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THE NEED FOR COUNSELING SERVICES
In 2009, 45.1 million adults (19.9%) in the United States had mental illness in the past year. Of
those, nearly 8.9 million (20%) also had a substance use disorder. (1)
In 2009, 11 million adults (4.8%) had serious mental illness (SMI)—a diagnosable mental disorder
that substantially interfered with or limited one or more major life activities—in the past year. Of
those, 25.7% also had a substance use disorder. (1)
In 2009, an estimated 8.4 million adults (3.7 %) age 18 or older had serious thoughts of suicide in
the past year. 2.2 million adults made suicide plans in the past year and approximately 1 million
adults attempted suicide in the past year. (1)
In 2009, less than 4 in 10 adults with mental illness in the past year received mental health
services. (1)
Anxiety Disorders affect about 40 million American adults age 18 years and older (about 18%) in
a given year. (2)
Major Depressive Disorder is the leading cause of disability in the U.S. for ages 15-44. (3) In the
United States, 70 percent of people with severe disabilities are unemployed. (4) People with
mental illnesses have one of the lowest rates of employment of any group with disabilities - only
about 1 in 3 is employed. (5)
There are over 54 million Americans with disabilities, a full 20 percent of the U.S. population.
Almost half of these individuals have a severe disability, affecting their ability to see, hear, walk,
or perform other basic functions of life. (6)
According to a recent Harris Survey, conducted by the National Organization of Disability, 72% of
Americans with disabilities want to work. (6)
Americans with disabilities have a lower level of educational attainment than those without
disabilities. One out of five adults with disabilities has not graduated from high school, compared
to less than one of ten adults without disabilities. National graduation rates for students who
receive special education and related services have stagnated at 27% for the past three years,
while rates are 75% for students who do not rely on special education. (6)
In 2009, among young adults aged 18 to 25, the rate of binge drinking was 41.7%, and the rate of
heavy drinking was 13.7%. These rates were similar to the rates in 2008. (7)
In 2009, an estimated 3.1 million person aged 12 or older used an illicit drug for the first time
within the past 12 months. A majority of these past year illicit drug initiates reported that their first
drug was marijuana (59.1%). Nearly one third initiated with psychotherapeutics (28.6%, including
17% with pain relievers, 8.6% with tranquilizers, 2% with stimulants, and 1% with sedatives). A
sizable proportion reported inhalants (9.8%) as their first illicit drug, and a small proportion used
hallucinogens as their first drug (2.1%). (7)
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In 2009, an estimated 22.5 million persons (8.9% of the population 12 or older) were classified
with substance dependence or abuse in the past year based on criteria specified in the
Diagnostic and Statistical Manual of Mental Disorders, 4th edition (DSM-IV). Of these, 3.2 million
were classified with dependence on or abuse of both alcohol and illicit drugs, 3.9 million were
dependent on or abused illicit drugs but not alcohol, and 15.4 million were dependent on or
abused alcohol but not illicit drugs. (7)
Suicide is the third leading cause of death among Americans between the ages of 15-24 and the
second leading cause of death among those between the ages of 25-34. Among college
students, suicide is the third leading cause of death. (8)
90% of suicides that take place in the United States are associated with mental illness, including
disorders involving the abuse of alcohol and other drugs. Half of those who die by suicide were
afflicted with major depression. The suicide rate of people with major depression is eight times
that of the general population; there also is a strong association between trauma and suicide
(attempts and completions). (8)
In 2009, 6.5% of adults aged 18 or older (14.8 million people) had at least one major depressive
episode (MDE) in the past year. (1)
Among the 14.8 million adults aged 18 or older who had MDE in the past year, 64.4% received
treatment (i.e., saw or talked to a medical doctor or other professional or used prescription
medication) for depression in the same time period. This was significantly lower than the
percentage in 2008 (64.4 vs. 71%, respectively). (1)
In 2009, women aged 18 or older who had MDE in the past year were more likely than their male
counterparts to have received treatment for depression in the past year (67.4 vs. 59%). (1)
In 2009, adults aged 18 or older who had past year MDE were more likely than those without past
year MDE to have used illicit drugs in the past year and/or have co-occurring substance
dependence or abuse. (1)
In 2009, there were 12 million adults aged 18 or older (5.3%) who reported an unmet need for
mental health care in the past year. These included 6.1 million adults who did not receive any
mental health services in the past year. Among adults who did receive some type of mental
health service in the past year, 19.6% (5.9 million) reported an unmet need for mental health
care. (1)
In 2009, 23.5 million persons aged 12 or older needed treatment for an illicit drug or alcohol use
problem (9.3% of persons aged 12 or older). Of these, 2.6 million (1% of persons aged 12 or
older and 11.2% of those who needed treatment) received treatment at a specialty facility. Thus,
20.9 million persons (8.3% of the population aged 12 or older) needed treatment for an illicit drug
or alcohol use problem but did not receive treatment at a specialty substance abuse facility in the
past year. These estimates are similar to the estimates for 2008 and for 2002. (1)
Residents of metropolitan areas are 1.5 times more likely to receive mental health treatment than
are those living in rural areas with a population of 2,500 residents or less. (9)
Children
In 2006, 5% of children ages 4–17 were reported by a parent to have serious difficulties with
emotions, concentration, behavior, or being able to get along with other people. Among the
parents of children with serious (definite or severe) difficulties, 84% reported contacting a health
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care provider or school staff about their child's difficulties, 49% reported their child was prescribed
medication, and 44% reported their child had received treatment other than medication. (10)
In any given year, about 5% to 7% of adults have a serious mental illness, according to several
nationally representative studies. A similar percentage of children – about 5% to 9% – have a
serious emotional disturbance. These figures mean that millions of adults and children are
disabled by mental illnesses every year. (5)
It is estimated that about 75% of children with emotional and behavioral disorders do not receive
specialty mental health services. (11)
Each year, more than 1 million youth come in contact with the juvenile justice system and more
than 100,000 youths are placed in some type of correctional facility. An astounding 80% of
children entering the juvenile justice system have mental disorders. Many juvenile detention
facilities are not equipped to treat them. (12)
In 2009, there were 2 million youths (8.1% of the population aged 12 to 17) who had a major
depressive (MDE) episode during the past year. This was similar to the percentages in 2005 to
2008 (8.8, 7.9, 8.2, and 8.3%, respectively). An estimated 1.4 million youths aged 12 to 17
(5.8%) had past year MDE with severe impairment in one or more role domains (i.e., chores at
home, school or work, close relationships with family, or social life) in 2009. (1)
Among youths aged 12 to 17 in 2009 who had past year MDE, 35.7% used illicit drugs during the
same period compared with 18% of youths who did not have past year MDE. (1)
Youth who had past-year MDE were more likely to be heavy alcohol users in the past month
compared with young people who did not have past-year MDE (4.2 versus 1.9%). (1)
In 2009, 34.7% of youths aged 12 to 17 with past year MDE received treatment for depression
(i.e., saw or talked to a medical doctor or other professional or used prescription medication).
Among youths with a past year MDE, 20.3% saw or talked to a medical doctor or other
professional only, 2.3% used prescription medication only, and 12% received treatment from both
sources for depression in the past year. (1)
In 2009, 2.9 million youths aged 12 to 17 (12%) received treatment or counseling for problems
with emotions or behavior in a specialty mental health setting (inpatient or outpatient care). Also,
12.1% (2.9 million youths) received mental health services in an education setting, 2.5% (603,000
youths) received mental health services in a general medical setting, and 0.4% (109,000 youths)
received mental health services in a juvenile justice setting in the past 12 months. Mental health
services were received in both a specialty setting and either an education or a general medical
setting (i.e., care within multiple settings) by 4.9% of youths. (1)
Of the 2.9 million youths aged 12 to 17 who received specialty mental health services in 2009, the
most likely reason for receiving services was feeling depressed (46%). For youths who received
mental health services in the education setting (2.9 million) or in a general medical setting
(603,000), the most likely reason for receiving services was feeling depressed (36.2% and 48%
respectively). (1)
The number and the percentage of youths aged 12 to 17 who needed treatment for an illicit drug
or alcohol use problem remained unchanged between 2008 (1.9 million, 7.8%) and 2009 (1.8
million, 7.2%). Of the 1.8 million youths who needed treatment for an illicit drug or alcohol use
problem in 2009, 150,000 received treatment at a specialty facility (about 8.4% of the youths who
needed treatment), leaving 1.6 million who needed treatment for a substance use problem but did
not receive it at a specialty facility. (7)
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Seniors
Seven million people age 65 and older in the United States (20% of the older adult population)
have a mental illness, and that number is expected to double to 15 million in the next three
decades. (13)
Less than 3% of older Americans report seeing mental health professionals for treatment, the
smallest percentage of any age group. (14)
Depression affects more than 6.5 million of the 35 million Americans aged 65 or older.
Depression is the single most significant risk factor for suicide in the elderly population. (15)
80% of older adults suffer from at least one chronic condition, leading to increased risk of
depression. (16)
Older Americans are disproportionately likely to die by suicide. (17) Despite representing only
13% of the population, seniors account for 20% of all suicide deaths. (18)
Non-Hispanic white men age 85 and older were most likely to die by suicide. In 2007, they had a
rate of 47 suicide deaths per 100,000 persons in that age group. (17)
Of the elderly who commit suicide, up to 75% had visited a physician within the month before
their suicide. (17)
Abuse of alcohol and drugs affects up to 8 million adults aged 60 or older. (19)
Medicare spending on all mental health services in 2001 was $7.2 billion, representing 3% of all
Medicare spending ($242 billion). In contrast, mental health as a proportion of all health care
expenditures accounted for 12% of Medicaid funds and 4% of spending by private insurance in
2001. (20)
The current number of health care practitioners, including physicians, who have training in
geriatrics is inadequate. As the population ages, the number of older Americans experiencing
mental problems will almost certainly increase. Since geriatric specialists are already in short
supply, these demographic trends portend an intensifying shortage in the future. There must be a
substantial public and private sector investment in geriatric education and training, with attention
given to the importance of geriatric mental health needs. (21)
There is a current shortage of approximately 12,000 geriatric specialists in the US; by 2030 the
shortage will more than double to about 28,000. (16)
Between 2005 and 2030, the number of older Americans will nearly double from 37 million to 70
million, an increase from 12% of the population to 20%. (16)
The demand for mental health services is likely to increase as the baby boom cohort has tended
to utilize mental health services more frequently than the current older adult cohort and has
tended to be less stigmatized by seeking mental health care. (22)
Veterans
According to the National Violent Death Reporting System, approximately 20% of all suicide
deaths occur among veterans. (8)
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As of June 30, 2010, the Department of Veteran Affairs (VA) treated 594,000 Operation Enduring
Freedom/Operation Iraqi Freedom veteran patients – up 29,000 the past 3 months. Of those,
295,000 were diagnosed with at least one mental health condition by VA, up 18,000 in the past
three months. Of those, 171,000 were diagnosed with post-traumatic-stress disorder (PTSD) by
VA, up 13,000 in the past three months. (23)
In another study, of 289,328 Iraq and Afghanistan Veterans seen by the VA during 2002-2008,
106,726 (36.9%) received mental health diagnoses; 62,929 (21.8%) were diagnosed with posttraumatic stress disorder (PTSD) and 50,432 (17.4%) with depression. Prevalence rates of PTSD
increased 4 to 7 times after the invasion of Iraq. Active duty veterans younger than 25 years had
higher rates of PTSD and alcohol and drug use disorder diagnoses compared with active duty
veterans older than 40 years. Women were at higher risk for depression than were men, but men
had over twice the risk for drug use disorders. Greater combat exposure was associated with
higher risk for PTSD. (24)
An estimated 25 to 30% of the veterans of the wars in Iraq and Afghanistan have reported
symptoms of a mental disorder or cognitive condition. (25)
Based on 2004 - 2007 data, an estimated 9.3% of veterans aged 21 to 39 (312,000 persons)
experienced at least one major depressive episode (MDE) in the past year. (25)
Based on 2004 - 2007 data, almost all (99.2%) veterans aged 21 to 39 with past year MDE
reported having experienced some level of resulting impairment in one or more of the role
domains of home management, work, close relationships with others, and social life. Over half
(51.7%) reported severe impairment in at least one of these role domains, and nearly one quarter
(23.5%) reported very severe impairment in at least one of the domains. (25)
A recent study found that roughly one in five service members surveyed 3-12 months postdeployment to Iraq met the screening criteria for PTSD, depression, or anxiety. (26) The problem
is especially acute in the National Guard, where as many as 49% of guardsmen report
psychological symptoms. (27)

THE COSTS OF LACK OF ACCESS TO NEEDED SERVICES
In the United States, the annual economic, indirect cost of mental illnesses is estimated to be $79
billion ($63 billion in lost productivity, $12 billion in mortality costs, and $4 billion in productivity
losses for incarcerated individuals and for the time of those who provide family care). (8)
Mental Illness causes more days of work loss and work impairment than many other chronic
conditions such as diabetes, asthma, and arthritis. Approximately 217 million days of work are
lost annually due to productivity decline related to mental illness and substance abuse disorders,
costing United States employers $17 billion each year. (28)
Between 1992 and 2002 the overall economic cost of drug abuse to society increased at a rate of
5.9% annually. By 2002 the economic cost of drug abuse was $180.8 billion. (29)
Substance abuse, including smoking, illegal drugs, and alcohol, costs the United States more
than $484 billion per year. Illicit drug use alone costs the nation $161 billion a year. (30) Each
year approximately 40 million debilitating illnesses or injuries occur among Americans as a result
of their substance abuse. (31)
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THE EFFECTIVENESS OF COUNSELING
The counseling profession can help alleviate shortages in mental health providers; the Bureau of
Labor Statistics predicts 30% growth in the number of mental health counselors between 2006
and 2016. (16)
The efficacy of treatment for mental illness and substance abuse disorders is well documented
and has improved dramatically over the past 50 years. (32)
The evidence strongly favors letting clients select a psychological treatment that makes sense to
them and permitting therapists to be consonant with the attitudes, values, and culture of the
client, rather than having third-party payers or health maintenance organizations mandate a
particular type of treatment. (33)
According to A Naturalistic Longitudinal Evaluation of Counseling in Primary Care, after patients
were provided counseling “there was a significant reduction in severity of symptoms” for anxiety,
depression, self-esteem, and quality of life. (34)
Providing access to counselors’ services is inexpensive. A study by the Texas Department of
Insurance found that a state law requiring insurers to reimburse for the services of licensed
professional counselors did not significantly increase coverage costs. Claims costs for services
provided by licensed professional counselors accounted for less than .1% of total claims for the
insurers surveyed. A similar survey conducted by the State of Virginia found that, in 1996, claims
for counselors’ services amounted to .26% of insurers’ total claims. (35)
Drug treatment has been shown to reduce drug use by 40%-60% and significantly reduces
criminal activity during and after treatment. The reduction in arrest rate due to treatment is about
40%. (36)
Every $1 investment in addiction treatment programs yields $4-$7 return in reduced drug-related
crime, criminal justice costs, and theft. When savings related to health care are taken into
account, savings increase to a ratio of 12:1. (36)
It is cost effective to attempt to prevent the initial onset of depression in high risk individuals,
including those who have some symptoms but who do not meet full criteria for a diagnosis of
major depression, because almost half of those individuals who have a first episode of
depression will go on to have a second. (37)
Drug treatment during and after imprisonment not only increases the number of people who are
drug-free, but also increases the number of people who are arrest-free. In one study, 57% of
former prisoners who received treatment and aftercare remained arrest free after 42 months, in
comparison with only 25% of the control group. (30)
A Vocational Rehabilitation (VR) counselor with a master’s degree in vocational rehabilitation is
able to obtain a higher number of employment outcomes at a lower cost to the State VR agency.
The data also suggests that a master’s level VR counselor has a higher production level for
people with severe disabilities. (38)
During their first few years of service, counselors with master’s degrees in rehabilitation
counseling had higher competitive closure rates for clients with severe disabilities than did
counselors with unrelated bachelor’s and master’s degrees. Further, counselors with master’s
degrees in rehabilitation counseling performed significantly better than those with unrelated
degrees after between 3 and 14 years service in state vocational rehabilitation programs. (38)
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Effectiveness of School Counseling
Based on its research, the Institute of Medicine has concluded that mental health and
psychological services were essential for many students to achieve academically, and
recommended that such services be considered mainstream, and not optional. (39)
Based on data from the Department of Education, the current student/counselor ratio is 457:1.
(40) The American Counseling Association recommends a maximum student-to-counselor ratio
of 250:1. (39)
A 2006 study of an evidence-based program showed that lower student-to-counselor ratios
decrease both the recurrence of student disciplinary problems and the number of students
involved in a disciplinary incident. (41)
Several studies found that elementary guidance activities have a positive influence on elementary
students' academic achievement. (42)
Studies on high school attrition indicate that preventive counseling, occurring before students are
in crisis, reduces the risk of these students dropping out later. (43)
Counseling decreases classroom disturbances. Counseling services support teachers in the
classroom and enable teachers to provide quality instruction designed to assist students in
achieving high standards. Students in schools that provide counseling services indicated that
their classes were less likely to be interrupted by other students, and that their peers behaved
better in school. (44)
A study of Missouri high schools shows that schools with more fully implemented model guidance
programs had students who were more likely to report that (a) they had earned higher grades, (b)
their education was better preparing them for the future, (c) their school made more career and
college information available to them, and (d) their school had a more positive climate (greater
feelings of belonging and safety at school, classes less likely to be interrupted, peers behaving
better). After removing the variables of school enrollment size, socioeconomic status, and
percentage of minority students in attendance, positive program effects were identifiable. Results
highlight the important roles school counselors play in promoting the central educational goals of
their schools and support a comprehensive guidance program focus for university counseling
faculty who train school counselors. (45)
In studies on the effects of a small group counseling approach for failing elementary school
students, 83% of participating students showed improvement in grades. (46)
A study done in Gwinnett County, Georgia shows that school counselors impact students’
academic performance and can increase the on-task, productive behavior of students and reduce
disruptive behaviors. The Behavior Rating Checklist indicated statistically significant decreases
in disruptive behaviors and significant increases in productive, on-task behaviors for both the third
grade and the fifth grade students tested. Language arts progress was statistically significant for
both grade levels as well. (47)
School counselors have proven effective in preventing students from committing suicide. The
most effective prevention programs start with younger students and portray suicide as a mental
health problem, not a dramatic way of ending a life. It is essential that counselors involve the
parents of troubled students in the counseling process. (48)
Health and mental health care services can play an important role in violence prevention at all
levels (primary, secondary and tertiary), including preventing problem behaviors from developing;
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identifying and serving specific, at-risk populations; and reducing the deleterious effects of
violence on victims and witnesses. (49)
Students who participate in career development curriculum show significantly more
understanding of career possibilities, more future orientation, and greater self-efficacy and
increased school engagement. (50)

SOURCES
1.

Substance Abuse and Mental Health Services Administration. (2010). Results from the 2009 National Survey on Drug Use
and Health: Mental Health Findings. (Office of Applied Studies, NSDUH Series H-39, HHS Publication No. SMA 104609). Rockville, MD. Available at http://www.oas.samhsa.gov/NSDUH/2k9NSDUH/MH/2K9MHResults.pdf.

2.

National Institute of Mental Health. (2009). Anxiety Disorders. (NIH Publication No. 09 3879). Available at
http://www.nimh.nih.gov/health/publications/anxiety-disorders/nimhanxiety.pdf.

3.

The World Health Organization. (2004). The World Health Report 2004: Changing History, Annex Table 3: Burden of
disease in DALYs by cause, sex, and mortality stratum in WHO regions, estimates for 2002. Geneva: WHO. Available at:
http://www.who.int/whr/2004/en/.

4.

United Cerebral Palsy. (2006). United Cerebral Palsy Commends EEOC Initiative to Curtail Decline in Federal Disabled
Workforce. Available at: http://www.ucp.org/ucp_generaldoc.cfm/1/9/10020/10020-10020/6903.

5.

New Freedom Commission on Mental Health. (2003). Achieving the Promise: Transforming Mental Health Care in
America. (DHHS Pub. No. SMA-03-3832). Rockville, MD. Available at
http://www.mentalhealthcommission.gov/reports/Finalreport/FullReport.htm.

6.

Foreword by President George W. Bush. Fulfilling America’s Promise to Americans with Disabilities. New Freedom
Initiative. Retrieved March 16, 2003, from http://georgewbushwhitehouse.archives.gov/news/freedominitiative/freedominitiative.html.

7.

Substance Abuse and Mental Health Services Administration. (2010). Results from the 2009 National Survey on Drug Use
and Health: Volume I. Summary of National Findings. (Office of Applied Studies, NSDUH Series H-38A, HHS
Publication No. SMA 10-4586 Findings). Rockville, MD. Available at
http://www.oas.samhsa.gov/NSDUH/2k9NSDUH/2k9ResultsP.pdf.

8.

Substance Abuse and Mental Health Services Administration, Center for Mental Health Services. (2010). Building
Bridges: Suicide Prevention Dialogue with Consumers and Survivors, From Pain to Promise. (HHS Publication No. SMA
10-4589). Rockville, MD. Available at http://store.samhsa.gov/shin/content//SMA10-4589/SMA10-4589.pdf.

9.

University of Virginia School of Nursing. (2006). Mental Health Treatment for Rural Poor and Minorities. Available at
http://www.nursing.virginia.edu/research/srmhrc/minorities/.

10. Federal Interagency Forum on Child and Family Statistics. America’s Children in Brief: Key National Indicators of WellBeing, 2008. Federal Interagency Forum on Child and Family Statistics, Washington, DC: U.S. Government Printing
Office. Available at http://www.childstats.gov/pdf/ac2008/ac_08.pdf.
11. Huang et al. (2005). Transforming Mental Health Care for Children and Their Families. American Psychologist, 60(6),
615-627.
12. Mental Health Liaison Group. (2005). Appropriations Recommendations for FY 2006.
13. Substance Abuse and Mental Health Services Administration, Center for Mental Health Services. (2004). Community
Integration for Older Adults with Mental Illnesses: Overcoming Barriers and Seizing Opportunities. (DHHS Publication
No. SMA 05-4018). Rockville, MD. Available at http://store.samhsa.gov/shin/content/SMA05-4018/SMA05-4018.pdf.
14. U.S. Department of Health and Human Services, Administration on Aging. (2001). Older Adults and Mental Health:
Issues and Opportunities. Available at http://www.globalaging.org/health/us/mental.pdf.
15. National Alliance on Mental Health. (2009). Depression in Older Persons Fact Sheet. Available at
http://www.nami.org/Template.cfm?Section=Depression&Template=/ContentManagement/ContentDisplay.cfm&ContentI
D=88876.
American Counseling Association – Office of Public Policy and Legislation

March, 2011

8

16. Institute of Medicine. (2008). Retooling for an Aging America. Washington, DC: The National Academies Press.
17. National Institute of Mental Health. Suicide in the U.S.: Statistics and Prevention. (NIH Publication No. 06-4594).
Retrieved March 8, 2011, from http://www.nimh.nih.gov/health/publications/suicide-in-the-us-statistics-andprevention/index.shtml.
18. American Psychological Association, Office on Aging. (2003). Facts About Suicide in Older Adults.
19. Substance Abuse and Mental Health Services Administration. (2002). Substance Use by Older Adults: Estimates of Future
Impact on the Treatment System. Korper, S. P., & Council, C. L. (Eds.). (Office of Applied Studies. DHHS Publication
No. SMA 03-3763, Analytic Series A-21). Rockville, MD. Available at
http://www.drugabusestatistics.samhsa.gov/aging/toc.htm.
20. Loftis, C. W. & Salinsky, E. (2006). Medicare and Mental Health: The Fundamentals. National Health Policy Forum, The
George Washington University, Washington, D.C. Available at http://www.nhpf.org/library/details.cfm/2539.
21. American Association for Geriatric Psychiatry. FY 2006 Appropriations for Mental Health Research and Services –
Testimony Before the Subcommittee on Labor, Health and Human Services, and Education, Senate Committee on
Appropriations. (April 1, 2005). Available at http://www.aagponline.org/advocacy/testimony.asp?viewfull=28.
22. Substance Abuse and Mental Health Services Administration. (2005). Substance Abuse and Mental Health Among Older
Americans: The State of Knowledge and Future Directions.
23. Veterans for Common Sense. (2010). [Numbers obtained from the Department of Defense showing number of OEF/OIF
veterans treated by the VA as of June 30, 2010 and number diagnosed with a mental health condition]. Retrieved March
15, 2011, from http://www.veteransforcommonsense.org.
24. Seal, K. H., Metzler, T. J., Gima, K. S., Bertenthal, D., Maguen, S., & Marmar, C. R. (2009). Trends and Risk Factors for
Mental Health Diagnoses among Iraq and Afghanistan Veterans using Department of Veterans Affairs Health Care, 2002–
2008. American Journal of Public Health, 99(9), 1651-1658.
25. Substance Abuse and Mental Health Services Administration, Office of Applied Studies. (November 6, 2008). The
NSDUH Report: Major Depressive Episode and Treatment for Depression among Veterans Aged 21 to 39. Available at
http://www.oas.samhsa.gov/2k8/veteransDepressed/veteransDepressed.pdf.
26. Testimony before the House Veterans’ Affairs Committee. (July 27, 2005). (Col. Charles W. Hoge, MD, United States
Army Chief of Psychiatry and Neurosciences at the Walter Reed Army Institute of Research). Available at
http://www.access.gpo.gov/congress/house/pdf/109hrg/22708.pdf.
27. Department of Defense Task Force on Mental Health. (2007). An Achievable Vision: Report of the Department of Defense
Task Force on Mental Health. Falls Church, VA: Defense Health Board. Available at
http://www.health.mil/dhb/mhtf/mhtf-report-final.pdf.
28. Finch R. A. & Phillips, K. (2005). An Employer's Guide to Behavioral Health Services: A Roadmap and Recommendations
for Evaluating, Designing, and Implementing Behavioral Health Services. Center for Prevention and Health Services.
Washington, DC: National Business Group on Health. Available at
http://www.businessgrouphealth.org/pdfs/executivesummarymentalhealthreport.pdf.
29. Office of National Drug Control Policy. (2004). The Economic Costs of Drug Abuse in the United States, 1992-2002.
(Publication No. 207303). Washington, DC: Executive Office of the President. Available at
http://www.ncjrs.gov/ondcppubs/publications/pdf/economic_costs.pdf.
30. National Institute on Drug Abuse. Measuring The Effectiveness of Drug Addiction Treatment - Testimony Before the
House Committee on Government Reform Subcommittee on Criminal Justice, Drug Policy and Human Resources - United
States House of Representatives. (March 30, 2004). (Testimony of Dr. Nora D. Volkow, Director, National Institute on
Drug Abuse). Available at http://archives.drugabuse.gov/Testimony/3-30-04Testimony.html.
31. The National Institute on Drug Abuse. (2005). Drug Abuse and Addiction: One of America’s Most Challenging Public
Health Problems. Available at http://archives.drugabuse.gov/about/welcome/aboutdrugabuse/.
32. World Health Organization. (2001). The World Health Report 2001: Mental Health – New Understanding, New Hope.
Geneva: WHO. Available at http://www.who.int/whr/2001/en/index.html.
33. Wampold, B. E. (2000). Outcomes of Individual Counseling and Psychotherapy: Empirical Evidence Addressing Two
Fundamental Questions. In S. D. Brown & R. W. Lent (Eds.), Handbook of Counseling Psychology (3rd ed, pp. 711-739).
New York: John Wiley.

American Counseling Association – Office of Public Policy and Legislation

March, 2011

9

34. Baker et al. (2002). A Naturalistic Longitudinal Evaluation of Counseling in Primary Care. Counseling Psychology
Quarterly, 15(4), 359-373.
35. Texas Department of Insurance. (1998). Health Insurance Regulations in Texas - The Impact of Mandated Health Benefits.
36. National Institute on Drug Abuse. (2000). Principles of Drug Addiction Treatment: A Research-Based Guide. (NIH
Publication No. 09-4180). Available at http://www.nida.nih.gov/PDF/PODAT/PODAT.pdf.
37. Mrazek, P. (1998). Preventing Mental Health and Substance Abuse Problems in Managed Health Care Settings.
Alexandria, VA: National Mental Health Association.
38. Institute on Rehabilitation Issues. (1999). Achieving Employment Outcomes Through VR Counselors Who Meet the
Comprehensive System of Personnel Development Requirements.
39. Institute of Medicine. (1997). Schools and Health. Washington D.C.: National Academy Press.
40. National Center for Education Statistics, U.S. Department of Education. (2011). [Chart showing total number of guidance
counselors employed and total number of students enrolled in U.S public elementary and secondary schools during 20082009]. Common Core of Data Survey. Retrieved January 2011, from http://nces.ed.gov/ccd/.
41. Carrell, S. E. & Carrell, S. A. (2006). Do Lower Student-to-Counselor Ratios Reduce School Disciplinary Problems?
Contributions to Economic Analysis & Policy, 5(1), Article 11.
42. Sink, C. A. & Stroh, H. R. (2003). Raising achievement test scores of early elementary school students through
comprehensive school counseling programs. Professional School Counseling, 6(5), 350-364;
Cook, J. B. & Kaffenberger, C. J. (2003). Solution shop: A solution-focused counseling and study skills program for
middle school. Professional School Counseling, 7(2), 116-123; and
Lee, R. S. (1993). Effects of classroom guidance on student achievement. Elementary School Guidance & Counseling, 27,
163-171.
43. Hayes, R. L., Nelson, J., Tabin, M., Pearson, G., & Worthy, C. (2002). Using school-wide data to advocate for student
success. Professional School Counseling, 6(2), 86-95;
Morey, R. E., Miller, C. D., Fulton, R., & Rosen, L. A. (1993). High school peer counseling: The relationship between
student satisfaction and peer counselors' style of helping. The School Counselor, 40, 293-300; and
Praport, H. (1993). Reducing high school attrition: Group counseling can help. The School Counselor, 40(4), 309-311.
44. Mullis, F. & Otwell, P. (1997). Counselor accountability: A study of counselor effects on academic achievement and
student behaviors. Georgia School Counselors Association Journal, 1:4, 4-12;
Watts, V. & Thomas, B. (1997). Proving that counseling programs do count: The counseling accountability. Georgia
School Counselors Association Journal, 1:4, 1-3;
Lapan, R. T., Gysbers, N. C., & Sun, Y. (1997). The impact of more fully implemented guidance programs on the school
experiences of high school students: A statewide evaluation study. Journal of Counseling & Development, 75, 292-302;
and
Sutton, J. M. & Fall, M. (1995). The relationship of school climate factors to counselor self-efficacy. Journal of
Counseling & Development, 73, 331-336.
45. Lapan, R. T., Gysbers, N. C., & Sun, Y. (1997). The impact of more fully implemented guidance programs on the school
experiences of high school students: A statewide evaluation study. Journal of Counseling & Development, 75, 292-302.
46. Boutwell, D. A., & Myrick, R. D. (1992). The go for it club. Elementary School Guidance & Counseling, 27, 65-72.
47. Mullis, F. & Otwell, P. (1997). Counselor accountability: A study of counselor effects on academic achievement and
student behaviors. Georgia School Counselors Association Journal, 1:4, 4-12; and
Watts, V. & Thomas, B. (1997). Proving that counseling programs do count: The counseling accountability. Georgia
School Counselors Association Journal, 1:4, 1-3.
48. Jones, R. (2001). Suicide Watch: What can you do to stop children from killing themselves? American School Board
Journal, May, 16-21.

American Counseling Association – Office of Public Policy and Legislation

March, 2011

10

49. Schaefer-Schiumo, K. & Ginsberg, A. P. (2003). The effectiveness of the warning signs program in educating youth about
violence prevention: A study with urban high school students. Professional School Counseling, 7(1), 1-8. Available at
http://findarticles.com/p/articles/mi_m0KOC/is_1_7/ai_110962184;
Hermann, M. A. & Finn, A. (2002). An ethical and legal perspective on the role of school counselors in preventing
violence in schools. Professional School Counseling, 6(1), 46-54; and
Commission for the Prevention of Youth Violence. (2000). Youth and Violence.
50. Dimmitt, C. (2007). The Real Game Evaluation Results. Center for School Counseling Outcome Research. Washington,
DC: America’s Career Resource Network. Available at
http://www.californiacareers.info/downloads/FinalReport_RG_Evaluation.pdf; and
Lapan, R. T., Gysbers, N. C., Hughey, K. & Arni, T. J. (1993). Evaluating a guidance and language arts unit for high
school juniors. Journal of Counseling and Development, 71, 444-451.

American Counseling Association – Office of Public Policy and Legislation

March, 2011

11

