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Message from the President
By Matt Glowiak, PhD, NCC, LPC 

 

 Here we are again at another year-end holiday season. As I think many of us 
may attest, this year has flown by faster than the one before it and the one before that. 
For each of us, the holiday means something different as well as brings along with it 
varied emotions. At the core, however, is a period of reflection upon who and what it is 

that each of us finds meaningful. 

  As counseling students and 
professional counselors it is our mis-
sion to foster and promote the welfare 
of all individuals. What this looks 
like, how it is done, and who we serve 
may vary significantly. However, our 
work is founded in helping others 
improve their lives. This work is one 
of the most amazing gifts one person 
could possibly give another.

  This holiday season I en-
courage you to think about who or what it is that means the most to you. Think about 
what type of assistance is needed and what can you do to give back. There are plenty 
of opportunities around us. Numerous organizations, associations, schools, hospitals, 
communities, and so on are always reaching out for assistance. Their requests range 
from very small, such as helping pass out flyers, to significant, such as moving halfway 
across the world to teach in a third world country. 

 For those creative individuals who feel really ambitious, developing a new 
effort and promoting it from the ground up is an excellent way to broaden further the 
host of great causes already in effect. New causes are created constantly. Again, these 
efforts may range from very small to the extravagant.

 The reality is that regardless of how small the effort, some positive change is 
being made. If you have the time this holiday season, I encourage you to give back. As 
members of the Omega Zeta Chapter we hold ourselves to a high standard of excel-
lence , which entails continued service work. When you do your part, you make our 
chapter stronger. 

 May you have an enjoyable holiday season. Please keep on the lookout for 
ways Omega Zeta Chapter is giving back in 2015 as well as how to become involved.
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Does Substance Abuse Really Impact 
Domestic Violence?        By Jeffrey Glick
 Students at local community colleges  have said that their professors advised them to not write papers and instead 
make speeches about the “overemphasized” controversies surrounding domestic violence.  In light of Domestic Violence 
Awareness month during October and given the recent wave of domestic violence events highlighted this season in the Na-
tional Football League, avoiding the discussion feels very counterproductive to increasing awareness.  Many people ques-
tion how closely related Substance Abuse (SA; also includes alcohol use or dependency for the purposes of this article) is 
to Intimate Partner Violence (IPV).  There exist many myths around this topic.  While both SA and IPV are common, how 

often they coexist is not entirely clear.  Nevertheless, SA 
issues should always be considered when making decisions 
about the safety of IPV victims and the risk posed by IPV 
perpetrators. 

 Many people believe that SA is primarily responsible for 
why partners choose to batter (Bennett & Bland, 2008).  
Furthermore, others believe that substance abuse may in-
crease the risk for IPV but is not necessarily a direct cause 
of it.  There is a last group who believe IPV and SA are two 
mutually exclusive issues (Bennett & Bland, 2008).  The 
truth is that both IPV and SA have many causes and effects, 
and their correlations are applicable to only a sub-group of 
victims and batterers (Testa, 2004). 

 It has been found that SA may increase the frequency or 
severity of the batterer’s violence (Bennett & Bland, 2008).  
For others, IPV and SA are different issues whose high rate 
of co-occurrence may stem from commonly shared disor-
ders such as antisocial personality (Fals-Stewart, Leonard 

& Birchler, 2005).  Still, others have a misguided belief that when they get high or drunk, they are going to be violent (Field, 
Caetano, & Nelson, 2004).  

 The relationship between SA and IPV is strongest for those partners who already think IPV is appropriate in certain 
situations (Field, et al., 2004; Kantor & Straus, 1987).  It may be surprising that the amount of alcohol used prior to most 
episodes of intimate violence is often far less than imagined. In Pernanen’s (1991) classic study of alcohol-related violence, 
the average amount of alcohol consumed prior to a violent episode was only about an ounce, equal to a beer or a glass of 
wine.

Here are a few more interesting facts:
• Fifty percent of men in abuser intervention programs appear to have SA issues (Gondolf, 1999) and are eight times as 
likely to be violent to their partner on a day that they have been abusing alcohol (Fals-Stewart, 2003, 41-52).
• Between twenty-five and fifty percent of the women receiving victim services for IPV have SA problems (Bennett & 
Lawson, Downs, Ogle & Baer, as cited in Bennett & Bland, 2008).
• Between fifty-five and ninety nine percent of women with a history of SA issues have been victims of IPV at some 
point in their life (Jahn Moses, Reed, Mazelis & D’Ambrosio, 2003).
• Recent studies indicate findings that husbands and wives are roughly equal in terms of their engagement in any act of 
violence, however, the rates of severe violence by husbands and wives have increased since 1975. Longitudinal studies 
indicate that since 1975, in an overall comparison, there has been a significant drop of approximately fifty percent 
husbands perpetrating severe abuse as compared to wives. The numbers of assaults by wives has remained fairly steady 
over the years (Kelly, 2003).
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Kelly, (2003) encourages, “For academicians and scholars, greater exploration of the physical, mental, and social conditions 
that give rise to domestic violence must be undertaken” (p. 855). Although rates of IPV and SA are roughly equivalent in 
the population, our society has viewed SA as the greater problem, while placing less emphasis (in terms of funding) on IPV 
(Bennett & Bland, 2003).  In the end, a greater awareness of IPV and a more balanced approach to co-occurring IPV and SA 
will benefit victims, perpetrators, and society as a whole.
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Implementing Wellness in Counseling Programs 
to Ameliorate Secondary Trauma in Counseling 
Students  By Nakpangi Thomas, MS, LPC-CES Doctoral Student
 
 
 Wellness is vital in order to be effective for clients, supervisees, co-workers, and personal life.  Without maintain-
ing wellness, counseling professionals and students pose a risk for developing secondary trauma.   A variety of terms have 
been used to describe the deleterious effects experienced by some professionals who provide services to those directly af-
fected by traumatic stressors.  The phenomenon known as compassion fatigue—first introduced in the nursing literature by 
Joinson (1992) and then expanded upon by Figley (1995), Stamm (1995), and others in the psychology literature - suggests 
that therapists who deal with trauma survivors are more prone to a compassion stress type reaction as a result of feeling and 
expressing empathy towards others’ pain and suffering (Stebnicki, 2007).  Stebnicki (2007) further asserts there appears to 
be a parallel process that professional counselors experience as they become empathically involved with the client’s expe-
rience of loss and grief associated with chronic illness and disability, or by exposure to 
extraordinary stressful and traumatic events (Stebnicki, 2000, 2001).  

 As more counselors are experiencing increased population with trauma, it will be 
vital for counselors to explore wellness options to combat secondary trauma.  Yager and 
Tovar-Blank (2007) ascertained, the most obvious models of professional behavior for 
students, counselor educators must do more than talk about wellness; they must learn to 
strike a balance in their lives.   Skovholt (2002) noted by Roach and Young (2007) agreed 
counseling educational programs must address the importance of wellness as the stress-
ful work of counseling accompanied with a lack of personal wellness may impact the 
counselor’s effectiveness with clients.  Note worthy strategies for ameliorating secondary 
trauma include limiting case load, peer supervision, spirituality, and education and train-
ing (Harrison & Westwood, 2009; Trippany, White-Kress, & Wilcoxon, 2004).  
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Listen to Your Heart 
By Michelle Newton
 Down Syndrome (DS) occurs when an individual has a full or partial extra copy of chromosome 21. Common 
characteristics of DS are low muscle tone, small stature, an upward slant to the eyes, and a single deep crease across the 
center of the palm (National Down Syndrome Society, 2012). There are three different types of DS, the most common being 
Trisomy 21. Often the term or diagnosis of DS becomes attached to all of the unfortunate results of the extra chromosome, 
shadowing the positive outcomes and individuals living with DS. The diagnosis of DS does not extinguish the opportunities 
to join the workforce, attend school, and participate in social and recreational activities.

 A learning experience about DS came while working at a residential treatment facility. Before taking this job I had 
years of experience working with adults and children with various disorders, and  I thought I had seen some of the most 

disturbing incidents and manifestation of symptoms possible. I had mini-
mal experience working with developmentally disabled individuals and 
was politely warned that the first meeting might be a bit unnerving. I was 
placed in a house that had three residents who were diagnosed with DS. 
 
 The first person, we’ll call Hannah, quickly approached me with the big-
gest smile one person has ever possessed and reached to hug me. She 
spoke, but I could not understand what she was saying. Dysarthria is the 
difficult or unclear articulation of speech that is otherwise linguistically 
normal (Mahler & Jones, 2012). Dysarthria is also a very common char-
acteristic of DS. I asked the training staff what the person served had said, 
and she responded “oh, she said hi and she likes your shirt, you’ll under-
stand them after a while. Just listen real good, because the only thing that 
changes is the tone and volume, but if you really listen you’ll understand 
what each person is saying.” 

 My first night another person served, we’ll 
call him John, had an incident that excited 
him. He began to scream and run through-

out the house, remembering that I must stay calm because my anxiety would exacerbate the 
situation, I stood still and waited for him to calm. This apparently was a regular occurrence, 
because no one else in the home seemed to be alarmed by what was going on. Again, I could 
not understand what the person served was yelling, and felt helpless in trying to assist in 
calming him down. A recent study explored the efficacy in the intensive treatment of dysar-
thria. The findings provided hope for positive outcomes with these types of treatment, and 
the authors encouraged further research of other methods used to treat dysarthria (Mahler & 
Jones, 2012). 

 The staff trainer was correct, after about a month of working I was able to under-
stand short requests and statements. I saw that each person had both abilities and disabilities 
that contributed to the success of the home. Hannah enjoyed cleaning, she worked, could 
administer her own meds, and help with cooking. John also enjoyed keeping his part of the 
home clean, was able to repeat short words and phrases, was very strong, and had superb 
memory. So a work shift consisted of Hannah helping to clean and administer her medication, John tidying his room, taking 
out the trash, and reminding staff what was needed for the home while out shopping. Almost 9 months later, just like one big 
family, we are able to present salutations to one another when I arrive at work, have a conversation about the happenings of 
the week, and prepare dinner together. They taught me that each person is unique, and that each of them are very capable of 
expressing feelings, wants, and needs as well as anyone else  (Brown, Dodd, & Vetere, 2010). 
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Listen to Your Heart 
By Michelle Newton

 
 In 1910 an individual diagnosed with DS was not expected to live beyond age nine. Thanks to technology and re-
search, producing advances in clinical treatment and antibiotics that age is now 60 to 80% of this population. Did I mention 
both individuals were north of 50 years of age? I now consider it a privilege to communicate with and learn to understand the 
language of individuals whom, just a hundred years ago, were not expected to survive beyond childhood. Instead of expect-
ing the persons served to communicate as I had been used to all my life I was given a challenge, to listen with my heart. 
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Did you know that as a 
member you have access to the 
CSI Examplar Magazine? 

The CSI Exemplar is distributed three times a year to all 
CSI members and is a main communication service in-
forming members of current events within the Society and 
within the counseling profession. 

Its content represents enthusiasm for academic and pro-
fessional excellence in counseling. Members can access 
the Examplar at http://www.csi-net.org/?page=Exemplar
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Perceptions of Mental Health Providers 
Through the Lens of Domestic Violence 
Survivor    By Erica Handon & Lee Barmore
 
 Domestic violence is the willful intimidation, physical assault, battery, sexual assault, and/or other abusive be-
havior as part of a systematic pattern of power and control perpetrated by one intimate partner against another (Ellsberg, 
Heise, Pena, Agurto, & Winkvist, 2003). It includes physical violence, sexual violence, threats, and emotional abuse. The 
frequency and severity of domestic violence can vary drastically.

 During a recent house meeting within a local domestic violence shelter, residents were asked about their perception 
of mental health providers. The names of participants were changed to protect their confidentiality. Three major themes de-
veloped during this discussion. The first theme that emerged was a desire to train all mental health providers on appropriate 
terms for survivors of domestic violence. Lack of knowledge and training in domestic violence can lead to misconceptions, 
which inevitably contribute toward an inability to accurately identify and interpret behaviors associated with domestic 
violence (Colombini, Mayhew, Ali, Shuib, & Watts, 2013). Misconceptions and stereotypes within the therapeutic environ-
ment can also lead to low disclosure from client. (Colombini et al., 2013).

 
 

 
 
 
 
   

 The second theme that emerged during the meeting was misdiagnosing. Residents adamantly stated, not every 
person that has experienced domestic violence has posttraumatic stress disorder (PTSD). Vanessa is 25-year old survivor 
of child abuse and intimate partner violence (IPV) who entered the shelter with her two children. During the discussion, 
Vanessa stated, “I took my children to a therapist to provide them with a space to talk about the changes within our fam-
ily. After 15 minutes, the therapist diagnosed both my children with PTSD, needless to say we never returned for another 
appointment.” The 5th Edition of the Diagnostic and Statistical Manual of Mental Disorder (DSM-5) provides a clinician 
with a clearer way to diagnose trauma and stress related disorders (APA, 2013). The DSM-5 criteria for PTSD includes 
specifying qualifying experiences of traumatic events, four sets of symptom clusters (re-experiencing, avoidance, negative 
cognitions and mood, and arousal), and two subtypes (PTSD in children younger than 6 years and PTSD with prominent 
dissociative symptoms (APA, 2013, p.2).

 The third and final theme that emerged during the meeting was a lack of information about available resources. 
Residents adamantly stated they never knew about their local domestic violence agency until they were in a crisis situa-
tion. Abigail was a 45-year old survivor of sexual assault and intimate partner violence (IPV). Abigail reported living in 
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DID YOU KNOW?  
• On average, nearly 20 people per minute are victims of 
physical violence by an intimate partner in the United States. Dur-
ing one year, this equates to more than 10 million women and men 
(Black, Basile, Breiding, Smith, Walters, Merrick, Chen, & Ste-
vens, 2011). 
• One in three women and one in four men have experienced 
(some form of) physical violence by an intimate partner within their 
lifetime (Black et al., 2011).
• One in five women and one in seven men have experienced 
severe physical violence by an intimate partner in their lifetime 
(Black et al., 2011). 
• Intimate partner violence is most common among women 
between the ages of 18-24 (Black et al., 2011).



Winter 2015 | pg 9Chi Sigma Iota Omega Zeta Chapter

Perceptions of Mental Health Providers 
Through the Lens of Domestic Violence 
Survivor    By Erica Handon & Lee Barmore
her car for a month because she was unaware of her local domestic violence agency. “One day a police officer noticed me 
sleeping in my car, and instead of asking me to move, he began talking to me and helping me find a shelter that was able 
to help me get the services I desperately needed.” It is imperative that any clinician working with anyone experiencing any 
type of physical, sexual, psychological and finical abuse be given information about their local domestic violence agencies. 
Contacting his or her local domestic violence agency is key to reducing susceptibility of re-victimization. 

 Domestic violence is an epidemic that affects individuals in every community, regardless of age, economic status, 
sexual orientation, gender, race, religion, or nationality. IPV is often accompanied by emotionally abusive and controlling 
behavior, which is only a fraction of a systematic pattern of dominance and control. Domestic violence can result in physical 
injury, psychological trauma, and in severe cases, even death. The devastating consequences of domestic violence can cross 
generations and last a lifetime.

References

American Psychiatric Association (APA), (2013). Post-traumatic Stress Disorder. Retrieved from http://www.dsm5.org/
Documents/PTSD%20Fact%20Sheet.pdf

Colombini, M., Mayhew, S., Ali, S., Shuib, R., and Watts, C., (2013). “I feel it is not enough…” Health providers’ perspec-
tives on services for victims of intimate partner violence in Malaysia. BMC Health Serv Res. 2013; 13: 65. doi: 10.1186/1472-
6963-13-65

Black, M.C., Basile, K.C., Breiding, M.J., Smith, S.G., Walters, M.L., Merrick, M.T., Chen, J., & Stevens, M.R. (2011). 
The National Intimate Partner and Sexual Violence Survey (NISVS): 2010 Summary Report. Atlanta, GA: National Center 
for Injury Prevention and Control, Centers for Disease Control and Prevention. Retrieved from http://www.cdc.gov/ violen-
ceprevention/pdf/nisvs_report2010-a.pdf

Ellsberg, M., Heise, L., Pena, R., Agurto, S., & Winkvist, A. (2003). Researching domestic violence against women: meth-
odological and\ethical considerations. Studies in Family Planning, 32(1), 1-16.

Truman, J. & Morgan, R. (2014). Nonfatal domestic violence, 2003-2012. U.S. Department of Justice, Office of Justice 
Programs, Bureau of Justice Statistics. Retrieved from:http://www.bjs.gov/content/pub/pdf/ndv0312.pdf

http://www.dsm5.org/Documents/PTSD%20Fact%20Sheet.pdf 
http://www.dsm5.org/Documents/PTSD%20Fact%20Sheet.pdf 
http://www.cdc.gov/ violenceprevention/pdf/nisvs_report2010-a.pdf 
http://www.cdc.gov/ violenceprevention/pdf/nisvs_report2010-a.pdf 
http://www.bjs.gov/content/pub/pdf/ndv0312.pdf 


Bullying, Be Aware
By Nicole Pfaff
  Bullying is a community crisis that occurs in most all communities.  Santrock (2009) and Bryn (2002) have 
found that almost 1/3 of youth are victims of bullying.  Bullying is defined as either physical or verbal behavior that inflicts 
pain onto the receiver (Bryn, 2002).  Bullying is an aggressive utility that is carried out methodically by the bully (James 
& Gilliland, 2013). The bully is trying to acquire a personal gain of some kind and will continue increasing the intensity of 
the act until the goal is accomplished (James & Gilliland, 2013).  The act is not a one-time occurrence. It is a systematic and 
progressive attack.  

  The impact of bullying, 
can create a hostile environment within 
the various settings and beyond (James & 
Gilliland, 2013). For example, a child that 
is bullied in school may displace feelings 
of anger, resentment, and fear in the home 
or community. Bullying can cause the per-
son who is bullied to feel insecure, unsafe, 
scared, lower their self-esteem, and cause 
them to retaliate if not mediated (James & 
Gilliland, 2013). Bully victims are targeted 
as they are seen as withdrawn and non-
threatening (Santrock, 2009).  Victims are 
likely to become reclusive, which hinders 
their ability to adequately develop social 
relationships.  Bullies are at risk, as well, 
for future failure.  It is not just the victims, 
but the bullies that need intervention.  

  The ecological theory pro-
vides the view that individuals thrive in 
nurturing environments and among sup-
portive networks (Malecki & Demaray, 
2008). Social support is derived from three 
components of feeling loved, feeling val-
ued or esteemed, and belonging to a social network (Malecki & Demaray, 2008). Those that engage in maladaptive behav-
iors, such as bullying, do so as a result of not having the appropriate environments. These atypical behaviors lead others to 
have negative perceptions of the individual. Therefore, the individual never gains affirmation. Bullies will have continued 
social failure without intervention from social support (Malecki & Demaray, 2008). 

 The initial effects of bullying include feelings of depression, anxiety, loneliness, and ideations of suicide (Bryn, 
2011).  Victims of bullies are on constant high alert.  They are always waiting for the next attack and are uncertain to the 
degree of its severity.  Victims often present to counseling with anxiety disorders (Bryn, 2011).  Technological advances 
have increased the avenues for communication by bullies.  Cyber bullying allows the bully to reach the victim at any time 
(Bryn, 2011).  The consistent efforts of a bully leave the victim feeling hopeless and, more likely than pre-technology, to 
attempt suicide (Bryn, 2011). 
 
 Bullying has long-term effects, as well.  Life status adjustment problems, psychopathological symptoms, and gen-
eral low self-worth are all directly correlated to childhood bullying (Knack, Gomez, & Jensen-Campbell, 2011).  Adoles-
cents that are bullied have more complainants of pain in the stomach, legs, head, and chest, than do those that are not bullied 
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Bullying, Be Aware
By Nicole Pfaff
(Knack et al., 2011).  They go to the doctor’s more frequently, take more prescription and pain medication, and are told 
they have higher blood-pressure than those that are not bullied.   Adults who were victimized as adolescents report higher 
incidents of depression and lower self-esteem than do their non-victimized peers (Knack et al., 2011).  Adult reports confirm 
chronic pain suffering that leads to increased sensitivity to stress and anxiety (Knack et al., 2011).  Effects of bullying on 
physical and mental health may prove life-long. 

 The act of bullying is directly related to poor social skills among children (DeRosier, 2004). Peer relationships are 
critical. There is a high correlation between bullying and poor academic performance, behavioral problems, and inadequate 
emotional adjustment (DeRosier, 2004; James & Gilliland, 2013).  Social skills groups are proposed as an intervention. The 
group conducts role-playing, hands-on, and modeling activities. The activities enable a new way to handle scenarios and 
play out real life situations in the safety of the therapeutic setting. These approaches work best with a younger clientele, as 
the activities provide learning through doing and observation (DeRosier, 2004). Younger clients may not be able to verbally 
express themselves. It is not easy or, in some cases, possible for them to articulate what they are feeling or experiencing 
(Corey, Corey & Corey, 2013).  Therefore, physical and interactive group activities among peers have been proven to be an 
effective intervention for poor social skills (DeRosier, 2004).   

 The effort to change bullying behaviors is a slow and tedious process that requires adult intervention and an imposi-
tion of values and beliefs by positive influences (Allen, 2010). Children that bully have learned this pattern of behavior from 
their cultural and familial experiences (Allen, 2010).  The proven technique to remediate the maladaptive learned behaviors 
is through social acceptance of appropriate peer interactions. This article proposes the utility of social skills groups with a 
focus on early intervention.
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Choosing a Field Experience Site  
By Lisa Corbin
 I have been a field placement coordinator for a graduate counseling psychology program for over seven years and 
now find myself on the other side of the table as I complete my field experience requirement. Having helped numerous 
students find and keep practicum and internship sites, as well as navigated my own site solidification, I would like to offer 
some valuable suggestions on finding a site. This may prove especially helpful for those of you venturing out into the world 
of field experience. 

Read the Handbook and Do Your Research
 That’s right; handbooks exist for a reason! The Field Experience Handbook outlines your responsibilities and the 
deadlines you must adhere to as well as what the site and faculty must provide you with while out in the field. There is no 
better way to start preparing for field experience than reading through the handbook and understanding what it is you are 
getting yourself into. This is similar to completing the readings before you post to the discussion board. Faiver, Eisengart, 
and Colonna’s (2004) suggestion to be sure the site meets the requirements of the program is vital to having the field experi-
ence start on time and allows for you to have a smooth transition into your field experience. 

Choosing a Population
 One way to choose the population you will work with during your field experience is to ask where you see yourself 
ten years down the road. If it is with a specific clientele, then you will want to mirror that population in your field experi-
ence. If you are unsure, then ask what clientele you do not see yourself 
working with, and begin eliminating sites that cover those populations. 
If you are unsure or want a broad base of clientele, then try to either split 
your field experience up (if this is an option) so that you are doing Practi-
cum and Internship I at one placement and Internship II and possibly III 
elsewhere. This plan may provide you with varied opportunities; and, yes, 
there are sites that encompass many mental health issues. Another option 
after completing field experience is to see what volunteer trainings and op-
portunities exist as well as consider gaining access to desired populations. 
Do not worry too much about typecasting yourself; just be sure to work 
with the age group with whom you wish to work. 

Visit the Site
 Visiting the site allows you to get a feel for the agency and meet your potential site supervisor and the clientele with 
whom you will be working. Similar to when you were dating someone and then met his or her family, you get to see the 
bigger picture. You will also be provided with some logistics such as: parking, commute, and neighborhood. The aesthetics 
of the building can also be very important.
 

Be Present Minded 
 The number one question asked to me as a field placement coordinator is, “Where do I need to go that will land me 
a job?” My answer is always complex, allows for no promises, and requires students to think really about their future. Most 
of us adhere to the person-centered approach and thrive on the here-and-now interaction with clients; I do not see a better 
time to start practicing what we preach than when we are entering the field ourselves!

 Winter 2015 | pg 12Chi Sigma Iota Omega Zeta Chapter



 Ever think about the worries that exist and how they are similar to “tomatoes?” How does anxiety begin? Are there 
levels of anxiety? How can we help clients who are unable to express what level of anxiety they are experiencing? There 
are different levels of anxiety. Just like tomatoes, you have red, orange, yellow, and green. Anxiety is an uncomfortable feel-
ing, a sense of worry, uncertainty, and turmoil.  One usually exhibit worried behaviors such as nail biting, pacing, fidgeting, 
sweating, panic attacks, tension, feeling sick, and preoccupation. While a generalized anxiety disorder reflects thinking that 
is somewhat distorted or unrealistic, social anxiety stems from social environments in which worry or fear around other 
people increase emotions. Anxiety can occur at times when there is a test, or a task that we must not fail with high expecta-
tions. Anxiety is felt by all cultures, all ages, and all genders. So how do we reduce anxious feelings; what does anxiety have 
to do with “tomatoes?”  Well, I use tomatoes as my anxiety example when clients come to my office. 

 See below for my anxiety chart:

Anxiety and Squashed Tomatoes
By: Madi Wend
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 Besides non-verbal techniques and matching the culture of childhood, another constant challenge I face when coun-
seling children is the collaboration with all the systems involved in children’s lives such as family, school, and sometimes 
welfare and court. Halstead et al. (2011) stated that successful consultation and collaboration with stakeholders require 
specific skills, and it is considered one of the most difficult aspects of working with children. Based on my one year of expe-
rience working with kids, this collaboration has not always been a happy and smooth process. However, it is an imperative 
task in order to allow the counseling work to extend to the children’s lives beyond the one-hour weekly session.

 Students and new professionals do not have adequate training to work with children or any other population that 
require non-verbal approaches. Counseling programs are still traditional and focused on verbally competent adults as cli-
ents. I hope that all the discussion about multiculturalism will become as practical as it is academic by including non-verbal 
approaches as part of counselors’ formal training. This would not only be valuable in working with kids, but also with indi-
viduals with low cognitive functioning, or “resistant” clients. 

References

Halstead, R., Pehrsson, D., & Mullen, J. (2011). Counseling children: A core issues approach. Alexandria, VA: American 
Counseling Association.

Kotman, T. (2011). Play Therapy: Basics and beyond (2nd ed.). Alexandria, VA: American Counseling Association.

Sue, D. W., & Sue, D. (2008). Counseling the culturally diverse: Theory and practice (5th ed.). Hoboken, NJ: Wiley



A Fly on the Wall 
Michelle Newton
 
 Approximately 20 people per minute are victims of physical violence by an intimate partner in the United States 
(National Coalition Against Domestic Violence, 2014). In many cases the primary victim is the focus of reports and legal 
actions and is referred to counseling services. Secondary victims, most often children, are equally affected and sometimes 
given minimal consideration for the same resources unless the perpetrator also physically harmed them. While there are 
terms for each respective individual impacted by domestic violence, it is important to remember that it is not the labeling of 

responses or matter in which violence was implemented but 
the individual’s perception of the incident and proximity to 
it (James & Gilliland, 2013). So, these children who are wit-
nesses of domestic violence, the proverbial flies on the wall, 
are potentially impacted as much and possibly even more 
than the primary victims.                
 

Implications and Considerations 

 Children who witness domestic violence develop signifi-
cantly reduced verbal skills and emotional literacy (Thorn-
ton, 2014). Years of experience in interacting with victims 
and witnesses of domestic violence have provided personal 
accounts of how this sort of abuse impacts the victims and 
witnesses. Studies have shown relationships between the 
occurrence of domestic violence and a decrease in attach-
ment between mother and child (Levendosky, Bogat, & 
Huth-Bocks, 2011). The aggression shown by young boys 
and girls in many settings, the insecure attachment between 
mothers and their children, and the extensive waitlists in 
domestic violence shelters, all provide visual evidence of 
the impact of domestic violence. Statistics largely reflect the 
reports and outcomes of primary victims. Further research 
and interventions should be explored to address secondary 
victims, especially eye-witnesses, accounts of domestic vio-
lence. 
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Levendosky, A. A., Bogat, G., & Huth-Bocks, A. C. (2011). The influence of domestic  violence on the development of 
the attachment relationship between mother and young child. Psychoanalytic Psychology, 28(4), 512-527. doi:10.1037/
a0024561
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Please join the Executive Committee of the Omega Zeta Chapter of Chi Sigma Iota in 
congratulating our president, Matthew Glowiak for successfully completing his Doctor of 
Philosophy in Counselor Education and Supervision. We are extremely pleased and proud 
of Dr. Glowiak who serves as an inspiration and extraordinary leader!

Dr. Matthew Glowiak has been an active member of CSI since his induction in 2009. 
Some of his chapter activities include: serves as the chair of the chapter newsletter since 
2011, President-Elect 2013-2014, President 2014-2015. At the CSI International level, Dr. 
Glowiak currently serves on the CSI International Community Engagement Committee 
since 2013 and is one of ten CSI International Leadership Fellows since 2014.

Among many other activities, including being published in professional journals and text-
books, Dr. Glowiak is President of the Chicago Counseling Association and is a sought 
after workshop presenter. 

Dr. Matthew Glowiak was able to accomplish all of these tasks and more while simulta-
neously completing the requirements for his PhD and maintaining full time employment 
as a professional counselor.
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Dear Chi Sigma Iota Omega Zeta Members:
 
 
Are you involved in an interesting project or in an area of work that you would like to discuss 
with or show to World Congress participants? Why not present your work in the World Con-
gress ePoster Gallery!

 The International Critical Incident Stress Foundation invite the submission of ePoster Presenta-
tions at ICISF’s World Congress on Stress, Trauma & Coping in May.
 
ePoster submissions may describe recently completed work, highly relevant results of work in 
progress, or successful projects and research in all areas related to stress, trauma &coping, and 
crisis intervention. 
 
The ePoster Gallery is designed to allow the exchange of information in a visual format and an 
informal setting. 
 
Click here to access the Call For Posters site!
Deadline for submitting a Poster Presentation is February 15th! 
 
 
For more information contact:
Terri Pazornick
Education & Training Manager
ICISF
3290 Pine Orchard Ln, Ste 106
Ellicott City MD 21042
(410) 750-9600
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Fellow Omega Zeta Members,

It is with great sadness that I deliver the following information. On Tuesday, December 23, 
2014, Chi Sigma Iota (CSI) suffered an immeasurable loss, as Dr. Jane E. Myers, the Executive 
Director of CSI, passed away after a month’s long illness. During this time she is remembered 

by all those lives she has touched both directly and indirectly. As 
members of Chi Sigma Iota her impact upon us has been significant.

Dr. Myers demonstrated extraordinary leadership and commitment 
to CSI throughout its 30-year history. Beyond her work as Past Presi-
dent and Executive Director of CSI, she has served as Past President 
of the American Counseling Association (ACA), Founding President 
of the Association for Adult Development and Aging, Past President 
of the Association for Assessment in Counseling, and Past Chair of 
the Council for Accreditation of Counseling and Related Educational 
Programs (CACREP). Dr. Myers most recently retired from UNCG’s 
Counseling and Educational Development faculty after 24 years of 
distinguished service. Previously, she taught as counseling faculty for 
Florida State, the University of Florida, and Ohio University.  

Dr. Stephen Kennedy, Acting Executive Director of CSI, described her legacy well in the fol-
lowing statement: “An avid gardener, wellness advocate, private pilot, friend to nature, and out-
standing counselor and mentor, she lived her favorite Gandhi quote: ‘Be the change you wish to 
see in the world.’” Dr. Myers certainly demonstrated just how powerful being that change we 
wish to see in the world really could become.

In lieu of flowers, her family asks that donations be made to the CSI Jane E. Myers Lifetime 
Mentor Award or CSI, 16 Court Square, Lexington, NC 27292. (Note: donations are tax deduct-
ible.) CSI members are invited to visit the Memorial to Members Forum to share tributes to Dr. 
Myers.

Thank you for your continued support of CSI.

Matt Glowiak, PhD, NCC, LPC
Doctor of Philosophy CES – Consultation
President, Omega Zeta Chapter of Chi Sigma Iota 
President, Chicago Counseling Association
Yorkville, IL [CST]
matthew.glowiak@waldenu.edu
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2015-2016 CSI OZ OFFICER POSITIONS 

If you are interested in a 2015-2016 CSI OZ officer position or know someone who would do a great job filling such a 
role, we are now in the beginning stages of accepting nominations. This is the perfect opportunity to get involved in your 
chapter, build your CV, and prepare for future service in one of the professional organizations. 

To nominate yourself or another Omega Zeta (OZ) member for an office, we need both a nomination letter, (which we will 
distribute with the ballots), outlining the member’s leadership qualities and qualifications and a current copy of the nomi-
nee’s CV or resume. Please send all information in .doc file format as all information will be merged into one document. 
We will be accepting nominations until 12:00pm (Eastern) on February 28, 2015. Voting will occur via Survey Monkey 
starting March 5, 2015. New officers will take effect on May 1, 2015 with a one-year term lasting through April 30, 2016. 
If you have any questions about the elections process or would like to submit a nomination, please email your materials to 
Matt Glowiak (mailto:matthew.glowiak@waldenu.edu) and Nakpangi Thomas (mailto:nakpangi.thomas@waldenu.edu). 
We are happy to assist!

Best Regards,

Matt Glowiak
matthew.glowiak@waldenu.edu
President, Omega Zeta Chapter of Chi Sigma Iota

Available Positions:
1. President-Elect
2. Secretary
3. Treasurer
4. Southern Regional Chair (AL, AR, FL, GA, KY, LA, MD, MS, NC, SC, TN, TX, VA, WV )
5. North Atlantic Regional Chair (CT, DE, ME, MA, NH, NJ, NY, PA, RI, VT)
6. North Central Regional Chair (IL, IN, IA, KS, MI, MN, MO, NE, ND, OH, OK, SD, WI)
7. Rocky Mountain Regional Chair (ID, CO, MT, NM, UT, WY)
8. Western Regional Chair (AK, AZ, CA, HI, NV, OR, WA)
9. International Regional Chair (All U.S. Territories and countries other than the U.S.)
10. Member-at-Large, Mental Health Counseling Program
11. Member-at-Large, Counselor Educational and Supervision Program
12. Member-at-Large, Marriage and Family Counseling Program
13. Member-at-Large, Addiction Counseling Program
14. Member-at-Large, School Counseling Program
15. Member-at-Large, Career Counseling Program

Available Positions and Description:
President- Elect
The duties of the President-Elect include:
• Perform the functions of the President in his/her absence or incapacity to serve.
• Become informed of the current affairs and activities of the chapter and become involved in these activities
• Serve as a member of the Executive Committee
• Serve as Chair of the Regional Advisory Committee
• Coordinate with the Chapter Faculty Advisor, the ordering of commendations for the outgoing President
• Toward the end of the year, begin planning and contacting potential Committee Chairs for year as President
• Perform various functions as requested by the President
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President
The duties of the President include:
• Exert leadership in achievement of the purpose of the chapter
• Serve as Chair of the Executive Committee
• Assure that the Executive Committee actively participates in establishing and achieving annual goals
• Preside at all meetings of the chapter
• Appoint chairpersons and members of all committees unless otherwise specifically provided for in the By-laws
• Serve as ex-officio on all chapter committees
• Receive and direct outside reports, memos, and inquiries
• Serve in a clearing capacity for internal organizational questions, concerns, and suggestions
• Prepare a President’s column for each issue of the chapter newsletter
• Appoint the Editor of the chapter newsletter
• Work closely with the CSI Convention Committee
• Conduct the official business of the chapter
• Assure the maintenance of permanent records of the chapter
• Maintain close contact with the Chapter Faculty Advisors to keep them apprised of all correspondence and activities.

Term: 
One year as President-Elect
One year as President
One year as Past-President
 
Secretary
The duties of the Secretary shall include:
• Serve as a member of the Executive Committee
• Record and distribute minutes of the meetings of the Executive Committee
• Record and distribute minutes of chapter business meetings
• Write correspondence including meeting notice for members
• Maintain a file of meeting agendas and minutes of the last three years
• Write official correspondence as directed by the President
• Send annual plan and annual report to CSI Headquarters including chapter calendar of events, names and addresses of 
officers, and any other information considered relevant to representing the success of the chapter in serving its member-
ship and purpose

Term:
One Year

Treasurer
The duties of the Treasurer include:
• Serve as a member of the Chapter Executive Committee
• Maintain a file of financial records of the last three years
• Assist the Chapter Faculty Advisor and officers in the development and administration of the annual chapter budget
• Receive and distribute chapter funds
• Present a financial report at each meeting of the Executive Committee and chapter
• Update membership records, name and address updates, etc. on the CSI website

Term:
One Year

Regional Committee Chairs
The Regional committees shall be responsible for planning a divisional activity calendar for the year, which is distributed 
to all regional division members. Each year, the regional division shall have at least one meeting where scholarly presenta-
tions are made as well as opportunities for social discourse and personal development. Regional committees may appoint 
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sub-committees in their regions to assist in the coordination of these and other activities. The Regional Committees shall 
submit the divisional activity calendar to the Executive Committee and proposals for regional activities to the Executive 
Committee for final approval.

Term:
One Year

• Regional Committee Chair: North Atlantic (see description above) 
The North Atlantic Region consists of Connecticut, Delaware, Maine, New Hampshire, New Jersey, New York, Penn-
sylvania, Rhode Island, and Vermont.

• Regional Committee Chair: North Central (see description above) 
The North Central Region consists of Illinois, Indiana, Iowa, Kansas, Michigan, Minnesota, Missouri, Nebraska, 
Ohio, Oklahoma, South Dakota, and Wisconsin.

• Regional Committee Chair: Rocky Mountain (see description above) 
The Rocky Mountain Region consists of Idaho, Colorado, Montana, New Mexico, Utah, and Wyoming.

• Regional Committee Chair: Southern (see description above) 
The Southern Region consists of Alabama, Arkansas, Florida, Georgia, Kentucky, Louisiana, Maryland, Mississippi, 
North Carolina, South Carolina, Tennessee, Texas, Virginia, and West Virginia.

• Regional Committee Chair: Western (see description above) 
The Western Region consists of Alaska, Arizona, California, Hawaii, Nevada, Oregon, and Washington

• Regional Committee Chair: International (see description above) 
The International Region consists of all U.S. Territories and countries other than the U.S

Student Representatives~ Liaisons 
Student Representatives~ Liaisons shall be members of the Executive Committee and represent their specialized study at 
the university. Duties shall include serving as committee members and committee chairs at the request of the President, 
volunteering to serve on chapter committees, providing materials for the chapter newsletter, represent the interests of stu-
dents, faculty, alumni, and professionals in their specialized area of study, and assist in the recruitment of students, faculty, 
alumni, and professional counselors in their area of study.

Term:
One Year

• Student Representative ~ Liaison: Addictions Counseling Program (see description above) 
Students pursuing a MA in Addictions Counseling

• Student Representative ~ Liaison: Career Counseling Program (see description above) 
Students pursuing a MA in Career Counseling

• Student Representative ~ Liaison: Marriage, Couple, Family Program (see description above) 
Students pursuing a MA in MCFC

• Student Representative ~ Liaison: Mental Health Counseling (see description above) 
Students pursuing a MA in MHC

• Student Representative ~ Liaison: School Counseling (see description above) 
Students pursuing a MA in School Counseling

• Student Representative ~ Liaison: Counselor Education and Supervision (see description above) 
Students pursuing a PhD in CES
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Chi Sigma Iota Omega Zeta Chapter
Alumni Spotlight  - Winter 2015

By Cynthia L. Taylor, MA, NCC, NCSC
Name: Rebecca D. Nate 
Location: San Antonio, Texas
Graduation from Walden: May 2011, Masters
Program: Mental Health Counseling
Is your membership current with the Omega Zeta 
Chapter?: Yes
Where are you in the licensing and/or certification process?: Received unrestricted 
LPC in May 2013, eligible for supervisor in May 2015. Also an NCC.

Please share where you are in your career as a professional counselor or counselor educator:
After receiving my MS degree in 2011 I was lucky enough to secure a position working with the US Air Force 
in behavioral health and have been in my current position working with dependents and retirees for just over 
three years. During this time I was able to complete my 3,000 post-graduate hours for state of Texas, teach as 
an adjunct in student development at San Antonio College, and begin working on my doctorate which I hope 
to have completed in 2015.

What professional memberships do you maintain?
Member, American Counseling Association- Current; Member, Association for Counselor Education and 
Supervision- Current; Member, Southern Association for Counselor Education and Supervision- Current; 
Member, Chi Sigma Iota Honor Society- Current; Ethics Committee Member, Association for Humanistic 
Counseling-Current-assisting in revising the bylaws to reflect the mission and vision of the Association for 
Humanistic Counseling (AHC) during the transition from the Counseling Association for Humanistic Educa-
tion and Development (C-AHEAD).

Are there any other professional or educational updates you would like to share with our chapter?
Currently working on doctorate in Counselor Education and Supervision, completing internship and disserta-
tion. Presently-expected graduation date September 2015. Publications include:
 Nate, R. D. & Haddock, L. R. (2014). An exploration of counselor supervisor requirements across the United 
States. In Ideas and research you can use: VISTAS 2014. Retrieved from http://counseling.org/knowledge-center/vistas
 Nate, R. D. (2012). Diabetes Champion: Psychosocial Aspects of Diabetes. A presentation at the bi-annual Air 
Force Diabetes Champion Course. October 2012; April 2013; October 2013.
 Nate, R. D. (2012). Project ECHO: Psychosocial Aspects of Diabetes. A presentation at the Project ECHO Air 
Force initiative. December 2012.
 Nate, R. D. (2014). Diabetes Champion: Patient Barriers and Motivational Interviewing. A presentation at the bi-
annual Air Force Diabetes Champion Course. April 2014; September 2014.
 United States Air Force & Nate, R. D. (2014, January). Diabetes and depression. Diabetes Matters, 2(2) 1-2.

How do you address self-care/wellness?
Self-care is extremely important to me. What we do as counselors is hard work and having an effective outlet 
is beneficial to being a healthy clinician. Some of the self-care strategies I use daily/weekly/monthly in no 
particular order: listen to gospel music (throughout the day), read scriptures, go to the gym or park and walk 
for 20 or 30 minutes, I journal often, write poetry/short stories, spend time with family and friends…just to 
name a few.

Please share any personal or other information with our chapter:
I am in the process of leaving my footprint here on the earth, and I am doing any and everything I can to help 
others help themselves be successful in life. I want to help build, mold and create leaders that will then create 
other leaders.

***Please visit https://www.csi-net.org/members/membership.asp and click on the gold tab on the right 
“Renew Today” to maintain or renew your membership with Chi Sigma Iota. With each newsletter, we 
will spotlight one of our alumni. Please contact Cynthia L. Taylor, Alumni Relations Committee Chair 
for further information cynthia.taylor6@waldenu.edu.
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Don’t Forget!
Live inductions are held at every residency. 
Tele-inductions will be conducted every other 
month. The next tele-induction will be held in 
March 2015. Please be on the lookout for ad-
ditional information once the specific date is 

scheduled. 

We look forward to welcoming you aboard!

Thank You for reading!

Co-Editors:
Matt Glowiak
Erica Handon

Newsletter Team:
Jeffrey Glick (jeffrey.glick@waldenu.edu)
Michelle Newton (michelled.newton@live.com)
Toks Ogunyileka (okocha_99@yahoo.com)
Nicole Pfaff (nicole.pfaff@waldenu.edu)
Annabelle Shestak (annabelle.shestak@waldenu.edu)
Nakpangi Thomas (nakpangi.thomas@waldenu.edu) 
Madi Wend (thewends@yahoo.com) 

100 Washington Avenue South, Suite 900  Minneapolis, MN 55401
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