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‘‘
‘‘People are connecting 
with nature in new ways 
and hopefully, as we move 
through these troubled 
times and beyond, people 
will continue to reap 
the physical and mental 
health benefits of being 
outdoors. As therapists, 
we can encourage this 
now, even while most of us 
are doing our work with 
clients online.    
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In so called normal times, 
I would be reflecting on 
the promises of spring and 
joys of summer. At the time 
I am drafting this column, 
nearly 350,000 people 
across the globe have died 
of complications due to 
coronavirus—and that is 
likely an undercount. In the 
U.S. we are approaching 
nearly one-third of that 
total. I know it is likely we 
each know or love someone 
in the number. Of course, 

deaths are not the only measure of our current devastation and 
loss. Each one of us has been affected by this historic dread and by 
our attempts to mitigate any further devastation, illness, and loss. A 
question that keeps coming up foremost in my mind is ‘how do we 
not become numb to the devastation this pandemic has both wrought 
and exposed’? Good self-care requires that we dose the news, look 
for meaningful engagement and distraction, and hold some sense of 
optimism in the face of the brutal facts and realities of this pandemic 
of COVID-19. By any account, the toll is already staggering, and at 
three months, we are still early in. 

To that question—how do we not become numb—the answer 
I keep coming back to is simply by caring, and by the many 
ways we are called to action in that caring. A favorite quote I 
copied from David Keith at an AAMFT workshop years ago is, 
“where there is caring, all pathology is sharing or repairing.” I 
find it is a comfort to acknowledge that truth—whether in our 
role as family therapist and witness to the suffering of others, 
or through the experience of our own suffering. We know the 
value of reaching out to connect and to share with others who 
care. As president of the AAMFT and on behalf of the Board of 
Directors, I want you to know that we care. We want to help our 
members continue to connect and find value and meaning in 
their professional association, and to be proud of the things we 
continue as we adapt to the changing environment. 

I know we will long be recovering from this pandemic, well after 
we even get a handle on it and discover a vaccine. A keen insight 
from our public health officials has to do with how we learn to 
live with the reality of this virus. I think the pandemic crisis ushers 
in any number of significant turning points. The exposure of so 
many cracks in our social and economic structures and systems 
reveals how close to the edge many people live—whether in the 
tenuousness of their jobs, healthcare insurance, the family reliance 
on schools for the care and feeding of children. After all, trust and 
confidence is easy when things are going well. So long as there 
is no ground shifting disruptions, we feel steady on the path we 
are walking. In his seminal book, The Turning Point (1982), noted 
physicist and systems theorist Fritjof Capra highlighted that crisis 
signals both danger and opportunity. 

One surprising discovery has been the quick and nimble 
adaptations to the virtual world in telehealth, education, and 
even association governance—as I reported after our spring 
AAMFT Board of Directors meeting, when we made the early call 
to suspend our live events in March. But in less than a week, 
the Leadership Symposium went on as planned in a modified 
virtual format. And in less than 48 hours, the Board shifted a 

full two-days of Board business to a Zoom platform. No doubt 
these events were qualitatively different felt experiences, yet the 
opportunity gained was in keeping people safe, tending to vital 
Board work, and advancing the strategic goals of AAMFT. 

Since early March and the ‘stay at home’ restrictions have been in 
place, AAMFT has found other innovative ways to meet member 
needs, collaborate with Interest Networks (e.g., Telehealth) to push 
out needed content for members to adapt their practices, create 
Virtual Hang Out space for members to connect and support one 
another, and of course engage record numbers of systemic family 
therapists in a six week series of At Home sessions, which if you 
missed, can still be viewed on demand at www.aamft.org/athome. 

Moreover, the Interest Networks themselves have proven to be 
a very timely opportunity and an adaptation for the association 
that provided members a way of staying connected, and further 
advancing their unique professional and network goals. With the 
Interest Network infrastructure already in place, there is experienced 
leadership at the helm, and movement well under way toward 
making the shift to more virtual platforms of engagement and 
online adaptations. Their opportunity was enhanced to carry on 
through these uncertain times calmly and effectively. 

In other areas of governance, the Board remains poised in 
connection with members to further advance the goals of the 
association. In a concerted effort to better inform members 
about the needed changes to the AAMFT bylaws, we conducted 
a series of virtual town hall meetings to highlight those changes 
and answer member questions. The four topics of those town 
hall meetings, which we held two times for each topic, were 
distinct, but very interrelated: global challenges, strategic 
planning, bylaws amendments, and mitigating risks. Though 
we began the town hall series in February, the opportunity 
to proceed with them as scheduled was not deterred by the 
pandemic; we held the last one in late April. 

Since January of 2020, we have published a series of governance 
columns in the biweekly Family Therap-eNews on how our 
policies and roles function within AAMFT. These intentional 
efforts are designed to raise member awareness about how 
AAMFT governs and how the Board guides the future direction 
of the association. We plan to continue governance series 
throughout the year and hope it might inspire you to see the 
opportunity of your future leadership role in the association. 

And speaking of future, at the Board level, we are continuing the 
rigorous planning calendar we staked out last year. The Strategic 
Planning Steering Committee is working diligently, meeting every 
other week, to embed strategic thinking into our governance 
processes, and in all units of governance. We are aiming to do 
that by intentionally engaging members and stakeholders in that 
process of thinking strategically. You will see more developments 
and opportunities to engage in more future focused feedback for 
AAMFT’s strategic planning later this summer. 

Extending the theme of care, the Approved Supervisor Inclusivity 
Task Force is continuing their good work to find ways to lift 
unintended barriers, enhance inclusivity, and further incentivize 
systemic family therapists into the path toward the designation of 
AAMFT Approved Supervisor. We are also looking at ways to make 
the supervision fundamentals course more culturally attuned 
and relevant to our global members, as well as provide alternate 
pathways to the designation in contexts like the Veterans 

A Message from  
the President
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Administration. This opportunity offers a way to build a larger, stronger systemic 
supervisory network across the country and the globe. 

We are looking forward to this summer’s election season. The Board of Directors 
is very hopeful that our concerted efforts to clarify—thorough virtual town hall 
meetings, Board highlight reports, and earlier columns in the FTM—what we see 
as an ever emergent need to modernize the bylaws. The Board responded to the 
feedback from last year, made some important clarifications to the amendments, 
and remains confident the changes are needed for advancing our strategic 
goals. It is important for members to know the Board envisions success for 
AAMFT that is aimed to make the world a better place by enhancing access to 
systemic family therapists in healthcare, and for systemic family therapists 
across the globe to find a more inclusive home in AAMFT.  

I know that does not relieve the far-reaching impact and devastation of this 
COVID-19 pandemic. Indeed, the losses are unaccounted, the multiple layers 
of grief untold, the disparity of impacts are enormous. The role of family and 
community care in meeting the unmet needs cannot be overlooked, and the 
vital need for mental health access and treatment is painted in ever stark terms. I 
would argue the need for relationally centered care is ever more pressing, and the 
crucial role that marriage and family therapist serve is ever more obvious. 

The loss of life, livelihood, and the countless patterns and routines we all took 
for granted will no doubt keep mounting. And the importance of care from 
systemic family therapists to enhance health, well-being, and repair is only further 
evidenced in these painful pandemic days. Together, we must care and seize the 
opportunity of this moment. We must strenuously advocate for our profession 
and practices of marriage and family therapy. AAMFT is the only association which 
seeks to increase the influence, recognition, and parity of marriage and family 
therapy at both the state and federal levels.    

And let us not despair in this moment, as there is always a turning point. As ever, 
there is opportunity to do some real good in the world. As systems thinkers and 
family therapists, we know in our bones that relationships matter. Stay safe, be 
well—and continue to care. Thanks for all you do. 

TIMOTHY F. DWYER, PHD 

Read the AAMFT Governance Series:

Recording Meeting Minutes   https://bit.ly/36AyxNb

Performance Evaluation Committee, part 1 
bit.ly/36BNZZA

Performance Evaluation Committee, part 2 
bit.ly/2zsOOrH

Governance Structure  bit.ly/3c59dA5

Role of the Board bit.ly/2X6YPDP

Consent Agenda  bit.ly/3eu5nlP

Representative Governance, part 1 
bit.ly/3c9P0ci

Representative Governance, part 2 
bit.ly/2XbwDjj

Flexing with Change? Or Bent by Change? 
bit.ly/2ZGLN1n

The Roles of President and President-elect 
bit.ly/2TIfbAL

View recordings of the 
Town Hall sessions on the 
AAMFT YouTube page:

Global Challenges for MFTs 
bit.ly/36yLwPH

Strategically Planning  
for AAMFT's Future 
bit.ly/3gqSaff

Proposed 2020 Bylaws 
bit.ly/2TM3RTY

Mitigating Risk Against  
Unintended Consequences 
bit.ly/2ZIMOWI

REFERENCE Capra, F. (1983). The turning point: Science, society, and the rising culture. Bantam, NY.
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NOTEWORTHY

WATCH INNOVATIVE SYSTEMIC THINKERS IN THE AAMFT 
AT HOME SERIES     www.aamft.org/athome

on the web

How has your mental health, including feelings of anxiety and depression, changed during the Covid-19 Crisis?

therapy talk
AAMFT Clinical Fellow Tonya Girard is 
treating some people who have never sought 
counseling before. "People who were coping 
well in their lives, just day to day and didn't 
really need anybody to talk to, are now finding 
it difficult to be isolated, sometimes isolated 
with their families ... They're reaching out and 
needing that extra support." She is working 
with those who are family members and friends 
of people who have died from COVID-19, as well 
as with healthcare workers and with people 
across the community who are being impacted 
by the pandemic. While some people are having 
trouble coping now, Girard said it wouldn't be 
surprising if a certain portion of the population 
didn't start showing signs of traumatic 
stress until months after the pandemic ends. 
She compared this to the traumatic stress 
experienced by those who go to war. "Once 
the storm dies down and the stimulation dies 
down a little bit, that's when it's safer for you 
to start having those complicated thoughts and 
feelings. They can flood people."

data note Covid-19 Mental Health Insights
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Coronavirus and AAMFT Resources
During the pandemic, AAMFT will be doing all we can to offer members as many 
online resources as possible. Please visit www.aamft.org/coronavirus for the 
latest updates, information, and resources. Staff is continuing to work to serve you 
throughout this time, and Central staff is on call to assist you when needed.  
central@aamft.org

Resources available include:
>>  Top Items to Consider Before Offering Teletherapy During the  

COVID-19 Pandemic

>> Coronavirus and State/Provincial Guidelines for Telehealth 

>>  An Introduction to Setting up a Telebehavioral Heath Practice:  
Competencies and Considerations

>> Best Practices in the Online Practice of Couple and Family Therapy

 
Keep an eye on social media and eNews for further information.
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as a Response to Necessary Social Distancing

John R. Webb, MS

INTERACTIONAL 
VIRTUAL REALITY 

I N  A  G LO BA L  M O M E N T  I N  A  G LO BA L  M O M E N T  in which we find ourselves 

appreciating what can be done to help our clients without being 

in close proximity to them, it is important to consider all avenues 

that might assist our field in pivoting to accommodate and 

mitigate the COVID-19 crisis, to whatever degree we are able. 

One such avenue that appears to be minimally explored is the 

intersection of virtual reality (VR) technology within systemic 

therapy. In the process of completing work on my dissertation 

(Webb, 2020), it became clear that material on the clinical 

deployment or theoretical application of VR technology to deliver 

systemic therapy was difficult to find. A crucial distinction to 

make at this point is between virtual reality and augmented 

reality (AR).

THERAPY
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FOR THE PURPOSES OF THE CURRENT DISCUSSIONFOR THE PURPOSES OF THE CURRENT DISCUSSION 

VR describes a completely rendered environment, to the 

degree that “reality” is no longer visible at all. In contrast, 

AR describes a setup in which the environment is partially 

rendered, often in the form of an overlay through a 

technological device, as is the case in “Pokemon Go.” 

Another good example of augmented reality is the AAMFT 

simulation training (2019) that has been featured at 

AAMFT conferences and elsewhere.

An additional distinction worth making is between 

interactional and individually oriented treatment 

approaches. Individual treatments like Virtual Reality 

Exposure Therapy (VRET) are well supported in their 

applicable literature (Riva, 2005; Krijn et al., 2007), but 

what appears lacking overall are VR treatments that 

emphasize the needs of relationships and systems 

larger than the individual—instances that MFTs are well 

suited to address. To provide further context, individually 

oriented therapeutic interventions using VR have been 

present in psychiatry literature since 1995 (Rothbaum, 

Hodges, Kooper, & Opdyke, 1995). If the conclusion 

that VR is unexplored in MFT is true, that is 25 years of 

progress that has not happened or happened to a lesser 

degree for the systemic therapy approaches. 

INTERACTIONAL 
VIRTUAL REALITY 
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There is some investigation that 
appears to be ongoing into 
providing VRET over consumer 

hardware and software, which is to 
say, typical smart phones (Lindner 
et al., 2019). Given the ubiquity of cell 
phones and the current circumstances 
of isolation during the COVID-19 
pandemic, it seems likely that such 
a research agenda would pay off for 
the practice of VRET and the clients 
of therapists who use it. Following 
are a few examples of classical MFT 
interventions and ideas about how 
they might be used in VR. Although 
there appears to be little in MFT 
literature that pertains explicitly 
to the shift of interactional therapy 
from reality to VR, some creativity 
with theories and approaches many 
MFTs will be familiar with paints an 
appealing picture. 

Milton Erickson is legendary in 
the field for many properties of the 
therapy he practiced. “Utilization” 
in particular is a concept attributed 
to his mastery of using what he was 

afforded in clinical situations (Dolan, 
1985). Gehart (2013) defined utilization 
as “finding a way to use and leverage 
whatever the client presents as a 
strength, interest, proclivity, or habit 
to develop meaningful actions and 
plans that will lead in the direction 
of solutions” (p. 346). There are some 

ways that VR technology could add 
depth or dimension to aspects of the 
client’s presentation that could be 
utilized. In a typical VR environment, 
the appearance of all actors, including 
the therapist and any clients, are 
very malleable. This is true for the 
environment itself, as well. As an 
example, data gathering for an 
ongoing project at the Interactional 
Virtual Reality Therapy (IVRT) lab on 
the campus of University of Louisiana 
Monroe featured participants who 
were in an environment meant 
to look like a therapy room, but 
one participant was a bipedal 
bespectacled banana, and the other 
defied description somewhat, but 
may have been picked out of a group 
using the phrase “yellow humanoid 
booger, wearing lederhosen.” 
Although facetious, being able to 
provide the choice of appearance and 
environment to clients in this way 
provides additional non-verbals for 
the therapist to utilize. Whether these 
non-verbals compensate for things 
like seeing the client’s actual face is a 

If the conclusion that 

VR is unexplored in MFT 

is true, that is 25 years 

of progress that has not 

happened or happened 

to a lesser degree for 

the systemic therapy 

approaches. 
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matter for further research and praxis. 
One thing that seems certain is that 
the creative approaches to helping 
families have a lot of potential with 
the resources of VR hardware and 
software applied to the therapy. 

Virginia Satir (1983) popularized 
the family sculpting technique for 
many therapists. The purpose of the 
technique is to “make explicit what 
is going on. It also brings the present 
family process picture to life” (p. 251). 
This is an example of a technique 
that may benefit from expansion 
into VR. The increased flexibility 
and transience of form and space in 
VR might allow for a wider range of 
interventions, potentially deepening 
the intervention. 

A typical example of how members of 
families are positioned to explicate a 
family dynamic is when one family 
member is prostrating themselves 
before another family member, with 
the second family member looking 
imperiously down upon the first, often 
with a finger pointed at him or her. 
Let’s call them Client A and Client B. In 
VR, a comparable explication of family 
dynamics might occur by increasing 
Client A’s size by 5% every time the 
phrase “I’m done” is spoken, or some 
other phrase that is meaningful to the 
interaction the clients are having. I 
have memories of several sessions 
in which one family member would 
shortly be towering over the others 
under this circumstance, and I suspect 
I am not alone. In addition to the 
initial consequences of the behavior 
being emphasized in the intervention, 
the ramifying consequences take on 
new salience as well. In this example, 
the client who is experiencing 
Phrased Explosive Growth may soon 
be out of earshot of everyone else in 
the session, inviting a conversation 
about how rigid, “doubledown” stances 
in the family impose barriers on 
communication. This dynamic would 
not be possible in a videoconferencing 
session. There is no equivalent 

proximal element in which the client 
can move “too far away” from others in 
the session so that they can no longer 
hear them. Therefore, it seems that 
this rendition of the “family sculpting” 
technique would only be possible in 
VR technology (for now). 

Steve deShazer (1984) wrote 
“Looking back over all the uses of 
[the imaginary pill technique], it 
became clear that the technique was 
successful when the individual client 
believed in the magic of pills…We 
take a pill because the doctor says it 
will help. An implicit belief in magic” 
(p. 34). I have focused on presenting 
some places where VR technology 
and systemic ideas intersect. This 
is not to say that there would not 
be challenges. One of the many 
challenges would be learning how 
to do our work safely and help our 
clients within VR technology. This is 
where de Shazer’s statement offers 
a starting point. Clients often follow 
the therapist’s lead in the therapeutic 
process, whether the approach being 
used is well investigated or not. A first 
step towards making this technology 
useful for the families we see may be 
embracing it ourselves.  

John R. Webb, LPC, 
MS, is a PhD student 

at the University of 

Louisiana at Monroe’s 

(ULM) Marriage and 

Family Therapy program 

and an Allied MHP 

member of AAMFT. He has worked since June 

2019 as the Director for the Interactional 

Virtual Reality Therapy lab that is a resource 

of the MFT program at ULM. He presented at 

LAMFT 2020 in Baton Rouge on Considerations 

for Interactional Virtual Reality Therapy, along 

with a co-presenter, Garrett Humphries, who is 

also a student in the ULM MFT program. 
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TELETHERAPY 
SERVICES

TELETHERAPY is the use of technology to 

provide and access mental health services across 

distance. While there are a number of beneficial 

reasons associated with the use of teletherapy, a 

global pandemic has created a situation in which 

teletherapy is a necessity, not just an option, for many 

therapists. This necessity calls attention to issues 

related to learning an additional skill set and a new 

set of competencies to provide ethical and effective 

services.

PREPARING FOR
Adaptation of Therapists’ Theory of Therapy:

Jaclyn Cravens Pickens, PhD 
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TELETHERAPY 
SERVICES

PREPARING FOR
ALTHOUGH SOME STATE LICENSURE BOARDS HAVE 
temporarily overruled regulations that require teletherapy training, therapists 

have an obligation to receive teletherapy training. The AAMFT (2015) Code 

of Ethics states therapists only offer teletherapy services “after appropriate 

education, training, or, supervised experience.” This raises questions such as: 

where do therapists receive this training? And what constitutes best practices 

for training therapists to provide teletherapy? Unfortunately, researchers have 

found that COAMFTE-accredited programs encounter difficulties integrating 

teletherapy training (Pickens, Morris, & Johnson , 2020). Further, the majority of 

training resources focus on individual constellations of teletherapy, limiting their 

applicability to relationally-focused teletherapy. 

The Association of Martial and Family Therapy Regulatory Boards (AMFTRB; 

2016) has identified areas of training that should be included in teletherapy 

education, including: appropriateness of teletherapy, teletherapy theory and 

practice, modes of delivery, legal/ethical issues, handling online emergencies, 

and best practices/informed consent. While these are critical knowledge areas, 

MFTs may find that after developing foundational skills in teletherapy, they desire 

training for advanced issues, such as de-escalating conflict over technology, 

intimate partner violence, and adapting models of therapy for teletherapy. 

Unfortunately, many of the existing resources for teletherapy training are geared 

toward providing individual, not relational services, and MFTs will have a challenge 

locating resources to support them in addressing these “advanced” issues in 

teletherapy practice. While it is beyond the scope of this article to cover each 

of the advanced issues, the following offers guidance to MFTs seeking to adapt 

their theory of therapy for teletherapy. 
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Theory of therapy  
Education in couple, marriage and 
family therapy programs puts a 
great deal of importance on trainees 
learning theoretical models of 
therapy. Incorporation of systemic 
models of treatment into the training 
of MFTs can be observed in the 
Professional Marriage and Family 
Therapy Principles: the AAMFT 
Code of Ethics (AAMFT, 2015), the 
MFT Core Competencies (AAMFT, 
2004), the AMFTRB Examination 
Domains (2017), and state licensure 
requirements (COAMFTE, 2017). Due 
to the importance placed on MFTs 
being competent in systemic models 
of therapy, many MFT graduate 
training programs require trainees to 
develop a theory of therapy (Nelson 
& Prior, 2003). The theory of therapy 
assignment asks trainees to explain 
what the trainee does and why, with 
the backing of an established systemic 
theoretical model. Trainees describe 
how problems develop, how change 
occurs, the role of the therapist, 
interventions, and self-of-therapist 
considerations. 

Although teletherapy has been 
found to be as effective as in person 
therapy services (Hilty et al., 2013), 
clinicians recognize that technology 
changes aspects of how therapy is 
practiced (Springer, Farero, Bischoff, & 
Taylor, 2016). Springer and colleagues 
highlight that teletherapy presents 
unique challenges that require 
therapists to be creative in how they 
conduct therapy over technology. It 
is unlikely that MFTs were required 
to address delivery of their theory 
of therapy over technology in its 
first conceptualization, therefore, 
therapists should revisit their 
theory of therapy and consider how 
teletherapy changes aspects of how 
they apply their theory of therapy. 
Sections of the theory of therapy 
that should be focused on are self-of-
therapist, theoretical assumptions, 
and theory-based interventions. 

Self-of-therapist. The MFT field 
encourages trainees to consider the 
way they influence the process of 
therapy, commonly referred to as 
self-of-therapist work (Aponte & 
Kissil, 2014). Self-of-therapist work 
supports trainees in considering how 
their values, biases, and experiences 
shape the way they engage with the 
therapeutic process and interact with 
clients (Fontes, Piercy, Thomas, & 
Sprenkle, 1998). MFTs report hesitancy 
to utilize teletherapy due to a wide 
variety of reasons, ranging from 
ethical concerns (Hertlein, Blumer, 
& Mihaloliakos, 2014) to believing 
that teletherapy is not an effective 
form of therapy (Pickens et al., 2020). 
These findings raise concerns that 
therapists’ beliefs about teletherapy 
may impact their willingness to 
offer such services, indicating that 
therapists should dedicate time to 
teletherapy related self-of-therapist 
work. 

As MFTs prepare to provide 
teletherapy services, they should 
explore any fears, concerns, or biases 
they have related to teletherapy. The 
transition from sitting in the same 
physical space with a client, to being 
separated by geographical distance 
has the potential to create distress for 
therapists for a number of different 
reasons, such as losing control over 
the session or being worried that they 
cannot connect with their clients 
when using technology; and these 
fears can create barriers to being able 
to competently provide teletherapy 
services. To address teletherapy-
related self-of-therapist issues, MFTs 
should consider areas related to 
their perceived level of comfort and 
competency with technology, biases 
about the value or effectiveness of 
technology-assisted services, fears 
about learning a new therapeutic 
skill, and to explore their experience 
with technology use and how those 
experiences may influence their 
openness to teletherapy services. 

Existing resources can be utilized to 
support teletherapy specific self-of-
therapist work. For example, several 
self-assessments exist online that 
allow individuals to assess their 
technology skills, as well as their 
understanding of HIPAA/HITECH 
regulations. Therapists who wish 
to explore their experiences with 
technology use can develop a 
technology-focused genogram that 
asks MFTs to consider ecological, 
structural and process elements 
related to technology use (Hertlein 
& Blumer, 2014). If an MFT realizes 
that they hold biases about the 
effectiveness of teletherapy services, 
they should read peer-reviewed 
research on the effectiveness of 
teletherapy (Caldwell, Bischoff, Derrig-
Palumbo, & Liebert, 2017). Further, 
therapists can work through identified 
fears by seeking education and 
training. Therapists commonly cite 
concerns about managing risk issues 
with teletherapy (Luxton, Nelson, 
& Maheu, 2016) or how to develop 
therapeutic relationships through 
technology (Walther, 1996). Finally, 
therapists who feel overwhelmed 
about learning a new skill may benefit 
from reviewing the telebehavioral 
health competency framework (Maheu 
et al., 2018), which identifies areas 
of knowledge, skills, and attitudes 
at different levels of expertise (i.e., 
novice, proficient, authority). The 
framework may offer novice therapists 
benchmarks for how to build their 
expertise as teletherapists. 

Assumptions of the model. Another 
area that should be revisited is 
the theoretical assumptions of 
the model. MFTs should consider 
the assumptions about how their 
theory works to create change with 
clients and the elements that are 
required to allow this change to 
occur. The theoretical assumptions 
inform therapists about their role 
in the therapy process (i.e., power, 
integration into the client system, 
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developing a therapeutic alliance). 
Therapists should consider how 
access to and competency with 
technology influences power 
dynamics, within both the therapeutic 
relationship and the family 
system. Theoretical models that 
emphasize collaborative therapeutic 
relationships will require therapists 
to overtly discuss power differentials 
related to access to stable internet 
connections or higher quality 
hardware. A structural therapist 
should consider how parents who 
lack technological competencies 
may rely on their children to manage 
technology requirements for therapy, 
which could reinforce the children 
holding greater power in the family 
system. 

Theoretical assumptions also instruct 
therapists in what information they 
should attend to during session. If 
an experiential therapist requires 
access to nonverbal information to 
detect emergent emotions in session 
(i.e., anxiously tapping a leg, fidgeting 
with their hands), how will the clients’ 
proximity to the camera impact 
critical information being observed? 
Finally, theoretical assumptions 
identify what produces changes; 
therefore, in what ways, if any, does 
the use of technology to deliver 
therapy impact a therapist’s ability to 
create change? A Bowenian therapist 
may realize that teletherapy creates 
unique opportunities for family of 
origin work, in which three (or more) 
generations may be able to attend a 
teletherapy session, when a number of 
barriers prevented this from occurring 

with same room services. 

Interventions. The final area for 
consideration is key techniques and 
interventions. As teletherapy limits 
some of the ways in which therapy is 
practiced, therapists need to consider 
the step-by-step process of using 
specific interventions. MFTs can use 
the following questions to revisit 
model specific interventions that are 
used to facilitate change: What is the 
objective of the intervention? When 
in therapy should the intervention be 
used? What is the therapist’s role in 
the intervention? How do you explain 
the intervention to the clients? What, 
if any, materials will clients need to 
participate in the intervention? What 
is the therapist observing during the 
intervention (i.e., what information is 
important)? How do you process the 
intervention with your clients? 

The answers to each of these 
questions will provide the therapist 
with a deeper understanding of the 
intervention, which will then be used 
to consider how the intervention 
translates to online delivery. For 
example, if a structural therapist 
wishes to manipulate family 
structure in session by moving 
clients and furniture, how do aspects 
of teletherapy impact a therapist 
using this intervention? Or, how 
do space limitations in the clients’ 
therapy location or clients being in 
multiple locations during session 
(e.g., a deployed parent) impact a 
symbolic experiential therapist’s 
ability to utilize sculpting during a 
teletherapy session? The therapist 
will be challenged to creatively 

adapt the sculpting intervention, 
such as relying on items at each 
clients’ location that can be used to 
depict the family’s emotional system 
such as clay models, drawing family 
members, or positioning toys in front 
of the camera. Sculpting can also be 
adapted as a homework assignment 
in which the family is able to film 
or take pictures of the sculpting 
in a more spacious location than 
where they log on for the telesession. 
Finally, several MFT models utilize 
silence as an intervention, however 
silence over technology (i.e., did 
we lose internet connection) may 
raise a different type of anxiety than 
silence in a same room session. These 
examples are presented to highlight 
the importance of considering the 
purpose and process of commonly 
used interventions and how these 
interventions will be delivered during 
a teletherapy session. 

Conclusion 
With the global pandemic placing 
MFTs in the position of transitioning 
to teletherapy, there is an increasing 
need for training on how to ethically 
and competently provide these 
services. Although a number of 
resources exist that can guide 
therapists in considering ethical 
and practical steps to starting a 
telepractice, many therapists request 
trainings that address advanced 
issues. Moving traditional services 
online challenges therapists 
to consider how the unique 
characteristics of teletherapy requires 
creative adaptations to their theory 
of therapy. MFTs should revisit 

As MFTs prepare to provide teletherapy services, they 

should explore any fears, concerns, or biases they have 

related to teletherapy. 
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their theory of therapy, considering 
self-of-therapist issues, their 
model’s assumptions about problem 
development and change, and the 
implementation of interventions. 
Therapists can also consider how 
they build and maintain a therapeutic 
alliance through technology, and 
specific ethical and legal issues 
relevant to teletherapy. Taking these 
steps are one way in which MFTs can 
develop the skills to competently offer 
teletherapy services. 
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How to Survive it with Your Family

Linda Meier Abdelsayed, MA

We are now nearly two months into the quarantine at the time of this writing and for most 

families that means people have started to crack. The original phase of denial, panic 

buying, and “super parenting” has come to pass. Most families have started to realize that 

some form of isolation, social distancing, and a different type of summer is ahead of us. As 

summer camps are starting to cancel enrollment, more and more parents are reaching out 

for mental health support to figure out how to actually survive quarantine with their own 

family. The following is meant as a guide to set yourself up for “success” in the upcoming 

months as we start to find sustainable ways of living this new “normal.” 

Q U A R A N T I N E
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Step 1 – Compassion 
It’s important to start this process 
off with compassion—compassion 
for your children, for your spouse 
or partner, for your pets, and most 
importantly, for yourself. Most of 
us are having difficulty adjusting to 
working from home, homeschooling, 
and being around our spouse 24/7. 
The reason why this is so difficult 
is twofold. Firstly, most of us did not 
set up our lives this way. We set up 
our lives with time for work, time for 
family, time for spouse, and time for 
self. Most of us have been working for 
years to achieve work-life balance. It is 
important to recognize that this is not 
how we choose to live our lives and 
so it’s okay to have growing pains. It 
should be expected to have good days, 
mediocre days, and tough days. The 
roller coaster of emotions that families 
are feeling is to be expected.

The second reason we struggle is 
because the quarantine was imposed 
on us. We are not used to restrictions. 
We are used to freedoms and choices 
and the freedom to live our lives in 
the way we choose. Therefore, being 
told by the government how to live 
our lives, and whom to see is a novel 
experience. This loss of freedom can 
be very difficult to face. It can be met 
with anger, resentment, helplessness, 
and hopelessness. It is important to 
once again show compassion and 
empathy for whatever emotions you face 
regarding this new restricted form of life. 

Step 2 – Blame versus responsibility 
This is a concept that Mark Manson 
(2016) highlights in his book The 
Subtle Art of Not Giving a F*cK. 
Oftentimes, we believe that the terms 
are interchangeable. This is because 
we often equate it with events like car 
accidents. In car accidents, the person 
who is to blame for the accident is the 
one responsible to pay the damages. 
However, as Manson explains, blame 
and responsibility are two different 
things. We are not to blame for the new 
virus that is highly contagious and 
has, to date, killed more than 230,000 

people (Johns Hopkins University and 
Medicine, 2020).  That is not our fault. 
However, we are responsible for how we 
choose to respond to it. Most of us have 
responded to this pandemic by following 
CDC guidelines regarding social 
distancing, wearing masks, and avoiding 
leaving the house unless it’s absolutely 
necessary. This is an obvious way that 
most of us have shown responsibility.

However, we are also responsible for 
how we react to this pandemic in terms 
of our emotions, our relationships, and 
our thinking. The people who appear 
to cope the best are the ones who 
take responsibility for these factors. 
Choosing to take responsibility for 
your emotions might look like voicing 
frustrations with a partner, taking a few 
deep breathes when a child becomes 
irritating, or simply recognizing 
that you are having a bad day. It’s 
unrealistic to expect every day to go 
smoothly given all of the stressors that 
we have in our lives right now. But we 
can choose to remember the positive 
moments of each day. We can also 
choose to turn our mood around and 
try to choose to engage in more self-
care activities when we start to notice 
sadness, and anxiety creeping in. 

In terms of relationships, we should 
take responsibility for how we interact 
with those around us. Between 
the pressures of homeschooling, 
working from home, and managing 
the household, it is easy to become 
overwhelmed with a “must get things 
done” attitude. The problem with this 
mindset is that children frequently 
start to be viewed as obstacles to 
getting our work done resulting 
in increased stress and conflict at 
home. In this moment of uncertainty, 
it is better to take responsibility 
of our own emotions and choose 
human connection and compassion. 
Especially for parents, it is important 
to remember that your children look 
to you for guidance. They might 
not understand that it’s been over a 
century that there has never been a 
world-wide pandemic. They might 
not understand why they can’t go to 
the playground anymore. But they do 
understand mom (or dad) and her (or 
his) emotions. They can tell when a 
parent is upset, stressed or anxious. 
We set the tone of our house and if we 
set a tone of anxiety and stress, then 
children will follow that lead. 
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Finally, we need to take responsibility 
of what we think. If we have thoughts 
like “this isn’t fair” or “I feel trapped” 
or “my spouse is being lazy” we 
will end up turning on each other. 
Thoughts like “my kid is so whiny” 
will only lead us down a road of anger, 
resentment, and frustration. What 
we think molds the way we interact 
with our world. Our thoughts are the 
primary way in which we experience 
life. So, our thoughts need to protect 
us. We must choose thoughts that help 
us thrive, that give us hope, and that’ll 
allow us to connect as humans.

It is important to recognize that taking 
responsibility for our emotions, our 
thoughts, and the ways we connect 
with others is very difficult. It is 
easier to blame others, to be filled 
with resentment and anger, and to 
go down the path of helplessness 
and hopelessness. It is okay if that 
is the path that you have been on so 
far. However, as we start to recognize 
that this new way of life will last 
longer than expected, it is now time 
to take responsibility for a way to live 
life that is not only sustainable, but 
also has moments of happiness and 
connection.

Step 3 – The Family Gap Plan 
As it became clearer that this 
quarantine was going to last longer 
than expected, renowned author 
Brené Brown started a podcast. In 
one of her earliest podcasts in March 
2020, she revealed her Family Gap 
Plan. She explains that there is a 
misconception in a relationship that 
each partner should be contributing 
fifty percent; that each partner should 
contribute equally. She highlights 
that for many of us, we are sometimes 
unable to contribute equally to our 
relationship. This makes sense 
because we’ll have good days and bad 
days. Instead she recommends that 
as a couple (together) we must meet 
a hundred percent. So, if you were 
functioning at a lower percentage one 
day because you’re having a bad day, 
the idea is that your partner would be 

able function at a higher level so that 
combined, you can reach a hundred 
percent (e.g., you might be at a forty 
percent and your partner might be at 
a sixty percent). This is all well and 
good as long as you are able to hit 
hundred percent combined. But what 
happens when you’re each struggling? 
What do you do when you face a 
worldwide pandemic, you’re working 
from home, your children are home 
all the time, and you worry about the 
health and safety of loved ones? 

This is where the Family Gap Plan 
comes into play. The plan bridges the 
gap between where you are as a couple 
and the hundred percent mark. So, if 
you are functioning at forty percent, 
and your partner is functioning at 
forty percent, the plan gives you that 
extra twenty percent that you need to 
hit a hundred. It’s a way to ensure that 
everybody’s needs are being met in 
the family when we are struggling. 

Brown (2020) recommends that we 
sit down as a family to create a plan 
that works for each individual family. 
Plans can include all kinds of ideas 
and activities. Things that work 
for our family and for many others 
include:

•  Ensuring that everybody gets enough 
sleep (8 hours)

•  Making sure we are all drinking 
enough water

•  Making sure that each adult gets at 
least 30 minutes alone time a day to 
focus on self-care

•  Reaching out to loved ones with 
video calls in order to remain 
connected and supported.

The key to a successful plan is to 
use strategies that will actually help 
stabilize, ground and connect you. 
Coping strategies such as binge 
eating, increased screen time, and 
drinking alcohol are only momentary 
reliefs that will not provide actual 
long-term stability and growth. It’s 
okay to indulge in these coping 
skills once in a while, but if they 

become your primary way of dealing 
with this pandemic you will end 
up feeling burnt out, isolated, and 
possibly depressed. It is important to 
remember that families are unique 
ecosystems in our community, and 
each family should create a plan that 
works for them.

As we face more uncertainty, and a 
summer like no other, it is important 
to remain compassionate with 
ourselves, our children, our spouses, 
our pets, our parents, and those 
around us. We are doing the best 
we can. We are all facing good days 
and bad days. Soon we will be able 
to see each other again, hug each 
other again, and connect in the ways 
that help us thrive. Until then please 
remember to be compassionate, take 
responsibility, and create a family 
plan that works for you. 
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Ecotherapy:
A Natural Approach for Today’s  
Mental Health Challenges

I’m writing this while sitting outside. I see 

green and blossoming trees; I hear birds 

chirping. I smell the damp morning air; feel 

a chilly breeze on my body and taste the 

lingering flavor of coffee. I feel relaxed. My 

thoughts flow; ideas are plentiful and I feel 

open to creativity.  

Lauren Kahn, MSW
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The healing and transformative power of nature is well known, and 

ecotherapy, incorporating the outdoors into psychotherapy, is a growing 

treatment modality (Buzzell & Chalquist, 2009; Jordan, 2015) and an 

approach every therapist can be thinking about right now. During the 

COVID-19 pandemic, we’re all being encouraged to (safely) get outside. Be 

in nature. Go for a walk—while maintaining physical distance, of course. 

People are connecting with nature in new ways and hopefully, as we move 

through these troubled times and beyond, people will continue to reap 

the physical and mental health benefits of being outdoors. As therapists, 

we can encourage this now, even while most of us are doing our work with 

clients online.   

The growing field of ecotherapy

Research shows that being outside is good for you in so many ways 

(Louv, 2012; Lizzi, 2013; O’Mara, 2020; Selhub & Logan, 2012). Some 

well-documented benefits include increased energy, decreased anxiety, 

elevated mood and improved ability to focus (Williams, 2018). Between 

mid February and the week of March 15, when the WHO declared COVID-19 

a pandemic, prescriptions for anti-anxiety medication rose 34%, while 

prescriptions for antidepressants increased by 18% (Ao, 2020). As 

therapists, we are being called to find new ways to help, while feeling 

stressed ourselves, and adapting to seeing our clients on screens rather 

than in the office.   
Lauren Kahn, MSW
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Finding a place 
When possible, you can suggest that 
your clients sit or walk outside during 
their sessions. Sometimes they can 
access face time, zoom or a telehealth 
platform like doxy.me on their phones 
so you can see each other, or you can 
simply talk with them as they walk or 
sit outside. With one young woman, 
I guided her through a walking 
meditation while she went to a green 
space near her apartment where she 
could enjoy the quiet. The remainder 
of the session took place with her 
seated on the grass with a view of 
a blossoming Cherry tree. She had 
been inside for the last week and was 
feeling stressed, anxious, and tightly 
wound. Being outside in a beautiful 
setting loosened the grip of her 
negative feelings and thoughts and 
she was able to move to a new place in 
her body and mind. After the session 
she wrote the following poem:  

Sitting Under the Tree 
Deep breaths …

I inhale the sweet smell of the cherry 
trees and the crisp fresh air as I exhale 
the stress and worry that’s been pent 
up inside me compounding for days

In this moment, I am reminded that 
there is hope …

The birds are still chirping, the flowers 
are still blooming, the grass is still 
growing, and the wind is still blowing

My breath is still here to ground me …

Inhale perspective … exhale fear 

Observing the pace 
When I go outside with clients for 
therapy, I allow them to lead the way 
and set the pace. I offer options as to 
which direction they’d like to head, 
and as we walk, I will suggest places 
to stop and pause. Sometimes we sit 
for a bit, observing what’s present, 
allowing the mind to quiet and the 
awareness of sights and sensations to 
come to the foreground. While working 
with clients on the phone, while they 
either sit or walk, you can talk about 
the pace of their lives. During this 
time, with so many people either 
unemployed, furloughed, or working 
from home, their daily pace may have 
slowed, while the pace of change in 
our society has accelerated. Or, the 
pace of their lives may be chaotic, 
with children at home, online “school,” 
trying to keep up with work, and 
demands of keeping their household 
under control. Giving clients a chance 
to move at the pace they would like, 
through varying the speed of their 
walking or simply noticing the pace 
of conversation, can provide a sense 
of control, something that human 
beings crave, and during this time 
of uncertainty, is being profoundly 
challenged.    

Finding fresh perspectives  
Moving from place to place during a 
session provides the opportunity to 
shift perspective. Even if someone 
is simply sitting outside on the back 
porch, or front stoop, the opportunity 
to change position and see something 
new is readily available. Nature 
provides many metaphors, and 
especially at this challenging time, 
tuning into the wisdom of the more-

than-human world provides many 
opportunities for new insights.  While 
working with a man who was having 
frequent suicidal thoughts, being 
outdoors allowed him to gain a new 
perspective on how killing himself 
would impact the people in his life, 
especially his teenage children. 
While sitting by a creek, he was 
able to observe the flowing water, 
the changing colors of the leaves, 
the drifting of the clouds, and the 
overwhelming beauty of life itself. He 
was able to remember that all things 
change, our lives are short when 
compared with the longevity of trees 
and rocks, and the opportunity to see 
things newly is always available. On 
his next outdoor session, he reported 
that he was no longer thinking about 
suicide. When I asked him what had 
changed he said, “I realized that really 
wouldn’t be a good thing for anyone.” 
During these days of grief over what’s 
been lost, the distance that is present 
between people, and the fear of getting 
sick or dying, being outdoors can allow 
for acceptance, gratitude, and a sense 
of ease and well being to emerge, and 
our kind, gentle and compassionate 
guidance can help people cultivate 
this in their lives.  

Envisioning possibilities 
Beginning each session with a 
short period of mindfulness, where 
the client is guided to focus on the 
immediate presence of sensations, 
sounds and sights, brings the here 
and now into focus. The practice of 
recognizing and even welcoming 
whatever we are experiencing in the 
moment, observing what is occurring, 
right now, in the body and the mind, 
by accepting what is and allowing 
thoughts and feelings to move along 
when ready, brings us into the present 
moment and helps release anxiety 
and fear of what might be up ahead. 
At the same time, being outside allows 
for an expansive view and gives us 
the opportunity to envision what 
blessings and beauty may be seen 
from a distance. As a closing to all my 

Since 2017, I have done more than 200 therapy sessions outside 

in nature and have developed a set of principles and a structure for 

conducting sessions, much of which can still be incorporated into 

the virtual work we are doing today. The four guiding principles I 

use are Place, Pace, Perspective and Possibilities.  
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outdoor sessions we sit again, perhaps 
in the spot where we began our mini 
journey, possibly someplace new. I 
give clients a moment to listen for a 
message to help guide them in their 
lives moving forward. I suggest that 
they may hear a number of messages 
or none at all, and that there is no right 
or wrong. I have 3 x 5 cards on hand 
for them in case they would like to 
write the message down to remember. 
Finally, I have affirmation cards. Each 
one has a touch of humor to it and I 
give them the opportunity to draw one 
from the deck. Almost always, the card 
provides some valuable information 
and support. When doing the sessions 
virtually, I will draw a card for the 
person and read it aloud. 

Recently, I had a virtual outdoor 
session with a female client who 
reported feeling overwhelmed by her 
loss of income, parenting two young 
children, and concerns over a friend’s 
health and alcohol abuse. At the end 
of the session, I drew a card and it 
read:  Perseverance. It was a powerful 
message for her and gave her renewed 
strength and confidence that she will 
make it through and come out on the 
other side strong and capable of facing 
adversity with patience, trust and 
equanimity.  

The benefits of incorporating the 
outdoors and nature into mental 
health treatment cannot be 
overestimated. It may well be a long 
time before we all feel comfortable 
going back into small therapy 
offices. Until then, tap into your own 
creativity, openness and trust in the 
healing power and wisdom of nature. 
You will feel better, too.  

Lauren Kahn, MSW, 
LMFT,  is an AAMFT 

Clinical Fellow and 

Approved Supervisor, 

maintains a private 

practice in Philadelphia 

and is a founding member 

of Mt Airy Psychotherapy 

and Wellness, a community collective. She is a 

graduate of Boston University School of Social 

Work and completed post-graduate MFT training 

at The Philadelphia Child and Family Therapy 

Training Center. She has been a clinical supervisor 

with the Drexel University MFT program. Kahn has 

a certificate in Outdoor Leadership and has led 

adventure travel programs around the world. She 

is currently spearheading a new organization to 

help further the field of ecopsychology.  
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Being outside allows for an expansive view and gives 

us the opportunity to envision what blessings and 

beauty may be seen from a distance. 

As you consider serving 

clients in outdoor spaces, 

take care to consult all 

applicable professional ethics 

concerning privacy  

and confidentiality.
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L O N E L I N E S S
Research and Treatment Strategies

Loneliness is often the emotion of having distance between our reality  

and our aspiration for connection. The pressure of a pandemic, such as 

COVID-19, can really put stress on how we live our lives and how we choose 

to connect with one another. This has led to shifts in social distancing, 

virtual interactions (e.g., office meetings, virtual happy hour), and limited 

travel to visit our loved ones. While technology like video chats still allows 

us to communicate with one another, it has not made a different, serious 
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L O N E L I N E S S

issue disappear: loneliness. Sometimes, simply saying the word can send 

shivers down the spine. Despite a scary undertone, loneliness represents a 

common issue that we all face: we share in its struggle and in its successful 

management. Addressing loneliness during a pandemic requires a few 

essential tools that help marriage and family therapists (MFTs) succeed in 

both personal and clinical ways—information, integration, and application.

Kevin Smith, MS
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Loneliness is a complicated and 
complex concept that can be split 
into three primary perspectives: 1) 
emotion-based types, 2) cognitively 
linked, and 3) a behavioral process. 
The emotion-based types were 
developed by Weiss (1973) and 
consisted of emotional and social 
types of loneliness. Each type 
represents a global presentation of 
thoughts, feelings, and experiences 
that result in a potent emotional 
experience. Emotional loneliness 
represents a lacking intimacy and 
connection to important others in 
an individual’s life, such as a family 
member, best friend, or romantic 
partner (Wiess, 1973). Social loneliness 
represents the absence of a social 
group that an individual belongs or 
associates with in a meaningful way 
(Weiss, 1973). Weiss’s development 
of these types also holds ties to 
attachment theory, separation 
anxiety, and self-esteem. The second 
perspective—cognitively linked—was 
developed by Peplau and Perlman 
(1982). Though loneliness is believed to 
be a mixture of thoughts, feelings, and 
behaviors, they stated that loneliness 
is the cognitive discrepancy between 
an individual’s actual relationships 
and desired relationships. Finally, 
Cacioppo, Hawkley and colleagues 
(2006) proposed the evolutionary 
theory of loneliness in which 
individuals feel the aversive presence 
of loneliness and begin a behavioral 
process to connect with others 
and alleviate the current feelings 
of loneliness. This perspective of 
loneliness generally sees individuals 

as having either successful or 
failed attempts at solving transient 
experiences of loneliness.

Other important perspectives have 
been presented to help understand 
loneliness across most age groups. 
Similar to Bronfenbrenner’s Ecological 
Systems Theory (1979), Beck and 
Young (1978) suggested that the 
concept of time and environment were 
crucial to taking on a holistic view 
of what loneliness means to people. 
They separated loneliness into three 
time-specific forms: 1) chronic, 2) 
situational, and 3) transient. Chronic 
loneliness is seen as most severe, as 
it lasts the longest and has more set-
in schemas that disrupt individuals 
and their systems from optimal 
functioning. Situational and transient 
loneliness are seen as short-term and 
relating to what their names imply; 
situational loneliness is a reaction 
to a loss or change in one’s context 
like a family member passing away 
or a romantic relationship ending, 
whereas transient loneliness is 
fleeting and happens within moments 
of emptiness or aloneness (Beck & 
Young, 1978). According to a review on 
the clinical significance of loneliness, 
chronic and more stable forms of 
loneliness pose the greatest threat 
to mental health of adolescences to 
adults, however, the ability to address 
short term forms of loneliness in 
hopes of stopping chronic loneliness 
from forming was viewed as 
meaningful (Heinrich & Gullone, 2006). 

Currently, loneliness has received 
attention for its prevalence in North 

American countries, as well as 
European and Asian countries 
(Bruce, Wu, Lustig, Russell, & 
Nemecek, 2019; Yang & Victor, 2011). 
Reviews of loneliness prevalence 
suggest that upwards of 80% 
of individuals will experience 
distressing loneliness and a 
smaller number will face clinically 
significant, even painful levels 
of loneliness (Qualter et al., 
2015). A more recent nationally 
representative study in the United 
States found that 17.2% of adults 
between 18 to 70 years old have 
clinical levels of social-emotional 
loneliness (Hyland et al., 2018). The 
study also noted that emotional 
forms of loneliness, akin to Weiss’ 
(1973) loneliness types, were 
impactful on psychological well-
being and distress tolerance. 
Well known evidence exists for 
the impact of loneliness on older 
adults and the correlation that 
social isolation (the objective 
sense of being alone) holds with 
loneliness (subjective sense of 
being alone; Holt-Lunstad, Smith, & 
Layton 2010). However, loneliness 
is not bleak when looking at how to 
manage it. Studies have suggested 
addressing needs of social support, 
physical exercise, and purposeful 
interactions with others (Bruce et 
al., 2019; Galambos, Barker, & Krahn, 
2006). Considering loneliness is tied 
to a number of different struggles 
(i.e., low self-esteem, diminished 
life satisfaction, social anxiety; 
Peplau & Perlman, 1982), studies 
have suggested focused effort on 

As a masters and early doctoral student, I recall many moments of sitting in my office hearing others in 

the hallway discussing what they did over the weekend, what tasks they had ahead of them, and laughter 

as they connected with one another. Sometimes I would feel the painful urge to go say hi and hope that 

they would indulge me in decreasing the loneliness that I felt. Other times, I would think that I should not 

burden them with my troubles. After all, no one just comes out and says, “Would you please talk to me? 

I feel really lonely.” I could tell, over a number of times, that this was not feeling sad, anxious, low in self-

worth, or a number of other things; it was all those things wrapped into one—loneliness. After realizing 

what I had been experiencing, I wanted to know more and understand what exactly loneliness is.
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those impacted outcomes and social 
obligation to connect with those who 
are struggling. MFTs are positioned 
to see the relational needs and how 
loneliness hurts our clients and 
ourselves. 

Integration 
As clinicians, the role of supporting 
clients through difficult times 
becomes about meeting the need 
where it exists and understanding the 
context within which those clients 
are living. Considering our current 
pandemic, clinicians need to know 
how to appropriately pair clients’ 
needs with a method for reaching 
them in their place of distress. This 
integration can appear as shown in 
the following.  

One example might be a client dealing 
with the loss of social connections 
due to pandemic social distancing. A 
systemic therapist noting that type of 
social loneliness, while also making 
efforts to increase the client’s positive 
experiential moments, would inspire 
the integration of Weiss’ (1973) types 
of loneliness and an experiential 
treatment approach. This integration 
might end up looking like providing a 
humanistic approach and supporting 
the client to see the humanity of 
this pandemic while balancing the 
gratitude and positive outcomes from 
social relationships.   

Another example might be a client 
who has described a strain in making 
strong interpersonal connections 
over a long period of time. The 
therapist might note that the client 
is not only dealing with chronic 
forms of loneliness through failed 
interpersonal attempts, but also 
ineffective behavioral strategies 
at engaging those interpersonal 
relationships. This integration could 
be a pairing of the evolutionary theory 
of loneliness (Cacioppo et al., 2006) 
with a mindfulness approach to 
address present moment loneliness, 
while increasing self-directed 
behaviors during interpersonal 
interactions.

A final example may be clients 
who feel they are more lonely than 
anyone else they know, and any 
thoughts they have to say otherwise 
are washed away as soon as they 
have them. An MFT in this situation 
might understand that these clients 
are experiencing cognitively linked 
forms of loneliness, as well as having 
an embedded schema that they are 
lonely people. This integration might 
be a pairing of' the cognitively-linked 
perspective of loneliness (Peplau 
& Perlman, 1982) with Rational 
Emotive Behavioral Therapy (REBT) 
to highlight actual, quality-oriented 
relationships that clients possesses in 
their daily lives. 

Application 
After having an understanding of 
loneliness and possible integrations 
that would best fit a client’s needs, 
MFTs need tangible ways to address 
that loneliness in the therapy room. 
To date, there are not many direct 
suggestions for how to approach 
loneliness. Recommended primary 
approaches have been cognitive 
behavioral in nature. One study 
highlighted how REBT processes 
supported the reduction of loneliness 
factors (Hyland et al., 2019), and 
another study addressed multiple 
types of loneliness clustering based 

on various combinations of cognitive, 
emotional, and behavioral symptoms 
(Young, 1982). Despite limited 
evidence for therapeutic models that 
specifically address loneliness, there 
are clues to what works for MFTs as 
systemic and progressive advocates 
of the mental health field during the 
current pandemic. 

•  Approach loneliness with strength 
and humility: Loneliness has a 
history of holding stigma, whether 
young or old, identified male or 
female. Understanding the impact 
that stigma has on systems and 
their processes allows MFTs to be 
informed about how loneliness might 
lurk in the shadows.

•  Provide insight about loneliness and 
what that does to the client’s context: 
Clients are the experts of their 
lives, but loneliness has evidence of 
distorting the perception of intimacy, 
connectedness, and access to 
supports. Make it clear that the way 
loneliness works impacts the path to 
a solution.

•  Promote purposeful action by 
the client to address loneliness: 
Clients who are autonomous and 
self-directed often find the grip 
of loneliness to be loose at worst. 
Evidence suggests that invested 
action is the second most powerful 

Clients are the experts of 
their lives, but loneliness 
has evidence of distorting 
the perception of intimacy, 
connectedness, and access 
to supports. 
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tool to address loneliness beyond 
social support (Bruce et al., 2019). 
Encouraging chosen virtual hangouts 
over forced video meetings holds 
substaintial power in addressing 
loneliness.

Using this APP (Approach loneliness, 
Provide insight, Promote purposeful 
action) may allow MFTs, and other 
clinicians, to ease the emotion of 
loneliness and decrease the distance 
between our clients’ reality and 
aspirations for connection.

Kevin Smith, MS,  is 

a fourth year doctoral 

candidate and LMFT 

in Iowa, and an AAMFT 

Clinical Fellow. He 

currently works for 

Covenant Family solutions 

in Coralville, IA, as a 

licensed therapist and clinician supervisor. 
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COVID-19 and  
School Closures
I work as a licensed marriage and family therapist at a high 

school in Southern California. As an AAMFT Approved 

Supervisor, I had four marriage and family therapist (MFT) 

trainees completing their second-year practicum experience 

under my clinical supervision. The trainees and I provided 

school-based mental health services to high school students 

and their families who were referred by guidance counselors 

and teachers. Most of our clients are minors, and most have 

sought services on their own. Since our services are directly 

funded by the school through Title I grants, we do not seek 

reimbursement by health insurance plans. This allows us 

to see students who do not meet “medical necessity,” and we 

are not required to give a mental health disorder diagnosis 

in order to qualify for providing services. We also have the 

flexibility of providing mental health services as long as 

needed, based on client needs and not based on the number of 

sessions approved by a health insurance company.

Mayumi Y. Douglass, MS
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On March 13, we were informed 
that as a result of the COVID-19 
pandemic, the school would 

be closed starting the following 
Monday, and the length of closure 
was unknown, since it was based 
on federal and state mandates for 
decreasing the risk of infection from 
coronavirus. On that day, the team of 
trainees under my supervision and I 
had an active caseload of 63 students 
participating in school-based mental 
health services. Some of these minors 
have consented for their own services, 
and we had a variety of students who 
had just started services with us or 
were in the late stage of therapy. 
Students in our caseload who were 
presenting with severe symptoms 
of mental health disorders based 
on DSM-V (American Psychiatric 
Association, 2013) were already 
connected with outpatient mental 
health service providers to offer a 
higher level of care, if needed.

As a therapist 
Before we were faced with the reality 
of the COVID-19 pandemic that caused 
the sudden and abrupt ending of in-
person sessions, I had always thought 
of telehealth services as a last resort 
for providing mental healthcare. My 
clinical training in graduate school 
as an MFT emphasized “in-person” 
interactions as essential to create and 
maintain a therapeutic alliance. 

This perspective has been reinforced 
by my continuous clinical training 
as a licensed marriage and 
family therapist, including the 
multidisciplinary integration of 
neuroscience and psychotherapy 
explained in the Brain-Based therapy 
model by Arden and Linford (Quinn, 
2011). The quality of the therapeutic 
alliance is one of the four primary 
elements of the model, and it explains 
the neuroscience of in-person 
interactions, and their effect on 
creating and maintaining a strong 
therapeutic alliance and to practice 
effective therapy services. 

When conducting a session by phone 
or video, information such as body 
posture, tone of voice, and other 
nonverbal cues are non-existent or 
very limited, which results in mostly 
focusing on what is emerging from 
the client’s left prefrontal cortex and 
temporal lobes, described by Arden 
and Linford (2011) as the speech 
centers that power the life narrative. 
However, my experience using both 
video and phone to continue mental 
health services has been more 
satisfactory than I anticipated. There 
are a few advantages I am noticing in 
comparison to in-person school-based 
services.

Increased sense of comfort  
Clients have expressed feeling 
more comfortable participating in 
telehealth services because they are 
at home, in their own environment. 
Before, students would come to my 
office at the Guidance Center during 
school hours, but this change in 
service experience has brought to my 
attention that regardless of how cozy 
and warm I try to set up my school-
based office, there is no comparison 
to participating in services from the 
comfort of the client’s own space.

Some of them prefer video, but I notice 
that most prefer phone sessions, 
stating they do not need to worry 
about their personal appearance and 
background. One client told me that 
using the computer for video sessions 
feels “colder,” since she already spends 
so much time in front of the computer 
completing school assignments, and 
that the phone is more “personal.” 
Another student shared that if given 
the option of continuing phone or 
in-person sessions, she would prefer 
phone sessions. She reported feeling 
more comfortable when she is not 
participating in person because, if she 
is not making eye contact, she may be 
perceived as not paying attention.

Increased opportunities for relational 
sessions 
The limitations of bringing family 
members to participate in relational 
therapy during school and working 
hours have been significantly 
decreased by the shelter-in-place 
orders. Since my clients are mostly 
minors living with their families, I 
now have increased opportunities 
for engaging family members in 
therapeutic services. I schedule 
weekly video or phone sessions with 
parents as part of my services to 
minor clients, and I have found that 
it is much easier to set up 30-minute 
conjoint video sessions, even if 
parents are still working outside the 
home. 

Self of the therapist reflections 
As an immigrant from Mexico 
practicing as a therapist in California, 
I have always been aware of how my 
accent could be a barrier for people 
understanding me and forming 
an opinion of my professional 
competence. This experience has also 
been identified as doubts about the 
competence of the bilingual therapist 
as a result of the client's view of 
professionals speaking her own 
language (Iannaco, 2014).

Part of the reason for my previous 
avoidance of integrating telehealth 
services as part of my clinical practice 
has to do with my own frustration 
with English as my second language, 
and the importance of not wanting 
to miss important details “lost in 
translation.” As multilingual therapists 
can attest, providing therapy services 
in another language goes beyond the 
proficiency that you have in both 
languages. There are critical elements 
of language that include the personal 
use of metaphors, sense of humor, 
and the emotional impact of certain 
words. The language of therapy itself 
is a unique language, and becoming 
proficient in the language of therapy 
in a second language is a very complex 
learning experience for multilingual 
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therapists. As a bilingual therapists 
working with monolingual clients, 
I need to give additional attention 
to the extralinguistic and affective 
factors present in the therapeutic 
conversations (Javier, 2007).

The question, “What is it like for 
bilingual therapists to work with 
monolingual and bilingual clients?” was 
explored in a qualitive study to examine 
the identification and over-identification 
within a therapeutic relationship where 
English is the therapist's second or 
subsequent language (Nguyen, 2014). 
Identification is usually described 
as seeing aspects of ourselves in 
others and the ability to identify with 
another's feelings and needs. As a 
bilingual therapist, I agree with Nguyen’s 
statements that 1) identification is more 
likely to happen when, like the therapist, 
the client also is bilingual, and 2) the 
identification process is more difficult 
for a monolingual client with a bilingual 
therapist.

I had always preferred in-person 
sessions because the integration of 
verbal and non-verbal communication 
gives me a deeper understanding of 
the message conveyed by my clients. 
Not having the option of continuing 
in-person sessions, and with the 
opportunity to provide telehealth 
services, I have been forced to leave 
my comfort zone and engage in phone 
and video sessions, which add another 
layer of complexity as a therapist 
practicing in my second language. I 
can share that my experiences have 
been better than what I expected. 
Since most of my telehealth clients 
are former in-person clients, I had 
already reached a level of “therapeutic 
linguistic understanding.” I have not 
experienced a significant drawback 
from clients who were assigned to 
me to continue telehealth services. I 
do find video sessions more helpful 
for understanding the emotional 
content of clients’ words, but I have 
also noticed that paraphrasing and 
checking for meaning is very helpful 
when engaging in phone services. 

As a supervisor 
This pandemic created unique 
circumstances for all mental health 
providers. As a clinical supervisor, I 
needed to determine the options for 
continuing services to the 63 students 
who were actively participating in 
sessions with the MFT team under 
my supervision. These options were 
determined by:

• «Board of Behavioral Sciences (2020a; 
2020b) statement about coronavirus 
disease, allowing MFT trainees to 
provide telehealth services

•  Decisions made by MFT programs 
regarding requirements for their MFT 
graduate students to participate in 
telehealth services (Monk, 2020)

•  The high school district and the 
school administration guidelines for 
providing telehealth services to their 
students 

•  AAMFT’s Best Practices in the 
Online Practice of Couple and Family 
Therapy (Caldwell, Bischoff, Derrig-
Palumbo, & Liebert, 2017).

Clients continuing telehealth services 
The last two weeks of March were 
spent developing a system for 
trainees under my supervision to 
continue telehealth services in 
order to determine which students 
could qualify for these services. As 
a supervisor, the criteria I used for 
making this determination were based 
on the client:
1.  Completing an intake session in 

person
2.  Having an interest in telehealth 

services and access to phone or 
video communication

3.  Having a legal guardian who is 
consenting for mental health 
services or is legally an adult and 
therefore can consent for one’s own 
services

4.  Presenting with mild to moderate 
symptoms of mental health 
disorders based on DSM-V 
(American Psychiatric Association, 
2013). If severe symptoms are 
present, the student is already 
connected with an outside provider 
who is monitoring outpatient 
mental health services and 
medication management, if needed

5.  All interested students and their 
legal guardians are providing new 
telehealth informed consent before 
starting services

During the last two weeks of March, 
we attempted contact with all 63 
students, and if we were unable to talk 
to them by phone, we left messages 
to let them know of the option to 
continue telehealth services, as 
well as provide referrals to the San 
Diego Access and Crisis Line and 
other mental health providers in the 
community.

Based on the criteria to determine 
which students could qualify for 
these services, we were given 
a new scenario for services: 18 
students agreed to continue via 
telehealth; 14 reported no interest in 
continuing services; 5 students had 
severe symptoms and were already 

I schedule weekly 

video or phone 
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if parents are still 
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connected with outside services; 27 
students and their legal guardians did 
not respond and their clinical charts 
were closed.

On April 20, 2020, the high school 
began distance learning, which 
resulted in increased access to 
students since they were checking 
their school email accounts again. 
We had some students who were 
former clients contacting us to request 
services via telehealth, and we also 
had new referrals from students who 
were experiencing high levels of 
stress and symptoms of anxiety. 

As a supervisor, I had to modify my 
criteria for telehealth services to 
include new clients, with the following 
conditions:

•  Parent or legal guardian is 
consenting for services

•  Intake appointment includes a parent 
or legal guardian and is preferably 
completed in a video session

•  If student is presenting with severe 
symptoms of depression, we are 
coordinating services to access 
a higher level of care and crisis 
intervention services as needed

We also identified a need to offer 
an online weekly support group to 
connect students with their peers 
and discuss the impact of COVID-19 
on their well-being and identify and 
implement coping skills to manage 
the resulting stress from these recent 
changes in their lives. We invited 
the 13 students who were already 
participating in an anxiety support 
group on campus and extended the 
invitation to students participating in 
individual sessions via telehealth.

MFT trainees continuing telehealth 
services 
Alongside my role as a supervisor 
determining the options for 
continuation of services with our high 
school clients, I was also attentive to 
the impact of these changes on the 
MFT trainees under my supervision. 

There were unique circumstances that 
determined if they were able to continue 
telehealth services for their caseloads. 
These included health conditions, 
access to a private space at home, 
reliable technology to offer telehealth 
through a secure platform, and time 
to continue traineeship activities, as 
some trainees had also become full-
time guardians for their children and 
homeschool teachers overnight.

Out of the team of four trainees, one 
was able to put aside 12 hours per week 
to continue her role. We continued 
providing distance services for the 
students who chose to continue, based 
on their preferences for frequency of 
sessions, either weekly or every other 
week, and through their preferred 
method of contact.

Telehealth supervision experiences 
The greatest impact of the COVID-19 
pandemic in my role as a clinical 
supervisor was losing my team, who 
I was expecting to supervise up until 
June 2020. I miss our group supervision 
sessions and the ongoing learning 
experience. I also miss the ongoing 
in-person collaboration with guidance 
counselors and other school staff at 
the Guidance Center. I did not have the 
opportunity to properly process the end 

of our supervision relationship, just 
as they did not get the opportunity to 
process the end of their experience with 
their clients. We all had to adapt to these 
rapidly changing circumstances to the 
best of our abilities.
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Blake Griffin Edwards, MS

My Best Advice for MFTs  
Providing Court Testimony
In the course of professional practice as a mental health professional, I have responded to 

many subpoenas and been questioned in the process of legal discovery numerous times. 

I have only provided testimony on the stand in court twice, but over the past nearly two 

decades, I have advised and observed untold therapists who have done so and participated in 

many sessions of preparation with attorneys providing legal counsel. I have edited countless 

written letters of report that have influenced court opinion. I have done so in especially close 

partnerships with child dependency stakeholders and juvenile justice systems in Texas and 

Washington State and within the military justice system.

I have learned how important it is that 
clinicians become familiar with relevant 
laws and regulations, as well as the 
respective codes of ethics established 
for their areas of professional licensure. 
As a licensed marriage and family 
therapist, for instance, I am clear that 
the Code of Ethics established by the 
AAMFT empowers MFTs to “perform 
forensic services which may include 
interviews, consultations, evaluation 
reports, and assessments both formal 
and informal” (AAMFT Code of Ethics 
7.1) and cautions MFTs that when 
providing “expert or fact witness 
testimony in legal proceedings,” we 
should “avoid misleading judgments, 
base conclusions and opinions 
on appropriate data, and avoid 

inaccuracies insofar as possible,” further 
clarifying, “When offering testimony, as 
marriage and family therapy experts, 
they shall strive to be accurate, 
objective, fair, and independent” 
(AAMFT Code of Ethics 7.2). And so on.

Let me be clear: I have no formal 
forensic training and nothing I 
communicate here should be 
misconstrued as legal advice. All 
that being said, here are a few notes 
of guidance many clinicians may 
find helpful. I have collected these 
insights over time on the basis of 
legal counsel as well as on my own 
personal experience supervising mental 
health professionals as they provided 
legal testimony. Ultimately, this 
constitutes in my view the best advice 

for psychotherapists providing court 
testimony—

#1  Prepare notes from chart with 
all objective data, such as the date 
services were initially requested, 
dates of services with description of 
service type (e.g., intake assessment), 
information regarding specific dates of 
attendance and clarifying information 
regarding no-shows and cancellations, 
diagnostic information, effective dates 
and components of treatment plans, 
clarification of therapeutic modalities 
utilized, and information, including 
dates, regarding any transfers and/
or process of attempts to contact and 
discharge and closure. Under subpoena, 
if asked, provide this information.

ETHICS+LEGAL
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#2  Do not look at notes on the stand 
during a trial without first requesting 
permission from the judge to review 
your notes, at which point you will be 
provided or denied permission to do so. 

#3 Be prepared to cite specific dates 
and information regarding your own 
college degrees, credentialing, training 
related to specific treatment modalities, 
publications, employment date ranges, 
titles, and scope of role, as well as clear, 
concise explanations of modalities 
utilized. 

#4 Declare the limits of your 
competencies and information, and 
take care that the statements you make 
remain within those limits (AAMFT 
Code of Ethics 7.8). Stay in the moment 
of what you have seen and heard 
from clients, and within the scope 
of treatment, without speculating 
about goings-on outside of treatment 
sessions, about which you can only 
report what has been reported to you.

#5 Regardless of pressure: breathe 
deeply while reflectively formulating 
and articulating responses. If you are 
confused, it is perfectly acceptable to 
ask attorneys to repeat or clarify their 
question.

#6 Respond objectively, whenever 
possible—answering only “yes” or “no” 
to “yes or no” questions.

#7 Respond “that is outside the scope 
of my credentialing or employment or 
practice,” or “that is beyond the scope 
of the treatment I was providing,” as 
appropriate.

#8 Provide clarification of limits of 
scope with, “I was not assessing for 
that,” “I did not provide a parenting 

assessment,” “I do not have enough 
information to make a determination,” 
“I do not know,” “I do not remember,” or 
“I would need to consult the chart.” You 
get the idea.

#9 Most mental health treatment 
providers are facts witnesses, not an 
expert witnesses—unless specifically 
contracted and paid to act as an 
expert witness; be very cautious 
about engaging in any form of clinical 
speculation about a particular case 
regarding what may have happened in 
the past or could happen in the future, 
or in making generalized assertions 
regarding, for instance, trauma, 
mental health disorders, treatment, or 
treatment efficacy¬—unless you have 
clearly established expertise in this 
area, on the basis of significant and 
formal research and practice in a given 
subdiscipline.

Beyond these tips for providing 
testimony, it is important generally to 
maintain careful boundaries. When 
MFTs do become forensic evaluators 
for clients they also see for therapy, 
they will later find, nearly inevitably, 
that the conflicts of interest that will be 
nearly impossible to perfectly navigate 
would have been avoided entirely by 
the simple refusal to provide disparate 
services to the same client. AAMFT 
Code of Ethics 7.6 clearly guides, 
“Marriage and family therapists avoid 
providing therapy to clients for whom 
the therapist has provided a forensic 
evaluation and avoid providing 
evaluations for those who are clients, 
unless otherwise mandated by legal 
systems.” 7.7 further clarifies, “Marriage 
and family therapists avoid conflicts 
of interest in treating minors or adults 

involved in custody or visitation actions 
by not performing evaluations for 
custody, residence, or visitation of the 
minor.”

If subpoenaed to appear in court or 
provide any form of legal testimony, it 
is important to notify the client as soon 
as possible. When possible, clinicians 
should ensure a client comprehends 
potential benefits and liabilities of 
their mental health information being 
disclosed in a courtroom. 

Finally, take advantage of AAMFT’s 
excellent member benefit of legal and 
ethics consultation. In case you missed 
it: all members of AAMFT are eligible 
to receive Ethical Advisory Opinions; 
members in the following AAMFT 
membership categories are eligible for 
Legal Consultations: Pre-Allied Mental 
Health Professional Members, Allied 
Mental Professional Members, Pre-
Clinical Fellow, and Clinical Fellow.
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Lisa Reynolds, PhD

The 3.12(e) Violation
Case scenario: “Ines” is notified that a prior client of hers had lodged a complaint of 

professional misconduct to both the state, as well as to AAMFT. Subsequently, as Ines 

prepares for dealing with the state’s investigation, she receives notification from the AAMFT 

Ethics committee that her case will be held in abeyance until a determination by the licensing 

board has been made, and that after that decision has been made, she may be charged with a 

violation of Standard 3.12(e).

Ines’ supervisor talks to her about how 
this situation came to be. Ines explains 
that she had been seeing a 15-year-old 
girl who was referred by several other 
teenaged girls in her school with whom 
Ines had worked successfully within the 
areas of body image, self-esteem, and 
weight loss. This young girl’s mother 
discovered that her daughter had begun 
some very risky dieting procedures, 
including purging by use of vomiting 
and laxatives, taking diuretics, and an 
extreme exercise regimen that resulted 
in a drastic 20 pound loss in a short 
period of time. Consequently, when the 
mother confronted the daughter about 
these concerning behaviors, the girl 
became enraged at her, and reported 
that her therapist was a specialist at 
health and weight loss, and that she 
gave her these ideas and supported 
her efforts. At first, Ines adamantly 
denied the young client’s claims, but 
after breaking things down with her 
supervisor, she realized that perhaps 
there were ways she could have been 

more careful and transparent in her 
practice.

So how did a well-intentioned clinician 
in good standing at her agency, end 
up being investigated for professional 
misconduct? She reported that she 
“meant well,” and that her intent was 
“to treat this client with ethically-sound 
interventions that had been quite 
successful with other teenage girls 
who presented with similar issues.” 
She saw no egregious misconduct in 
her behaviors. However, the state felt 
differently about things. The following 
contains a short discussion of a number 
of possible violations Ines may have 
been teetering on in her treatment. 
Consider your thoughts on each, and 
whether you feel Ines was in violation or 
not. More importantly, what could Ines, 
or any therapist, do differently going 
forward to avoid this scenario in clinical 
practice?

1.2 Informed consent 
Marriage and family therapists obtain 
appropriate informed consent to 
therapy or related procedures and 
use language that is reasonably 
understandable to clients. When 
persons, due to age or mental status, 
are legally incapable of giving informed 
consent, marriage and family therapists 
obtain informed permission from 
a legally authorized person, if such 
substitute consent is legally permissible. 
The content of informed consent may 
vary depending upon the client and 
treatment plan; however, informed 
consent generally necessitates that 
the client: a) has the capacity to 
consent, b) has been adequately 
informed of significant information 
concerning treatment processes and 
procedures, c) has been adequately 
informed of potential risks and benefits 
of treatments for which generally 
recognized standards do not yet 
exist, d) has freely and without undue 
influence expressed consent, and e) has 

ETHICS+LEGAL



provided consent that is appropriately 
documented.

Without seeing Ines’ informed consent, 
it is impossible to gauge whether or 
not she adequately detailed the type 
of treatment she was offering this 
client and her parent, as the client was 
a minor at the time of treatment. Full 
disclosure of her treatment protocol and 
methods would have helped everyone 
involved be aware of treatment types 
and intentions.

3.10 Scope of competence 
Marriage and family therapists do not 
diagnose, treat, or advise on problems 
outside the recognized boundaries of 
their competencies.

Is such specific treatment for weight 
and nutrition issues within the scope 
of experience of this therapist? If so, 
has she advertised it as such? Does 
Ines have special training, expertise, or 
ample experience in this topic area? Is 
she able to manage the physiological 
aspect of this issue, or does she need to 
be coordinating care for this client via 
collaboration with a medical doctor or 
nutritionist?

9.1 Accurate professional 
representation 
Marriage and family therapists 
accurately represent their 

competencies, education, training, and 
experience relevant to their practice 
of marriage and family therapy in 
accordance with applicable law.

After Ines’ client’s mother made the 
complaint that she was misrepresenting 
her abilities, Ines realized that a 
coaching business she had many years 
before still showed up when someone 
Googled her name, along with a number 
of articles and blogs the clinician had 
written on wellness and weight loss 
for a variety of sites. Ines also recalled 
referencing her experience in coaching 
on several occasions to her client. 
Could this easily accessible information 
mislead the client to believe that the 
therapist was much more an expert in 
this area than she really was?

9.7 Specialization 
Marriage and family therapists represent 
themselves as providing specialized 
services only after taking reasonable 
steps to ensure the competence of their 
work and to protect clients, supervisees, 
and others from harm.

Did Ines take her “expertise” too far 
in designing work out plans, caloric 
intake limits, food choices, and meal 
preparation with her client? Was it 
appropriate for the client to share 
daily weigh-ins with the therapist to be 
“accountable” to her for her efforts and 

success towards the client’s goal? If Ines 
truly had the experience and knowledge 
to appropriately integrate the health 
and weight coaching into her treatment 
of the client, perhaps she should have 
included explicit information regarding 
this in her informed consent? The Ethic’s 
concept of “autonomy” means that 
clients have the rights to make their 
own informed decisions on things. 
Perhaps Ines could have avoided this 
whole issue by simply stating to the 
mother and the (minor) client at the 
beginning of treatment something like 
this:

“I have worked with many young 
women with similar issues, and I have 
found success in these girls achieving 
their goals by applying a number of 
strategies to their treatment. In addition 
to (insert preferred model of therapy 
here), I often include such interventions 
as journaling, creating an exercise and 
eating plan with the client, and daily 
check-ins on how the client feels they 
are doing with therapeutic homework, 
etc. during the time between sessions. 
I encourage you both to talk about how 
things are going, and to let me know if 
these methods seem to be problematic 
or concerning in any way.”

In this way, Ines would have been 
completely transparent in what she 

She saw no egregious misconduct in her 

behaviors. However, the state felt differently  

about things.
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intended to offer, and the client and her 
mother could make an autonomous 
and informed decision based on this full 
disclosure.

1.3 Multiple relationships  
Marriage and family therapists are 
aware of their influential positions 
with respect to clients, and they avoid 
exploiting the trust and dependency 
of such persons. Therapists, therefore, 
make every effort to avoid conditions 
and multiple relationships with clients 
that could impair professional judgment 
or increase the risk of exploitation. 
Such relationships include, but are not 
limited to, business or close personal 
relationships with a client or the client’s 
immediate family. When the risk of 
impairment or exploitation exists due to 
conditions or multiple roles, therapists 
document the appropriate precautions 
taken. 

Do you think Ines’ role as therapist might 
have been confused by the client (or the 
client’s mother) as a coach, a doctor, a 
weight loss specialist, a friend, a mother?

The AAMFT Code of Ethics, Standard III, 
Professional Competence and Integrity, 
states:

3.12 Professional misconduct 
Marriage and family therapists may be 
in violation of this Code and subject 
to termination of membership or 
other appropriate action if they: a) are 
convicted of any felony, b) are convicted 
of a misdemeanor related to their 
qualifications or functions, c) engage in 
conduct which could lead to conviction 
of a felony, or a misdemeanor related to 
their qualifications or functions, d) are 
expelled from or disciplined by other 
professional organizations, e) have their 
licenses or certificates suspended or 
revoked or are otherwise disciplined 
by regulatory bodies, f) continue to 
practice marriage and family therapy 
while no longer competent to do so 
because they are impaired by physical 
or mental causes or the abuse of 
alcohol or other substances, or g) fail to 
cooperate with the Association at any 
point from the inception of an ethical 
complaint through the completion of all 
proceedings regarding that complaint.

The vast majority of the cases that 
are deliberated by the AAMFT Ethics 
Committee are found to be in violation of 
3.12(e). Specifically, these cases include 
members who had been sanctioned 
by the state in which they practice 
and had their licenses suspended or 
revoked. Regardless of what other 
AAMFT Code violations (for example, 
the sub standards listed underneath the 
aforementioned case scenario) may have 
occurred by the member, the Committee 
will first file the 3.12(e). 

There are many reasons that a member 
can be sanctioned by the state. Most 
complainants first make reports to the 
state’s licensing board or department of 

health because they may not know about 
the professional body that governs MFTs. 
In the state of New York, for example, 
professional misconduct violations 
can include being convicted of a crime, 
physical or sexual abuse of another 
person, practicing under the influence of 
alcohol or drugs, refusing a client service 
because of race, creed, color, or national 
origin, or aiding an unlicensed person 
to perform activities requiring a license 
(NYSED.org, 2019). 

States vary widely on the range 
of sanctions they can impose on 
practitioners. On the Ethics Committee, 
we have seen states mandate attendance 
at workshops to obtain CEUs in areas of 
incompetence, appoint monetary fines, 
or refer to special programs for alcohol 
or drug addiction. In egregious cases of 
misconduct, or when direct harm has 
been inflicted upon a client, the state 
may choose to suspend a therapist’s 
license for a period of time, or to revoke 
it permanently. 

So, how can AAMFT members best 
protect themselves from being accused 
of professional misconduct that may 
result in a retraction of their licenses 
to practice, and perhaps subsequently 
result in a 3.12(e) violation through the 
Ethics Committee? The following is a 
simple overview of checks and balances 
that every practicing MFT should revisit 
on a regular basis:

Read through the AAMFT Code of 
Ethics annually, and be familiar with 
the tenets it contains. 
As a graduate professor who teaches 
the Ethics course every spring, I am 
fortunate for the yearly reminder and 
overview of our Code. However, for 
therapists who are not in academia, the 
“fine print” of the Code, especially in an 
area that a clinician may not encounter 
often (such as non-abandonment when 
experiencing illness, or a sudden need 
to close a practice), can fade into simple 
background noise.
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Make time to visit the AAMFT website 
The site contains links to every issue of 
Family Therapy magazine (FTM), tips for 
maintaining an ethical practice, legal and 
ethics fact sheets, and articles on various 
topic areas to help members best stay on 
top of an ethically-sound practice. 

Workshops/trainings/CEUs 
As the Ethics Committee considers 
appropriate sanctions for members 
found in violation of the Code, we often 
uncover a plethora of workshops and 
trainings that spans a wide range of topic 
areas. Many states now require a certain 
number of CEUs each year to maintain 
licensure. Therapists should be mindful 
of what sorts of trainings they feel are 
important to their particular practice.

Talk to colleagues/supervision groups 
It is easy for any of us to get “lost” in 
the intense work that we do in offering 
treatment to clients. This is even more 
common in the isolation of private 

practice. It can be incredibly helpful 
to get out of one’s own mind and 
learn through other therapists’ stories, 
mistakes, or methods. I often share 
with my graduate MFT students the 
importance to me of supervision and of 
processing cases with colleagues in my 
own practice. Many times, these students 
are surprised that very experienced 
therapists still “need” supervision. My 
reply to them is this—“Do seasoned 
clinicians, or any clinicians at all, really 
need supervision? Or is it really that they 
want supervision? I believe the wisdom is 
in the distinction between the two.” This 
is yet another helpful tool to maintaining 
an ethical practice.

In summary, even the most well-
intentioned and seasoned therapists can 
make mistakes, or miss things that may 
be misrepresented or misconstrued by 
clients. The aforementioned suggestions 
can help therapists keep a watchful 
eye on their offerings, incorporate fresh 

and novel ideas into their treatment 
and techniques, and keep on top of an 
ethically-sound practice.
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PERSPECTIVES

Gioia Jacobson, MA

Climate Change for Clinicians

In 2020, it is now possible to enroll in an 
undergraduate course on Environmental 
Grief and Anxiety: Building Hope in the 
Age of Climate Consequences. The Good 
Grief Network, established in 2016, exists 
as a support group to address climate 
anxiety. Mainstream media, including 
miniseries and music, have also begun 
to normalize the issue of climate anxiety 
for a broad audience. A 2017 report from 
the American Psychological Association 
(APA) entitled Mental Health and Our 
Changing Climate: Impacts, Implications, 
and Guidance highlights psychological 
responses to climate change, 
including tendencies toward “conflict 
avoidance, fatalism, fear, helplessness, 
and resignation” (Clayton, Manning, 
Krygsman, & Speiser, 2017, p. 4). 

Certainly, it is completely natural and 
normal to want to withdraw from a 
potential stressor in order to avoid 
overwhelming fear, hopelessness, 
and despair. This reluctance can be 
understood compassionately from a 
clinical perspective. It can perhaps be 
understood as ambivalence from a 
motivational interviewing perspective. 
It can perhaps be understood as a lack 
of willingness to admit that there is a 

problem from a 12-step perspective. 
It can perhaps be understood as 
dissociation from a trauma perspective, 
or denial as a stage of grief in the Kübler-
Ross model (2014). 

In their APA report, Clayton et al. (2017) 
recognized health professionals as being 
“uniquely positioned to foster new levels 
of support for climate solutions” and 
urged clinicians to consider their abilities 
to

–  Become a mental health-related 
climate-literate professional

–  Engage fellow public and mental health 
professionals

–  Be vocal, model leaders within your 
communities

–  Support national and international 
climate-mental health solutions (p. 8)

I am not a climate scientist—but as a 
mental health professional, I am called 
and charged with becoming climate 
literate and practicing with that literacy in 
mind. As a marriage and family therapist 
(MFT) specifically, my scope of practice 
is relational. It became important to me 
to understand how this profession could 
serve the mounting impact of climate 

change in that capacity. Certainly, I 
am qualified to address anxiety, but 
what about addressing the underlying 
issues? What about looking at this crisis 
systemically? I was challenged to think 
about which elements of a relational 
dynamic are present between myself 
and nature; an entity which I cannot 
communicate with in the traditional 
sense of that word. Ecopsychology 
provides a perspective from which I feel 
equipped to approach this pertinent 
question, as well as a viable way into 
addressing climate change as an MFT.

The APA (2020) gives the following 
definition of ecopsychology:  
Ecopsychology explores humans’ 
psychological interdependence with 
the rest of nature and the implications 
for identity, health, and well-being. 
Ecopsychology topics include emotional 
responses to nature; the impacts of 
environmental issues, such as natural 
disasters and global climate change; 
and the transpersonal dimensions of 
environmental identity and concern.

Research and practice examples:

–  Integrating outdoor activities into 
therapy

There is growing awareness in the popular culture of both climate change and its impacts 
on mental health. Two out of three Americans (66%) report they are “somewhat worried” 
about global warming, and 30% are “very worried,” a nearly threefold increase since 2014 
(Leiserowitz et al., 2019). 
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–  Preventing burnout and despair 

regarding environmental issues

–  Understanding transcendent 
experiences in nature 

From a more theoretical perspective, 
Theodore Roszak, noted scholar who 
coined the term ecopsychology, said: 
If ecopsychology has anything to add to 
the Socratic-Freudian project of self-
knowledge, it is to remind us of what our 
ancestors took to be common knowledge: 
there is more to know about the self, 
or rather more self to know, than our 
personal history reveals. (2001, p. 319)

It may seem somewhat radical to think 
of relationship to nature as being one 
of our primary relationships, or of the 
broader context of the natural world 
being intimately tied to our personal 
context—but one only needs to take in 
the next breath to be met with a visceral 
understanding of this relationship and 
its primacy. In the words of Carolyn 
Raffensperger, Executive Director of 
the Science and Environmental Health 
Network: 

We have thought about disease and 
healing as completely separate from the 
natural world. . . . [But] our bodies are 
not a boundary that excludes the natural 
world. Every time I take in a breath, I am 
engaged in a process with the tree outside 
my window. Every inhalation of mine is an 
exhalation of the tree, and every exhalation 
of mine is an inhalation of that tree. (as 
cited in Scully, 2004, p. 72)

Marriage and family therapy as a field has 
acknowledged the intrinsic importance 
of the family system and the way in 
which the connection to nuclear family 

profoundly impacts the individual. 
Ecopsychology asks for an expansion 
of systemic thinking to include the 
ecosystem as a meaningful system, 
which impacts the individual and within 
which the individual is housed. 

Today, around 55% of the human 
population lives in urban areas, and that 
number is only expected to increase—to 
almost 70% by the year 2050 (United 
Nations, 2019). It is clear that anxiety 
disorders and depression are positively 
correlated with living in cities and urban 
environments, and that, conversely, 
contact with nature and green spaces, 
is linked with improved mental and 
physical health (Keniger, Gaston, Irvine, & 
Fuller, 2013; Maas et al., 2009; Shanahan, 
Fuller, Bush, Lin, & Gaston, 2015). Twenty 
or thirty years ago, this lack of proximity 
or contact may have constituted the 
heart of the conversation. Today, the 
issue, or rather, the relationship, has 
become somewhat more complex and 
dynamic as climate change, climate 
thresholds, and resulting climate fear 
come into play. The data suggest a 
distant and dysfunctional relationship, 
with significant problems and stressors 
involved. Damage has been done and 
trauma sustained. From a therapeutic 
perspective, neither guilt nor denial in 
and of themselves are likely to improve 
the relationship moving forward.     

Rupture and repair are a vital dynamic 
to grasp within the context of healthy 
relationships, and individual and 
collective relationships to climate change 
are no exception. As Zach Brittle, a 
certified Gottman therapist put it, “In Dr. 
Gottman’s research, the consistent failure 
of repair attempts is a sign of an unhappy 

future.” To take the metaphor one step 
further and apply it to current apocalyptic 
fears, he indicated that a relationship 
“can survive The Four Horsemen of the 
Apocalypse, but only if partners learn 
to repair effectively” (Brittle, 2014). The 
executive summary of the 2017 APA  
(Clayton et al., 2017) report also speaks to 
some of the reparative actions that can 
be taken and indicate that the feedback 
loop of individual well-being and climate 
engagement holds true on a larger scale as 
well. The authors stated:

Climate solutions are available now, are 
widespread, and support psychological 
health. Increasing adoption of active 
commuting, public transportation, green 
spaces, and clean energy are all solutions 
that people can choose to support and 
integrate into their daily lives. These 
climate solutions, among others, can 
help to curb the stress, anxiety, and 
other mental illnesses incurred from the 
decline of economies, infrastructure, and 
social identity that comes from damage 
to the climate. (p. 7) 

Similarly, they note that “individuals who 
have higher perceived environmental 
self-efficacy, or the sense of being able to 
positively contribute, are more motivated 
to act on climate solutions (Clayton et 
al., 2017). The executive summary of 
this report concludes with the following 
recommendations for individuals:

1. Build belief in one’s own resilience 

2. Foster optimism

3. Cultivate active coping and self-
regulation skills 
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4.  Maintain practices that help to provide 
a sense of meaning

5. Promote connectedness to family, 
place, culture, and community. (Clayton, 
2017, p.7)

If we, too, are nature, and can positively 
impact our resiliency reciprocally, then this 
list represents a very practical way forward 
toward addressing mental health concerns 
around climate change as well as impacting 
some of the underlying factors contributing 
to climate change. Viewed this way, the 
conversation becomes a broader one 
about the strengths and supports we have, 
internally and externally, which allow us to 
adapt well and maintain our resilience. The 
following are some of the ways in which 
ecotherapy, and development of a more 
functional or more connected relationship 
with nature, might be supportive of these 
goals:

–  Positive mental health effects can be 
seen as a result of viewing nature, sitting 
in nature, walking in nature, and even 
conservation-based activities (Keniger et 
al., 2013)

–  Small changes, or even simply 
witnessing or observing nature can 
improve an individual’s sense of well-
being. This could mean planting a tree 
or spending more time at a nearby park 
(Shanahan et al., 2015)

–  Exposure to nature is correlated to 
reduced depression (Maas et al., 2009) 
as well as reduced psychological and 
physiological stress (Keniger et al., 2013)

–  Experiences that generate an 
appreciation of and connection 
with nature are likely to be the most 
beneficial for psychological well-being 
(Wolsko & Lindberg, 2013)

In spite of these clear benefits, clinicians 
have historically been hesitant to bring 
nature-based or nature-facilitated 
techniques into practice. When 
researchers Wolsko & Hoyt (2012) polled 
231 mental health practitioners, they 
found that only 26% of the sample 
could recall learning anything about the 
influence of the physical environment 
on mental health during their graduate 

education. Almost one-third (29.5%) of 
respondents reported that they thought 
nature-facilitated techniques would be 
ineffective or irrelevant to the healing 
process. Conversely, nearly half (48.5%) 
of practitioners indicated that they 
intentionally used a nature-themed 
environmental logo to advertise their 
businesses. Admittedly, there are some 
ethical considerations to be faced when 
thinking about the possibility of taking the 
confidential therapeutic dyad outdoors. 
On the other hand, bringing nature into 
the consulting room seems extraordinarily 
possible. Implementing ecopsychological 
interventions in practice might look many 
ways, but without ever stepping foot 
outside one could consider:

–  Exploring an individual’s existing 
relationship to nature—including both 
beneficial and strained aspects of that 
relationship

–  Making metaphorical connections to 
natural elements, particularly those 
which exemplify resiliency

–  Increasing levels of contact with natural 
world (Keniger et al., 2013) 

–  Improving sense of efficacy via 
participating in conservancy measures, 
such as clicking to save the rainforest 
daily for free via websites such as www.
greatergood.com

–  Assigning ecotherapy related homework 
if indicated, such as forest bathing, 
planting a tree, gardening, community 
gardening, or meditating outdoors

–  Bibliotherapy assignments of texts 
which normalize and address eco-grief 
themes 

That being said, the single most 
impactful change to the therapeutic 
landscape may be the shift in a therapist’s 
perspective, which allows observation 
and contextualization of an individual’s 
relationship to nature as a vital part of 
that person’s mental health. All signs 
point to connectedness, a central element 
of strong relationships, as being key to 
finding a way forward that includes both 
healthy people and a healthy planet. It 
is my hope that, as MFTs, we can utilize 
our expertise with this familiar and 

central goal of our work to address the 
current climate crisis in an effective and 
meaningful way.

Gioia Jacobson, MA, 
LMFT,  is an AAMFT 

Clinical Fellow, a clinician 
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Check out our state and provincial resource pages providing information on  
licensure in each state and regulation in the Canadian provinces. These pages  
may be particularly useful for MFT students, or licensed MFTs seeking licensure  
in another state. 

Each page contains information on MFT licensing requirements for all license levels 
available in the state, license portability, and continuing education. These resources 
can serve as a guide, supplemental to the information provided by licensing boards. 
More speci�c requirements will be found on state licensing board websites, and 
links to licensing boards and other regulatory bodies are provided on the state and 
provincial resource pages. 

Questions? Contact us at FamilyTEAM@aamft.org. Information found on the pages 
was gathered from state licensing boards, statutes and regulations, and other 
regulatory agencies. 

AAMFT cannot guarantee the accuracy of the information within the pages. Members 
should consult with their state licensing board or provincial government for exact 
requirements.  
VISIT WWW.AAMFT.ORG THEN SELECT BUILD YOUR CAREER >> MFT STATE/PROVINCIAL RESOURCES.

STATE AND PROVINCIAL 
RESOURCE PAGES
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