (2007) noted, childhood trauma impacts attachment which in turn influences cognition often predicting trauma-related symptoms. When we recognize the impact of early attachment disruptions on developing beliefs, both children (and adults) can benefit from CBT to reframe their perception of both self and their environment (Gardiner et al., 2017).
Another theory that I have found helpful is Motivational Interviewing (MI) when helping clients both identify and clarify ambivalence and treatment goals (Miller & Rollnick, 2013). Mutschler et al. (2018) found that the autonomy enhanced by motivational interviewing led to positive outcomes for adolescents which seemed to hold true as I worked with teens in the residential facility. When individuals own the goal and believe in their ability to change, the motivation, and thus the outcome was more positive. Working as a team to identify goals and use positive change talk while neutralizing sustain talk as proposed by Miller and Rollnick (2013) has helped all clients move toward more positive results as well as feelings of accomplishment and success. 
For counseling pre-marital clients, I have used the Save Your Marriage Before It Starts (SYMBIS) materials as a basis for discussions that often lead to the use of other theories depending on the situations (Parrott & Parrot, 2015). As I work with different clients, I recognize that not each one will respond to the same theories or benefit from similar treatments. So, as I collaborate with clients using a client-centered view, I emphasize that they are the expert on themselves and expect that they will participate in deciding on goals and how to achieve them (Watson, Jones, & Butman, 2011). As an option for them to clarify their goals, Solution Focused Brief Therapy (SFBT) techniques have been worthwhile. Using the miracle question can be especially helpful to understand what their end goals might look like and to help determine when therapy is complete (Armstrong, 2017). When a client’s goals have gotten sidetracked, SFBT techniques can also help bring the focus back to the issues we truly want to work through. 
In order to serve my clients best, I want to be knowledgeable in many theories and trained to use the best evidence-based treatments that suit their needs. As such, continuing to pursue training and a deeper understanding of multiple theories is a priority along with the familiarity of assessing needs and developing appropriate treatments based on correct diagnoses and goals for optimum client mental health. Further, utilizing consultation and supervision, I will continue to grow as a professional and stay current on best practices for applying these theories
 (Thomas & Sosin, 2011).
Describe the Procedures You Use for the Following Phases of Counseling (CACREP Standard B.1.b.  Integration of theories relevant to counseling). Be specific and cite the scholarly literature: 
Comprehensive Biological, Psychological, Social, and Spiritual Assessment (including specific tools (i.e., surveys, etc.) you use and your clinical interview process).


To assess clients, I have mostly used an intake form that includes relevant background, medical, family, psychological, social, and spiritual history information. Along with this, I conduct an unstructured clinical interview highlighting any information that requires clarification from their intake form (Drummond et al., 2016). I attempt to build rapport before taking an assessment of trauma history as recommended by Greenwald (2007). For pre-marital counseling, couples are assigned the SYMBIS assessment to be taken online prior to beginning our counseling sessions (Parrott & Parrot, 2015). At the residential facility, all assessments were given by a licensed psychiatrist, so I was not part of that process. However, I was able to access and compare the information to my observations and the conversations that I had with the resident clients (Drummond et al., 2016). As I continue my education and training, I hope to develop additional competencies and experience with additional tools and assessments to gain greater understanding and accuracy in client issues
.
Determining an Accurate DSM-5 Diagnosis

Using the DSM-5 (APA, 2013) I compare information derived from the assessment to the diagnostic criteria along with consideration of the features while bearing in mind potential co-morbidity and differential diagnoses (Drummond et al., 2016). Parent and Clinton (2002) highlight several important considerations: the multidimensional aspect, accurate data to substantiate the diagnosis, and following principles in systematic and hierarchical ways. It is also important to keep our personal perspective in check, as we may tend to look for things we expect to see based on our theoretical outlook, rather than basing our theory on the presenting information (Parent & Clinton, 2002).  Once a diagnosis is made, assessing for accuracy should continue as treatment progresses (Drummond et al., 2016). Similarly, Lawson (2018) notes the importance of having a correct diagnosis to develop an effective plan, rather than trying to apply theory and techniques inappropriately because of an inaccurate diagnosis which provides a more accurate target for the clinician to address. Being thorough and detail-oriented in the diagnosis development should be a priority from the beginning
.
Formulating an Accurate Case Conceptualization*


When formulating a case conceptualization, I take the information gathered during the assessment, along with diagnostic information and client goals to explain and summarize patterns of behavior to develop a plan to address client needs (Thomas & Sosin, 2011). This case conceptualization can also act as a guide to stay on course, keeping the core issues and end goals in focus (Thomas & Sosin, 2011). Hawkins and Clinton (2015) recommend that we keep several factors in mind as we work with clients on this guide: sensitivity to the client’s needs, intentionality in matching the plan to the client’s uniqueness, and matching the plan to the client’s change language. Drawing on these factors will enable us to understand and meet client needs more effectively.

Collaborating with Clients to Develop an Evidence and Best Practice-Based Treatment Plan 

The idea of a journey as Thomas and Sosin (2011) explain cannot happen without change. When clients realize the need for change, I hope to be the one to help them map their journey. All individuals have different points of origin and will require unique means of getting to their personalized desired destination (Parent & Clinton, 2002; Thomas & Sosin, 2011). As their guide, I can help them clarify steps along their path and make recommendations on the means to get to their destination. 

While clients are the experts on themselves, I am the expert in theory and treatment options, so I believe we need to each do our part when formulating goals that can then be turned into a treatment plan (Hawkins & Clinton, 2015). Using the sports metaphor of the coach and player, Hawkins and Clinton (2015) view the role of the counselor to teach skills and provide options for clients to choose from when they are faced with difficult situations. As a former soccer coach, I recognize that what people practice during the less stressful times, can become more automatic during times that it is needed. As suggested by Lawson (2018), I try to provide evidence and best practice-based options and then help my clients practice them regularly to set them up for success when they are on the playing field of life
.
Structure and Phases of Treatment

As I have worked through treatment with the EMDR phase method, there is a specific structure that is recommended and has worked well for me. The following protocol includes eight phases as developed by Shapiro (2017). Phase one begins with taking a client history and formulating a treatment plan that takes into account trauma history and identifying targets to be reprocessed. While the premise of phase two preparation is simple, it is often the phase that takes the longest. Preparation entails explaining EMDR and the philosophy of the treatment including possible benefits or detrimental effects. When the client understands and agrees to pursue EMDR as their chosen therapy, preparing for the high level of stress is essential. During this phase, coping skills are taught, affect-regulation is increased, and other self-management skills are developed.

Shapiro’s third phase involves honing in through detailed assessment of a specific target which could be a memory, a trigger, or even a future uncomfortable event. After identifying exactly what needs to be resolved, we focus in on the worst possible image that represents the event and assess the negative self-cognition and desired positive self-cognition. Using these factors we begin the fourth phase of desensitization. While focusing on the target image and associated negative belief, I use some type of bilateral stimulation through repeated sets, allowing the client to report on their experience. It may take us a few minutes or several sessions to work through a targeted memory as we try to thoroughly neutralize each aspect of the target, aiming to reduce or completely remove emotional distress and physical discomfort.

Phase five flows from phase four to install the chosen positive cognition. In this installation phase, the previous targeted event is paired with the positive cognition and the bilateral stimulation is repeated in several sets until the desired validity rating is reached. While immediacy is assessed throughout the process phase six involves a specific body scan to evaluate any discomfort remaining for the client. If a disturbance is found, we return to phase four and work once more on the bilateral stimulation. When all is clear, we are free to move to phase seven (Shapiro, 2017).


The final phases are closure and reevaluation. Before leaving any session, whether or not all previous phases have been completed, phase seven is used to allow the client to regain composure and to prepare for any residual effects of the treatment from the session (Shapiro, 2017). To close a target memory during the following session, phase eight involves reevaluating the target checking for any disturbances or related triggers. This process is repeated as needed cycling especially through phases three through six as often necessary for the client to feel complete relief from their presenting problems.

While this structure is especially helpful for trauma and difficult memories, it can be applied to many other situations. Additionally, it can be adapted to other situations. Specifically, the preparation phase is helpful to simply build a client’s mental health to a higher level even without the use of bilateral stimulation. For example, during my work with couples in premarital counseling, building their self-management and coping skills (Koole, 2009) was an end goal before their wedding. Similarly, the adolescents at the residential center needed to learn to recognize triggers and the use of affect management and coping skills before further healing could take place (Silk et al., 2003). Being able to adapt the structure and phases as needed allows for treatment to better meet the needs of clients individually in a way that best meets their unique needs
.
Conducting outcomes assessment


While the final phases of EMDR include some outcome assessments, the use of ongoing outcome assessment ensures that the treatment plan and level of care are meeting the needs of the client (Young, 2017). During the initial sessions, we delineate a definition of a successful outcome (Parent & Clinton, 2002; Thomas & Sosin, 2011). Then throughout treatment, I continue to engage with the client and seek their feedback for their satisfaction in meeting goals with the therapy in both content and delivery (Young, 2017). I also take into consideration the client’s motivation for change as recommended by Miller and Rollnick (2013). Using motivational interviewing can help assess the stage of change and the client’s progress (Miller & Rollnick, 2013). When the progress has reached the point that the client feels is adequate, assessing progress through a review of progress notes can be helpful, as can using global measures respective to the client’s presenting problems (Young, 2017). Overall, continuing outcome assessment prepares the client for termination allowing an understanding of what therapy can accomplish and when it has been achieved (Parent & Clinton, 2002
).
After care planning 

Effective therapy should be constantly preparing the client for the future (Thomas & Sosin, 2011). Teaching the client techniques that build self-management and independence can help the client to have the confidence to go on without the consistent presence of the therapist. Normalizing the possibility of relapse can also help clients to relax their expectations and fears that they won’t be able to succeed (Young, 2017). Further, helping them clarify a relapse prevention plan can be a tangible tool in their ongoing success. Part of this plan can also include follow-up sessions that can encourage accountability and sustained change (Thomas & Sosin, 2011). Understanding the temporal nature of life helps us prepare for both change and the future, guiding my clients to this understanding will hopefully help them both maintain gains and continue beyond to build even more successful healthy lives
.
Accurate case conceptualization provides a foundation for ethical and effective treatment (Sperry, 2009). Describe in detail what you consider important to include in a case conceptualization and why. (CACREP Standard B.1.c. Conceptualization of clients from multiple theoretical perspectives). 
Without an accurate case conceptualization, the chosen goals and treatment plans may take clinicians and clients in the wrong direction (Sperry & Sperry, 2012). Beginning with an accurate description of the client and his strengths and resources, along with an understanding of the client’s concerns and desired changes, adding in a recognition of negative beliefs, emotions, and triggers, I look for a theme that may emerge to describe a pattern of behavior (Thomas & Sosin, 2011). With this information to guide me and my client, a solution can be formulated that takes into account all the details previously described. When an accurate and inclusive conceptualization is made, we can work together to test out possible solutions and a direction for treatment (Thomas & Sosin, 2011).
Sperry and Sperry (2012) further recommend that the case conceptualization be explained to the client in a way that is tailored to meet expectations as well as cultural and personality dynamics. In this way, treatment can be guided and focused, while anticipating obstacles and challenges. Finally, it is recommended that the conceptualization be used to prepare for termination as expectations of meeting treatment targets can avoid dependency on the clinician (Sperry & Sperry, 2012).
To evaluate case conceptualizations, I try to meet certain criteria. Eells (2010) recommends assessing for a comprehensive, coherent problem list, a good fit for the diagnosis, and the formulation of a treatment plan that addresses all aspects of diagnosis and the problem list. Further, consideration should be given to assess if the treatment plan includes explicit long- and short-term goals as well as addressing potential red flags. When the case conceptualization appears to meet all the criteria, I must still be constantly assessing during the treatment to confirm that the conceptualization and goals are still on target. While a good foundation is key, continuing to monitor and adjust is essential beginning with intake and continuing through termination
 (Greenwald, 2007).
What is your understanding of the importance of knowing and applying evidence-based/best practices in counseling? What evidence-based practices would you use to counsel (a). 9-year old suffering with OCD; and (b). an adult with moderate levels of depression? Provide a research-based rationale for these choices (CACREP Standard B.1. d. Evidence-based counseling practices). 
Knowing and applying evidence-based/best practices in counseling is foundational for counselors to ethically help clients obtain quality care (Lawson, 2018). While new therapies and treatments may hold promise, the risks and benefits must also be considered and discussed with clients (Lukens & Sanders, 2013). Having research to establish the benefits of treatments will give credibility and confidence for clients who may not be familiar with treatment options. Another benefit of using evidence-based/best practices is the opportunity to consult with others who have experience in these areas. As information is shared, these treatments can be tailored to individual clients, and their potential success increases (Lukens & Sanders, 2013). 
Further, Lukens and Sanders (2013) stress the importance of ethical treatment, noting the prudence of selection of treatment based on the standard of care. Using evidence-based treatments along with clinical experience can guide clinicians in innovation to seek out new approaches through critical thinking and willingness to explore new options. However, this innovation should happen in connection with colleagues and advanced with peer review. While knowing and using tried and true methods are important, being able to adapt and grow as a professional to ultimately meet the needs of clients is my goal
.
For example, a 9-year old client with OCD may benefit from EMDR (Böhm, 2019). Applying the fairytale model of EMDR by explaining his triggers, evaluating strengths, setting goals, developing coping and self-management skills, stabilizing and developing relapse prevention strategies as described through the elements of the Fairy tale can help a younger child frame complex skills into simpler tasks (Greenwald, 2007). While using the structured EMDR approach, tailoring the parts to the child will help him understand what is happening as the evidence-based treatment works to bring healing. Teaching the child the coping skills based on his strengths and trigger recognition, then practicing those skills during sessions would hopefully help to translate to changed behaviors as he faces triggers and uncomfortable situations. 
For the adult with moderate depression, cognitive behavior therapy (CBT) would be an effective treatment (López-López et al., 2019). Assisting the client to explore cognitive biases, reflecting on self-talk, providing corrective feedback, and practicing coping skills are all parts of CBT that can act to help recognize and replace depressive symptom triggers (Jongsma, Peterson, & Bruce, 2014). Additionally, helping the client establish regular routines including exercise and adequate sleep will help to maintain regular rhythm patterns in daily life (Jongsma, Peterson, & Bruce, 2014). Once some of these safety measures are well established, digging deeper into possible underlying causes of depression could be explored and addressed through EMDR likely leading to long term stabilization (Hase, 2018). If the client is open to group therapy, Thase et al. (2014) report that CBT concepts providing psychoeducation, affect management, and other skills training can improve psychosocial functioning. Taken together, these various strategies can offer a normalizing perspective to the client’s experience and offer hope that depression doesn’t have to interfere with a healthy life
.
What methods do you use for evaluating counseling effectiveness during the treatment process? What do you do if the treatment plan you developed is ineffective at addressing your client’s presenting problems? How do you prepare counselees to maintain gains made in counseling post-termination? (CACREP Standard B.1.e. Methods for evaluating counseling effectiveness). 
Evaluating effectiveness begins with the first interaction as I begin work with a client to form a therapeutic alliance (Leibert & Dunne-Bryant, 2015; Parent & Clinton, 2002). Working together to define what success will look like, will help us develop a lens for focusing on a specific outcome (Parent & Clinton, 2002). As counseling progresses, I consider if the client is moving closer to that stated goal and if the original stated goal is still applicable or if it needs to be reconsidered as Parent & Clinton (2002) suggest. Another valuable source of evaluation is feedback from clients (Young, 2017). I try to check in with clients regularly to ask them what growth they have noticed and if they feel we need to change direction in therapy. 
If a particular treatment plan is not working, I pray, reevaluate, and work with the client to update the treatment plan with more accurate information. I also know that I can work with my supervisor to get further suggestions on different options to try (Thomas & Sosin, 2011). If all that I have tried is not working, I would look for an appropriate referral to recommend to my client (Thomas & Sosin, 2011; Young, 2017). Since I have only been in the counseling field for a short time, I have not had much experience in needing to change a treatment plan. Most of my plans are works in progress as I learn more about my client over time, especially in the work of EMDR. I appreciate the opportunity I have had over the last year to work as an intern constantly bouncing ideas off my supervisors for different things to try with my various clients. I have also had the opportunity during my training in EMDR to participate in group consultation to work through treatment plan options. Using these various methods, I can either adapt, network, or refer a client when the treatment plan seems to be ineffective.

The ability to maintain gains after termination should be incorporated throughout the counseling experience by developing self-reliance rather than dependence on the counselor (Thomas & Sosin, 2011). I constantly remind my clients that the goal of our therapy is to give them the tools to work through current problems as well as future obstacles while recommending that they develop relationships with mentors to provide a support network (Cloud & Townsend, 2017). With the clients at the residential center, I have assisted them in preparing relapse prevention plans while normalizing setbacks (Young, 2017). I also agree with Young (2017) that helping them to keep things in perspective (that it doesn’t have to be all or nothing) can take off some of the pressure that might lead them to former behaviors. Finally, I remind them that follow up sessions can always be scheduled in the future to check-in or to deal with significant issues that might come up
 (Thomas & Sosin, 2011). 

Read the ACA Ethics Codes (ACA, 2014) and the ACA Counselor Competencies (items B and C on the Required Resources list). What important points stand out to you as you read these and why? What do you find challenging and why? (CACREP standard B.1.f.  Ethical and culturally relevant counseling in multiple settings). 
As I read through the numerous pages of the varying American Counseling Association (ACA) ethics codes and competencies, there was a theme of educating the counselor to understand both myself and others. When I understand my worldview, I can recognize the similarities and differences in the worldview of others and make efforts to adjust my counseling to suit the client’s needs rather than impose my personal values as noted in A.4.b. of the ACA Code of Ethics (ACA, 2014). Combining my understanding of the code of ethics with the competencies is foundational in being the ethical, competent counselor that my clients deserve; while adding the spiritual dimension of a Paracentric focus will round out my role as a counselor dependent on the power of God in my life and work (Clinton & Ohlschlager, 2002).

Beginning with the ACA advocacy competencies, I noted the importance of having the necessary skills and knowledge to overcome systemic barriers and issues facing both my clients and those in minority populations through empowering individuals and groups as I advocate for change through collaboration and action (ACA, 2018). This overarching goal recognizes both the individual and collective experiences of those who may be underserved. To better prepare for an advocacy role, counselors can expose themselves to the lived experiences of others in areas such as oppression, helplessness, and racism
 (Swartz et al., 2018). With this in mind, viewing the other advocacy competencies as hinging on both identifying and empathizing with those clients and populations are a call to action by professionals to make a difference in the lives of these individuals and society in general. 
Beginning with the Association for Lesbian, Gay, Bisexual, and Transgender Issues in Counseling (ALGBTIC) Competencies for Counseling Lesbian, Gay, Bisexual, Queer, Intersex, Questioning and Ally (LGBQIQA; ACA, 2012), my personal framework for advocacy is not based in the competency document, but rather my view of each person as made in the image of God. McMinn (2011) reminds us that we can see God’s fingerprints everywhere; even people with different beliefs can teach us important aspects of creation. McMinn’s advocacy to see each individual’s belovedness and brokenness helps me empathize with those who may have chosen a different path than I have. 

What stood out to me in the ALGBTIC Competencies for Counseling LGBQIQA was the evolving language and fluidity of gender and affectional orientation (ACA, 2012). This aspect concerns me as I strive to not offend, but also empathize with each individual's situation while not allowing my personal values to interfere. I feel that this will be a challenge to me as there seem to be inconsistencies in the assumptions of gender and orientation. Regardless of this challenge, I feel it is important to note the uniqueness of all individuals and the social and cultural impacts that will have implications for their mental health (ACA, 2012
). There may also be potential challenges of cognitive dissonance in spiritual matters as they struggle with their faith and identity (ACA, 2012). To help me prevent potential negative impacts on clients, I would seek consultation and supervision should I be faced with this situation (ACA, 2012). With awareness of my beliefs and the help of others, I believe I would strive to overcome obstacles and provide compassionate care to those seeking healing no matter their gender or orientation.

The competency in Animal-Assisted Therapy in Counseling (AATC) seemed pretty straight forward, requiring AATC training along with proof of the knowledge, ability, and skills that demonstrate competence in the use of animals in a counseling setting (ACA, 2016). I was unaware that this was even a formal counseling therapy option that is more than just including a pet in a session, but a skillful intervention that is tailored to each client’s needs (ACA, 2016). It was also helpful to distinguish the difference between AATC and pet interactions, recommendations of animal companionship, and service animal use (ACA, 2016). While AATC is not something I would currently use, it is something that I might find of value in the future, as I do understand the therapeutic benefits of animal interactions with people.
While recognizing that comfort comes from many sources, individuals with disabilities often believe the comfort of others is their responsibility and may suppress rather than express their feelings rather than cause discomfort to others (ACA, 2019). However, according to the Disability-Related Counseling Competencies, helping these individuals express emotions and find access to services and service providers should be a priority for competent counselors. Further, when making a diagnosis, taking into account the difference between an ongoing psychological state and the adaptation to a disability, is important (ACA, 2019). By acquiring knowledge about services and an understanding of the needs and concerns of persons with disabilities, counselors can provide more effective service.

When considering spiritual and religious differences, the Competencies for Addressing Spiritual and Religious Issues in Counseling reminds counselors to be aware of both client and counselor worldview and beliefs which may have an impact on psychosocial health (ACA, 2009a). Because this impact can be positive, negative, or even worsen current symptoms, it is important to keep religion and spirituality in perspective when diagnosing clients (ACA, 2009a). While religion or spirituality may impact the majority of people, there are still those who are non-religious and many of the resources and services accessed from religious groups are inaccessible to individuals who do not believe in a higher power (Brewster et al., 2020). It is important to include spiritual aspects when both assessing and developing a treatment plan that considers the whole individual while keeping in mind any bias that the counselor might bring to the relationship
 (Thomas & Sosin, 2011).

Worldview is also important to keep in mind when working with those from different cultures or races. Competencies for Counseling the Multiracial Population remind us that developmental tasks may be different for each individual as they develop and integrate their identity as a multiracial person or family (ACA, 2015a). There should also be an attitude of wellness and appreciation for the multiracial population to navigate their cultural differences autonomously without expectations from the counselor of certain directions (ACA, 2015a). When considering transracial or transcultural adoptive families, being aware of biases and counselor status should be taken into account (ACA, 2015a). As an adoptive mother of two Eastern European sons, my own experience is one that has enhanced my desire for advocacy for this group. Within my network of families who have adopted internationally, I have seen a lack of clinical expertise for helping these families, including my own. This is one of the reasons that propelled me into the counseling field. It also puts me in danger of countertransference as I view others through my lens; thus, supervision and consultation are important for myself and others who interact with those of similar history (ACA, 2015a). It also highlights the importance of improved competence in mental health, education, and medical communities on the needs of transracial adoptive families. 

One of the ways that counselors can grow in their cultural competency is through shared experiences, learning firsthand about the lives of those from outside their culture of origin (Hipolito-Delgado et al., 2016). Increasing our self-awareness, while investing in opportunities to engage with other cultures we can learn to recognize their assumptions and biases as recommended by the Multicultural and Social Justice Counseling Competencies (2015b). Personally, this has been helpful to me as a transracial foster mother and international adoptive mother. I have also been privileged to live in Europe and travel to Africa where I could experience different cultures first-hand and recognize that people everywhere have similarities and differences, but at the foundation, is the truth that they are all made in God’s image. In this regard, while this competency is not the hardest for me, it is also one that can be a challenge to not make assumptions based on my experiences, but allow the individuals to share their experiences and identity with me (ACA, 2015b). 

Finally, we can put all the previous concepts into practice for the Minimum Competencies for Multicultural Career Counseling and Development to assure that all individuals have the same opportunities to fulfill their career development (ACA, 2009b). As highlighted in the other competency areas, individuals are unique and deserve to be helped in the way that is best for them. Using a one size fits all approach whether for career counseling or counseling in general, will not fulfill the ethical mandate of promoting respect and dignity of clients (ACA, 2014). By developing cultural and developmental sensitivity, counselors can provide help to those with varying differences best suited to their individual needs (ACA, 2014). 

As I consider the amount of preparation that I took to obtain my position as a professional counselor, I recognize the dedication that it will take to become not only a professional but a leader in the counseling profession. I look forward to expanding my skills and finding my place in the academic realm of counseling. Evaluating the standards and competencies highlights the enormity of this responsibility not only for myself but for those that I might one day teach or reach through my work all the while advocating for those whose voice is often silenced by society
.
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