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NATIONAL MeNTAL HeALTH COMMISSION: ReVIeW Of MeNTAL 
HeALTH PROGRAMMeS AND SeRVICeS 2014

by Philip Armstrong and Simon Clarke,  
Australian Counselling Association

This quarter’s editorial has been 
replaced by a copy of the submission I 
wrote in conjunction with Simon Clarke 
the President of ACA which has been 
submitted to the NMHC.

executive summary 

The Australian Counselling 
Association Inc. (ACA) welcomes 
this opportunity to submit 

comments to the National Mental Health 
Commission (NMHC) on the proposed 
review of existing mental health services 
and programmes across the government, 
private and non-government sectors.

This submission was prepared by 
review of the Terms of Reference, and 
of various documents published by the 
Department of Health, the National Mental 
Health commission, Department of Health 
and Ageing, Australian Bureau of Statistics 
and other relevant documents. 

We have provided an overview of the 
Counselling industry; research literature 
on the efficacy of counselling services; 
and the cost effective nature of counselling 
within the broader context of mental health 
services. In doing so we have established 
the proposition that Registered Counsellors 
can be included in government programs 

with no reduction in the quality of service; 
no increase in the risk of harm; rigorous 
practitioner accountability; yet delivering a 
substantial budgetary saving. 

We have included information on the 
equivalency of training and supervision 
standards of Registered Counsellors 
with their mental health peers; the scope 
of services competently delivered by 
Registered Counsellors; as well as industry 
mechanisms for practitioner accountability. 

Our submission aims to provide the 
Commission with relevant information 
based on research and factual evidence. 
We discuss practical evidence regarding 
outcomes achieved, what works and what 
doesn’t, identified gaps and strengths in 
current mental health services, suggested 
strategies for improvement, and whether 
we as a nation are receiving value for 
money based on mental health services 
provided. 

We make several recommendations. 
Our key recommendation relates to the 
utilisation of Registered Counsellors, 
and how this will strengthen the mental 
health system through delivery of cost 
effective, accountable, efficacious 
mental health services. We propose that 
providing Registered Counsellors access 

to the Medicare Benefits Scheme (MBS) 
through the Better Access Initiative (BAI) 
will reduce expenditure for mental health 
services with no reduction in the quality 
of service delivered. Inclusion would 
also contribute to resolving field force 
shortages and waiting times. 

Overview of the counselling 
industry in Australia
The Counselling industry in Australia is 
mature, robust and growing. There are 41 
public and private universities in Australia. 
Of these, 38 universities and private 
Higher Education Providers (HEP’s) 
deliver a Bachelor of Counselling and/or 
Masters of Counselling. 

Counsellor training programs have a 
strong applied focus, including mandatory 
training in evidence-based therapies 
such as Cognitive Behaviour Therapy 
(CBT) and Solution-Focussed Therapy. 
By comparison, undergraduate training 
programs in psychology and social work 
include little to no training in applied 
evidence-based therapies, necessitating 
that these skills be acquired, usually 
through short-course professional 
development programs (often online) 
in order for practitioners to meet the 
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requirements of the Better Access 
Initiative. 

Counsellors have delivered services to 
the Australian public for several decades. 
Prior to the introduction of the BAI 
in 2006, General Practitioners readily 
referred patients to counsellors. 

The Counselling industry is regulated 
through an inclusive self-regulation model, 
not dissimilar to the Social Work industry. 
Whilst there are various membership 
associations for counsellors; training, 
supervision, continuing education and 
ethical standards, meet a uniform minimum 
standard through listing on the national 
Counsellor register, Australian Register 
of Counsellors and Psychotherapists 
(ARCAP). In this way the industry 
maintains diversity and inclusiveness, 
whilst ensuring high minimum training 
and practice standards. For instance, an 
ethical breach resulting in delisting by 
one association results in a delisting from 
ARCAP, and hence all associations. 

Definition of registered 
counsellors 
A Registered Counsellor is a Counsellor 
that meets and continues to meet the 
minimum standard – training, continuing 

education, supervision and ethical 
practice – of an industry association 
providing a listing pathway to the national 
Australian Register of Counsellors and 
Psychotherapists (ARCAP) register. This 
encompasses some 80% of practicing 
Australian Counsellors. 

In terms of training equivalency, 
psychology and social work each 
have a six-year training sequence. For 
psychology, the six-year sequence 
comprises: 3-year undergraduate degree + 
1-year post graduate (Honours or Graduate 
Diploma) + 2-years Supervision OR 
Masters. For social work, the six-years 
comprises: 4-year undergraduate degree + 
2-years FTE post graduate Supervision. 

ACA Level 3 (and 4) Members must 
also attain a six-year sequence through a 
minimum 3-year undergraduate degree + 
3-years Supervised Practice. 

Registered Counsellors are required 
to undertake training in evidence-based 
psychological therapies as part of their 
core training. Typically, education 
programs in counselling include study and 
the application of a range of evidence-
based therapies such as Cognitive 
Behaviour Therapy (CBT) and Solution-
Focussed Therapy. 

Additionally, ACA Members are 
required to attain a minimum of 25-hours 
of continuing education per annum, as 
well as evidence ongoing professional 
Supervision. 

the role of counsellors 
A counsellor is a trained and experienced 
professional, who through the use of 
cognitive, affective, behavioural and 
systematic interventions, aims to facilitate 
change in a manner respectful of the 
client’s values, resources and autonomy 
(see IRCEP; ACA). A counsellor aims 
to facilitate client progression towards a 
solution whilst demonstrating a genuine 
concern and compassion for the client’s 
presenting situation. 

Registered Counsellors understand the 
importance of, and utilise an interpersonal 
relationship to support people to explore 
and resolve their difficulties and make 
necessary changes in their lives. The 
therapeutic alliance is an acknowledged 
important factor in successful counselling 
outcomes adjunct to the psychotherapies 
employed.  

The counsellor develops strategies in 
collaboration with the client. Therapeutic 
interventions utilised are determined 
based on client ability and strengths, 
counsellor knowledge and best practice 
methodologies. 

Counselling aims to:
•	 Prevent mental illness; 
•	 Provide psychotherapeutic interventions 

for psychological difficulties; 
•	 Promote mental health and wellbeing;
•	 Develop resiliency. 

Registered Counsellors are well 
trained and have relevant experience to 
develop a Mental Health Plan for the 
client. Thereafter the counsellor constantly 
evaluates the client’s progress and 
appropriate outcomes are monitored and 
recorded by the Counsellor. 

evidenced-based research on 
effectiveness of counsellors 
There is a large body of international 
and domestic evidence that counselling 
is an effective treatment for a range of 
mental disorders. Counselling skills are an 
interdisciplinary activity used by a range 
of professionals, including psychologists, 
social workers, occupational therapists, 
nurses, doctors and psychiatrists. 
Registered Counsellors are specifically 
trained in the use of advanced counselling 
skills that include a solid basis in 
psychological theories.  

The counselling process is not ‘owned’ 
by any one of these professional groups. 
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Therefore there are no valid reasons for 
government-funded mental health services 
to be limited solely to psychologists, social 
workers and occupational therapists, to the 
exclusion of Registered Counsellors who, 
as a professional group, specialise in the 
delivery of counselling services. 

In this section, we provide a broad 
overview of evidence for the effectiveness 
of counselling and psychotherapy. As these 
are both ‘umbrella’ terms which cover a 
range of psychological therapies, the term 
‘counselling’ is used here for brevity to 
encompass the phrase ‘counselling and 
psychotherapy’ and broader descriptions 
such as ‘psychological interventions’. We 
note here that Registered Counsellors, as 
part of their training, undertake training 
in a range of evidence-based therapeutic 
approaches, including Cognitive 
Behaviour Therapy (CBT) and Solution-
Focussed Therapy (SFT). 

For more detailed information about 
specific studies, and further information 
about different types of research, visit 
http://bacp.co.uk/research/resources/index/
php. 

The types of evidence were extracted 
from the following studies:
•	 Systematic reviews; 
•	 Randomised Controlled Trials (RCTs); 
•	 Practice-based evidence. 

systematic reviews and  
meta-analyses
A number of systematic reviews have 
been conducted which provide evidence 
that counselling has greater clinical 
effectiveness compared with usual care 
(e.g.. Bower et al., 2011; Cape et al,. 2010; 
Hill et al., 2008; Rowland et al., 2000), 
and that clients are highly satisfied with 
counselling received in primary care (Hill 
et al., 2008).

Counselling has been demonstrated 
to be as effective as CBT (Hill et al., 
2008), and a review of studies comparing 
interventions for common mental health 
problems such as anxiety and depression 
found no significant differences between 
CBT, non-directive counselling, and 
problem solving therapy (Cape et al., 
2010). A recent meta-analysis comparing 
seven interventions for depression 
– interpersonal therapy; behavioural 
activation; cognitive behavioural therapy 
(CBT); problem solving therapy; social 
skills training; psychodynamic therapy; 
supportive counselling – reported 
comparable efficacy, with all interventions 
being superior to a waitlist control 
condition (Barth et al., 2013). When 
compared with usual care, all interventions 
except for social skills training were 

significantly more beneficial, and similar 
results were found in comparison to no 
treatment (Barth et al., 2013).

randomised controlled trials
In a comparison of non-directive 
counselling, Cognitive Behaviour Therapy 
(CBT) and usual General Practitioner 
(GP) care in the treatment of depression 
and mixed anxiety and depression, both 
psychological therapies reduced depressive 
symptoms to a significantly greater extent 
than usual GP care at 4-month follow up 
(Bower et al., 2000; King et al., 2000). 
Clients receiving nondirective counselling 
or CBT expressed more satisfaction with 
their treatment (King et al., 2000), and 
there were no significant differences in 
direct costs between the three interventions 
(Bower et al., 2000).

Practice-based evidence
Studies using routine outcome measures, 
such as Clinical Outcomes for Routine 
Evaluation (CORE), have reported 
reliable post-intervention improvement 
for counselling in three quarters of 
clients (Mellor-Clark et al., 2001), and 
demonstrated person-centred counselling 
to be an effective intervention for clients 
with common mental health problems 
(Gibbard & Hanley, 2008).

Research undertaken within Improving 
Access to Psychological Therapies (IAPT) 
services has reported counselling and CBT 
to be equally effective in the treatment 
of depression, with approximately 40% 
of people moving to recovery in each 
intervention (Glover, Webb & Evison, 
2010). A meta-analysis of studies on 
outpatient individual and group CBT in 
routine clinical practice demonstrated that 
CBT was effective in reducing depression 
severity, with post-treatment gains being 
maintained 6 months after completion of 
therapy (Hans & Hiller, 2013). In addition, 
investigations of counsellors’ perceptions 
indicate that they have perceived clients 
as having changed in their experience of 
themselves or of their relationships, and 
to have benefited from the therapeutic 
relationship (Howey & Ormrod, 2002). 

comparisons with 
pharmacotherapy
Research has found that many clients 
indicate a preference for counselling over 
antidepressant medication, (e.g. Sharp et 
al., 2010; Unützer et al, 2003), and patients 
receiving counselling tend to be more 
satisfied with their treatment than those 
receiving CBT or usual care (Hakkaart-
Van Roijen et al., 2006). For some specific 
conditions, such as Obsessive Compulsive 

Disorder (OCD), psychological therapy 
has been found to be significantly more 
effective than pharmacotherapy (Cuijpers 
et al., 2013). Psychological therapy has 
also been reported to be significantly more 
efficacious than specific medications, 
such as tricyclic antidepressants, in the 
treatment of depressive and anxiety 
disorders (Cuijpers et al., 2013). It 
has been suggested that a combination 
of psychological therapy and anti-
depressant medication may produce the 
most significant positive outcomes for 
clients (Baker et al., 2002). For example, 
interpersonal therapy has been shown to 
be effective as a combination treatment 
for depression (Cuijpers et al., 2011), 
and CBT notably improves outcomes 
when utilised as an adjunct therapy in 
acute psychiatric inpatient treatment of 
depressive disorders (Köhler et al, 2013).

cost effectiveness
Counselling is reported to be cost-effective 
compared with standard treatment in 
primary care (King et al., 2000) and early 
intervention services (Hastrup et al., 
2013). Comparisons of counselling, CBT 
and usual care have found no significant 
differences in direct costs between the 
three interventions (Hakkaart-Van Roijen 
et al., 2006). Counselling is also reported 
to be cost-effective in other areas of 
clinical application, such as for bulimia 
nervosa (Crow et al., 2013) and postnatal 
depression (Morrell et al., 2009). 

clinical applications
Research can be a valuable tool in 
demonstrating the clinical applications 
of counselling for various presenting 
issues, and with different client groups. 
For example, studies of the treatment 
of personality disorders indicate that 
dialectical behaviour therapy (DBT) is 
more effective than treatment as usual 
for women with borderline personality 
disorder (Brazier et al., 2006), whilst 
cognitive analytical therapy (CAT) 
appears to be effective for a range of 
personality disorders and superior to 
treatment as usual (Mulder & Chanen, 
2013). Counselling has further been 
identified as a valid treatment option for 
anorexia nervosa, with all studies in a 
systematic review of clinical effectiveness 
demonstrating an improvement in patients 
given counselling (Pittock & Mair, 2010). 
In particular, family therapy was found to 
be effective, and there was some evidence 
for the effectiveness of CBT. CBT-based 
interventions have been shown to have 
potential use in the management of bulimia 
nervosa (e.g. Jones & Clausen, 2013; Vaz, 
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Conceição & Machado, 2013), and there is 
also evidence for therapy-assisted self-help 
as being an effective first-level treatment 
in a stepped care approach for bulimia 
nervosa (Mitchell et al., 2011). 

A recent meta-synthesis of qualitative 
studies investigating helpful and unhelpful 
aspects of eating disorder treatments 
found that clients appreciated and valued 
counselling (Timulak et al., 2013). 
Furthermore, among specific helpful 
aspects were interventions that are integral 
to current empirically-based treatments; 
clients identified aspects of standard CBT 
treatments, such as a structured approach, 
use of monitoring tasks and cognitive 
restructuring, and behavioural activities 
(Timulak et al., 2013).

There is evidence supporting the 
efficacy of counselling in substance misuse 
disorders, with research demonstrating 
that mindfulness-based interventions can 
reduce consumption of various substances, 
as well as being associated with a 
reduction in craving (Chiesa & Serretti, 
2013). 

A systematic review of prevention and 
intervention strategies for populations 
at risk of engaging in violent behaviour 
identified small to moderate effects for 
CBT and for all counselling interventions 
combined (Hockenhull et al., 2012). 
Existing research into interventions for 
children and young people has provided 
some support for the use of solution 
focused brief therapy (SFBT) and parent 
training programs as interventions for 
child behaviour problems (e.g. Bond 
et al., 2013; Leijten et al., 2013). A 
systematic scoping review of the evidence 
for counselling for children and young 
people identified CBT and play therapy 
as particularly effective interventions 
for anxiety and conduct/behavioural 
problems (McLaughlin et al., 2013). A 
range of therapeutic approaches, including 
CBT, interpersonal psychotherapy, 
psychodynamic and family therapies 
emerged as efficacious in the treatment of 
adolescent depression (McLaughlin et al., 
2013). Research with this particular client 
group has also identified strong evidence 
of the effectiveness of self-care support 
interventions for children and young 
people with long-term physical health 
conditions such as cystic fibrosis, asthma 
and diabetes (Kirk et al, 2013).

This current compelling international 
research evidence indicates that 
counselling can be an effective 
intervention for a range of presenting 
issues, from common mental health 
problems, to personality disorders, 
substance misuse, and long term health 

conditions, and that it can be utilised 
successfully with various client groups. 
Different counselling interventions 
are reported to have comparable 
treatment efficacy, and can have greater 
clinical effectiveness than usual care 
and other forms of treatment such as 
pharmacotherapy. Counselling is also 
demonstrated as being a cost effective 
intervention when compared with 
alternative treatments.  

Evidence from the United States 
show that the counselling profession can 
help alleviate shortages in mental health 
providers; the Bureau of Labor Statistics 
predicts 30% growth in the number 
of mental health counsellors between 
2006 and 2016. (Institute of Medicine, 
2008). Evidence from the United States 
strongly favours 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. (Wampold, B. E, 2000). 

A study by the Texas Department of 
Insurance found that a state law requiring 
insurers to reimburse for the services 
of licensed professional counsellors 
did not significantly increase coverage 
costs.  Claims costs for services provided 
by licensed professional counsellors 
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 counsellors’ 
services amounted to .26% of insurers’ 
total claims. (Texas Department of 
Insurance. 1998). 

Overall, these studies provide ample 
evidence that counselling is effective 
in prevention and treatment of mental 
disorders, and is inexpensive.

Utilising counsellors to deliver 
cost effective efficacious mental 
health services 
Counsellors are well educated, self-
regulated, mental health practitioners. 
They are well regarded in the community, 
having delivered services to the Australian 
public for decades. In this section we 
demonstrate significant cost savings to 
government for the inclusion of Registered 
Counsellors in the Better Access Initiative. 

The Better Access Initiative (BAI) was 
introduced in 2006 by the then Howard 
government. It is currently the primary 
Medicare-funded program that provides 
evidence-based treatment to persons with a 
clinically-diagnosed mental disorder. 

The 2011 Evaluation of BAI found that, 

on average, consumers had 5 sessions of 
focussed psychological strategies (or 6 
sessions, depending on the data used). 

Entrenched within BAI are several 
challenges and assumptions, including: 
•	 Growth in consumer numbers/services 

delivered and associated unsustainable 
increase in costs;

•	 Difficulties servicing hard-to-reach 
individuals and communities;

•	 Lack of data collection to demonstrate 
efficacy and outcomes;

•	 ‘Profession-based’ rebate allocation 
that assumes efficacy; 

•	 The Focused Psychological Strategies 
offered are too narrow to meet all 
consumers’ needs.

Registered Counsellors represent an 
underutilised, yet equally competent, 
available workforce. The following rates 
apply under the BAI MBS Schedule, 2012: 

MBS 
ITeM 
NO.

DeSCRIPTION
uNIT 

PRICe

80100 focused Psychol. 
Strategies by Psych. (<50 
mins) 

$60.10

80105 focused Psychol. 
Strategies by Psych. (<50 
mins) other location 

$60.10

80110 focused Psychol. 
Strategies by Psych. (>50 
mins) 

$84.80

80115 focused Psychol. 
Strategies by Psych. (>50 
mins) other location 

$106.55

80120 Group therapy by Psych. 
per patient (>60 mins) 

$21.65

80125 focused Psychol. 
Strategies by Occ. 
Therapist (<50 mins) 

$52.95

80130 focused Psychol. 
Strategies by Occ. 
Therapist (<50 mins) 
other location 

$74.55

80135 focused Psychol. 
Strategies by Occ. 
Therapist (>50 mins) 

$74.80

80140 focused Psychol. 
Strategies by Occ. 
Therapist (>50 mins) 
other location 

$96.35

80145 Group therapy by Occ. 
Therapist per patient 
(>60 mins)

$19.00

80150 focused Psychol. 
Strategies by Soc. 
Worker (<50 mins) 

$52.95

80155 focused Psychol. 
Strategies by Soc. 
Worker (<50 mins) other 
location 

$74.55

80160 focused Psychol. 
Strategies by Soc. 
Worker (>50 mins) 

$74.80

80165 focused Psychol. 
Strategies by Soc. 
Worker (>50 mins) other 
location 

$96.35
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Proposed Schedule Items for Registered 
Counsellors: 

focused Psychol. Strategies by 
COu. (>50 mins) 

$65.00

focused Psychol. Strategies by 
COu. (>50 mins) other location 

$80.00

The cost saving per MBS Item Number 
for services delivered by a Registered 
Counsellor would be: 

MBS 
ITeM 
NO.

DeSCRIPTION
uNIT 
SAVING

80110 focused Psychol. 
Strategies by Psych. 
(>50 mins) 

$19.80

80115 focused Psychol. 
Strategies by Psych. 
(>50 mins) other 
location 

$26.55

80120 Group therapy by 
Psych. per patient (>60 
mins) 

$21.65

80135 focused Psychol. 
Strategies by Occ. 
Therapist (>50 mins) 

$9.80

80140 focused Psychol. 
Strategies by Occ. 
Therapist (>50 mins) 
other location 

$16.35

80160 focused Psychol. 
Strategies by Soc. 
Worker (>50 mins) 

$9.80

80165 focused Psychol. 
Strategies by Soc. 
Worker (>50 mins) other 
location 

$16.35

The following projected savings 
are based on the percentage of services 
delivered by Registered Counsellors: 

% COu 
SeRVICeS

5% 10%

# SeSSIONS 299,080 59,8160

MBS 
SAVING

$26,964,847 $53,929,694

% COu 
SeRVICeS

15% 20%

# SeSSIONS 89,7240 119,6320

MBS 
SAVING

$80,894,541 $107,859,388

As demonstrated, the introduction of 
Registered Counsellors into the Better 
Access Initiative will provide substantial 
budgetary savings. These savings come 
with no loss to the efficacy of service 
provided, or risk associated with the 
accountability of the service provider. It 
is expected that inclusion of Registered 
Counsellors would also reduce waiting 
times and improve access, including access 
in non-metropolitan areas and within 
indigenous communities. 

Field force expansion, without 
budgetary expansion 
As the General Practitioner (GP) remains 
the referral conduit, it is not anticipated 
that the introduction of Registered 
Counsellor to the BAI would increase 
the number of services delivered or the 
associated gross cost of BAI. As the GP 
remains the conduit through which services 
flow, it would simply reduce waiting times 
and provide greater choice of providers – 
to GP’s and patients. 

recommendations 
Our recommendations for the subject 
review are as follows:

Efficacy and cost-effectiveness of 
existing programs, services and 
treatments 
Efficacy of mental health services 
delivered under programs such as BAI 
is largely assumed. We suggest that 
practitioners delivering mental health 
services under rebated programs provide 
outcome measurements for services 
delivered. This will enable the government 
to capture data regarding the efficacy 
of services, and ensure practitioners 
provide measurable outcomes. Registered 
Counsellors in practice utilise systems 
such as Clinical Outcomes in Routine 
Evaluation software (CORE), which 
provides measurement tools that improve 
clinical effectiveness and allow for 
clinical reporting of services delivered. 
By reporting outcome measures, the 
government can have confidence that its 
investment in mental health treatment is 
directed to effective services and effective 
service providers, rather than funding 
professional groups with assumed efficacy. 

Recommendation 1: Link rebates to 
treatment outcomes rather than focusing on 
professional groups with assumed efficacy. 

Our review indicates that the 
government is paying an unnecessary 
premium for services provided by some 
mental health professional groups. 

Recommendation 2: Registered 
Counsellors be provided access to BAI 
at the threshold schedule rates identified 
above. 

There is substantial research indicating 
that investment in the prevention and 
early intervention of mental illness is 
more fiscally effective than investment in 
treatment of mental illness. 

Recommendation 3: That Registered 
Counsellors be funded to provide early 
intervention services. These services 
could be delivered to patients presenting 
to the General Practitioner with issues 
likely to advance to a clinically-diagnosed 

mental disorder. These services would 
be cost effective to deliver and would 
serve as a stop-gap to issues advancing 
to a clinically-diagnosed mental disorder, 
which is substantially more complex and 
costly to remedy. The current system 
is porous in the context of these early-
intervention candidates being referred 
by GP’s and subsequently being ‘over-
serviced’ by psychologists or social 
workers. This comes at substantial cost to 
government. A specific program/facility to 
deal with these persons would reduce over-
servicing and reduce cost to government. 

The appropriateness, effectiveness 
and efficiency of existing reporting 
requirements and regulation of 
programmes and services and how 
outcomes could be better regulated

As expressed in Recommendation 1, 
it is our recommendation that funding 
be directed based on treatment outcomes 
rather than funding professional groups 
with assumed efficacy. Treatment 
providers should be providing measured 
outcomes on services delivered, with 
funding/rebates linked to patient outcomes. 

Funding priorities in mental health and 
current gaps in services and programmes 
in the context of the current fiscal 
circumstances facing governments

It is our contention that the inclusion 
of Registered Counsellors in BAI will 
assist close gaps (field force challenges 
and waiting lists), whilst reducing the 
budgetary burden of the current BAI 
construct. Enabling an early intervention 
treatment scheme, inclusive of Registered 
Counsellors, would assist stem the onset of 
clinically-diagnosed mental disorders. The 
fiscal disparity between early intervention 
and clinical treatment would provide 
further budgetary benefits. 

Specific challenges for regional, rural 
and remote Australia 
There is an acknowledged higher 
prevalence of mental health disorders 
amongst persons living in rural and remote 
areas (particularly men) as compared to 
metropolitan areas. Mental health services 
are also recognised as being less available, 
and less accessed. 

Recommendation 4: As per our 
Recommendation 2, we recommend the 
inclusion of Registered Counsellors in 
BAI to expand field force availability of 
mental health services. Whilst studies have 
not specifically, to date, identified why, 
on a proportionate basis, mental health 
services are accessed less (mostly by men) 
in non-metropolitan areas, we contend 
that expanded field force availability to 
services will serve to break down  
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stigmas and result in greater parity 
between metropolitan and non-
metropolitan access. 

Specific challenges for Aboriginal 
and Torres Strait Islander people
The challenges of Aboriginal and 
Torres Strait Islander people are well 
documented. It is a complex situation 
that requires a multi-faceted approach. It 
is our opinion that much support needs 

to precede and underpin mental health 
services. 

Specifically focussing on mental health 
service delivery, Registered Counsellors 
are required to undertake training in 
Counselling/Working with Diversity. 
Counsellors regularly work with diverse 
and marginalised groups with social 
divisions such as race, gender, ethnicity, 
age, sexuality and ability. Their training 
explores barriers in the application of 

appropriate counselling interventions 
and they are encouraged to explore their 
own values, beliefs and assumptions in 
relation to marginalised groups. Registered 
Counsellors are able to reflect on cultural 
awareness in work practice; accept 
cultural diversity as a basis for effective 
workplace and professional relationships; 
communicate effectively with culturally 
diverse persons; and resolve cross-cultural 
misunderstandings. 

Recommendation 5: As per our 
Recommendation 2, including Registered 
Counsellors in BAI will expand field force 
availability in regions of low-access to 
mental health services. 

Recommendation 6: ACA has 
Professional Colleges in areas of 
specialty practice. The Board of ACA has 
already been exploring the possibility 
of establishing a Professional College 
specifically for Aboriginal and Torres 
Strait Islander Counsellors. This 
Professional College would focus on 
issues specific to the community. ACA 
would welcome a government supported 
program that would assist ACA develop 
the competencies of the College and 
expand on the number of Aboriginal and 
Torres Strait Islander Counsellors, whom 
would serve in their community. 

Transparency and accountability for 
outcomes of investment

We have discussed earlier our opinion 
on the importance of results orientated 
investment in mental health services; as 
opposed a ‘profession-based’ approach. 
We believe significant advancements could 
be made on the quality outcomes achieved 
in the mental health system if an outcome-
based approach was implemented, which 
was inclusive of diverse, accountable 
professional groups. 

Recommendation 7: As per our 
Recommendation 1, introduce outcome-
based investment in mental health service 
delivery, which is inclusive of Registered 
Counsellors. 

conclusion 
In conclusion, we applaud the initiative by 
the Australian Government in undertaking 
this review and requesting submissions 
from stakeholders on how to improve upon 
our mental health system. ACA believes 
this is a necessary and important review. 

In this submission, we have defined a 
Registered Counsellor and the valuable 
work they have contributed to the 
community for several decades. We have 
established the parity in training standards 
between Registered Counsellors and 
their mental health counterparts; and 

DefINITIONS uSeD IN THIS SuBMISSION

Australian Counselling Association (ACA): Australian Counselling Association Inc. is 
a leading industry Association for qualified Counsellors. 

ATAPS: Access to Allied Psychological Services (ATAPS). ATAPS enables GPs to refer 
consumers to ATAPS mental health professionals who deliver focussed psychological 
strategies services. ATAPS mental health professionals include psychologists, social 
workers, mental health nurses, occupational therapists and Aboriginal and Torres Strait 
Islander health workers with specific mental health qualifications. ATAPS does not 
currently include registered counsellors or psychotherapists.

Better Access Initiative (BAI): An Australian Government program aimed at improving 
treatment and management of mental illness in the community, through better access 
to mental health practitioners through Medicare. 

Consumer/Client/Patient/Person with a mental disease: These terms are used to 
interchangeably to describe a person who uses or has used a mental health service. 

Carer: A person who has a significant role caring for someone with a mental health 
issue or mental illness. A carer may be a family member, friend or colleague and may be 
paid or unpaid. The role of such a carer is not necessarily static or permanent, and may 
vary over time according to the needs of both consumers and carers.

Registered Counsellor: A Counsellor or Psychotherapist currently registered with ACA 
and/or PACfA, and listed on ARCAP. 

Mental illness: A clinically diagnosable disorder that significantly interferes with an 
individual’s cognitive, emotional and/or social abilities. The diagnosis of mental illness is 
generally made according to the classification systems of the Diagnostic and Statistical 
Manual of Mental Disorders or the International Classification of Diseases.

early detection: The discovery of a disorder or condition as early as possible in its 
course so as to minimise its negative impact on the individual or group of individuals 
exposed to the disorder/condition/agent.

early intervention: The management of a mental health issue or mental illness, early in 
life or early in the course of the disorder, so as to reduce the risk of its escalation. 

Disadvantage: A social relationship in which the position of one person is 
worse because the position of another person is relatively better. People may be 
disadvantaged in many ways in relation to poverty, availability to opportunities, isolation 
and marginalization and distribution of powers. 

Psychotherapy and counselling Federation of Australia inc. (PAcFA): An umbrella 
body for industry Associations in the disciplines of Counselling and Psychotherapy. 

serious mental illness (smi): A diagnosable mental disorder that substantially 
interfered with or limited one or more major life activities in the past year. 

mental health services: Services in which the primary function is to provide clinical 
treatment, rehabilitation or community support targeted towards people affected by 
mental illness or psychiatric disability, and/or their families and carers.

Allied health Professionals Australia (AhPrA): A professional stakeholder based 
organisation which represents allied health professions and their representative bodies. 
Collectively, organisations within AHPA represent about 50,000 health professionals. 
AHPA’s membership comprises a number of allied health professional associations 
including audiologists, chiropractors, dieticians, exercise physiologists, occupational 
therapists, orthotists, orthotists and prosthetics, osteopaths, hospital pharmacists, 
podiatrists, psychologists, sonographers, social workers and speech pathologists. 

Prevention: An activity or approach that assists in maintaining positive mental health 
through pre-emptively addressing factors that may lead to mental health issues or 
mental illnesses. These can be aimed at increasing protective factors, decreasing risk 
factors or both, as long as the ultimate goal is to maintain or enhance mental health and 
wellbeing. 

Primary mental health care: The first level of care within the formal health system. 
essential services at this level include early identification of mental health issues 
or mental illnesses, treatment of common mental illnesses, management of stable 
psychiatric patients, referral to other levels where required, attention to the mental 
health needs of people with physical health problems, and mental health promotion and 
prevention.

whole-of-government: Whole-of-government denotes public agencies working across 
portfolio boundaries to achieve shared goals and an integrated government response 
to particular issues. Approaches can be formal and informal. They can focus on policy 
development, program management and service delivery. 
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provided research-based evidence as to 
the efficacy of counselling services. We 
have also expressed how, as an industry, 
the Counselling industry establishes and 
maintains the quality and accountability of 
its practitioners and members. 

Importantly, we have provided a model 
that provides demonstrable cost savings 
to government with no reduction in the 
quality of outcomes to patients; expands 
on the existing field force; will reduce 
waiting lists; and addresses cultural-
specific challenges within the Aboriginal 
and Torres Strait Islander communities. 

We have also proposed a model that 
makes recipients of government rebates 
accountable to the efficacy of their 
service. This model dispels the notion that 
a subset of mental health providers, or 
specific ‘professions’ as a whole, is more 
competent than another, instead accepting 
the broader wealth of resources within 
the professional groups. The model of 
accountability and transparency will allow 
practitioners of quality from whichever 
profession – psychology, social work, 
occupational therapy or counselling – 
to provide rebated services; ensuring 
government investment is well served for 
the community. 

We look forward to further discussion 
with you and your feedback on our 
submission. 

Thank you.    
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ONLINe AND IT ReSOuRCeS

with Angela Lewis
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Online AnD it

Please note that all internet addresses 
were correct at the time of submission 
to the ACA and that neither Angela 
Lewis nor the ACA gain any financial 
benefit from the publication of these 
site addresses. Readers are advised 
that websites addresses are provided 
for information and learning purposes, 
and to ensure our member base is 
kept aware of current issues related to 
technology. More IT hints are available 
at www.angelalewis.com.au.

web browsing tips

Quickly move between the 
fields of any web page:
If you are filling out an online form, 
email, or other text field you can 
quickly move between each of the 
fields by pressing the Tab key to move 
forward or hold down the Shift and 
press Tab key to move back a field. 

efficient searching:
It makes sense to get the most out 
of every search result, so if you 
are not finding what you want try 
surrounding the text in quotes. for 
example, searching for ‘Bali Hotels’ 
without quotes returns results with 
“Bali” and “hotel” anywhere on the 
page. However, if you search for “Bali 
Hotels” with the quotes it will return 
pages with “computer” and “help” 
next to each other.

help! my internet menus and 
toolbars have disappeared!
This happens if you accidently press 
the f11 key on your keyboard. Press 
it again and the browser menus and 
toolbars are visible and accessible 
again. Sometimes this might be useful 
if you are trying to view as much as 
possible of a web page, but for most 
people it is usually accidental.

the lowdown on Pinterest
Pinterest is a website which acts as an online pin-board that is based entirely on 
visuals. In fact, you can’t share something on Pinterest unless an image is involved. 
Just like every other social media site, Pinterest has its own slang, so for example:
• When you share something on Pinterest, each bookmark is called a pin.
• When you share someone else’s pin on Pinterest, it’s called a repin.
• You group pins together by topic onto various boards or pin-boards in your 

profile. each board mimics a real-life pin-board.
You can share images you find online, or you can directly upload images onto 

Pinterest. using the Pin It button, you can share directly in your browser from any 
web page. You can also share your pins on Twitter and facebook.  Visit them at 
https://www.pinterest.com. 

linkedin: yes or no?
LinkedIn is billed as a professional 
networking service – somewhat like 
facebook, but the intention is to share 
your professional aspirations, goals 
and history – a bit like putting your 
resume online. Personally I think any 
professional person should have a 
LinkedIn profile, but surprisingly there 
are many people who have not taken 
this step. Myself, Philip Armstrong and 
a number of other ACA members are 
members, so if you have not taken this 
step please take a moment to explore 
www.linkedin.com and see if you 
would benefit from the professional 
relationships this site has to offer.

My personal word of advice: unlike 
many who link in to anyone who 
makes a request, I think it is prudent 
to have some knowledge of their 
professional working life, because once 
you are on LinkedIn, people you have 
linked to, may ask for professional 
recommendations—which you may not 
be able to offer if you do not have some 
grasp of their skills and work history.

refresher on naming 
microsoft files
These rules apply to documents you 
create in Word, excel or PowerPoint, for 
versions of Microsoft 2003 and later.
• Your document can only contain 256 

characters (which is a lot!)
• Your document name may contain 

spaces (e.g. Letter to Bill)
• Document names are not case-

sensitive (you can use upper or 
lowercase).

• Your document cannot contain any 
of these characters in the title: / \ > 
< *. ? “ |( so for example this means 
you couldn’t type a date in this format 
2/12/14).

• You cannot have more than one file of 
any name in a folder, i.e. Letter to Bill 
cannot be saved twice in a folder you 
might have named ‘correspondence’. 
If you need to save it twice, you have 
to name it something else. If you want 
to have multiple versions of the same 
letter, you might consider naming 
them Letter to Bill 1, Letter to Bill 2, 
Letter to Bill 3, etc..

nsFw
Through my use of Twitter, I have been 
coming across the acronym NSfW in 
people’s bios—and I had no clue what 
it stood for.  Well evidently it is the 
online way of flagging that something 
is not appropriate to be viewed in 
a work/school/public environment. 
It stands for not suitable for work 
(NSfW) and is intended to alert the 
viewer to the fact that the website, 
hyperlink or attachment may contain 
material of a sexual/adult nature or 
contains profanity.

web resources 
The Australian National university’s mental and emotional health portal:
http://counselling.anu.edu.au/category/brochures/mental-and-emotional-health 

what is vishing?
While it may sound like fishing said with 
an accent, it is actually a  combination 
of two words, ‘voice’ and ‘phishing’ 
and is used to describe the act of using  
landline phones to try and scam a person 
into revealing personal information such 
as credit card numbers, bank account 
number, PIN numbers, etc. 



 NeWS AND ReSeARCH fROM AROuND THe WORLD

People who consider themselves very 
religious and view Internet porn even 
once may perceive they are addicted, 
according to a new Case Western 
Reserve university’s psychology study.

“This is one of the first studies to 
examine the link between perceptions 
of addiction to online pornography and 
religious beliefs,” said Joshua Grubbs, 
a doctoral student in psychology and 
lead author of the study.

The research, “Transgression 
as Addiction: Religiosity and Moral 
Disapproval as Predictors of Perceived 
Addiction to Pornography,” will be 
published today in the journal, Archives 
of Sexual Behavior.

“We were surprised that the 
amount of viewing did not impact the 
perception of addiction, but strong 
moral beliefs did,” Grubbs said. He 
defined Internet pornography as 
viewing online sexually explicit pictures 
and videos.

The study is part of a $1.4 million 
project funded by the John Templeton 
foundation to study spiritual struggles 
and stress. Project directors and 
psychologists Julie exline, from Case 
Western Reserve university, and 
Kenneth Pargament, from Bowling 
Green State university, contributed to 
the study, as did Joshua Hook, from the 
university of North Texas, and Robert 
Carlisle, from Mesa (Arizona) Public 
Schools.

Grubbs, who attended a 
conservative university as an 
undergraduate, became interested in 
the topic after observing fellow students 
in distress because they thought 
something was terribly wrong with them 
after watching online pornography.

Grubbs also discovered that half 
of the more than 1,200 books about 
pornography addiction on Amazon.
com were listed in the religious and 
spirituality sections. And many of the 
books were personal testimonials about 
the struggles with this addiction, he 
said.

A good example of why you need 
to cross check the bona fides of 
researchers for conflicts of interest and 
misconstruing data. – Editor

Rise in sugary drinks is 
really a fall, says study 
funded by Beverages 
Australia

The soft drink industry wants us to 
think we are drinking less sugar. It is 
promoting a study about to be published 
in the journal Nutrition and Dietetics that 
concludes in the 14 years to 2011 sales 
of sugar-sweetened beverages grew 5 
per cent. But it says population growth 
makes that a drop in consumption per 
person. Sales of non-sugar sweetened 
drinks, including bottled water, almost 
doubled.

The study was funded by the 
Beverages Council. It follows an 
earlier study still cited on the council’s 
website that erroneously claimed sales 
of sugar-sweetened soft drinks fell 10 
percentage points in the 12 years to 
2006.

entitled The Australian Paradox, 
the paper in the pay-for-publication 
journal Nutrients is the subject of an 
inquiry by the university of Sydney 
under its Research Code of Conduct. It 
was quietly corrected last week.

The new paper – titled ‘Quenching 
Australia’s Thirst’ – differs by explicitly 
acknowledges drinking less sugar is 
‘’consistent with public health’’. It says 
when population growth is taken into 
account, sales of sugar-sweetened 
beverages per person fell 11 per cent. 
Sales of sugar-sweetened soft drinks 
fell 20 per cent per person. Partially 
replacing sugar-sweetened soft drinks 
in the diet were sugar-sweetened sports 
drinks, energy drinks and iced teas, 
mineral waters and mixers.
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To find out why people have self-
perceptions of addiction, Grubbs 
conducted three studies in which he 
surveyed people about their strength 
of faith, religious practices and online 
viewing habits. Respondents also 
completed a survey to measure their 
perception of addiction.

Two studies involved a general 
student population of men and women 
(with an average age of 19) from non-
secular (331 participants) and religious 
(97 participants) higher education 
institutions. A third study captured the 
views of an online adult population 
of individuals 18 and older (208 
participants), with an average age of 32.

Across the three studies, Grubbs 
said, more than half of the participants 
reported being Christian or Catholic, 
heterosexual and Caucasian. About a 
third reported no religious affiliation.

Men generally reported having 
greater moral disapproval than women 
for viewing online pornography. Overall, 
the three studies showed no significant 
gender differences in being religious.

The respondents acknowledged 
viewing online pornography at least 
once in the past six months, Grubbs 
said. But the findings revealed no 
connection between hours viewed and 
how religious a person was. 

The number of hours spent viewing 
were similar for each study: about 25 
percent viewed pornography one to 
three times in six months; 13 percent, 
four to six times; about 8 percent, 
seven to nine times; and the remaining 
participants about 10 or more times.

The information may help therapists 
understand that the perception of 
addiction is more about religious 
beliefs than actual viewing, researchers 
concluded.

“We can help the individual 
understand what is driving this 
perception,” Grubbs said, “and help 
individuals better enjoy their faith.”
Case Western Reserve University
http://www.case.edu

strong religious beliefs may drive self-perception of 
being addicted to online pornography
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Several studies have looked at possible 
links between maternal obesity during 
pregnancy and the risk of developmental 
disorders in the child. However, 
paternal obesity could be a greater risk 
factor than maternal obesity, according 
to a new study from the Norwegian 
Institute of Public Health.

As the first researcher to study 
the role of paternal obesity in autism, 
Dr. Pål Surén emphasises that this is 
still a theory and requires much more 
research before scientists can discuss 
possible causal relationships.

“We have a long way to go. We must 
study genetic factors in the relationship 
between obesity and autism, as well as 
environmental factors associated with 
switching the genes on or off - so-
called epigenetic factors,” he explains.

Surén and his fellow researchers 
used data from the Norwegian Mother 
and Child Cohort Study (MoBa). The 
researchers studied questionnaire data 
from over 90,000 Norwegian children 
at three, five and seven years of age. 
The mothers had answered detailed 
questions about their own mental 
and physical health, and about their 
children. The fathers completed a 
questionnaire about their mental and 
physical health while their partner 
was pregnant. The researchers also 
collected data from the Norwegian 
Patient Registry and from studies 
of children who were referred for 
evaluation and treatment of possible 
autism or Asperger’s syndrome. By the 
end of the follow-up period, the children 
were aged 4 to 13 years.

Surprising findings
419 children, approximately 
0.45 per cent of the sample, had 
an autism spectrum diagnosis (ASD). 
This is slightly lower than in the 
general population (0.8 per cent) 
because it is difficult to diagnose 
autism among the youngest children.

In the sample, 22 per cent of 
the mothers and 43 per cent of 
the fathers were overweight, with 
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a body mass 
index (BMI) of 
between 25 and 30. 
Approximately 10 per 
cent of mothers and 
fathers were obese, 
with a BMI of 30 or more.

The researchers found that maternal 
obesity had little association with the 
development of autism in the child. 
However, they found a doubled risk for 
development of autism and Asperger’s 
syndrome in the child if the father 
was obese, compared with a normal 
weight father.

“We were very surprised by these 
findings because we expected that 
maternal obesity would be the main 
risk factor for the development of ASD. It 
means that we have had too much focus 
on the mother and too little on the father. 
This probably reflects the fact that we 
have given greater focus to conditions 
in pregnancy, such as the growth 
environment for the foetus in the womb 
than both environmental and genetic 
factors before conception,” says Surén.

The researchers adjusted for variables 
that may also be associated with the 
development of autism in the child. 
In addition to adjusting for maternal 
obesity, they considered education, age, 
smoking, mental disorders, hormone 
therapy before pregnancy, use of folic 
acid, maternal diabetes , pre-eclampsia 
and the baby’s weight at birth.

Risk genes
Surén believes that the finding 
about paternal obesity is sound. 
The researchers found that the risk 
remained unchanged when adjusted for 
sociodemographic and lifestyle factors.

“Our findings therefore suggest 
that there may be a genetic link 
between obesity in the father and the 
development of ASD in the child,” says 
Surén.

He points out that genetic mutation 
may play a role in the development 

university of Sydney nutritionist 
Kieron Rooney said the paper looked 
like ‘’a case of smoke and mirrors’’. It 
excludes fruit drinks, cordial and milk-
based drinks.

‘’It asks readers to focus on a steeply 
declining line which is for sugar from 
carbonated beverages only. Great. So we 
are just getting less sugar from them. But 
we have made up for that by choosing 
other sugar drinks, which the graph does 
not plot,’’ he said.

Beverages Council chief executive 
Geoff Parker said the paper ‘’has 
academic and methodology rigour. I can’t 
see any weak points’’.

One of the authors is Gina Levy, who 
became the national communications 
manager for Kellogg’s in Australia and 
New Zealand last month. The other is Bill 
Shrapnel, a former dietitian-in charge at 
NSW Health who has a blog titled The 
Sceptical Nutritionist.

He has campaigned against a 
recommendation of the National Health 
and Medical Research Council for people 
to limit sugar and consults for companies 
including Goodman fielder and Kellogg’s 
Australia. He said cordial was excluded 
because it was not a ready-to-drink 
product.

Both authors declare funding from 
the Australian Beverages Council in the 
paper; neither mention their association 
with Kellogg’s. Mr Shrapnel said he did 
no work for the beverages industry and 
therefore such disclosures were not 
relevant.

Craig Sinclair, chairman of Cancer 
Council Australia’s public health 
committee, said the association was 
relevant. ‘’Kellogg’s has long been in the 
firing line for our efforts around obesity,’’ 
he said.

Nutritionist Rosemary Stanton said 
the data used in the study was not 
available for other researchers to check. 
It was proprietary data collected by the 
market research firm ACNielsen for the 
Beverages Council.
Esther Han, Sydney Morning Herald
http://www.smh.com.au/lifestyle/
diet-and-fitness/rise-in-sugary-drinks-
is-really-a-fall-says-study-funded-by-
beverages-australia-20140216-32tr5.
html#ixzz2twZmevU7

Parental obesity and autism risk in the child

continued page 12 …
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Why muscles make  
good medicine

If you still see exercise as an optional 
extra, not a health essential, science is 
finding more reasons to change your 
mind – including new research that 
suggests strong muscles are good 
medicine.

One of the most compelling findings 
of recent years is that muscles are 
actually a huge secretory organ and 
when we exercise them they release 
hormone-like chemicals that have a 
major influence on every system of the 
body, says Rob Newton, foundation 
Professor of exercise and Sports 
Science at Western Australia’s edith 
Cowan university.

The  effects of these chemicals – 
called myokines – include reducing 
the low level inflammation in the body 
thought to contribute to heart disease, 
type 2 diabetes and Alzheimer’s 
– and possibly working as tumour 
suppressants.

“Some studies have found that 
extracting blood from exercising 
humans and adding it to cancer 
cells in test tubes slows the rate of 
cell reproduction,” he says. “In a study 
of mice, the growth of breast cancer 
cells was halted in mice that exercised, 
while the cancer continued developing in 
mice that were inactive.”   

This may be one reason why exercise 
appears to help reduce the risk of some 
cancers and improve survival in people 
with cancer.  

“Some types of exercise, including 
strength training, also produce a surge 
of the hormone testosterone which helps 
sharpen thinking and memory,” he adds.

Then there’s the effect of exercise on 
mitochondria, the little energy ‘factories’ 

in our cells – when you 
exercise your body makes 
more mitochondria – and the 
more you have the more you 
can do.  

“But when you’re inactive, 
the numbers of mitochondria 
decline so it gets harder to do 
things,” Newton explains. “If you 

become ill when you already have fewer 
mitochondria it’s harder to recover.”

examples like these show why an 
exercise habit is like a pill that boosts 
energy, strength and improves resistance 
to disease, he says  – and if we want 
to reduce the risk of inactivity-driven 
diseases like heart disease, diabetes, 
cancer and  Alzheimer’s, we 
need a regular dose all the way 
from childhood to old age.

Childhood and adolescence – 
fighting inactivity
It’s not just grown-ups who’ve been 
forced into inactivity by 21st century 
lifestyles. When did you last see a 
toddler walking in a shopping centre? 
It’s more common to see toddlers 
and even older children sitting 
in strollers or shopping trolleys and it’s 
easy to see why – wheeling little kids 
around is more convenient than walking 
at their pace. Yet if you check Australia’s 
latest Physical Activity Guidelines, 
spending long periods in car seats and 
strollers isn’t on the to-do list – ‘all 
children (birth to 5 years) should not be 
sedentary, restrained, or kept inactive, 
for more than one hour at a time, with 
the exception of sleeping’ is the advice.

“Once I would have said that it’s in 
the teens when children leave school 
that physical activity declines, but kids 
are becoming less active at younger 
ages,” says Newton. “Screen time is up 
but there are also other factors including 
concerns about litigation or safety 
that lead to limits on what children are 
allowed to do – like banning monkey 
bars or even lunchtime sport in some 
schools.”

And although we hear a lot about kids 
needing calcium for strong bones, only 
physical activity will build bone, he adds.

Ironically, among the tips for bone 
and muscle building moves for 5 to 

of both extreme obesity and 
autism. Researchers have shown, 
for example, that if a section of 
chromosome 16 is missing this 
can lead to morbid obesity or 
developmental disorders in children. 
Mutations may be a basis for the 
development of a number of complex 
syndromes and diseases.

Another explanation may lie in 
epigenetics. epigenetic changes do not 
mean that the gene is altered, but that 
the gene is activated or inactivated as 
a result of environmental conditions. 
Switching a gene on or off at the wrong 
time and place can lead to adverse 
consequences for the individual and the 
epigenetic changes can be passed on 
to the next generation.

“We still know very little about 
how epigenetic changes in germ cells are 
affected by obesity or other environmental 
factors but animal experiments have 
shown that obese males have offspring 
with altered gene expression in early 
growth regulation,” says Surén.

Further research
Researchers are still in the early 
stages of studying possible links 
between obesity in the father and the 
development of ASD in the child. The 
first study is published in the May issue 
of Pediatrics journal. The research 
paper is included in Surén’s doctoral 
thesis and it was written with a large 
group of researchers from university 
and hospital environments in Norway, 
england and the uSA.

“We have begun to sequence all 
genes to find mutations and we must 
do more epigenetic analysis. If there is 
a correlation between obesity and ASD, 
this is a risk factor where the incidence 
is increasing in the population. 
further research is therefore of great 
importance to public health,” says Surén.
Healthcanal   
http://www.healthcanal.com/metabolic-
problems/obesity/49507-parental-
obesity-and-autism-risk-in-the-child.
html?utm_source=feedburner&utm_
medium=email&utm_

… continued from page 11
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To help members raise the profile of counselling we have invested in some commercial products, which members 
can access through the ACA online shop. These products are available at a low cost and all have a practical use as 
well as that of raising the profile of counsellors. 

Our “Keep calm and see a counsellor” bumper sticker is a great way to raise the profile of counselling and usually 
raises a smile at the same time. Our t-shirts say it clearly and are available in men’s and women’s sizes. We also 
have baseball caps, computer satchels and other interesting articles including a variety of brochures. 

www.theaca.net.au/shop

Bumper stic
ker (5 pack)  $15

Lithium laptop satchel  $65

Business card holder  $15

Casual polo  $35

winter 2014  |  COUNSELLING AUSTRALIA 13

12-year-olds from the Physical Activity 
Guidelines is ... climbing or swinging 
on monkey bars and climbing frames. 
Other suggestions are games like tug 
o’ war (tugging is great for muscle) and 
hopscotch (jumping is good for bone), 
along with dance, gymnastics and martial 
arts

Prime time for bone growth is 
childhood, adolescence and young 
adulthood – getting as much bone in the 
‘bank’ between now and 30 is a hedge 
against the gradual bone loss that starts 
after 40.

20 to 50 – Exercise boosts 
performance
Because these are peak years for 
building careers and families, time is 
often short - but being physically active 
helps mind and body work better, 
improving productivity, Newton says.

“If you say, ‘I’ve got kids - 
there’s no time to exercise’, it’s 
worth remembering that you won’t be 
much good for your kids if you have a 
heart attack.”

While aerobic exercise to prevent 
heart disease is important, we also need 

two to three sessions of strength training 
a week, he says.   

“Doing aerobic exercise like walking, 
running or cycling and ignoring strength 
exercises is like remembering to change 
the oil in the car regularly but ignoring the 
transmission fluid.”

50 to 65 – disease-proofing for  
better health
An exercise habit now will help stave off 
chronic diseases that can blight older age.

“If you’re planning to travel in 
retirement but get to 65   with problems 
like overweight, arthritis and muscle loss 
it won’t be so much fun,” says Newton, 
stressing that conserving muscle and 
bone with strength training helps head off 
frailty further down the track. 

Walking is terrific for helping prevent 
cardiovascular disease but does nothing 
for building muscle or bone.

“Regular strength training also 
provides muscles with a built-in repair kit. 
It causes satellite cells attached to the 
outside of muscle cells to proliferate and 
donate nuclei to muscle tissue, allowing 
new cells to grow and repair - so even 
though you’re older, muscles are still 

strong and tuned for repair and growth.
“exercising muscle also helps control 

blood glucose levels – if you have low 
muscle mass you can’t control blood 
sugar levels so well and this increases 
diabetes risk.”

60 plus – getting with the strength 
You’d think that the generation most 
likely to pick up weights are 20 or 
30-somethings doing Crossfit, but 
strength training now has considerable 
traction with the over-60s, says Newton. 
Many have joined Living Longer, Living 
Stronger – a national program of strength 
training classes to reduce age-related 
decline and improve health.

“It doesn’t have to be strength training 
at the gym – it can be gardening if there’s 
lifting and digging involved. The number 
one reason people go into dependent 
care is frailty - this is the age group 
with the most to lose if muscle strength 
dwindles, but a lot to gain if they can 
slow muscle loss down.”
Paula Goodyer, Illawara Mercury
http://www.illawarramercury.com.au/
story/2201791/why-muscles-make-
good-medicine/
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In 1938 Harvard university began 
following 268 male undergraduate 
students and kicked off the longest-
running longitudinal studies of human 
development in history. The study’s 
goal was to determine as best as 
possible what factors contribute most 
strongly to human flourishing. The 
astonishing range of psychological, 
anthropological, and physical traits — 
ranging from personality type to IQ to 
drinking habits to family relationships 
to “hanging length of his scrotum” 
— indicates just how exhaustive and 
quantifiable the research data has 
become. Recently, George Vaillant, 
who directed the study for more than 
three decades, published the study’s 
findings in the 2012 book Triumphs 
of Experience and the following is the 
book’s synopsis:

At a time when many people around 
the world are living into their tenth 
decade, the longest longitudinal 
study of human development ever 
undertaken offers some welcome 
news for the new old age: our lives 
continue to evolve in our later years, 
and often become more fulfilling than 
before. Begun in 1938, the Grant 
Study of Adult Development charted 
the physical and emotional health 
of over 200 men, starting with their 
undergraduate days. The now-classic 
‘Adaptation to Life’ reported on the 
men’s lives up to age 55 and helped 
us understand adult maturation. Now 
George Vaillant follows the men into 
their nineties, documenting for the 
first time what it is like to flourish 
far beyond conventional retirement. 
Reporting on all aspects of male life, 
including relationships, politics and 
religion, coping strategies, and alcohol 
use (its abuse being by far the greatest 
disrupter of health and happiness 
for the study’s subjects), ‘Triumphs 
of Experience’ shares a number of 
surprising findings. For example, the 
people who do well in old age did not 
necessarily do so well in midlife, and 

vice versa. While the study confirms 
that recovery from a lousy childhood is 
possible, memories of a happy childhood 
are a lifelong source of strength. 
Marriages bring much more contentment 
after age 70, and physical aging after 80 
is determined less by heredity than by 
habits formed prior to age 50. The credit 
for growing old with grace and vitality, it 
seems, goes more to ourselves than to 
our stellar genetic makeup.

As you can imagine, the study’s 
discoveries are bountiful, but the 
most significant finding of all is 
that “alcoholism is a disorder of great 
destructive power.” In fact, alcoholism 
is the single strongest cause of divorce 
between the Grant Study men and their 
wives. Alcoholism was also found to 
be strongly coupled with neurosis and 
depression (which most often follows 
alcohol abuse, rather than preceding 
it). Together with cigarette smoking, 
alcoholism proves to be the #1 greatest 
cause of morbidity and death. And 
above a certain level, intelligence doesn’t 
prevent the damage.

With regards to income, there was 
no noticeable difference in maximum 
income earned by men with IQs in the 
110-115 range versus men with IQs 
above 150. With regards to sex lives, 
one of the most fascinating discoveries 
is that aging liberals have way more 
sex. Political ideology had no bearing 
on overall life satisfaction, but the most 
conservative men on average shut down 
their sex lives around age 68, while the 
most liberal men had healthy sex lives 
well into their 80s. Vaillant writes, “I have 
consulted urologists about this, they 
have no idea why it might be so.”

In Triumphs of Experience, Vaillant 
raises a number of factors more often 
than others, but the one he refers to most 
often is the powerful correlation between 
the warmth of your relationships and 
your health and happiness in your later 
years. In 2009, Vaillant’s insistence on 
the importance of this part of the data 
was challenged, so Vaillant returned to 

the data to be sure the finding merited 
such important focus. Not only did 
Vaillant discover that his focus on warm 
relationships was warranted, he placed 
even more importance on this factor than 
he had previously. Vaillant notes that 
the 58 men who scored highest on the 
measurements of “warm relationships” 
(WR) earned an average of $141,000 
a year more during their peak salaries 
(between ages 55-60) than the 31 men 
who scored the lowest in WR. The high 
WR scorers were also three times more 
likely to have professional success 
worthy of inclusion in Who’s Who.

One of the most intriguing discoveries 
of the Grant Study was how significant 
men’s relationships with their mothers are 
in determining their well-being in life. for 
instance, Business Insider writes: 

Men who had ‘warm’ childhood 
relationships with their mothers took 
home $87,000 more per year than men 
whose mothers were uncaring. Men 
who had poor childhood relationships 
with their mothers were much more 
likely to develop dementia when old. 
Late in their professional lives, the 
men’s boyhood relationships with their 
mothers — but not their fathers — were 
associated with effectiveness at work. 
On the other hand, warm childhood 
relations with fathers correlated with 
lower rates of adult anxiety, greater 
enjoyment on vacations, and increased 
‘life satisfaction’ at age 75 — whereas 
the warmth of childhood relationships 
with mothers had no significant bearing 
on life satisfaction at 75.

In Vaillant’s own words, the #1 most 
important finding from the Grant Study is 
this: “The seventy-five years and twenty 
million dollars expended on the Grant 
Study points to a straightforward five-word 
conclusion: Happiness is love. full stop.”
Brent Lambert, feelguide 
http://www.feelguide.com/2013/ 
04/29/75-years-in-th-making-harvard-
just-released-its-epic-study-on-what-
men-require-to-live-a-happy-life/ 

75 years in the making: harvard releases its epic study 
on what men need to live a happy life



news AnD reseArch

 NeWS AND ReSeARCH fROM AROuND THe WORLD

for all the attention paid to the negative 
effects poor dietary choices have on the 
body, the effects of diet on the brain are 
largely unexplored. However, emerging 
research is providing new insights to 
support the suggestion that food can 
have a profound influence on mental 
health and cognition.

from sugar and carbohydrates to fats 
and even, according to one controversial 
theory, whole grains, the list of dietary 
choices having potentially negative 
effects on the brain is growing by leaps 
and bounds.

And although the big caveat for the 
bulk of evidence is that most studies 
show an association with but not 
necessarily causation of mental health 
and cognitive deficits, many clinicians 
report seeing first-hand improvement in 
patients’ mental health outcomes with 
the tweaking of a diet to eliminate some 
of the most notorious culinary culprits.

“While we don’t want to send the 
message to patients that all they have to 
do is change their diet and their severe 
depression will be cured, I can say that 
I have absolutely seen dietary changes 
work to improve outcomes for a lot of 
patients, and there are a lot of reports 
of that,” said Drew Ramsey, MD, an 
assistant clinical professor of psychiatry 
at Columbia university College of 
Physicians and Surgeons in New 
York City.

Dr. Ramsey, the author of The 
Happiness Diet: A Nutritional 
Prescription for a Sharp 
Brain, Balanced Mood, 
and Lean, Energized 
Body and Fifty 
Shades of Kale, 
asserts that the 
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role of diet, so strongly emphasized in 
general practice, is simply too commonly 
overlooked in mental health practice.

“If someone has a severe mental 
illness, it is very important to talk to them 
about diet,” he told Medscape Medical 
News. for example, he said, if a patient 
has certain nutrient deficiencies, it will be 
difficult for any medications to help until 
such deficiencies are treated.

“Yet I know clinicians who simply 
never talk to their patients about food 
because they’re not taught to discuss the 
topic,” he added.

“But certainly that will change over the 
next decade with the data that’s coming 
out, including epidemiological data 
showing a clear signal that the risk of 
depression increases when you eat a diet 
of highly processed modern food.”

Junk food
In some of the strongest data along 
these lines, researchers led by felice 
Jacka, PhD, of Deakin university, in 
Melbourne, Australia, have conducted a 
series of studies showing a poor diet to 
be associated with cognitive deficits.

In one longitudinal study of 2054 
Australian adolescents, a diet consisting 
of “junk food,” ranging from chips, 
chocolates, and sweets to pizza and 
soda, was associated with a worsening 
of mental health status during a 2-year 
period.

Another study of more than 
23,020 women and children in the 
Norwegian Mother and Child Cohort 
Study showed that high consumption 
of junk foods during pregnancy and 
during the first 5 years of life predicted 
externalizing problems, such as 
aggression, hyperactivity, or tantrums, 
among children, independent of other 
confounding factors and of the  
childhood diet.

Children with unhealthy diets 
postnatally also were found to have had 
greater problems with externalizing as 
well as internalizing problems, such as 
worrying, sadness, and anxiety.

And in a third study of 5731 adult 
and older men and women, the research 
team found a lower risk for depression 
among participants with better-
quality diets, and increased anxiety 
was observed with a higher intake of 
processed and unhealthy foods.

A diet high in saturated fats and 
refined sugars has a very potent negative 

impact on brain proteins that we 
know are extremely important in 

depression neurotrophins, which 
protect the brain against 

oxidative stress and promote 
the growth of new brain 

cells,” Dr. Jacka told 
Medscape Medical 

News.
“There also 

seems to be 

Culinary culprits: Foods that may harm the brain

continued  
page 16 …
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an impact of saturated fat on the stress 
response system, which is also important 
in both depression and anxiety.”

The next step in the research will 
be to investigate the impact of dietary 
improvement among people who are 
already depressed, Dr. Jacka said.

“until we have the results, we can’t 
say definitively that dietary improvement 
will be a useful strategy in treating 
depression. However, on the basis of 
the observational studies from around 
the world, we do believe that dietary 
improvement should be recommended in 
psychiatric clinical settings, just as it is in 
other medical treatment settings.”

Dr. Jacka is the president of the 
International Society for Nutritional 
Psychiatry Research (ISNPR.org), which 
has a Web site featuring an extensive list 
of links to the most recent research on 
the issue.

In yet another study on the topic, 
researchers in Spain showed a strong 
link between “junk food” and cognitive 
deficits. In the study of nearly 9000 
adults, participants whose diets involved 
the consistent intake of fast food were 
as much as 40% more likely to develop 
depression than those who did not 
consume fast food, with the risk for 
depression increasing along with the 
amount of fast food consumed.

The increased risk for depression was 
also seen among those who consumed 
higher amounts of baked goods, 
including croissants and doughnuts.

Trans fat
The research team in Spain also 
published a large study of 12,059 
Spanish university graduates from 
1999 to 2011 who were depression-
free at enrolment, and results showed a 
detrimental relationship between trans-
unsaturated fatty acid (trans fat) intake 
and the risk of depression.

The study also found weak inverse 
associations between depression and 
monounsaturated and polyunsaturated 
fatty acids, as well as olive oil.

“These findings suggest that 
cardiovascular disease and depression 
may share some common nutritional 
determinants related to subtypes of fat 
intake,” wrote the authors, who were with 
the university of Las Palmas de Gran 
Canaria and the university of Navarra in 
Pamplona, Spain.

Saturated fat, notorious for its adverse 
cardiovascular effects, fares no better in 
mental health studies.

In one recent study of 6183 older 
participants in the Women’s Health 
Study, higher intakes of saturated fatty 
acids were shown to be associated 
with worse global cognitive and verbal 
memory trajectories, whereas higher 
intake of monosaturated fatty acids was 
related to improved trajectories.

The association has not only been 
seen in older women. Another recent 
study of 38 younger women (25 to 45 
years old) showed higher intakes of 
saturated and trans fats as well as fasting 
insulin to be associated with cognitive 
and memory deficits after adjusting for 
age, activity, and verbal IQ.

Interestingly, in that study, 
carbohydrate intake was not found to be 
significantly associated with cognitive 
performance.

In terms of dementia and Alzheimer’s 
disease, a high-fat diet was linked to 
the disruption of the body’s process in 
clearing the brain of amyloid, the toxic 
protein associated with the development 
of the disease.

The role of sugar in mental health has 
been well documented, with recent research 
linking intake with cognitive deficits.

In the study of 737 participants 
without diabetes in the Boston Puerto 
Rican Health Study, higher sugar intake 
was significantly associated with lower 
cognitive function, as indicated on the 
Mini–Mental State examination .

Another recent study involving 937 
initially cognitively normal adults aged 
70 to 89 years linked higher intake of 
carbohydrates with a risk of developing 
mild cognitive impairment that was as 
much as 3.6 times greater than those on 

low-carbohydrate diets, and the risk was 
also greater in those with diets high in 
simple sugars.

“Grain brain” controversy
One of the most recently vocal 
proponents of a low-carbohydrate diet 
as a means of optimal cognitive and 
overall mental health is neurologist David 
Perlmutter, MD, whose book Grain Brain: 
The Surprising Truth About Wheat, Carbs 
and Sugar has been on the New York 
Times’ bestseller list for weeks.

In his book, Dr. Perlmutter argues 
that processed carbohydrates, sugars, 
and even whole grains increase the risk 
for dementia by raising the glycemic 
index. In a recent expert Interview with 
Medscape Medical News, Dr. Perlmutter 
noted that the glycemic index of whole-
grain bread is as high as 72 to 74.

“It’s higher than that of white bread. 
It’s much higher than that of many candy 
bars,” he said.

To avoid the potential highs and 
lows of “grain brain,” Dr. Perlmutter 
recommends, among other things, 
a diet including healthy, unsaturated 
fats and limited to 60 to 80 grams of 
carbohydrates a day.

The “grain brain” argument has its 
critics, however – including Dr. Ramsey.

“The book has gotten a lot of buzz, 
but the argument seems to me to be an 
unfortunate oversimplification on things,” 
he told Medscape Medical News.

“It’s good that we want people to 
focus on the health of their brain and 
how their dietary choices affect the 
risk of mental illness, but eliminating 
whole grains just isn’t supported in the 
evidence for most people, and I doubt 
that it will be.”

He called the argument on glycemic 
index “misleading” in its involvement of 
glucose.

“The argument is that a piece of wheat 
bread has a higher glycemic index than 
sugar, but this is really very slight of hand 
because half of sugar is fructose, and 
fructose doesn’t register on the glycemic 
index because it doesn’t raise blood sugar 
insulin, it raises fructose levels.”

Potential mechanisms
In terms of non-natural fructose effects, 

… continued from page 15 
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numerous studies have shown links 
with mental health issues, such as 
cognitive decline and memory, according 
to Shaheen e. Lakhan, MD, PhD, 
Med, executive director of the Global 
Neuroscience Initiative foundation, who 
recently published an extensive review 
on the topic in Nutrition Journal.

“There are several lines of studies, 
including cell based, animal model, and 
human studies, to suggest that fructose 
intake from non-natural sources impair 
neuronal connections, spatial memory, 
and other cognitive functioning,” Dr. 
Lakhan told Medscape Medical News.

“A growing pool of data on non-
natural sources of fructose such as 
sugar-sweetened beverages suggest 
increased inflammatory load impairing 
memory consolidation.”

Other potential mechanisms may be 
neural or vascular, Dr. Lakhan explained.

“Mechanisms may also include 
impaired hippocampal synaptogenesis, 
or the ability of brain cell connectivity 
in an area of the brain implicated in 
memory,” he said.

“The other major potential pathway 
is the vascular hypothesis, in that 
cerebrovascular risk factors are elevated, 
directly and indirectly, with fructose 
consumption.”

Dr. Lakhan has been at the forefront 
of some of the newest research on 
mechanisms between diet and mental 
health, specifically suggesting a 
relationship with the microbiota in the gut.

“The emerging evidence suggests 
the pathway to be diet-microbiota-
inflammation-mental health,” he said.

The research suggests gut 
dysfunction, particularly in the context of 
obesity-related inflammation.

“The neural network in the gut, called 
the enteric nervous system, acts as a 
regulatory housekeeper of the cellular 
border of our gut,” Dr. Lakhan said.

“Interestingly, food-related ‘brain 
drains’ may be more pronounced in 
those with gut dysfunction including 
obesity.”

Lifting brain fog
Although all of the evidence, theories, 
and countertheories on the foods that 
can drag down mood and cognition 

may be tough to relay to patients, Dr. 
Ramsey says he takes the approach of 
recommending a simple “brain food” 
swapping system.

“for instance, if a patient really wants 
a chocolate-covered pretzel, I suggest 
trying to make it dark chocolate and 
ideally make it a whole wheat pretzel.”

“If it’s the salty crunch they’re looking 
for, maybe swap out the pretzel for a dark 
chocolate–covered almond and if they do 
that, all of a sudden they’re eating 2 of 
the most healthy brain foods – nuts and 
dark chocolate.”

Dark chocolate is in fact the only 
food shown to acutely improve mood, 
he noted, citing a recent small but 
intriguing randomised controlled trial 
demonstrating positive effects of 
cocoa polyphenols on mood in healthy 
participants.

But whether it is recommending 
a food swap or another strategy, the 
important – and often overlooked – 
thing is to bring diet into the discussion 
with psychiatric patients, Dr. Ramsey 
underscored.

“I really believe people should be able 
to enjoy food, and the intervention we 
are missing in mental health is helping 
patients with what to eat,” he said.

“It’s a very easy intervention when you 
think that taking a simple dietary history 
takes about 3 minutes, and giving them 
some good foods to eat takes about the 
same.”

“If you can encourage people to 
change what they eat to include more 
nutrient-dense foods, that actually is very 
helpful and gives patients something to 
do that is under their control until their 
medication kicks in.”

What not to eat
The experts agree that although certain 
foods such as white pasta may epitomize 
the components shown in research to 
affect mood and cognition, what matters 
most is the diet as a whole.

“There is no one food that should 
be eaten or not eaten to reduce the risk 
for mental disorders or any other health 
disorder,” said Dr. Jacka. “The way 
that dietary components interact in our 
bodies to support or reduce health is 
highly complex.”

“If I had to focus on just 1 or 
2 elements, I would say the most 
detrimental would be refined 
carbohydrates – foods with refined grains 
and added sugars – and trans fats. Diets 
high in sugar, and hyperglycemia itself, 
are linked to increased inflammation and 
oxidative stress, which in turn is linked to 
psychiatric disorders,” she added.

Dr. Ramsey agreed, adding that the 
idea of an exclusionary approach to 
foods likely is not going to go over well 
with patients.

“I encourage my patients to think of 
dietary patterns – it’s not that you can’t 
eat a piece of cake, it’s just that that cake 
comes with no nutrients that your brain 
needs to deal with all of the calories.”

That said, Dr. Ramsey offered a 
sampling of some of the worst offenders 
in terms of mood-and cognition-
sabotaging foods:

White pasta/bagels: “Instead try 
choosing a whole wheat or quinoa 
pasta, or choose less pasta and more 
vegetables.”

White chocolate: “It has none of the 
benefits of dark chocolate, none of the 
polyphenol flavonoids that make dark 
chocolate increase blood flow to the 
brain and decrease inflammation,”  
he said.

Anything with partially hydrogenated 
vegetable oil: “even though it’s just 
correlational data, there’s nothing good 
for you about trans fats, and they do 
appear to increase inflammation,” said 
Dr. Ramsey.

Iceberg lettuce: “It’s very low in 
phytonutrients and vitamin K, which is 
very important for brain health. A better 
choice would be something like kale.”

Dietary recommendations
When it comes to benefiting cognitive 
function, the diet that may be the most 
beneficial is the Mediterranean diet, 
which is rich in seafood, omega-3 fatty 
acids, and plant-based foods.

In one of most recent studies on the 
topic, the same research team behind 
the trans fat study, led by Miguel A. 
Martinez-Gonzalez, MD, PhD, university 
of Navarra, Spain, found small but 

continued page 18 …
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statistically significant improvements 
in cognition scores in patients who 
consumed the Mediterranean diet after 
6.5 years, compared with those who 
consumed a low-fat diet.

Dr. Ramsey said that he has indeed 
observed improvements in psychiatric 
patients with such dietary changes.

“People will ask if they can simply 
swap out their Prozac for kale, and that’s 
of course impossible to answer.”

“But if you think about a patient eating 
the modern American diet – empty carbs, 
industrial fat like vegetable oil, and very 
few phytonutrients – and you help them 
shift to a whole-food, nutrient-dense 
diet, consisting of leafy greens, seafood, 
whole grains, and nuts, there certainly 

… continued from page 17
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are a portion of patients who will have an 
improvement in mood. I have definitely 
seen that.”

Meanwhile, as reported by Medscape 
Medical News, the bulk of evidence 
concerning cognition and factors 
associated with the development of 
Alzheimer’s disease is well represented 
in guidelines issued last year by the 
Physicians Committee for Responsible 
Medicine (PCRM):

The 7 dietary principles to reduce 
Alzheimer’s risk
1. Minimize saturated fats and trans fats.
2. Vegetables, legumes (beans, peas, 

and lentils), fruits, and whole grains 
should be the primary staples of the 
diet.

3. One ounce of nuts or seeds (one small 

handful) daily provides a healthful 
source of vitamin e.

4. A reliable source of vitamin B12, such 
as fortified foods or a supplement 
providing at least 2.4 μg per day for 
adults, should be part of the daily diet.

5. Choose multivitamins without iron 
and copper, and consume iron 
supplements only when directed by 
your physician.

6. Avoid the use of cookware, antacids, 
baking powder, or other products that 
contribute dietary aluminium.

7. engage in aerobic exercise equivalent 
to 40 minutes of brisk walking 3 times 
per week.

Nancy A. Melville, Medscape
http://www.medscape.com/
viewarticle/819974
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Editor’s Note: While advances in 
brain imaging confirm that men and 
women think in their own way and 
that their brains are different, the 
biomedical community mainly uses 
male animals as testing subjects with 
the assumption that sex differences in 
the brain hardly matter. This month’s 
Cerebrum highlights some of the 
thinking and research that invalidates 
that assumption.

Early in 2013, the Food and Drug 
Administration (FDA) ordered 
the makers of the well-known 

sleep aid Ambien (zolpidem) to cut their 
recommended dose in half-but only 
for women. In essence, the FDA was 
acknowledging that despite extensive 
testing prior to the drug’s release on 
the market, millions of women had 
been overdosing on Ambien for 20 
years. On February 9, 2014, CBS’s 60 
Minutes highlighted this fact-and sex 
differences in general-by powerfully 
asking two questions: Why did this 
happen, and are men and women treated 
equally in research and medicine?1

The answer to the first question is 
that the biomedical community has 
long operated on what is increasingly 
being viewed as a false assumption: that 
biological sex matters little, if at all, in 
most areas of medicine. The answer to the 
second question is no, today’s biomedical 

research establishment is not treating 
men and women equally. What are some 
of the key reasons for the biomedical 
community’s false assumption, and why 
is this situation now finally changing?  
What are some of the seemingly endless 
controversies about sex differences in the 
brain generated by “anti-sex difference” 
investigators?  And what lies at the root of 
the resistance to sex differences research in 
the human brain?

why sex didn’t matter
For a long time, for most aspects of 
brain function, sex influences hardly 
mattered to the neuroscience mainstream. 
The only sex differences that concerned 
most neuroscientists involved brain 
regions (primarily a deep-brain 
structure called the hypothalamus) 
that regulate both sex hormones and 
sexual behaviours.2 Neuroscientists 
almost completely ignored possible 
sex influences on other areas of the 
brain, assuming that the sexes shared 
anything that was fundamental when it 
came to brain function. Conversely, the 
neuroscience mainstream viewed any 
apparent sex differences in the brain as not 
fundamental- something to be understood 
after they grasped the fundamental facts. 
By this logic, it was not a problem to 
study males almost exclusively, since 
doing so supposedly allowed researchers 
to understand all that was fundamental 

in females without having to consider 
the complicating aspects of female 
hormones. To this day, neuroscientists 
overwhelmingly study only male animals.3

To make matters worse, studying 
sex differences in the brain was for a 
long time distasteful to large swaths of 
academia.4 Regarding sex differences 
research, Gloria Steinem once said that it’s 
“anti-American, crazy thinking to do this 
kind of research.”5 Indeed, in about the year 
2000, senior colleagues strongly advised me 
against studying sex differences because it 
would “kill” my career.

why sex matters
I survived after rejecting my colleagues’ 
advice, and in fact, many neuroscientists 
have come to realize like me that their 
deeply ingrained assumption that sex does 
not matter is just plain wrong.

Let us start with animal research. 
Despite the fact that most neuroscientists 
still overwhelmingly use only males in 
their studies, other neuroscientists have 
generated considerable data demonstrating 
sex influences on brain function at all 
levels, including the molecular level6-8 and 
ion-channel level.7 Very often these sex 
influences are completely unanticipated by 
investigators. Crucially, animal research 
clearly demonstrates that mammalian 
brains in particular are filled with sex 
influences that cannot be explained by 
human culture. Thus animal research 
proves that the human mammalian brain 
must contain all manner of biologically 
based sex influences-from small to large-
that cannot be explained simply by human 
culture (even though there are certainly 
cultural contributions in many cases). 
Animal research has torpedoed the “it’s 
all human culture” ship that ruled the 
academic seas since the 1970s when it 
came to sex differences.

But evidence of sex influences on 
brain function is not restricted to animal 
research. Research involving humans has 
generated equally impressive findings, two 
of which I highlight here, one regarding 
human brain structure, the other human 
brain genetics.6-8

One recent landmark study came 
from investigators from the University 
of Pennsylvania. They used a form of 
magnetic resonance imaging (MRI) called 
diffusion tensor imaging (a way to measure 
the brain’s white matter, or axons by which 
neurons connect) in a large sample of men 
and women (428 males and 521 females, 
ages 8 to 22 years).9 Across a number of 
different analytic approaches, they found 
a striking and consistent result: The brains 
of women exhibit significantly stronger 

Sex differences in 
the human brain
By: Larry Cahill, Ph.D.
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patterns of interconnectivity across brain 
regions-including across the hemispheres-
than do the brains of men, which conversely 
exhibit significantly greater average 
connectivity within local brain regions 
(what the authors refer to as modularity).

This striking result fits very well with 
a highly consistent finding across the sex-
difference literature: The brains of men 
tend to be more asymmetrically organized 
across the hemispheres than are those 
of women.10 Importantly, the authors 
found no age-by-sex interactions despite 
having plenty of statistical power to find 
such interactions. This means we cannot 
explain the sex differences in their results 
as simply being due to different cultural 
experiences between males and females.

The Pennsylvania study results are 
also consistent with diffusion tensor 
imaging studies by Neda Jahanshad and 
colleagues, who found greater average 
interhemispheric connectivity in women 
compared to men.11-12 (Impressively, 
with some analytic approaches, these 
investigators can accurately classify brain 
connectivity networks based on sex with 
93 percent accuracy.12) While we can, 
and should, debate what these types of 
anatomical findings will ultimately prove 
to mean functionally, the evidence leaves 
little reasonable doubt that male and 
female brains exhibit, on average, differing 
patterns of structural interconnectivity, in 
particular between the hemispheres. In a 
comprehensive review of human-brain 
connectivity studies from several years ago, 
Gaolang Gong and colleagues concluded 
that “it should be mandatory to take gender 
into account when designing experiments 
or interpreting results of brain connectivity/
network in health and disease.”13 The data 
since then confirms this view.

A second important study highlights 
the fact that sex differences exist down to 
the genetic level in humans. When David 
Cribbs and other researchers performed 
a comprehensive analysis of the patterns 
of expression in the brain of immune 
system-related genes in human aging and 
Alzheimer›s disease (AD), they found sex-
specific patterns of gene expression in both 
conditions.14 In particular, they compared 
patterns of gene expression in two regions 
that are critical for higher cognitive 
function and known to develop AD-type 
pathology: the hippocampus and a region 
of the frontal cortex called the superior 
frontal gyrus. The hippocampus was more 
prone to immune-type gene reactions in 
females than in males, while the superior 
frontal gyrus was more susceptible to 
immune-type gene reactions in males than 
in females. Studies such as this prove that 

the biological mechanisms of brain aging 
and disease cannot be assumed to be the 
same in men and women.

the counter-reaction
Perhaps not surprisingly, the striking growth 
in sex-differences research appears to 
have elicited a counter-reaction from some 
academic quarters, especially among non-
neuroscientists. In some cases this counter-
reaction is justified, as when scientists 
object to gross overstatements about sex 
differences often made in best-selling books 
(“neurotrash,” as it is sometimes called). 
But in the main, this counter-reaction 
appears to reflect a misunderstanding of 
some key facts of brain biology. Leaving 
aside the name-callers (such as the 
psychologist who calls people studying 
brain-sex differences “neurosexists”15), 
as well as the non-neuroscientists who 
hypercritically analyse a small fraction of 
the neuroscience literature while seemingly 
remaining unaware of the rest,16 let’s 
focus on key arguments made by “anti-sex 
difference” authors.

First, anti-sex difference authors argue 
that there are few (if any) meaningful 
behavioural differences between men and 
women. They invariably rely on meta-
analyses-studies that analyse patterns 
across many published studies.17 Typically, 
these meta-analyses examine the literature 
for the size of sex differences (in this 
case, the size of the difference in average 
performance between men and women) 
on isolated factors, such as reading 
comprehension or the ability to rotate a 
three-dimensional object in one’s mind. 
And often (though not always), these 
meta-analyses suggest that, with a few 
exceptions such as sexual behaviour 
and aggression, only very small (and by 
implication dismissible) differences exist 
in the behaviour of men and women. 
But there are at least two problems with 
these sorts of analyses. First, as Sarah 
Burnett has illustrated very powerfully,18 it 
is simply incorrect to conclude that 
because an average difference between 
men and women is quantitatively small, 
that difference will have few meaningful 
practical consequences. Second, claiming 
that there are no reliable sex differences 
on the basis of analysing isolated functions 
is rather like concluding, upon careful 
examination of the glass, tires, pistons, 
brakes, and so forth, that there are few 
meaningful differences between a Volvo 
and a Corvette.

A more sensible analysis is one that 
better gauges the full behavioural patterns 
of men and women. In a fascinating study, 
Marco Del Giudice and his colleagues 

did just that.19 Using a form of statistical 
analysis called multigroup latent variable 
modelling, which essentially assessed 
the size of sex differences by combining 
numerous isolated factors, they found very 
large sex differences in behaviour with as 
little as a 10 percent overlap between the 
distributions of men and women. They 
powerfully conclude, “The idea that there 
are only minor differences between the 
personality profiles of males and females 
should be rejected as based on inadequate 
methodology.”

Another way to defeat the idea that 
there are no behavioural sex differences 
between men and women is to consider 
stereotypical male and female behaviours. 
Bobbi Carothers and Harry Reis did just 
this when they analysed the size of sex 
differences in a variety of stereotypically 
gender-driven behaviours, such as 
playing golf or video games, watching 
pornography or talk shows, taking a 
bath, and talking on the phone.20 Using 
this analysis, they report extremely 
large, bimodal (also called taxonic) sex 
differences that, as they correctly note, 
say absolutely nothing about the degree 
to which those taxonic behaviours 
result from biological or environmental 
factors. It may not be fairly assumed that 
stereotypical behaviours result solely from 
environmental factors. (Indeed, it has been 
shown that male and female stereotypical 
occupational preferences are strikingly 
consistent across 53 countries, ranging 
from Pakistan to Norway, under hugely 
variable cultural conditions.21) Carothers 
and Reis powerfully invalidate the idea 
that there are no large, group-average sex 
differences in human behaviour outside a 
few limited domains.20

Worse still for the anti-sex difference 
authors is the fact that a complete, 
fully-agreed-upon-by-all lack of a sex 
difference in a particular behaviour 
means absolutely nothing about whether 
or not sex differences exist in the neural 
substrates of that behaviour. Neuroscientist 
Geert de Vries most convincingly makes 
this case, which even his own colleagues 
occasionally forget.22 Focusing on a 
variety of animal models, de Vries shows 
that sex differences in the mammalian 
brain often exist to prevent behavioural 
level sex differences (by compensating for 
underlying neural or hormonal differences) 
rather than to create behavioural level 
sex differences. But understanding these 
compensatory sex differences is every 
bit as important to properly treating brain 
dysfunction in men and women as is 
understanding sex differences that induce 
behavioural differences.
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A second argument that the anti-sex 
difference authors sometimes make is 
that there really aren›t male and female 
brains; rather, men and women have a 
single «intersex» brain. In attempting to 
support this view, Daphna Joel,23 who 
has stated that sex-difference research 
can make her “blood boil,”24 correctly 
points out what neuroscientists have 
known from animal research since the 
1970s or earlier: Both males and females 
are exposed to both masculinising and 
feminising influences. She also correctly 
refers to both male and female brains as 
“mosaics” of such influences-and she is 
far from the first person to do so.6 But 
because most of these influences can 
vary by degree and circumstances, she 
concludes, “We all have . . . an intersex 
brain (a mosaic of “male” and “female” 
brain characteristics).” The fallacy in 
her argument lies in the implication 
that “we all” (men and women) have 
a single mosaic “intersex” brain. What 
she clearly means by the term intersex is 
“unisex”– there is only one. However, zero 
evidence supports the view that, through 
the normal course of development, male 
and female mammals, including humans, 
possess brains that have on average 
the same combination of masculine and 
feminine traits-that they possess a single 
unisex mosaic brain. Also, the unisex view 
fails to accommodate a host of facts, such 
as the remarkable hemisphere differences 
in X inactivation seen only in female 
brains, the consequences of incomplete X 
inactivation (again, only in female brains), 
direct Y-chromosome-linked effects on 
brain function in males, or dyslexia›s 
incidence in up to 10 times as many males 
as females, to name just a few.25-28 We 
aren’t unisex, and every cell in the brain of 
every man and every woman knows it.

“But wait”, argue the anti-sex 
difference authors, “the brain is plastic” 
that is, moulded by experience. One group 
of authors uses the word plasticity in the 
title of their paper three times to make 
sure we understand its importance.29 (As 
someone who has studied brain plasticity 
for more than 35 years, I find the 
implication that it never occurred to me 
amusing.) By the plasticity argument – 
also made explicitly by neuroscientist Lise 
Eliot in her book Pink Brain Blue Brain 
– small sex differences in human brains at 
birth are increased by culture’s influence 
on the brain’s plasticity.30 Eliot further 
argues that we can avoid “troublesome 
gaps” between the behaviours of adult 
men and women (a curious contradiction, 
by the way, of the view that there are no 
behavioural differences between the sexes) 

by encouraging boys and girls to learn 
against their inborn tendencies.

It is critical to understand where 
the fallacies in this argument lie. First, 
it is false to conclude that because a 
particular behaviour starts small in 
children and grows, that behaviour has 
little or no biological basis. One has 
only to think of handedness, walking, 
and language to see the point. Second, 
this argument presupposes that human 
«cultural» influences are somehow 
formed independent of the existing 
biological predispositions of the human 
brain. But third, and most important, 
is the key fallacy in the plasticity 
argument: the implication that the brain 
is perfectly plastic. It is not. The brain 
is plastic only within the limits set by 
biology.

To understand this critical point, 
consider handedness. It is indeed possible, 
thanks to the brain’s plasticity, to force a 
child with a slight tendency to use her left 
hand to become a right-handed adult. But 
that does not mean that this practice is a 
good idea, or that the child is capable of 
becoming as facile with her right hand as 
she might have become with her left had 
she been allowed to develop her natural 
tendencies unimpeded. The idea that we 
should use the brain’s plasticity to work 
against inborn masculine or feminine 
predispositions in the brains of children is 
as ill conceived as the idea that we should 
encourage left-handed children to use their 
right hand.

The presence of biological limits 
to plasticity-and hence the presence of 
limits to how much experiences can affect 
the brain-is perhaps made most clear 
in elegant studies by J. Richard Udry. 

In his important but underappreciated 
paper entitled “Biological Limits of 
Gender Construction”, Udry examines 
the interaction between two factors – how 
much a mother encouraged her daughter 
to behave in “feminine” ways, and how 
much the daughter had been exposed to 
masculinising hormonal influences in the 
womb – on how “feminine” the daughter 
behaved when she was older.31 Figure 1 
illustrates the key findings.

The graph illustrates that, indeed, the 
more mothers encouraged “femininity” 
in their daughters, the more feminine 
the daughters behaved as adults, but 
only in those daughters exposed to 
little masculinising hormone in utero. 
Crucially, the greater the exposure to 
masculinising hormonal effects in utero 
(the progressively lower lines), the less 
effective was the mother’s encouragement, 
to the point where encouragement either 
did not work at all (line with squares) 
or even tended toward producing 
the opposite effect on the daughters’ 
behaviour (line with diamonds).

All those wishing to understand sex 
influences on the human brain need to 
fully grasp the implications of the animal 
literature, and then think about the Udry 
data, which captures an incontrovertible 
fact from brain science: Yes, brains are 
plastic, but only within the limits set 
by biology. It is decidedly not the case 
that environmental experience can turn 
anything into anything, and equally easily, 
in the brain. The specious plasticity 
argument invoked by anti-sex difference 
authors appears to be just a modern 
incarnation of the long-debunked “blank 
slate” view of human brain function, the 
idea that all people’s brains start out as 

fIGuRe 1: effeCT Of CHILDHOOD GeNDeR SOCIALISATION ON ADuLT 
GeNDeReD BeHAVIOuR BY LeVeL Of PReNATAL ANDROGeN exPOSuRe.
Sex hormones (adrogens, estrogens and progestins) operate in both males and females; in 
the brain, both sexes have receptors for these hormones that are found not just in brain areas 
associated with reproduction and related behaviours (e.g. hypothalamus) but in virtually all brain 
areas, including those involved in higher cognitive functions. These hormones, receptors for 
which are found not only in the cell nucleus, but also in many other cellular compartments often 
near membranes, influence many neurobiological events via the genome, epigenome and non-
genomic celluar signalling. The process of sexual differentiation involves virtually the whole brain 
and is a seamless, ongoing interaction over the lifecourse between hormones and experiences.

2.5

-0.8

A
d

ul
t 

fe
m

in
in

it
y

0.5

0

1.5

-0.4

-0.5

0.4

2.0

-0.6

Low prenatal androgen exposure (high prenatal SHBG)

High prenatal androgen exposure (low prenatal SHBG)

Mother encouraged femininity in childhood
feminine Masculine

Level of  
prenatal SHBG

0

0.2

1.0

-0.2
-1.0

0.5

-1.5

2.5

0.5
-0.5

1.5



GenDer AnD the BrAin

winter 2014  |  COUNSELLING AUSTRALIA 23

blank slates, thus are equally mold-able to 
become anything through experience.32

what Darwin actually said
We should have expected all along that the 
brains of men and women are a complex 
mix of similarities and differences, at least 
if we believed in evolution as Charles 
Darwin described it. Darwin did not 
believe that evolution proceeded by natural 
selection. In fact, he was completely clear 
that, in his view, evolution by natural 
selection alone must fail. He knew that 
natural selection alone failed to explain far 
too many phenomena (most famously the 
male peacock’s tail). What Darwin actually 
said was that evolution proceeded largely 
through two distinct mechanisms: natural 
selection and sexual selection. The former 
acted on the basis of whether an organism 
survived; the latter acted on whether it 
made a baby. In his second book, The 
Descent of Man, and Selection in Relation 
to Sex, Darwin developed this idea (first 
presented in the original edition of The 
Origin of Species) and made explicit his 
view that the beneficial effects of sexual 
selection must at times outweigh the 
negative effects of natural selection (again, 
think of the male peacock’s tail).

After receiving much criticism for 
this concept, as he also did for natural 
selection, Darwin said, “My conviction 
in the power of sexual selection remains 
unshaken.”33 Sexual selection is a force 
that, by definition, often acts male on 
male or female on female. It is therefore a 
force that must produce sex differences of 
many sorts in brain and mind, as Darwin 
discussed in great detail. Thus, if we 
believe in evolution as Darwin described 
it (as a complex mix of natural and sexual 
selection forces), then we must believe 
that it produced in men and women bodies 
and brains that are a complex mix of 
similarities and differences, small to large 
– exactly what it appears to have produced.

Evolution has produced mammalian 
brains that are filled with biologically 
based sex similarities and differences, 
down to the molecular level. Evolution 
also has produced in men and women 
bodies that are filled with similarities 
and differences, including in the heart, 
liver, lungs, immune system, and even 
knees.34 To insist that somehow-magically-
evolution did not produce biologically 
based sex influences of all sizes and sorts 
in the human brain, or that these influences 
somehow-magically-produce little or no 
appreciable effect on the brain’s function 
(behaviour) is tantamount to denying that 
evolution applies to the human brain.

False Assumptions
At the root of the resistance to sex-
influences research, especially regarding 
the human brain, is a deeply ingrained, 
implicit, false assumption that if men and 
women are equal, then men and women 
must be the same. This is false. The truth 
is that of course men and women are equal 
(all human beings are equal), but this does 
not mean that they are, on average, the 
same. 2 + 3 = 10 - 5, but these expressions 
are not the same. And, in fact, if two 
groups really are different on average in 
some respect, but they are being treated 
the same, then they are not being treated 
equally on average.

Sadly, this is exactly the case in 
research and medicine today. Women and 
men are not being treated equally, because 
by and large women are being treated as 
if they were the same as men. To make 
real progress in improving both men’s 
and women’s health, and to avoid more 
Ambiens or worse, we need neuroscientist 
and non-neuroscientist alike to determine 
whether they too operate on the false 
assumption that «equal» means «the 
same.» If so, toss that assumption aside. 
True equality for the sexes demands it.     
The Dana Foundation
http://www.dana.org/cerebrum/2014/
equal_%e2%89%A0_the_same__sex_
Differences_in_the_human_Brain/
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When I interviewed investigative 
reporter Robert Whitaker in 
2010 after the publication 

of his book Anatomy of an Epidemic: 
Magic Bullets, Psychiatric Drugs, and 
the Astonishing Rise of Mental Illness in 
America, he was not exactly a beloved 
figure within the psychiatry establishment. 
Whitaker had documented evidence that 
standard drug treatments were making 
many patients worse over the long term, 
and he detailed the lack of science behind 
these treatments.

For Anatomy of an Epidemic, Whitaker 
won the 2010 Investigative Reporters and 
Editors Book Award for best investigative 
journalism. This and other acclaim made 
it difficult for establishment psychiatry 
to ignore him, so he was invited to speak 
at many of their bastions, including a 
Harvard Medical School Grand Rounds 
at Massachusetts General Hospital, where 
he faced hostile audiences. However, 
Whitaker’s sincerity about seeking better 
treatment options, his command of the 
facts and his lack of anti-drug dogma 
compelled all but the most dogmatic 
psychiatrists to take him seriously.

In the past four years, the psychiatry 
establishment has pivoted from first 
ignoring Whitaker to then debating 
him and attempting to discredit him 
to currently agreeing with many of his 
conclusions. But will Whitaker›s success 
in changing minds result in a change for 
the better in treatment practices?

I was curious about Whitaker’s take on 
the recent U-turns by major figures in the 
psychiatry establishment with respect to 
antipsychotic drug treatment, the validity 

of the “chemical imbalance” 
theory of mental illness and the 
validity of the DSM, psychiatry’s 
diagnostic bible. And I was curious about 
Whitaker’s sense of psychiatry’s future 
direction.

Bruce Levine: In 2013, the director 
of the National Institute of Mental Health 
(NIMH), Thomas Insel, announced – 
without mentioning you –  that he agreed 
with your conclusion that psychiatry›s 
standard treatment for people diagnosed 
with schizophrenia and other psychoses 
needs to change so as to better reflect 
the diversity in this population. Citing 
long-term treatment studies that you had 
previously documented, Insel came to 
the same conclusion that you had: In the 
long-term, not all, but many individuals 
who have been diagnosed with psychosis 
actually do better without antipsychotic 
medication. Was it gratifying for you to 
see the US government’s highest-ranking 
mental health official agreeing with you? 

Robert Whitaker: Shortly before 
Thomas Insel wrote that blog, I had 
posted my own on madinamerica.
com, related to a recent study by Lex 
Wunderink from the Netherlands. 
Wunderink had followed patients 
diagnosed with a psychotic disorder for 
seven years, and he reported that those 
randomised, at an early date, to a treatment 
protocol that involved tapering down to 
a very low dose or withdrawing from the 
medication altogether had much higher 
recovery rates than those maintained on a 
regular dose of an antipsychotic.

I wrote that in the wake of Wunderink’s 

randomised study, if psychiatry wanted 
to maintain its claim that its treatments 
were evidence-based, and thus maintain 
any sort of moral authority over this 
medical domain, then it needed to amend 
its treatment protocols for antipsychotics. 
I don›t know if Dr. Insel read my blog, but 
his post did nevertheless serve as a reply, 
and as you write, he did basically come 
to the same conclusion that I had been 
writing about for some time. 

I suppose I took some measure of 
personal gratification from his blog, 
for it did provide a sense of a public 
acknowledgment that I had indeed been 
«right.» But more important, I felt a new 
sense of optimism, hopeful that maybe 
psychiatry would now really address 
this issue, which is so important to the 
lives of so many people. A short while 
ago, The New York Times published 
a feature story on Dr. Insel, noting that he 
had recently raised a question about the 
long-term use of antipsychotics, which 
had caused a stir in psychiatry because it 
contradicted conventional wisdom. That 
is a sign that perhaps a new discussion is 
really opening up. 

BL: In Anatomy of an Epidemic, you 
also discussed the pseudoscience behind 
the “chemical imbalance” theories of 

Psychiatry now 
admits it’s been 
wrong in big 
ways – but can  
it change?
By Bruce E Levine
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mental illness – theories that made it 
easy to sell psychiatric drugs. In 

the last few years, I’ve noticed 
establishment psychiatry 
figures doing some major 
backpedaling on these 
chemical imbalance theories. 

For example, Ronald Pies, 
editor-in-chief emeritus 
of the Psychiatric 
Times stated in 2011, 
“In truth, the ‘chemical 
imbalance› notion was 

always a kind of urban 
legend – never a theory 

seriously propounded by 
well-informed psychiatrists.” 

What›s your take on this?
RW: This is quite interesting 

and revealing, I would say. In a 
sense, Ronald Pies is right.Those 

psychiatrists who were “well informed” 
about investigations into the chemical 
imbalance theory of mental disorders 
knew it hadn’t really panned out, with 
such findings dating back to the late 
1970s and early 1980s. But why, then, 
did we as a society come to believe that 
mental disorders were due to chemical 
imbalances, which were then fixed by the 
drugs?

Dr. Pies puts the blame on the drug 
companies. But if you track the rise of this 
belief, it is easy to see that the American 
Psychiatric Association promoted it in 
some of their promotional materials 
to the public and that “well informed” 
psychiatrists often spoke of this metaphor 
in their interviews with the media. So 
what you find in this statement by Dr. Pies 
is a remarkable confession: Psychiatry, 
all along, knew that the evidence wasn’t 
really there to support the chemical 
imbalance notion, that it was a hypothesis 
that hadn’t panned out, and yet psychiatry 
failed to inform the public of that crucial 
fact.

By doing so, psychiatry allowed a 
“little white lie” to take hold in the public 
mind, which helped sell drugs and, of 
course, made it seem that psychiatry had 
magic bullets for psychiatric disorders. 
That is an astonishing betrayal of the trust 
that the public puts in a medical discipline; 
we don’t expect to be misled in such a 
basic way.

But why now? Why are we hearing 
these admissions from Dr. Pies and others 
now? I am not sure, but I think there are 
two reasons.

One, the low-serotonin theory of 
depression has been so completely 
discredited by leading researchers that 
maintaining the story with the public 

has just become untenable. It is too easy 
for critics and the public to point to the 
scientific findings that contradict it. 

Second, a number of pharmaceutical 
companies have shut down their research 
into psychiatric drugs, and they are doing 
so because, as they note, there is a lack of 
science providing good molecular targets 
for drug development. Even the drug 
companies are moving away from the 
chemical-imbalance story, and thus, what 
we are seeing now is the public collapse 
of a fabrication, which can no longer be 
maintained. In the statement by Dr. Pies, 
you see an effort by psychiatry to distance 
itself from that fabrication, putting the 
blame instead on the drug companies. 

BL: And recently, establishment 
psychiatrists have even been challenging 
the validity of psychiatry’s diagnostic 
bible, the DSM. Last year, NIMH director 
Insel, citing the DSM’s lack of scientific 
validity, stated that the “NIMH will 
be re-orienting its research away from 
DSM categories.” And psychiatrist Allen 
Frances, the former chair of the DSM-4 
task force, has been talking about how 
the DSM is a money machine for drug 
companies (“Last Plea To DSM-5: Save 
Grief From the Drug Companies”), and 
Frances thoroughly trashed the DSM-5 in 
his 2013 book Saving Normal. 

RW: I think this challenging of 
the validity of DSM is, in many ways, 
potentially much more of a paradigm-
changer than are the scientific reports that 
detail how the medications may be causing 
long-term harm. Our current drug-based 
paradigm of care, which presents drugs 
as treatments for the symptoms of a 
“disease”, stems from DSM III. The APA 
[American Psychiatric Association] and 
its leaders boasted that when DSM III was 
published in 1980, that the field had now 
adopted a “medical model”, and thus its 
manual was now “scientific” in kind.

In fact, the APA had adopted a “disease 
model”, and if you carefully read the 
DSM III manual, you saw that the authors 
acknowledged that very few of the 
diagnoses had been “validated”. The APA’s 
hope and expectation was that future 
research would validate the disorders, but 
that hasn’t happened. Researchers haven’t 
identified a characteristic pathology for the 
major mental disorders; no specific genes 
for the disorders have been found; and 
there isn›t evidence that neatly separates 
one disorder from the next. The “disease 
model”, as a basis for making psychiatric 
diagnoses, has failed.

We are now witnessing, in Insel’s 
statements and those by Allen Frances, an 

acknowledgment of this failure. And here 
is why this is potentially such a paradigm-
changer: The foundation of any medical 
specialty begins with its diagnostic 
manual, which should be both reliable and 
valid. If the disorders listed in a manual 
haven›t been validated, then you can’t 
conclude they are “real”, in the sense of 
the disorders being unique illnesses, and 
the diagnoses being useful for prescribing 
an appropriate treatment. 

Thus, when Insel states that the 
disorders haven›t been validated, he is 
stating that the entire edifice that modern 
psychiatry is built upon is flawed, and 
unsupported by science. This is like 
the King of Psychiatry saying that the 
discipline has no clothes. If the public 
loses faith in the DSM and comes to see it 
as unscientific, then psychiatry has a real 
credibility problem on its hands, and that 
could prove to be fertile ground for real 
change. 

BL: So do you feel you have 
accomplished your mission? And can 
dissident mental health professionals – 
who have for years been talking about 
invalid diagnoses, pseudoscientific 
theories of mental illness, and drug 
treatments that cause moderate and 
acute problems to become severe and 
chronic ones – now have reasons to be 
optimistic about their profession? Or are 
you pessimistic that the recent admissions 
of establishment psychiatry will result in 
substantive changes in treatment? 

RW: This is a good question, and 
I vacillate in my personal response 
between guarded optimism and complete 
pessimism. From an intellectual, scientific 
standpoint, I think psychiatry is facing 
a deep crisis. There is an understanding, 
within psychiatric research circles, that 
the DSM diagnoses haven’t, in fact, been 
validated. And, at the very least, there 
is a recognition that psychiatry’s drug 
treatments are inadequate. In 2009, Insel 
wrote an article stating: “For too many 
people, antipsychotics and antidepressants 
are not effective, and even when they are 
helpful, they reduce symptoms without 
eliciting recovery.” And I do think that 
my book Anatomy of an Epidemic has 
contributed to an awareness of the 
limitations of the drugs, and at least a 
discussion, in some psychiatric circles, 
that the drugs may be worsening long-term 
outcomes. 

But in terms of accomplishing my 
mission, well, I guess my “mission” 
would be to see that our society would 
actually build a system of care that was 
truly science-based, particularly in its use 
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of psychiatric drugs. I think this is such 
an important story for our society and 
one of extraordinary moral importance 
when it comes to medicating children 
and adolescents, none of whom could be 
said to have really “consented” to such 
treatment. I turned madinamerica.com into 
a webzine with the hope that by providing 
a forum for a community of writers 
interested in “rethinking psychiatry” and 
combining their voices with reports of 
research that provide a foundation for such 
rethinking, it could become a real force for 
change. We’ll see if that happens, but our 
readership is steadily increasing.  

I should note, as you say, that dissident 
mental health professionals have been 
plugging away at promoting such change 
for a long time. I hope that madinamerica.
com is providing that community a forum 
for voicing their criticisms and making 
them known to a larger audience.  

And now for why I can be so 
pessimistic. Even as the intellectual 
foundation for our drug-based paradigm 
of care is collapsing, starting with the 
diagnostics, our society’s use of these 
medications is increasing; the percentage 
of children and youth being medicated 
is increasing; and states are expanding 
their authority to forcibly treat people in 
outpatient settings with antipsychotics 
drugs. Disability numbers due to mental 
illness go up and up, and we don’t see that 
as reason to change either. History does 
show that paradigms of psychiatric care 
can change, but, in a big-picture sense, I 
don’t know how much is really changing 
here in the United States.  

I think dissident 
mental health 
professionals also have 
to confront this question. 
Can they be hopeful that 
their professions will change 
their ways, and their teachings? 
I think so, but there is so much 
that needs to be done. 

Any medical specialty has guild 
interests, meaning that it needs to protect 
the market value of its treatments.

BL: Is it really possible for psychiatry 
to reform in any meaningful way given 
their complete embrace of the “medical 
model of mental illness,” their idea that 
emotional and behavioural problems are 
caused by a bio-chemical defect of some 
type? Can they really reform when their 
profession as a financial enterprise rests on 
drug prescribing, electroshock and other 
bio-chemical-electrical treatments? Can 
psychiatry do anything but pay lip service 
to a more holistic/integrative view that 
includes psychological, spiritual, social, 
cultural and political realities? 

RW: I think we have to appreciate 
this fact: any medical specialty has guild 
interests, meaning that it needs to protect 
the market value of its treatments. If it is 
going to abandon one form of treatment, it 
needs to be able to replace it with another. 
It can›t change if there is no replacement 
in the offing.

When the APA published DSM 
III, it basically ceded talk therapy to 
psychologists, counsellors, social workers 
and so forth. Psychiatry›s three domains, 

in the marketplace, were 
diagnostics, research 
and the prescribing 

of drugs. Now, 34 
years later, we see that 

its diagnostics are being 
dismissed as invalid; its 

research has failed to identify 
the biology of mental disorders 

to validate its diagnostics; and its drug 
treatments are increasingly being seen as 
not very effective or even harmful. That 
is the story of a profession that has reason 
to feel insecure about its place in the 
marketplace. 

Yet, as you suggest, this is why it 
is going to be so hard for psychiatry to 
reform. Diagnosis and the prescribing 
of drugs constitute the main function of 
psychiatrists today in our society. From a 
guild perspective, the profession needs to 
maintain the public›s belief in the value of 
that function. So I don›t believe it will be 
possible for psychiatry to change unless 
it identifies a new function that would 
be marketable, so to speak. Psychiatry 
needs to identify a change that would be 
consistent with its interests as a guild.

The one faint possibility I see – and 
this may seem counterintuitive – is for 
psychiatry to become the profession that 
provides a critical view of psychiatric 
drugs. Family doctors do most of the 
prescribing of psychiatric drugs today, 
without any real sense of their risks and 
benefits, and so psychiatrists could stake 
out a role as being the experts who know 
how to use the drugs in a very selective, 
cautious manner, and the experts who 
know how to incorporate such drug 
treatment into a holistic, integrated form 
of care. If the public sees the drugs as 
quite problematic, as medications that can 
serve a purpose – but only if prescribed 
in a very nuanced way – then it will want 
to turn to physicians who understand well 
the problems with the drugs and their 
limitations.

That is what I think must happen for 
psychiatry to change. Psychiatry must 
see a financial benefit from a proposed 
change, one consistent with guild  
interests.    
Copyright, Truthout.org. Reprinted with 
permission 
http://truth-out.org/  

Bruce e. Levine, a practicing clinical 
psychologist, writes and speaks about 
how society, culture, politics and 
psychology intersect. His latest book 
is Get Up, Stand Up: Uniting Populists, 
Energizing the Defeated, and Battling the 
Corporate Elite. 
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Haven’t we all had client’s 
where we have used all of our 
knowledge, techniques and of 

course rapport, where nothing seems to 
help them make progress. Perhaps we 
have used several modalities, philosophies 
and spent time in supervision discussing 
the case, to no avail. Of course there are 
many things to consider, perhaps the 
client is not ready for change. Or the 
client does not have sufficient awareness 
and is not ready to look at themselves 
and take responsibility for their thinking 
or behaviour. Of course in these cases 
perhaps we have done all we can do. It is 
also true that for change to take place the 
client must meet us preferably half away. 
We should not be doing all the work. It’s 
their issue and change must take place in 
them. Their intentions, emotions, thinking 
and behaviour.

However, what if the client is really 
ready for change and aware and very much 
ready to take responsibility for themselves, 
but real effective change remains illusive 
or very minimal in spite of our and their 
best efforts? This is where we all wish we 
knew more or could assist them more in 
their healing.

There are many styles of counselling 
or therapy and all have merit. However, 
where such clients are stuck, is a place that 
is illusive and hidden. If the root of the 
problem were conscious, such approaches 
as Cognitive Behaviour Therapy or many 
other humanistic modalities would be of 
assistance. If the problem is unconscious, 
modalities that enable access into the 
unconscious mind would be of great help, 
such as psychotherapies in long-term 
therapy or hypnotherapy over shorter 
periods of time would be of assistance. 

However, if it is a systemic issue such 
psychotherapy or hypnotherapy may be 
ineffective. For these issues a systemic 
approach would be the most effective and 
appropriate approach.

Family Constellations is an experiential 
process with elements of shamanism that 
touch every level of our humanity and 
connect us to our ancestral energies. This 
is a process that allows the greater system 
of the ancestral family field to unravel, 
unfold and find a healing or resolution, in 
such a way that it flows in ripples through 
the mind, body and soul and that of the 
greater family soul in a healing way, 
because we are so deeply connected within 
our family system. 

Family Constellations as a group 
process was brought to the world by the 
German psychotherapist Bert Hellinger in 
the 1990s. Hellinger had been a Catholic 
priest and teacher in Africa in Zululand 
where he noticed their system of order 
in extended families. This consisted of 
acknowledging each member of the family 
in relation to the whole, according to their 
time of entry (who came first, second…..) 
and also the nature of the relationships 
(e.g. father-son or first child, second child, 
first wife, second wife) and how these 
factors appeared to create harmony and 
respect in family groups. Hellinger took 
these insights home with him when he left 
the priesthood to become a psychotherapist 
in Germany.

A Family Constellations workshop 
takes place when a group of people 
come together. They sit in a circle with 
a facilitator in order to take turns to look 
at their issues by using people from the 
group to represent those people of their 
situation, including one representative 

for themselves. The representatives 
are placed spatially in relation to each 
other, according to the client’s inner 
image. Once placed, the constellation 
commences and the representatives begin 
to experience sensations in their body, 
with the facilitator and the representatives 
guided by the energetic field that develops. 
The facilitator enables the energy of the 
field to be expressed and released, or for 
the representatives to follow an impulse 
to move, as the energy field unfolds in 
revealing what it has to show. The client 
observes the process from the circle. 
New perspectives arise and emotions are 
dissipated through the representatives in the 
field that ripple through the mind, body and 
soul of the client and also the greater body 
of the family soul in finding a resolution 
and a healthier order. The system finds a 
new equilibrium, by allowing the client 
to reconnect to the flow of love flowing 
through the generations. This is a powerful, 
experiential, psycho-spiritual process that is 
a brief intervention in allowing the person 
to find new perspectives on which to move 
forward. The effects of a constellation are 
often felt for months or longer after the 
process, as new perspectives fall into place 
for the client.

Bert Hellinger developed the idea that 
love flows with life-force through families 
from grandparents to parents and then 
to children as long as there is a healthy 
order in the family, involving respect for 
the client’s own and others’ positions. He 
discovered that where there was a break 
in the flow of love, this was often due to 
exclusion, tragedy or trauma or something 
that caused shame, guilt or secrets, 
resulting in the life-force continuing, but 
the flow of love interrupted, leaving those 
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in the system feeling cut-off from love. 
Family Constellations’ philosophy and 
practice presents a revolutionary way to 
observe and work with human systems 
in helping individuals find their place 
and receive personal healing within the 
family system that is brief, holistic and 
experiential. The process enables deep 
psychotherapeutic and emotional shifts 
towards wholeness. 

The purpose of a Family Constellation 
is to reveal the love ties in the family 
system and allow the client to become 
reconnected to love in the family 
system while beginning to acknowledge 
the situation or people, as they are. 
This process acts on many levels 
simultaneously such as, awareness, the 
senses (visual, audio, kinaesthetic), the 
unconscious mind and emotions and also 
includes ancestral influences and energies. 
For this reason it is a very deep and often 
rapid, brief intervention that is powerful 
in enabling change for those who are 
truly ready to look at themselves and their 
issues seriously and are ready for growth.”

In the following cases the therapy took 
place in Family Constellation workshops, 
while others took place in private sessions.

I had a woman come to see me who 
had a pattern of choosing men who had 
addictions and were unreliable. In asking 
about her family she told me of how her 
parents had separated when she was 
young due to her father’s alcoholism and 
unreliability. She hated her father for what 
he had done to her mother and herself and 
the family. Through constellation work 
she was able to deal with her relationship 
with her father and was able to find some 
compassion for his situation with his own 

alcoholic father and remember some of 
the better moments she’d had with him. 
She was also able to acknowledge her own 
relationship with alcohol too. She was a 
binge drinker. In this way she was able to 
start the process of healing her wounds 
and unburdening herself in coming back 
into a healthier Order. In rejecting her 
father, she was keeping her unconscious 
loyalty with him by choosing partners 
that are much like him in an attempt to 
resolve the relationship with him. She 
was also keeping an unconscious loyalty 
with him in her drinking. In starting the 
healing process she was able to gain more 
freedom, resolve her alcohol issue and also 
attract a different partner.

A man came to me distressed over a trail 
of failed relationships. His father had 
left the family when he was a baby and 
further contact with him was so destructive 
and disappointing, that he eventually 
cut him out of his life. In setting up his 
constellation he set it up by putting himself 
standing next to his mother, in the place 
where his father should have been, with 
his father standing far away. It was clear 
that his Blind Love was in good shape 
in emotionally supporting his mother, 
showing that he was not free to choose 
a life partner, resulting in inadvertently 
choosing unsuitable women who could 
not commit to a loving relationship. Again 
assisting him with his relationship with 
his father and being able to take his place 
in the family as a child, thereby restoring 
Order, helped him to find more freedom 
and peace. He is now more hopeful of 
finding an appropriate partner.

A parent came to see me about his 

difficult relationship with his child. In the 
discussion it was apparent that he highly 
disapproved of his own father due to his 
choices and behaviour. He had expected 
his father to be more ‘normal’. It was 
clear in the constellations that followed, 
that his child was feeling the rejection 
or exclusion of the grandfather by his 
father and had an unconscious loyalty to 
his grandfather. This was resulting in the 
rejection of the father (client) by the child. 
The constellation work helped the parent 
to start the process of accepting his father 
so that the parent child relationship could 
be rebuilt with authenticity, respect and 
compassion.

In this article I introduce another 
way of working that can very much be 
in congruence with other counselling or 
therapy modalities that can be of great 
assistance to systemic dysfunctions 
involving a very wide range of issues such 
as self-esteem, trauma, sexual abuse and 
relationship issues.

In this article I have included some 
excerpts from my latest book Stardust on 
the Spiritual Path (2014).    

Yildiz Sethi, Master of Applied Social 
Science (counselling); Graduate 
Diploma Counselling; Diploma Clinical 
Hypnotherapy; NLP Practitioner. ego State 
Therapy Certificate; family Constellations 
facilitator and trainer; Supervisor in 
Counselling and Hypnotherapy; former 
educator, ACAP.

www.familyconstellations.com.au 
07 3390 8039
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Positive psychology works on the 
premise that we all have positive 
qualities or strengths within us that 

can be fostered and maximised (Carr, 
2004). Buddhism, also, works on the 
same premise and has developed many 
meditative techniques to assist ordinary 
people towards greater happiness and 
resilience.  

In Tibetan Buddhism there are 
considered to be three main meditative 
traditions – these are the Hinayana, the 
Mahayana and the Vajrayana.

1) One of these, the Hinayana 
tradition of Buddhist meditation, has 
already been translated and accepted 
into Western psychological practice as 
Mindfulness meditation (Kabat-Zinn, 
1990). Traditionally, this is a practice 
which develops greater awareness of our 
inner and outer environments. It also 
encourages stability evidenced in greater 
mental, emotional and physical grounding. 
Mindfulness meditation teaches people 
to pay attention, intentionally and non- 
judgementally, to the present moment 
of experience. Carl Jung described the 
process in another way – that of becoming 
conscious (Preece, 2006).

Based on Mindfulness meditations, 
we now have available to us Acceptance 

Commitment Therapy, Mindfulness 
Based Cognitive Therapy for Depression 
and Mindfulness practices which 
psychotherapists teach to their clients. 
Additionally many books on Mindfulness 
fill our bookstores. Mindfulness, 
previously only associated with Buddhism, 
has become an ordinary word in 
psychological circles.

Mindfulness meditation is the basis of 
all types of meditation, which makes it a 
very powerful practice, but it is not the 
only type of meditation which can benefit 
people. Just as there are many different 
types of psychological therapy, so too there 
are different types of meditation suitable 
for different personalities.

2) The practices of the Mahayana 
tradition of Buddhism encourage the 
development of interconnectedness 
and therefore compassion between all 
people. First of all a person begins to 
develop self compassion. Then a sense 
of interconnectedness and empathy with 
others arises and this may extend to 
include all living beings and eventually 
the environment. The ability to develop an 
understanding of the interconnectedness 
of all people especially encourages a more 
positive way to be in relationships.

3) The Vajrayana tradition is closely 

associated with Tibetan Buddhism. This 
is the stream of Tibetan Buddhism which 
evolved from the mixing of the indigenous 
Bon people of Tibet and the new teachings 
of Buddhism which came to Tibet via 
India. It therefore has more of an esoteric, 
sometimes even Shamanistic, feel to it. 
It has been noted that this tradition has 
some similarity to the transformative 
work of Carl Jung (Preece, 2006). It 
uses the techniques of symbols, ritual, 
mantra and visualisation to generate 
positive mind states conducive to personal 
transformation. 

This article discusses the usefulness of 
Vajrayana meditation in fostering positive 
mind states, especially amongst Western 
people and non-Buddhists.

Vajrayana meditation has obscure 
origins but is said to have been practiced 
since the time of the Buddha. The Tantras, 
or deity practices, have been described 
as arising from the visions or insights 
of very experienced meditators (Preece, 
2006). The various Buddha forms or 
deities represent the many qualities of the 
enlightened mind and all these positive 
qualities are potentially within each one 
of us (Govinda, 1991). The visualisations, 
different for each deity practice, encourage 

Positive psychology and 
vajrayana meditation  
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begin to appear. Vajrayana meditation, 
like analytical therapy, is not a short 
term psychological therapy. It takes 
daily work as does any other therapy 
and it needs to be largely self motivated 
work as most of the work is done alone, 
although a teacher or group will provide 
support and encouragement. Vajrayana’s 
ability to generate inner joy, however, is 
something that no Western therapy is able 
to achieve. Nor are the mind states of inner 
stillness, peace, equilibrium, freedom from 
negativity, and loving kindness achieved 
by Western therapies. This is not to deny 
modern psychological therapies. In my 
opinion Vajrayana meditation is most 
effective when paired with other therapies 
over a period of years – analytical, 
Jungian dream analysis, person centred, 
cognitive behaviour therapy and Gestalt to 
name a few. We can use a multi-pronged 
instrument to create and encourage self 
development and a positive life.

Now let’s look at some of the practices 
which are most applicable to non 
Buddhists and Buddhist alike.

The different texts or practices 
encourage the arising of different qualities 
within us.

Most of us will only have the time 
or the interest in doing simpler but yet 
effective practices which we can integrate 
into our modern lives. 

The power of these practices to 
transform our mind state is difficult to 
believe unless we have experienced them 
first hand. 

Chenresig is the practice of the deity 
of compassion and interconnectness, 
a practice which Kalu Rinpoche 

experience which is a by product of 
doing the practice regularly (D’Aquili 
& Newberg, 1999). If nothing else, the 
benefit of this is that we allow ourselves to 
feel good at least once a day and by doing 
so we begin to notice and experience good 
things during our day.

Mantra and visualisation are essentially 
mind techniques. They are exquisitely 
fine-tuned to affect how our brain 
functions and they also have the ability to 
affect our internal energy.

When the words of the text are taken 
into our consciousness we are flooded with 
positive messages i.e. 
•	 ‘May I realise full awakening for the 

sake of all beings’ = self development 
for both self and others; 

•	 ‘ ‘May all beings be freed from 
suffering’ = compassion;  

•	 ‘I rejoice in the virtues and spiritual 
merit of all those who have gone 
before’ = I value the ethical; 

•	 ‘I offer flowers, incense, light, food, 
music’ = This practice is really 
important and I am grateful for it and 
all that I have. 
These are just the beginning words 

to deeper visualisations and mantra. We 
find, particularly, the sadhanas or texts of 
foundation Vajrayana, filled with positive 
imagery such as white light, beauty, peace 
and figures filled with the essence of 
loving qualities. 

As the meditation practices of 
Vajrayana involve the use of symbols, 
imagery, ritual, mantra, visualisation, 
mudra, syllable sounds and the repetition 
of texts (sadhanas), the technique may 
be difficult to understand at first but as 
we train in the technique the benefits 

the practitioner to identify with the 
positive qualities of the particular deity. 
Some of these qualities are compassion, 
courage, psychological and emotional 
grounding, the ability to find comfort 
and support within, the ability to look at 
behaviour patterns and resolve to change 
them, and gratitude. These practices also 
contain the essential positive quality of 
striving to see ourselves more clearly and 
to improve ourselves through developing 
greater awareness.

The Vajrayana practices have been 
passed down from teacher to disciple 
for centuries, being confined mostly to 
the monasteries and religious orders of 
Tibet, but in the 1970s a Tibetan Buddhist 
meditation master called Kalu Rinpoche 
(1905-1993) was ordered by his superior 
to visit America and begin teaching 
meditation to the West (Kalu Rinpoche, 
1986). In the following several decades 
Buddhist philosophy and meditation 
became popular in the West and many 
Buddhist centres were founded. Today 
we can find simplified Tibetan Buddhist 
practices on the internet, we have many 
lengthy books written about the Vajrayana 
practices and we have the availability of 
both Buddhist and non Buddhist teachers 
who can teach them. Traditionally 
Vajrayana practices were taught to 
students in a retreat situation by religious 
practitioners, and the Higher Tantras are 
mostly still taught as such, but nowadays 
the Foundation practices of Vajrayana 
can be learnt in any Tibetan Buddhist 
meditation centre or from selected Western 
and visiting Tibetan/Eastern meditation 
teachers.

Now a little bit about the Vajrayana 
practices in general.

The deity practices of the Vajrayana 
build on Mindfulness meditation and vary 
in complexity and length from a thirty 
minute practice to a practice which can 
span days. The principle of these practices 
is that if you repeat a particular text and 
its mantra day after day while visualising 
an external deity with specific appearance 
and qualities, in time you will begin to 
psychologically absorb these positive 
qualities and aspirations into your own 
consciousness. The visualisation is very 
good for people wanting to meditate but 
who have busy minds as the mind has 
‘something to do’. The mantra after a time 
has the ability to drown out the conceptual 
thinking mind. At the conclusion of such 
a meditation practice one sits in silence 
with a final visualisation and one discovers 
that the mind is now completely still and 
peaceful. This is a heightened positive 

The Vajrayana practices have been passed down from teacher to disciple for centuries 
and were introduced to the west in the 1970s by the Tibetan Buddhist Kalu Rinpoche.
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recommended as suitable for all 
Westerners. It is widely available and 
can be a lifelong simple practice to do all 
the days of our lives (Bokar Rinpoche, 
1991, Rathbun, 2008, Kalu Rinpoche, 
1993). As an option for clients, this 
practice teaches that the client already 
has these positive qualities which simply 
need encouraging, so creating a more 
harmonious life (Ladner, 2012). Chenresig 
particularly emphasises the need to find 
meaning in our lives and it teaches that life 
satisfaction comes from having meaningful 
relationships through positive connection, 
altruism, forgiveness and tolerance. The 
ultimate positive qualities generated 
by this practice are wisdom, love and 
compassion.

Additionally, there are a set of practices 
called the Foundation practices of 
Tibetan Buddhism, or Ngondro, which 
can provide simple and meaningful 
positive images and words for people 
to repeat daily (Kalu Rinpoche, 2004, 
Khenpo KartharRinpoche, 2004,  McClen-
Novick, 1999, Chagdud Tulku Rinpoche, 
1995). It is the constant repetition and 
focus on these positive texts and images 
as well as the effect of mantra (repetitive 
specific words) that have the power to 
change completely how we feel and think 
within the space of half an hour. This type 
of positive practice if done daily with the 
intent to grow in awareness toward the 
positive is one way to slowly do therapy 
by oneself and this is a very empowering 
experience. The Foundation or Ngondro 
practices are: Prostrations; Mandala 

Offering; Vajrasattva and Guru Yoga.
Prostrations as a traditional religious 

practice involves prostrating oneself on the 
floor or ground from a standing position, 
over and over, whilst visualising spiritual 
images.  We see this practice in Buddhism 
and Islam. It is a beginners practice 
designed to teach practitioners the positive 
experiences of - humility as opposed to 
inflated pride; acceptance of beginners 
mind i.e. not yet having higher knowledge; 
acceptance of things that we cannot change 
(similar to Acceptance Commitment 
Therapy); and finally it teaches the 
positive quality of groundedness, or being 
grounded in reality, through contact of 
the full body with the ground or earth. It 
also teaches discipline and persistence as 
practitioners are required to do 100,000 
of these prostrations, giving them time 
to internally absorb the lessons from it. 
All these things we attempt to transmit as 
counsellors in our beginning counselling 
sessions. The discipline aspect could 
equate to an aspiration to do the therapy 
for as long as it takes. While we may 
not relate so well in modern times to the 
original format of this practice as it is 
quite a physical and religious practice, in 
my opinion we can teach similar practices 
in order to ground clients such as; 
having contact with the earth regularly - 
gardening, walking meditations especially 
outside in nature, and bodywork which 
involves grounding practices i.e. qi gong 
(Engwerda, 2012). Chenresig is the deity 
of compassion.

Mandala Offering is traditionally 

taught next. In Tibetan Buddhism this 
practice also requires 100,000 repetitions. 
As the repetitions progress we absorb 
more and more of the positive quality 
of this practice, which is to generate 
gratitude. Various formats can be found 
in the above references for Ngondro. This 
religious practice can also be modified to 
a more Western format which encourages 
gratitude for all that we have. 

Mandala Offering is the practice of 
developing gratitude

Vajrasattva is the deity of mental 
clarity and the clearing of negativity 
(Thubten Yeshe, 1994). At the end of the 
sadhana or text one finds that the positive 
qualities of this deity figure begin to be 
incorporated into oneself. It is a very 
powerful visualisation. Once a practitioner 
is experienced in doing this practice, it 
can clear a negative mindset in a short 
space of time. It also encourages us to take 
responsibility for our behavioural patterns 
and thoughts. This is a very liberating and 
self empowering practice. Once again, 
100,000 repetitions are necessary as a 
baseline. It must be mentioned, however, 
that any of these practices can be stand-
alone, life-long practices and indeed the 
experience of them deepens if we do this.

Guru Yoga is the deity practice which 
encourages us to find our own inner refuge 
within (comfort, support, inspiration and 
wisdom) within (Kalu Rinpoche, 1993). 
Inner refuge means finding the inner 
support for life’s situations that already 
exist within each one of us. It builds on 
our positive qualities and teaches us how 
to recognise our own strengths and to 
recognise the support that is all around us. 
Again it requires 100,000 repetitions as a 
baseline. 

Mandala offering, Vajrasattva and 
Guru Yoga, are best learnt with a spiritual 
guide, meditation teacher or psychological 
therapist experienced in these meditative 
practices although various forms of these 
texts are available to the public (Kalu 
Rinpoche, 1993).

We don’t have to be Buddhist to 
practice the Foundation Practices just as 
we don’t have to be Buddhist to practice 
Mindfulness. The Foundation practices, 
plus Chenresig, have more than enough 
complexity, depth, wisdom and challenge 
in them for ordinary Western people. There 
is no need for more esoteric or demanding 
practices such as we find dedicated Tibetan 
monks and Lamas practicing. 

There is often a bit culture shock when 
Westerners begin to learn these Tibetan 
practices but as we continue with them we 
realise that the messages are universal. As 

Mindfulness meditation is the basis of all types of meditation, which makes it a very 
powerful practice, but it is not the only type of meditation which can benefit people. Just 
as there are many different types of psychological therapy, so too there are different 
types of meditation suitable for different personalities.
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we progress through the practice, often 
spending at least fifteen minutes repeating 
a mantra while visualising a positive 
image, we are then instructed to be still. 
It is at this point that it is possible to 
experience total mental stillness, although 
this requires some practice. Associated 
with this mental stillness is the most 
exquisite experience of ‘emptiness’ i.e. 
no thoughts, no conceptual thinking, no 
emotion, in fact no mental activity at all. 
Included in this experience of emptiness 
we have a sense of everything being 
exactly right. 

We feel totally fulfilled and complete 
and desire for nothing.

This is such an unusual state for a 
Western human being that we often don’t 
maintain this state for long – it can arrive 
as quite a shock to experience something 
so different. As we continue to do this 
daily practice, however, the experience of 
emptiness deepens and can be maintained 
for longer and we now begin to experience 
mental clarity and great bliss (Kelsang 
Gyatso, 1982).

It is not the purpose of this article to 
go deeply into how Vajrayana meditation 
can produce the experience of great bliss. 
What I would like to propose in this article 
is that an ordinary person can achieve 
a daily state of bliss, mental stillness, 
emptiness and deep peace and that this 
state after a time will carry over into the 
rest of our day, similar to the process of 

osmosis, and affect how we see things and 
how we react to them. For people who do 
these practices, this is definitely ‘Positive 
Psychology’. It involves flooding the mind 
with positive images and specific words 
which create positive brain states,  
every day. 

Vajrayana meditation is not a good fit 
for everybody but then neither are some 
other psychological therapies a good fit 
for everybody. I propose that Vajrayana 
meditation provides particular benefit for 
those people with depression and anxiety 
who tend to live in a negative mental 
world. Often these types of people have 
a deep feeling of ‘I can’t cope’ and tend 
to see the world from a feeling of lack. 
The Foundation practices of Vajrayana 
provide a structure so that the mind has 
something to focus on. It is not left to drift. 
The images during the practice change and 
evolve, so requiring ongoing attention. 
This is helpful for people who have busy 
minds. As the meditation progresses, 
mantra work is introduced and this has 
its own special ability to change mental 
energy (Kalu Rinpoche, 1995, Preece, 
2006, Engwerda, 2012).

It is a wonderful thing that Western 
psychotherapies have discovered 
Mindfulness practice. Now I am proposing 
that Eastern traditions also have a well 
worn path to positive mind states. 
Spirituality is closely associated with 

personal transformation, life purpose and 
higher order meaning.

Why not use what has been taught, 
practiced and perfected for centuries?

We are perfectly capable of absorbing 
the positive therapy that is Tibetan 
Vajrayana meditation.    

Johanna engwerda has 20 years as a 
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counsellor; 10 years as a meditation 
teacher; 3 years of personal Jungian 
analysis. Her book Digesting Life, 
Creating Awareness was published by 
Brolga Publishing in Melbourne in 2012. 
She is currently enrolled in the Gestalt 
Training Institute of WA’s four year Gestalt 
psychotherapist training course.

Qualifications:  Registered Nurse, 
QMACA, Dipl. AIPC, Meditation teacher, 
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May I realise full awakening 
for the sake of all beings.

May all beings be  
freed from suffering.

I rejoice in the 
virtues and 

spiritual merit of 
all those who have 
gone before.

I offer flowers, 
incense, light,  

food, music.
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I have known Jeremy for a number 
of years now. He is an attractive, 
well-built man in his late forties with 

a successful career and an engaging 
manner. He has recently celebrated his 
20th wedding anniversary and has to all 
intents and purposes the achieved the 
American dream – a happy marriage, well 
adjusted children and prosperous lifestyle. 
He works hard to live up to the world’s 
expectations of him, indulging his private 
passions as and when he can.

Q: Your current passion is being 
hypnotised. Can you explain what type 
of hypnosis you enjoy?

A: What I enjoy is more commonly 
referred to and more accurately described 
as “hypnodomination” – as opposed to 
actual hypnotherapy in the traditional 
sense. Some domes (dominatrixes) do 
call it “therapy” when advertising 
their services (online) utilising 
well known websites such as 
Niteflirt, Sinful Call or Talksuga, 
but that description is with 
tongue firmly planted in 
cheek. The first thing to 
understand is that not all 
ladies advertising themselves 
as “hypnotherapists” or what 
have you, actually have any 
training – or are any good and 
I have to say I  find their skills 
vary widely.

Q: Is there a ‘type’ of 
hypnodomme you gravitate to?

A: Yes, I generally gravitate to the 
smarter, capable and competent women 
and dommes – the ones to whom I can 
naturally feel inferior. I would say there 
are three important components as far as 
me connecting with a hypnodomme.  In no 
particular order they are Voice, Skill and 
Interest – as in, does her interest match 
mine. Some may have a lovely, soothing, 
relaxing voice but no real skill or training. 
Others may have some training but for 
whatever reason, their voice doesn’t do it 
for me. Some may have a great voice and 
skill but their interest maybe aren’t as dark 
or edgy as I apparently need. Perhaps they 
are too ethical for my taste! Bu if I am 
lucky, sometimes they have all three!   

Q: To the outsider, participating 
in this interest would seem rather 
dangerous. What part does the potential 
to harm you (e.g. financially, loss of 
personal control, doing something you 
regret, being hypnotised by someone 
who may not be qualified nor training 
in this practice) play in making this 
attractive?

A: These aspects have everything 
to do with it, as long as the danger and 
potential harm is a result of being used 
and exploited by and for the benefit of 
a capable domme. Knowing that I am 
making myself vulnerable to a domme that 
may well be greedy and merciless is what 
I find intense and exciting.

Q: How did you discover this type 
of hypnosis and can you tell us a little 
about how and why you decided to do 
this?

A:  I suppose I stumbled across in any 
one of many fetish sites I enjoy visiting. I 
didn’t just delve right in and confess my 
fetishes and beg a domme to hypnotise 
me and do as she wished with me. At first 
I read stories on MCstories.com about 
FD (femdom) mind control and was 
incredibly aroused. Eventually I bought 
some mind control mp3 recordings off 
the Niteflirt site and just listened. I didn’t 

go into trance right away, but over time 
I became more “hypnotically agile” to 
quote a phrase used by the incomparable 
and beautiful Christine Michelle. For 
some of us, fetishes are like drugs, they 
are addictive. I think us submissives find 
ourselves needing more potent hits of the 
“drug” and need it more often in order to 
get the same high. It was this aspected I 
needed and which prompted me to start 
making live calls and exploring different 
hypnodommes until I had identified 
several that were quite adept at their craft. 
Of course I gravitated to those that could 
not only put me in a true trance, but those 
that enjoyed using and exploiting my 
fetish for their benefit as much as I craved 
it.

Q: How do you manage the time, 
space and privacy to take a hypnosis 
session?

A: Of course it  takes a concerted 
effort.  I constantly plan for, and go to 
some effort to make private time to do 
this. Often I’ll plan a few days out and 
adjust my schedule as well as sometimes 
manipulating the schedule of others. Not 
surprisingly, not all of that planning is 

solely my idea. The hypnodommes 
spend a fair amount of time in the 

session encouraging the idea that 
planning my schedule, and indeed 
my life, around their hypnotic 
training of me, should be my 
number one priority. Privacy 
and at least 45 minutes or is 
crucial, not to mention having 
enough funds in my Niteflirt 
account so the call won’t get 
cut of just as it is getting good! 

Other times I might find myself 
with an unexpected hour or so 

alone at home and I’ll check out the 
lines in the hopes that one of the better 

hypnodommes will be available.

Q: You identify strongly as a 
submissive person; is the loss of control/
illusion of loss of control the main thing 
that attracts you to hypnodomination?

A: I would say yes. That and the 
very possibility that she may be more 
capable and merciless than even I had 
thought and may lead me past the point 
of no return so to speak: the possibility 
of life altering stuff with a clear winner 
and loser – HER and me respectively. 
For me, hypnodomination involves the 
hypnodomme using her skills to dominate 
and control me and truly use me for her 
amusement, and more often, benefit 
(this is clearly her financial gain). It is 
this aspect of edginess that I enjoy the 

Interview with an 
erotic hypnotism lover
by Angela Lewis
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most. Being hypnotised to feel like I am 
a feminine slut or whore etc, doesn’t do 
it for me, nor does any role play. It needs 
to be real. Since blackmail isn’t really 
my thing, hypnosis does the trick because 
it has the potential to make it real and 
long lasting even after I cry, or try to cry 
‘Uncle’.

Q: What are some other alternative 
interests that are really important to 
you?  

A: Well, the idea of domestic service 
where I have a live session in which I 
literally clean the home or apartment 
(windows, bathrooms scrubbing etc) of a 
domme and pay them for the privilege is 
very attractive and intense to me. 

Also, like many subs, I have a good 
old fashioned foot/heel/boot fetish. There 
is something about kneeling or being 
stepped on by the so-called lowest part of 
the woman’s body which puts me in that 
deep subspace that submissives like myself 
really do crave. Humiliation is also big 
on my list of desires. Being made to do 
embarrassing or humiliating things while 
being laughed at for it and being taunted 
for my fetishes and addiction by a woman 
who takes my money is very, very hot to 
me...unfortunately. And that unfortunately 
leads to my financial domination. What 
greater and more real act of service or 
sacrifice is there than to pay a domme 
because she demands it? To be made to 
work for her, especially since I have family 
obligations, leaves me in awe of her and 
her power over me.

Q: I remember you telling me about 
a book you discovered in the university 
library and how this changed something 
in you. Can you share a little about this? 

A: Around the age of 12 or so when 
other boys were masturbating to the 
lingerie section of the Sears catalogue, (or 
Playboy when they had access), I would 
fantasise about my next door neighbour 
(she was probably mid to late 30s), a Mrs 
Edwards. Specifically I would fantasise 
about her feet, and her knowledge of my 
obsession with them. She was aware of 
this and would use my obsession and 
obvious submissiveness to make me mow 
her law, wash her car, et cetera, all for free, 
so she made me work for her basically. 

 Then I stumbled across the well 
known novel Venus in Furs, a classic 
written by the Austrian author Leopold 
Von-Sacher Masoch. It is about a man 
who asks his lover to dominate him and 
treat him in degrading ways. In the book 
at first she is repulsed by his request but 
eventually acquiesces and learns to enjoy 

it and benefit from even though she has 
lost all respect for him. It has themes 
of cuckolding and getting more than 
you bargained for and be helpless to do 
anything about it. So while I recognised 
my submissive nature, even at that age, 
discovering the novel Venus in Furs stirred 
this even more and for me, took it to 
another level.

Q:  If you had the chance to rewrite 
your life script, how would you lead 
your life?

A: That one is easy. I would make it 
known to any number of dommes, of all 
ages and ethnicities that I would like to 
serve and basically audition for the very 
real part of a slave. It may sound like I am 
evaluating them rather than vice versa and 
in the beginning that would probably be 
true. I suspect many would not make my 
cut, but some would. Of those that did, 
I suspect the roles would change and it 
would indeed be auditioning. My belief is 
that one of them would claim me in such 
a way that it is clear to me that it is her I 
am meant to serve. That may be a crazy 
notion. I never bought into the notion that 
there is one person for everybody (husband 
and wife) and think there are any number 
of compatible mates. It is all dependent 
on circumstance and to some extent, luck, 
as to who you meet and end up with. 
The same is probably true of dommes 
and subs, but my hope is that it would be 
readily apparent. Then again, I sometimes 
fantasise about a less-than-attractive, 
maybe less educated, domme claiming me 
and putting me to work for her. 

Q: If your wife stumbled on your 
other life, what would the thing that 
would upset her the most? (e.g. the 
money you spend/have spent, that you 
may have seen other women, her lack of 
understanding of anything alternative, 
you’ll know how to handle this).

A: Well, firstly she would be crushed 
by the betrayal and deceit, particularly 
over such a long period of time. Next 
it would be upset at the fact that I am 
spending money for these interests. 

But if she ever found out the extent  
of how much money I have spent  
I think this would upset her even more 
than that fact that I have been lying and 
cheating and having relationships with 
other women.

This has been a fascinating interview 
and I thank Jeremy for taking the time to 
soul search and share a little of his other 
life here with us. I look forward to readers’ 
feedback.    

let’s talk about 
it! Finding peace 
with death and 
dying in everyday 
life
Lea Rose
category: Coping 
with Bereavement 
Price: Au$24.95 
(paperback) 
Au1$4.95 (ebook)
Pages: 250 (paperback)
Publisher: Michelle Anderson 
where to buy: www.learose.com.au 
About the author: Lea Rose BA, 
Diped, AdvDip Counselling is 
currently completing her MA in Social 
Work. She writes from twenty years’ 
experience as a clinical counsellor and 
psychotherapist, having worked at The 
Royal Children’s Hospital, Melbourne, 
and the Yarra Valley Living Centre, 
Melbourne. Lea is an international 
educator and public speaker on death 
and dying, and founder of the Living 
and Dying Well Counselling Centre, 
Melbourne. 

“This book goes a long way towards 
helping being better prepared for 
death as a life experience for both 
the dying and the observer. After 
reading this book the reader will be 
better prepared in both the process 
of living with the dying and eventually 
being a participant of dying.” Review 
by Philip Armstrong, CEO, Australian 
Counselling Association

how to stay healthy, active 
& sharp in 
retirement
Compiled and edited 
by Paul and Julianne 
McKeon 
Category: Retirement, 
aging, health 
behaviour, wellbeing, 
older people. 
Price: Au$24.90
Pages: 178 
(paperback)
Publisher: Baby Boomers Lifechange
Where to buy: www.mylifechange.
com.au

The clear message that comes from 
this book is that it’s possible to delay 
the ageing process and enjoy a far 
better quality of life in your later years. 
This is not another general health 
book. It contains articles from 15 
leading health experts who address the 
major issues that confront many of us 
in our 50s, 60s and 70s. 

BOOKS
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ACA College of Supervisors 
(COS) register
AcA supervisor college list
Name Suburb Contact 

number
Per person hourly rate Medium

AuSTRALIAN CAPITAL TeRRITORY
Karen Rendall Barton 0431 083 847 upon enquiry face to face

Brenda Searle Canberra Region 02 6241 2765
0406 376 302

upon enquiry face to face

NeW SOuTH WALeS
Yvonne Aldred Albury 02 6041 1941 upon enquiry face to face

elizabeth Allmand Queanbeyan 0488 363 129 upon enquiry face to face

Lyndall Briggs Kingsgrove 02 9024 5182 upon enquiry face to face

Patriciah Catley Narellan 02 9606 4390 upon enquiry face to face

Leon Cowen Lindfield 02 9415 6500 upon enquiry face to face
Group
Phone
Long distance
Skype

Lorraine Dailey Maroota 0416 081 882 upon enquiry face to face

Karen Daniel Turramurra 02 9449 7121
0403 773 757

upon enquiry face to face

Karen Davey-Phillip Lake Munmorah 0418 216 836 upon enquiry face to face

Brian edwards Forresters Beach 02 4385 1773   upon enquiry face to face

Linda elsey Wyee 02 4359 1976 upon enquiry face to face

Wendy Gibson Koolewong 02 4342 6746 upon enquiry face to face

Kim Michelle Hansen Putney 02 9809 5989
0412 606 727

upon enquiry face to face

Brian Lamb Newcastle, Lake 
Macquarie

0412 736 240 $120 (contact for sliding scales) face to face
Group
Phone
Long distance

Anne Larcombe Wagga Wagga 02 6921 22 95
0448 212 295

upon enquiry face to face
Group
Phone
Skype

Gwenyth Lavis Albury 0428 440 677 $95 face to face
Phone

Heide McConkey Bondi Junction 02 9386 5656 upon enquiry face to face

Kathryn Quayle Hornsby 0414 322 428 $90 face to face
Phone
Skype

Deborah Rollings Grays Point / Cronulla 02 9525 6292
0404 884 895

upon enquiry face to face

Veronica Sandall Mullumbimby 0420 436 460 upon enquiry face to face

Megan Shiell Tweed Heads 0417 084 846 upon enquiry face to face

Grahame Smith Singleton 0428 218 808 $66 face to face
Group
Phone
Long distance
Skype

Kirilly Smitheram Newtown 0411 550 980 upon enquiry face to face

Dawn Spinks Clunes 0417 633 977 upon enquiry face to face

Rhondda Stewart Leichhardt 0419 698 129 upon enquiry face to face

Carol Stuart Bondi Junction 0293 877 752 $80 
$50 discount rate for early graduates

face to face
Group
Phone
Skype

David Warner Peakhurst 0418 283 519 upon enquiry face to face

Kevin Webb Griffith 02 6964 4927 upon enquiry face to face

Michella Wherrett Lake Macquarie/
Newcastle

0414 624 513 $80 face to face
Phone
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AcA supervisor college list
Name Suburb Contact 

number
Per person hourly rate Medium

NORTHeRN TeRRITORY
Margaret Lambert Darwin 08 8945 9588 or 

0414 459 585 
upon enquiry face to face

Group
Phone
Long distance
Skype

Rian Rombouts Millner 0439 768 648 upon enquiry face to face

QueeNSLAND
Lynette Baird Maroochydore, 

Sunshine Coast
07 5451 0555 $90 individual

$30 group
face to face
Group

Maartje Barter Wakerley 0421 575 446 upon enquiry face to face

elaine Bartlett Toowoomba 0431 304 970 $90 face to face

Judy Boyland Springwood 0413 358 234 $100 face to face 
Phone
Long Distance 
Skype

Jennifer Bye Victoria Point 0418 880 460 upon enquiry face to face

Myra Cummings Inala 0412 537  647 $66 face to face/
Phone

Catherine Dodemont Grange 0413 623 162 $100 individual
$40 group 

face to face
Group
Phone
Skype

Patricia fernandes Emerald/Sunshine 
Coast

0421 545 994 $30 to $60 face to face
Phone

Rev Peter Gee Eastern Heights/
Ipswich

0403 563 467 $65 face to face
Phone
Skype

Nancy Grand Surfers Paradise 0408 450 045 upon enquiry face to face

David Hamilton Beenleigh 07 3807 7355
0430 512 060

upon enquiry face to face

Valerie Holden Peregian Springs 0403 292 885 upon enquiry face to face

Beverley Howarth Mitchelton 07 3876 2100 upon enquiry face to face

David Kliese Sippy Downs 
[Sunshine Coast]

07 5476 8122 $80 face to face
Group
Phone

Kaye Laemmle Helensvale 0410 618 330 upon enquiry face to face

Stacey Lloyd Mount Gravatt 07 3420 4127 upon enquiry face to face

Sharron Mackison Caboolture 07 5497 4610 upon enquiry face to face

Neil Mellor Pelican Waters 0409 338 427 upon enquiry face to face

Ann Moir-Bussy Sippy Downs 07 5476 9625
0400 474 425 

upon enquiry face to face
Group
Phone
Long distance
Skype

Judith Morgan Toowoomba 07 4635 1303 upon enquiry face to face

Diane Newman Bundaberg 07 4159 3383 upon enquiry face to face

Kate Oosthuizen Worongary 0411 469 222 upon enquiry face to face, 
Skype

Christine Perry Beerwah 0412 604 701 upon enquiry face to face
Group
Phone

Brenda Purse Sunshine Coast 0402 069 827 upon enquiry face to face

Dorothy Ratnarajah Point Vernon 0400 824 358 upon enquiry face to face
Phone

Virginia Roesner Kawungan 07 4194 0240 upon enquiry face to face

Yildiz Sethi Hamilton 07 3268 6016 $90 Individual 
$45 Group 

face to face
Group
Phone
Skype

frances Taylor Redland Bay 0415 959 267
07 3206 7855

upon enquiry face to face

Pamela Thiel-Paul Pacific Fair 0411 610 242 upon enquiry face to face

Menaka Thomas Moorooka 0421 345 699 upon enquiry face to face

SOuTH AuSTRALIA
Adrienne Jeffries Stonyfell 08 83325407 upon enquiry face to face

Pamela Mitchell Waterfall Gully 08 8338 6960 upon enquiry face to face

Pamela Mitchell Burnside 0418 835 767 upon enquiry face to face
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AcA supervisor college list
Name Suburb Contact 

number
Per person hourly rate Medium

Carol Moore Old Reynella 08 8297 5111 
0419 859 844 
(SMS)

$99 Individual 
$35 Group

face to face
Group
Phone

TASMANIA
Michael Beaumont-Connop Newstead 0429 905 386 $60 face to face

Phone
Skype

David Richard Hayden Howrah North 0417 581 699 upon enquiry face to face
Group
Phone

VICTORIA
Joanne Ablett Phillip Island 0417 078 792 $100 face to face

Group
Phone
Long Distance
Skype 

Anna Atkin Cheltenham 0403 174 390 upon enquiry face to face

Anna Atkin Berwick 0432 331 361 upon enquiry face to face

Judith Ayre Bentleigh 0417 105 444 upon enquiry face to face

Nyrelle Bade Geelong 0402 423 532 upon enquiry face to face

Marie Bajada Ballarat 0409 954 703 upon enquiry face to face

Veronika Basa Chelsea, Moorabbin 03 9773 3487
0418 387 982

$85 to $160 Individual – group ranges face to face
Group
Phone
Long Distance
Skype 

Zohar Berchik South Yarra 0425 851 188 upon enquiry face to face

Sandra Bowden Lysterfield 0438 291 874 upon enquiry face to face

Sheryl Brosnan Carlton North/
Melbourne

03 8319 0975
0419 884 793

upon enquiry face to face
Group
Phone
Skype

Sandra Brown Frankston, Mount 
Eliza

03 9787 5494 
0414 545 218

$90 face to face
Group
Phone
Skype

Molly Carlile Inverloch 0419 579 960 upon enquiry face to face

Rosemary Carracedo-Santos Ocean Grove 03 5221 2767 upon enquiry face to face

Lindy Chaleyer Brighton East 0438 013 414 upon enquiry face to face

Tim Connelly Healesville 0418 336 522 upon enquiry face to face

Roselyn Crooks Brookfield 0406 500 410 $60 face to face

Linda Davis Mirboo North 0432 448 503 upon enquiry face to face

Patricia Dawson-Davis Mooroolbark 0424 515 124 $80 Individual 
$60 Group 1 1/2 to 2 hrs

face to face
Group
Phone
Skype

Lisa Derham Camberwell 0402 759 286 upon enquiry face to face
Skype

Theodore Dimopoulos Altona 0421 256 214 upon enquiry face to face

John Dunn Colac/Mtgambier 03 5232 2918 upon enquiry face to face

Sara edwards Dingley 0407 774 663 upon enquiry face to face

Vicki Gekas Mill Park 0403 004 710 upon enquiry face to face

Batul Gulani Truganina 0412 977 553 upon enquiry face to face

Jenni Harris Kew 0406 943 526 $90 per 3 hr session
Small group only

face to face

Melissa Harte Pakenham/South 
Yarra

0407 427 172 $132 to $143 face to face

Graham Hocking Park Orchards 0419 572 023 upon enquiry face to face

Keith Hulstaert Belgrave 0409 546 549 upon enquiry face to face

Paul Huxford Prahran 0432 046 515 $100 for 1.5 hrs face to face
Group
Phone
Long Distance
Skype

Kaye Jones Camberwell 0417 387 500 upon enquiry face to face

Beverley Kuster Narre Warren South 0409 938 397 upon enquiry face to face

Keren Ludski Malvern 03 9500 8381 
0418 897 894

upon enquiry face to face
Phone
Skype
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AcA supervisor college list
Name Suburb Contact 

number
Per person hourly rate Medium

Barbara Matheson Narre Warren 03 9703 2920 upon enquiry face to face

Peter Mauger Bairnsdale 0412 141 340 upon enquiry face to face

Robert McInnes Wheelers Hill 0408 579 312 upon enquiry face to face

Paul Montalto Thornbury 0415 315 431 $75 Individual
Group negotiable

face to face
Phone
Skype
Group

Jennifer Reynolds Lower Templestowe 0425 714 677 upon enquiry face to face

Graeme John Riley Gladstone Park 03 9338 6271
0423 194 985

$85 face to face
Skype

Lynne Rolfe Berwick 03 9768 9902 upon enquiry face to face

Claire Sargent Canterbury 0409 438 514 upon enquiry face to face

Kenneth Scott Bunyip 03 5629 5775 upon enquiry face to face

Gabby Skelsey Elsternwick 03 9018 9356 upon enquiry face to face
Phone
Skype

Cheryl Taylor Port Melbourne 0421 281 050 upon enquiry face to face

Suzanne Vidler Newport 0411 576 573 $110 face to face
Phone

Helen Wayland St Kilda 0412 443 899 upon enquiry face to face

Cas Willow Newport/Traralgon 03 9327 2293
0428 655 270

$130 face to face
Phone
Skype

Rosslyn Wilson Knoxfield 03 9763 0772
03 9763 0033

$70 Individual
$40 Group 

face to face
Group
Phone
Long distance
Skype 

Michael Woolsey Seaford/Frankston 0419 545 260 
03 9786 8006

upon enquiry face to face

Joan Wray Mobile Service 0418 574 098 upon enquiry face to face

WeSTeRN AuSTRALIA
Sharon Blake Hamilton Hill 0424 951 670 upon enquiry face to face

Deidree Brereton Canning Vale 0409 901 351 upon enquiry face to face

Amanda Lambros East Victoria Park 0423 151 743 upon enquiry face to face
Group
Phone
Skype

eva Lenz South Fremantle 0409 405 585 upon enquiry face to face

Salome Mazikana-Mbenjele South Headland 08 9138 3000 
08 9172 2212

upon enquiry face to face

Carolyn Midwood Duncraig 08 9448 3210 Indiv $110 pr hr, Grp $44 face to face
Group
Phone
Skype

Patricia Sherwood Boyanup 08 97261505 upon enquiry face to face

Lillian Wolfinger Yokine 08 9345 0387 
0401 555 140

$60.00 face to face
Phone

INTeRNATIONAL
Deborah Cameron Singapore 0409 405 585 $100 face to face

Group
Phone
Long Distance
Skype

eugene Chong Singapore +65 6397 1547 upon enquiry face to face

Jeffrey Gim Tee Po Singapore 65-9618 8153 $100.00 face to face
Group
Phone
Skype

David Kan Kum fatt Singapore +65 9770 3568 upon enquiry face to face

Cecilia Lee Ching Hoon Singapore +65 9029 6543 upon enquiry face to face

Ruby Murty Malaysia [60] 166809499 upon enquiry face to face

Nadia Rahimtoola Singapore +65 9647 1864 upon enquiry face to face

Gan Su Keng Singapore +65 6289 6679 upon enquiry face to face

Robert Tai Lee Lieh Singapore 65-9631 8622 $95 face to face
Phone

emilia Yee Singapore +65 9183 5007 upon enquiry face to face



winter 2014  |  COUNSELLING AUSTRALIA

hOw tO Be PUBlisheD

40

About Counselling Australia
Why submit to Counselling Australia? To 
get publishing points on the board! 

Being published is part of most career 
advancements for professional counsellors 
and psychotherapists, particularly those 
who wish to advance in academia. 

All peer reviewed articles are eligible 
for OPD points and publishers can claim 
on their CVs to have been formally 
published. Counselling Australia, a peer 
reviewed professional journal that is 
registered and indexed with the National 
Library (ISSN 1445-5285), is now calling 
for articles and papers for publication.

Counselling Australia is designed to 
inform and discuss relevant industry issues 
for practicing counsellors, students and 
members of the Australian Counselling 
Association. It has an editorial board of 
experienced practitioners, trainers and 
specialists. Articles are invited to be 
peer reviewed and refereed or assessed 
for appropriateness by the editor for 
publishing. Non-editorial staff may assess 
articles if the subject is of a nature as to 
require a specialist’s opinion.

The quarterly journal is published every 
March, June, September and December. 

editorial policy
Counselling Australia is committed to 
valuing the different theories and practices 
of counsellors. We hope to encourage 
readers to submit articles and papers to 
encourage discussion and debate within the 
industry. Through their contributions, we 

hope to give contributors an opportunity 
to be published, to foster Australian 
content and to provide information to 
readers that will help them to improve 
their own professional development and 
practice. We wish to promote to readers 
the Australian Counselling Association and 
its commitment to raising the professional 
profile and status of counsellors in 
Australia.

Previously published articles
Articles that have been previously 
published can be submitted as long as 
permission for reprint accompanies the 
article. 

Articles for peer review (refereed)
•	 Articles are to be submitted in MS 

Word format via email.
•	 Articles are to be single-spaced and 

with minimal formatting.
•	 Articles must be submitted with a 

covering page requesting a peer review.
•	 Attach a separate page noting your 

name experience, qualifications and 
contact details.

•	 The body of the paper must not identify 
the author.

•	 Articles are to contain between 1500 
and 5000 words in length.

•	 Two assessors, who will advise the 
editor on the appropriateness of the 
article for publication, will read 
refereed articles.

•	 Articles may be returned for rewording 
or clarification and correcting prior to 
being accepted.

conditions
•	 References are required to support 

argument and should be listed 
alphabetically.

•	 Case studies must have a signed 
agreement by the client attached to the 
article for permission for publication.

•	 Clients must not be identifiable in the 
article.

•	 The author must seek permission to 
quote from, or reproduce, copyright 
material from other sources and 
acknowledge this in the article.

•	 All articles are subject to our editing 
process and all authors will be advised 
of any necessary changes and sent a 
copy prior to the proofing of the journal 
for publication.

•	 Authors are to notify the editor if their 
article has been published prior to 
submission to Counselling Australia.

•	 Only original articles that have not 
been published elsewhere will be peer 
reviewed.

•	 Counselling Australia accepts no 
responsibility for the content of articles, 
manuscripts, photographs, artwork, or 
illustrations for unsolicited articles.

Deadline
Deadline for articles and reviewed articles 
is the 7th of February, May, August and 
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WHAT IS ACCEPTANCE & COMMITMENT THERAPY? 
Acceptance and Commitment Therapy (ACT) is a growing discipline within psychology utilising 
mindfulness-based strategies while encouraging value-driven action and acceptance. ACT 
therapy offers a simple and effective approach to facilitating mindfulness practice, enhancing 
acceptance and connecting with values, helping clients live a richer and more meaningful life. 

ACT has been widely researched and holds empirical support for effective use with a wide 
range of psychological conditions such as depression, anxiety, trauma, post-traumatic stress 
disorder, chronic pain and personality disorders and can be used when working with 
individuals, couples and groups. 

INTRODUCTORY WORKSHOP 
The two-day introductory workshop is for psychologists, counsellors, social workers, 
occupational therapists and other mental health professionals who want to learn about, or may 
be lacking in confidence when using ACT.  This workshop has been developed to support 
clinicians to understand the core principles within the ACT framework and to begin integrating 
ACT processes such as mindfulness, values clarification and cognitive defusion into their 
practice. 

This is an experiential workshop where you will be given an opportunity to participate in the 6 
core processes of ACT and in turn understand the fundamental attributes to delivering ACT. 
 This practical hands-on training will give you a broad understanding of ACT and the 
confidence to begin using the core processes with clients. 

ADVANCED WORKSHOP 
The two-day advanced workshop is for clinicians with a basic understanding of ACT looking to 
flexibly apply the 6 core processes of the therapy model in different scenarios of everyday 
practice. 

In this advanced workshop you will learn practical tools to getting unstuck as a clinician when 
dealing with challenging clients and situations. This workshop will provide you with an 
opportunity to see live ACT role plays ranging from introducing ACT for the first time to a client 
and obtaining client consent through to working within complex client presentations and how 
to balance values, mindfulness and committed action. You will learn troubleshooting strategies 
and most importantly how to deal with tough situations when clients get stuck and no longer 
respond to the basic ACT approach.  

If you are looking for advanced applications of ACT over a wide range of psychopathology 
including depression, anxiety, trauma and personality disorders, this workshop is for you.   

WHAT ELSE YOU WILL GET 
Prior to both the introductory and advanced training you will receive short pre-workshop 
readings and resources. Although not necessary, these resources will help you in 
understanding the history and development of ACT. 

On completion of the workshops you will also receive questions and answers to test your 
knowledge which comply with industry active CPD requirements. 

PRESENTED BY 
Nesh Nikolic (BA Psych, Grad Dip App Psych, M Clin Psych, 
MAPS, MACCP) is a Clinical Psychologist and ACT trainer 
with over 8,000 hours of one-on-one therapy experience. 

Nesh has practiced ACT within a number of therapeutic 
contexts including individual therapy, couples counselling 
and family therapy.  He has also worked with the Canberra 
Raiders and other athletes on increasing sporting 
performance using ACT.   

Nesh runs a busy private psychology practice and has 
applied ACT to a wide range of mental health difficulties 
including depression, anxiety, trauma, personality disorders, 
eating disorders and pain management.
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