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I hope all our readers have returned
back to work better for the Christmas
break and holiday season. Here in
Eastern Queensland we have
certainly said “fare well” to the long
drought with most of the east coast
experiencing severe flooding.
Something many of our New South

Wales members may also have experienced as
flooding has occurred there as well. Australia really is
a land of extremes as we move from one extreme to
another in many areas, not just with weather change.
Counselling is a little like our weather, with sudden
changes coming in that impacts on most of us. 

Before November 2006 counselling seemed to be a
growing industry with referrals for private practitioners
increasing and the profession becoming established
within the allied health field. Then suddenly in
November 2006 the Mental Health Care Plans came
into being, offering Medicare rebates to consumers of
Mental Health Services. Without any consultancy by
the government or representation from our so called
mental health peak body counsellors suddenly found
themselves out in the cold, excluded. At first we were
lead to believe that this was an unintentional
consequence of poor legislation by the then
government. No-one was sure how this unintentional
consequence would impact on our industry. ACA was
able to quickly project what the potential impact
would be and started to contact members of
government and other peak bodies. ACA was sure the
consequences could be dire.

Our calls fell on deaf ears as many of those who we
spoke to were not being directly impacted on by the
exclusion of counsellors to the Medicare rebates. Even
some within our own industry believed ACA was
making a mountain out of a mole hill. ACA’s
concerns were prophetic as it turns out.
Unfortunately, many of those in leadership positions
who also were in representative positions did not head
our call. Again many of these people did not fall into
the exclusion zone and therefore were not hurting and
it seemed did not want to rock the boat which was
working for them. ACA needed to gather further
intelligence to reflect the real issues and so we
instigated an industry survey.

To investigate with hard numbers just what the impact
was on the industry to substantiate our beliefs ACA
conducted a survey of counsellors in private practice,
NGO’s, members of the public and government
agency’s to find out what the impact had been at
ground zero. The result of our survey conducted in
July 2007 was published in the CA journal. The
survey indicated the industry was in an even worse
condition than we first thought, with a significant
amount of counsellors going out of business, numbers
dropping dramatically in regards to intake for courses,
NGO’s experiencing significant drops in numbers and
so on. 

The survey was made available to the then Minister of
Health and Ageing, Mr Tony Abbott and his
department who did not respond to our concerns.
ACA then spent significant financial and physical

resources to lobby the then government to act on this
issue before the then up and coming elections of
November 2007. To be fair to many of the then
serving Liberal ministers in the Howard government,
ACA did receive a very positive response to our
concerns with promises of representation to Mr
Abbott to address this issue. Unfortunately as we
found out much later Mr Abbott had no intention of
listening to any of these Ministers even though many
of them were senior ministers holding portfolios. As it
turns out the exclusion of counsellors to the new
Medicare rebates was intentional with Mt Abbott’s
knowledge (and blessing I believe). Mr Abbott made it
plain he was personally not going to listen to any
rational suggestions that would help plug the now
dramatic leak of funds from Medicare as Mental
Health Plans took off like yoyo’s in the 70’s, with an
estimated blow out of 22 million dollars in the first 9
months of the introduction of the scheme. Mr Abbott
also seemed to have no empathy for the repercussions
of his decision on the industry either. It seemed Mr
Abbott was more concerned with personal agendas
than listening to voters. 

Like the breaking of the drought the elections saw the
Australian public provide the opposition with a
landslide victory. The instalment of a new government
also saw the coming of a new Minister of Health and
Ageing. My first visit to meet with her adviser in early
February 2008, Dr Luke Buckner, was actually a very
refreshing and positive experience. It is unfortunate
that we now need to start again with a new
government. However, it is fortunate that we now
have a second and more real chance of achieving
success in this matter, albeit taking time. At this
moment a framework to establish counselling as an
Allied Health Profession is being worked on which is
the first phase of a 9 month plan. This is being done
in conjunction with consultation with the new
Ministers department. This department has show a
willingness to work with us that was not experienced
under Mr Abbotts uninspired leadership ACA will
keep all members up to date with our ups and downs
as we navigate our way through this issue.

Philip Armstrong
Editor       ACA
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ABSTRACT
It is estimated that approximately 2.5% of the general
population can be diagnosed as having Obsessive
compulsive disorder (OCD). As a result, many
practitioners will come into contact with clients
exhibiting symptoms of OCD. This review presents a
summary of diagnostic information, bio-psycho-social
influences and treatment approaches regarding OCD
which practitioners will find a helpful introduction to
OCD thereby aiding professional practice. Also
provided is a case example of how to perform
cognitive-behavioral therapy for OCD.

THE BIO-PSYCHO-SOCIAL ASPECTS OF
OBSESSIVE COMPULSIVE DISORDER: A
PRIMER FOR PRACTITIONERS
Obsessive compulsive disorder (OCD) is an anxiety
disorder that affects approximately 2-3% of the
general population (Mental Health Association of New
South Wales [MHANSW], 2006). It has been argued,
however, that a figure of approximately 2.5% is an
underestimate and thus OCD remains an under-
treated diagnosis. The under-estimate can be
explained by a number of factors, including social
stigma, failure to identify symptoms or lacking a
comprehensive understanding of the disorder
(Abramowitz, 1997). Logically, a comprehensive
knowledge of OCD and related factors will aid in the
diagnosis and thus subsequent treatment of OCD. This
literature review provides a comprehensive review of
OCD and its related biological, psychological and
sociological factors. Specifically, this approach will
address OCD in accordance to diagnostic criteria,
factors specific to the disorder from within a bio-
psycho-social framework, current treatment
approaches as well as incidence and prognosis. 

Search Strategy
To complete this literature review a variety of
databases were utilised including: Blackwell synergy,
EBSCOHost such as Academic search elite and
PsycARTICLES, ERIC, Psychology: A SAGE Full-Text
Collection and PubMed. Information was
predominantly obtained from peer-reviewed or meta-
analysis articles, with publication dates ranging
between 1987 and 2006.

Diagnosing OCD
OCD is classified in the Diagnostic and Statistical
Manual of Mental Disorder as an anxiety disorder
marked by the presence of obsessions and
compulsions (American Psychiatric Association [APA],
2000). Obsessions are recurrent thoughts, images, or
impulses that occur repeatedly, above that caused by
excessive worries about real life problems (APA,
2000; World Health Organisation [WHO], 2007). The
thoughts are unwanted, and usually appear to be
irrational to the individual experiencing them and thus

tend to cause anxiety or distress (APA, 2000).
Common obsessions include fears of contamination,
sexual or aggressive impulses and repeated doubts
such as questioning whether locks are actually locked
(WHO, 2007). Compulsions are repetitive behaviours,
such as ordering, checking or mental acts that the
individual feels driven to perform in response to an
obsession (APA, 2000). The compulsions act as a way
to reduce the level of anxiety, distress or the
prevention of a feared situation, such as repeatedly
washing the hands due to fear of germs (APA, 2000;
WHO, 2007). According to the APA (2000) to
receive an OCD diagnosis the individual must, at some
stage of the disorder, recognise that the obsessions
and compulsions are irrational, and subsequently
cause marked distress and impede normal functioning
(APA, 2000). Furthermore, diagnosing OCD requires
that obsessions or compulsions are not due to
substance use, nor the result of another psychological
disorder (APA, 2000). 

There are several measures that have been developed
to assist in the diagnosis OCD symptoms. For adults,
the Yale-Brown Obsessive Compulsive Scale (Y-
BOCS; Goodman et al., 1989), is one of the most
frequently used. The Y-BOCS has users rate the
frequency, interference in daily life, amount of
distress, and control over both obsessions and
compulsions. It includes over 70 typical obsessions
and compulsions and is useful in both identifying and
rating symptoms. The Padua Inventory-Revised (PI-R;
Burns, Keortge, Formea, & Sternberger, 1996) is a
39-item self-report measure with five scales: thoughts
of harm to self or others; impulses of harm to self or
others; contamination and washing; checking; and
dressing and grooming. Another commonly used self-
report measure is the Obsessive Compulsive Inventory
(Foa, Kozak, Salkovskis, Coles, & Amir, 1998), which
has both long (42-item) and short (18-items) forms, as
well as strong psychometric qualities.

For assessment in children, the Children’s Yale-Brown
Obsessive Compulsive Scale (CY-BOCS; Scahill et al.,
1997), an adaptation of the original Y-BOCS
(Goodman et al., 1989), is commonly used. Like the
original, it has evidenced strong reliability and validity
for measurement of OCD symptoms. A newer
measure is the Children’s Florida Obsessive
Compulsive Inventory (Storch, Murphy, et al., 2005)
has the child to rate the presence of common
obsessions and compulsions and takes only five
minutes to complete. For those practitioners desiring
more information than can be drawn from these
measures, the Anxiety Disorder Interview Schedule for
Children (ADIS-IV-C/P; Silverman & Albano, 1996) is
a 90 minute semistructured interview that covers a
number of childhood anxiety disorders, including
social phobia, generalized anxiety disorder, separation
anxiety and OCD, and can assist in differential
diagnoses. The ADIS-IV-C/P also includes a number
of questions about other psychological problems and

The Bio-Psycho-Social Aspects and Treatment of
Obsessive Compulsive Disorder: A Primer for

Practitioners Christina Challis, University of South Australia
Nadine Pelling, PhD, University of South Australia

Caleb W. Lack, Ph.D, Arkansas Tech University Abstract
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impairment in functioning.

Biological, Psychological and Sociological
Influences
Research suggests that OCD is a heterogeneous
disorder, as although the cardinal symptoms of OCD
are consistent across cultures, the features and course
of OCD are highly variable (Hoehn-Saric &
Greenberg, 1997; Lochner & Stein, 2003). It has
been suggested by Lochner and Stein (2003), that this
heterogeneity may have influenced biological and
clinical investigations, therefore leading to mixed
findings relating to OCD. Despite this, as highlighted
in Figure One, research has identified certain
biological, psychological and social factors as
influencing the diagnosis of OCD. These biological,
psychological and sociological factors will be explained
in turn as follows. 

Figure 1

Bio-Psycho-Social Factors in OCD

There is no solitary biological cause of OCD, however
research suggests that OCD is related to over-activity
in the orbital cortex, basal ganglia and anterior
cingulate (Kalat, 2004; Lacerda, Dalgalarrondo,
Caetano, Camargo et al., 2003; Lacerda,
Dalgalarrondo, Caetano, Haas et al., 2003; Micallef
& Bin, 2001). Firstly, the over-activity of the orbital
cortex, basal ganglia and anterior cingulate as
influencing OCD is reinforced in a study conducted by
McGuire et al. (1994) who found that when individuals
with OCD were shown objects that tend to cause
symptoms, such as dirty surfaces, activity in the above
three areas increased. Secondly, Lacerda,
Dalgalarrondo, Caetano, Camargo et al. (2003)
implicate the involvement of prefrontal-subcortical
circuits in the pathophysiology of OCD, with positive
correlations being found between symptom severity
and blood flow between the inferior frontal lobe, and
right basal ganglia.  Finally, a study conducted by
Baxter (1992) found that changes in glucose activity in
the orbitofrontal cortex and caudate nuclear correlate
with the presence and disappearance of OCD
symptoms. Despite these findings that implicate the
overactivity of the orbitofrontal cortex in OCD, it still
remains unclear whether these patterns of neural
activity drive symptoms, or are caused by the
symptoms (Kring, Davison, Neale & Johnson, 2007;

Zald & Kim, 2001) due to the inability to infer
causation from correlation or association. 

Although the exact mechanism is unknown, research
suggests that the neurotransmitter serotonin appears
to play a role in the presence of OCD
symptomatology. Indeed, serotonin-based medications
tend to reduce OCD symptoms and normalize
neurobiological deficits associated with OCD (Molina
et al., 1995; Micallef & Blin, 2001; Perani et al.,
1995). Supporting the influence of serotonergic
medications on OCD is research conducted by Molina
et al. (1995) which noted a reduction in the perfusion
of the right basal ganglia after treatment with
serotonergic medications. In addition, Perani et al.
(1995) reported a decrease in glucose metabolism in
the cingulate cortex region after treatment with
various serotonergic medications including fluoxamine
and clomipramine.

Additionally, research suggests the involvement of
genetic factors, and some researchers are seeking to
clarify modes of inheritance and are attempting to
locate genes that are involved with OCD (Lochner &
Stein, 2003; Nestadt et al., 2000; Van Grootheest,
Cath, Beekman & Boomsma, 2005). Family studies
have been used to suggest that there may be a
genetically-based predisposition to an anxiety disorder
or neuroticism, with expression depending on
exposure to other factors (Samuels & Nestadt, 1997).
Therefore, research tends to support the transmission
of the predisposition of the general disorder rather
than specific OCD symptoms (Kalat, 2004; Samuels
& Nestadt, 1997). A literature review conducted by
Lochner and Stein (2003) suggests that prevalence
rates among first degree relatives of individuals with
OCD have been reported as ranging between 0.7%
and 4.5%. A major finding regarding the familial
components of OCD is that early onset tends to
associated with family ties, with no OCD symptoms
being detected in the relatives of individuals with late
onset OCD (Nestadt et al., 2000). This finding is
consistent with previous research conducted by Pauls,
Alsobrook, Goodman, Rasmussen and Leckman
(1995) who suggest the hypothesis that familial
loading for OCD is associated with early onset. 

There have been several reports of monozygotic
(identical) twin concordance for obsessive compulsive
symptoms, with studies suggesting genetic
determinants for OCD (Samuels & Nestadt, 1997,
Jonnal, Gardner, Prescott & Kendler, 2000). A study
conducted by Jonnal et al. (2000) examined 527 pairs
of female twins (334 monozygotic and 193 dizygotic),
with obsessive-compulsive symptoms being identified
according to the Padua Inventory. Results suggested
heritability of 33% and 26%, for obsessiveness and
compulsiveness respectively, with unique
environmental effects accounting for 67% and 74% of
the variance for obsessiveness and compulsiveness,
respectively. There is consensus within twin study
research that monozygotic twins share determinants
for OCD, however it has not been established which
determinants are genetic or environmental, or a
combination of both (Van Grootheest et al., 2005). 

Although OCD tends to be equally common in males
and females, research conducted by Grabe et al.
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(2000) suggests the presence of a gender ratio with
higher occurrence in females. Grabe et al. (2000)
investigated prevalence, quality of life and
psychosocial function with obsessive compulsive
disorder in a community sample from a longitudinal
study comprising of 4075 German individuals. Results
suggest a predominance of females with OCD, with a
ratio of 5:7. This ratio is relatively high considering
some reports suggest female to male ratios ranging
between 0:9 and 3:4 (Bebblington, 1998),
nevertheless, reiterating a female predominance.

Psychological
There are a variety of psychological influences
associated with OCD which include memory deficits,
reduced confidence in memory, common personality
traits, and comorbidity. It is important to note that
obsessions are not all that uncommon, with many
people experiencing brief intrusive thoughts during the
course of their lives (Weissman et al., 1994), however
clinical attention becomes paramount if obsessions
become persistent, cause distress or interfere with
functioning (Antony, Downie & Swinson, 1998).
Research has indicated that individuals with OCD may
display several cognitive deficits, for example,
impaired memory abilities (Woods, Vevea, Chambless
& Bayen, 2002). Research into the nature of memory
impairment has focused on memory deficits in relation
to compulsive symptoms, in particular checking
behaviours. Research suggests that checking
behaviours are a result of impaired explicit memory,
low confidence in explicit memory or a combination
of both (Woods et al., 2002). A recent meta-analysis
conducted by Woods et al. indicates that although
empirical findings have been mixed, there is an
impairment of memory in compulsive checkers.
Results revealed that compulsive checkers did not
perform as well as non-checkers on explicit memory
tasks designed to test working memory and episodic
long-term memory. A possible alternative explanation
for this finding is that poor memory performance
could be secondary to OCD-related symptoms. For
example, it is possible that the presence of obsessions
may be a form of distraction in memory tasks. Thus,
Woods et al. (2002) proposes that impairment of
memory may be one of several components that
contribute to compulsive checking behaviours. 

With regard to memory impairment and compulsive
checkers, some researchers have suggested that
instead of lacking memory ability compulsive checkers
may simply lack confidence in their memory (Woods
et al., 2002). For instance, doubting whether the car
door was locked may cause a person to check, and
when such intrusive thoughts occur repeatedly, it
could result in repetitive checking behaviours. A meta-
analysis conducted by Woods et al. (2002) noted that
individuals with checking symptoms expressed
significantly less confidence in recognition memory
despite actual deficits present. This may be explained
by the fact that individuals with OCD tend to be
unduly concerned with gaps in their memory, and
subsequently, this lack of confidence in memory could
be a contributing factor to checking behaviours
(Woods et al., 2002). This finding is also consistent
with the fact that individuals experiencing obsessions
are more prone to extreme doubts, procrastination
and experience difficulty in making decisions (Kring et
al., 2007). 

Rachman (1997) suggests that individuals with OCD
may try harder to suppress their obsessions than non-
OCD individuals, therefore in attempting to reduce
intrusive thoughts it can have the opposite effect. An
explanation for this could be that individuals with
OCD tend to believe that by thinking about
something, it can make it more likely to actually occur.
Which is further impeded by the fact that individuals
with OCD tend to describe deep feelings of
responsibility for what occurs (Salkovskisa, Shafran,
Rachman, & Freeston, 1999). For instance, a study
conducted by Wegner, Scheider, Carter & White
(1987) looked at the effects of suppressing a thought,
that of thinking or not thinking about a white bear,
across two groups of college students. Firstly, results
indicated that attempts to avoid thinking about the
bear increased the number of times that the students
reported an intrusive thought. Secondly, suppressing
the thought for five minutes had a rebound effect,
which led to a preoccupation with the thought after
the five minute period. It is not clear, however, if
thought suppression gives us an explanation of OCD
in particular or if it just relates to anxiety disorders in
general (Kring et al., 2007).

For several years, the role of personality in the
development of OCD has been a topic of much
debate. Nevertheless, there has been little research
focusing on personality features in individuals with
OCD. Despite this, a study by Samuels et al. (2000)
utilised the Five-Factor model of personality to assess
personality dimensions in OCD. Results revealed that
individuals with OCD had higher levels of neuroticisms
and agreeableness, and decreased levels of
extraversion. Due to the nature of OCD symptoms, it
is not uncommon for researchers to find that
individuals with OCD tend to be more introverted than
non-OCD individuals (Fullana, Mataix-Cols, Trujillo et
al., 2004). Other key personality traits have been
implicated in the development of OCD, include
behavioural inhibition and harm avoidance (Fullana,
Mataix-Cols, Caseras et al., 2004). 

According to Tükel, Polat, Özdemir, Aksüt & Türksoy
(2002) individuals with OCD frequently report anxiety
and depressive symptoms, as obsessions and
compulsives operate in the creation and control of
anxiety. A cross-national epidemiological study
revealed that individuals with OCD have a greater risk
of having comorbid major depression, or another
anxiety disorder, than non-OCD individuals (Weissman
et al., 1994). Tükel et al. (2002) found that at least
68% of OCD individuals had comorbid axis one
disorders, with the most representative being major
depressive disorder at 39.5%. This finding is
consistent with previous research indicating that OCD
is comorbid (50-77%) with other axis one disorders,
with the most frequent being major depression (Grabe
et al., 2000).

Social

The development and progression of OCD has been
linked to a variety of social influences including the
role of stressful life events, in addition to social and
occupational impairment. Many authors have
indicated that life-stress plays a role in the onset and
maintenance of OCD (Gothelf, Aharonovsky, Horesh,
Carty & Apter, 2004; Hartl, Duffany, Allen, Steketee
& Frost, 2005). Firstly, research has shown that
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paediatric OCD individuals reported significantly
increased negative life events in the year preceding
OCD onset when compared to controls (Gothelf et al.,
2004). Secondly, Hartl et al. (2005) revealed that
individuals diagnosed as compulsive hoarders related a
significantly greater number of different types of
trauma and more frequent traumatic experiences than
controls. The underlying assumption is that the
presence of stress, and subsequent reaction triggers
the impulsive thoughts, rituals and subsequent
emotional distress, characteristic of OCD.

Due to the nature of obsessions and corresponding
compulsions to reduce associated distress, individuals
with OCD tend to devote an excessive amount of
time, approximately more than an hour a day to their
particular rituals (Moritz et al., 2005). Even on a daily
basis, simple tasks such as preparing food are
hindered, because in attempting to do so, the
individual with OCD may feel the need to undergo
washing of the hands, utensils or excessive counting
and touching. The effects of OCD on the functioning
of individuals is two fold. Firstly, Kring et al. (2007)
suggests that OCD tends to negatively impair close
relationships as the dedication to obsessions and
subsequent compulsions can lead to strain, frustration
and even resentment in acquaintances. Secondly, in
order to combat the intrusive nature of obsessions, the
individual’s ability to work is severely impaired as an
individual with OCD will have difficulty in completing
tasks in response to a deadline, due to the time
needed to engage in compulsions (Moritz et al.,
2005). A study conducted by Koran, Thienemann and
Davenport (1996) found that occupational role
performance tended to be the most impaired across
the disorder, as evident in the fact that individuals with
OCD had an unemployment rate three times that of
the general American population. Koran et al. (1996)
also indicated a relationship between severity of
symptoms and social functioning, thus indicating that
individuals with more severe OCD symptoms tend to
have poorer social functioning. Above all, the
symptoms of OCD can limit the individual’s level of
self-control, increase levels of not only frustration but
also depression as a result of losing social
relationships and basic functioning (Kring et al.,
2007).

A variety of factors are implicated in the development
and course of OCD, thus emphasizing that using a
bio-psycho-social model would best facilitate a
comprehensive account of OCD. Such factors include,
but are not restricted to, genetic predispositions; the
role of specific brain structures including the
prefrontal-subcortical circuits; confidence in memory;
the importance placed on intrusive thoughts; social
and occupational disruption; and the role of stressful
life events. As a result, it is suggested that a bio-
psycho-social model is an appropriate and holistic way
in which to view the factors involved in the
development and progression of OCD. 

TREATMENT OPTIONS
OCD has historically been described as a relatively
treatment resistant anxiety disorder (Shruers, Koning,
Luermans, Haack & Griez, 2005). Nevertheless, the
prognosis for individuals with OCD has improved with

the expansion of available therapeutic interventions
(Shruers et al., 2005). Current treatments options
include psychotherapy, pharmacology, combination of
psychotherapy and pharmacology, and self-help tools.
These approaches will be reviewed in turn.

Psychological

Cognitive-behavioral therapy (CBT) is the most well-
supported psychological intervention for people with
OCD (Franklin & Foa, 2007). CBT for OCD is a
structured approach to teaching both the client and
his or her family or significant others skills for
responding to symptoms. The short-term efficacy of
CBT has been supported in numerous clinical trials,
with excellent maintenance of symptom reduction at
follow-up in pediatric and adult populations
(Abramowitz, Whitehead, & Deacon, 2005; Foa et
al., 2005). A recent large-scale, multisite randomized
placebo-controlled trial of CBT, sertraline, and a
combination CBT and sertraline in children with OCD
found both CBT alone and sertraline alone superior to
placebo (POTS, 2004). Greater symptom reduction
was found, however, in patients receiving either CBT
alone or in combination with sertraline. A meta-
analysis found greater effect sizes for CBT than for
medication alone (1.98 versus 1.13; Abramowitz et
al., 2005). Recent work has also found group-
administered CBT to be as effective in improving
symptoms as individual CBT in adults and children
(Anderson & Rees, 2007; Barrett, Healy-Farrell, &
March, 2004).

The focus of CBT for OCD is on exposure and
response prevention, although cognitive restructuring
can also be incorporated (Franklin & Foa, 2007).
Exposure with response prevention (ERP) is a
behavioral technique based on learning theory,
particularly Mowrer’s (1960) two-stage theory for fear
acquisition and maintenance, which shows treatment
response rates above 80% (Foa & Kozak, 1996). This
theory posits that in the first stage, a neutral event
becomes paired with an anxiety or fear provoking
stimulus and, through classical conditioning, the
previously neutral event comes to elicit an
anxious/fearful response. Then, in the second stage,
this response is maintained via operant conditioning,
as escape or avoidance responses when the newly
fearful stimulus is encountered cause a reduction in
anxiety. Thus, to eliminate the fear, persons with
OCD must first be exposed to the fear-causing
stimulus, and then prevented from responding in their
normal, fear maintaining way. 

Exposure targets the first stage of Mowrer’s (1960)
theory. It relies on the gradual decrease in anxiety
after being exposed to a feared or ritual-provoking
stimulus. This leads to decreased elevations in anxiety
and more rapid attenuation of distress in future
exposures. Exposures are typically performed in vivo,
using real-life settings and situations, although using
imaginal exposures may be required in some
situations, such as addressing feared consequences of
not performing a ritual. For example, with a person
who fears touching the seat of a toilet in a public
restroom, the in vivo exposure would involve
physically touching the toilet seat, while the imaginal
exposure would be to have that person think of the
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negative consequences of doing so (e.g., getting ill,
dying). One aspect of performing exposures to be
aware of is that the therapist should first model each
exposure before having the client perform it. This will
not only provide evidence that doing the exposure is
safe, but it will serve as an exposure in and of itself
that will be less distressing than when the client
performs the exposure. When dealing with living
creatures (e.g., insects, spiders, dogs) or potentially
dangerous situations (e.g., heights), the therapist must
take precautions to ensure the safety of the client
(e.g., using non-poisonous spiders or friendly animals).

Response-prevention targets the second stage, and is
based on the assumption that rituals and compulsions
serve to reduce anxiety in the short-term through
negative reinforcement, escaping and/or avoiding
distress. Individuals with OCD perform rituals to
relieve anxiety, and never have the experience of
anxiety reducing naturally. Response-prevention does
exactly this, requiring the patient to avoid performing
their compulsion so the anxiety can be reduced
through the process of habituation. Continuing the
above example, the typical ritual to relieve anxiety
after touching a “dirty” or “contaminated” surface
such as a toilet might involve extensive hand washing,
or at the very least touching the seat for the least
possible amount of time. This is prevented, however,
and the person would have to touch the seat until her
anxiety naturally decreased. She would afterwards be
prevented from washing her hands until her anxiety
decreased to minimal levels.

Cognitive restructuring involves teaching clients how
talk back to anxious thoughts, as these involve
inaccurate interpretations of events. Commonly seen
themes in persons with OCD include inaccurate
estimates of danger, responsibility, and likelihood
(Barrett & Healy, 2003). Cognitive techniques
demonstrate to the client how to effectively argue with
obsessions, helping to recognize and reframe those
obsessions in a realistic manner. This could include
helping the client in the above example learn more
about disease transmission and germs, so that she
would be able to argue with those obsessions by
saying things like “Germs don’t survive on toilet seats
for very long” or “What’s the actual chance that I will
get sick from doing this?”

Extensive research has been performed examining the
most effective ERP strategies. Greater support has
been found for implementing both exposure and
response prevention than for either component alone
(Foa, Steketee, Grayson, Turner, & Latimer, 1984).
Mixed results have been reported in terms of the use
of imaginal exposure as a supplement to in vivo
exposure, but the use of imaginal exposure as a
supplement to in vivo tends to be recommended by
clinical experts (e.g., Franklin & Foa, 2007). Gradual
exposure, working up from least distressing to most
distress situations, is also recommended, as this can
assist in building success early in therapy, increasing
motivation for more difficult exposures (Lack, Storch,
& Murphy, 2006). The optimal frequency of therapy
for OCD has not been conclusively determined, with
both intensive (e.g., daily sessions for 3-4 weeks) and
weekly sessions showing excellent results and no
differences (Storch, Geffken, et al., 2007). More
highly motivated individuals, or those with very strong

support systems, may require less frequent clinical
contact, while those with more severe symptoms or
low motivation may benefit from intensive treatment.
The involvement of family members for both adults
and children, including spouses, parents, and siblings,
has been associated with better long-term outcomes
and is highly recommended (Lewin et al., 2005;
Snider & Swedo, 2000). For a better understanding of
the process of CBT for OCD, the following case
example is provided.

Case Example
Jake was a 9-year-old white male whose parents
brought him to an outpatient OCD specialty clinic.
Jake was experiencing a number of different
obsessions and compulsions, with his mother
reporting noticing the first problems six months prior
to bringing him into the clinic. After a thorough intake
assessment, including screening for differential
diagnoses, obtaining a detailed social history, and
completion of both child and parent-report
psychopathology measures, Jake was scheduled to
begin intensive outpatient therapy. His schedule was
for three weeks of 90 minute sessions five times a
week. Prior to the first session, his mother was
instructed to begin work on a list of those situations or
things that disturbed Jake the most. 

At the first session with Jake, the therapist began by
going explaining the CBT model of how anxiety is
developed and maintained in age-appropriate
language and how therapy would help to decrease
that anxiety (i.e., Mowrer’s two-factor model as
described above). Then list Jake and his mother had
been asked to bring with them was gone over. This list
was first expanded to include all possible situations or
objects that caused Jake to have an obsessive thought,
and then time was spent in rank-ordering those
situations and objects from least to most disturbing.
When completed, this resulted in Jake’s fear hierarchy
(see Table 1), a key step in CBT that helps to guide
the rest of therapy. Jake and his mother were then
asked what happens when he encounters the least
disturbing situations on his fear hierarchy (i.e., the
“Going New Places” category) and it was determined
that his primary compulsion was seeking reassurance
through the form of questions (e.g., “Are you sure
we’re safe?” or “Do you know how to get back
home?”). At this point, the first exposure exercise was
initiated. Jake and the therapist left the clinic and
walked around the hospital grounds until Jake was lost
and unsure how to get back to the clinic, meaning he
both did not know where his mother was and was
surrounded by large numbers of unknown people (the
exposure). The therapist then had Jake report on how
nervous he was, using the same 0-100 scale that was
used during the development of the fear hierarchy.
After this initial rating (often referred to as a SUD
rating, for Subjective Units of Distress), the therapist
had Jake sit down and told him that they were just
going to wait here for a bit until his anxiety decreased.
Other than approximately once a minute, when the
therapist asked Jake for another SUD rating, no
speaking took place (the response prevention). 

After 10 minutes, when Jake’s SUD had dropped
from a 55 to a 10, the therapist had them move to
another location, where the exercise was repeated.
This time, however, after giving an initial SUD rating,
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Jake was asked “What thoughts is OCD putting in
your head right now?” After he answered (“My mom
is in danger, she could be hurt, I don’t know where I
am, these people could hurt me or kidnap me….”),
the therapist began to coach Jake on how to argue
with those thoughts (e.g., “My mom is safe where we
left her. She’s an adult and can take care of herself.
Would she let me go off with someone who would get
me hurt?”). He was then instructed to start arguing
with OCD silently during the duration of the exposure
(the cognitive restructuring). After his SUD decreased
to nominal levels, Jake was taken back to the clinic,
where he and his mother were given their first
homework assignment: she and Jake would go into a
wooded area near their house (an item fairly low on
his fear hierarchy) and wait for his anxiety to decrease
naturally.

Jake’s second session began with a review of the
homework assignment. His mother had driven him
into a wooded area (the exposure). Both she and Jake
reported that he became intensely afraid and upset,
more so than his fear hierarchy would have indicated.
When his mother attempted to have him argue with
his OCD, Jake refused and became even more
anxious and upset. At this point, his mother removed
him from the situation before his anxiety had
decreased, thus preventing his anxiety from
decreasing and instead reinforcing his compulsions via
operant condition (Mowrer’s second stage). This
second session, therefore, focused on problem solving
with Jake and his mother how to handle that type of
situation when it happens, as well as stressing the
importance of completion of exposures once they
have begun. Afterwards, another exposure took place,
this time in a wooded area near the clinic. At the
onset of this exposure Jake reported a SUD level of
45-50, which was conducted in the same manner as
the above examples. By the conclusion of the
exposure, after approximately seven minutes, he
reported dropping to a SUD of 5. Session concluded
with homework, including problem-solving potential
obstacles, which was to continue the exposures to
new places, starting with a place Jake had been only
once before, and then leaving him alone in the house
for 10-15 minutes.

The next two sessions focused on exposures to new
situations or being alone in his house or the woods.
After problem solving performing the exposures with
Jake and his mother during session two, homework
became much more effective and Jake began showing
a sharp decline in his anxiety levels and distress
related to the “Going new places” items on his fear
hierarchy. At this point in therapy, a more structured
approach to arguing with OCD was implemented in
the form of thought records (see Figure 2). These
thought records help give more structure to the
arguments that clients use when arguing with
anxious/OCD thoughts, and should be tailored to the
developmental level of the client.

Next, therapy began to focus on the next group of
distressing items, “Creepy sounds and noises.” It was
learned that Jake primarily performed avoidance-
related compulsions when confronted with these
situations (e.g., turn off the television, leave the
room), which obviously reinforced those avoidant

behaviors, and that his fears became more heightened
when it was dark. As with many OCD fears, creativity
was needed to plan an effective exposure for during
the therapy session. The therapist brought several
lamps into the office, along with a copy of the
soundtrack to Bram Stroker’s Dracula and a CD of
Halloween sounds, both of which had some
particularly disturbing music and noises. Jake was
brought into the office, the door was shut so that no
outside light could enter, and the music began playing
with all the lights on. As before, Jake was asked to
give SUD ratings to assist the therapist in keeping
track of his anxiety level and was not allowed to
escape the situation. As his anxiety approached 0, the
therapist turned one of the lamps off and increased
the volume of the music. This procedure was repeated
until the room was completely dark, the music was
very loud, and Jake reported no anxiety. At the end of
session, the CDs were given to Jake and his mother
to take home and use in exposures at night in Jake’s
bedroom.

Therapy progressed rapidly, with Jake and his mother
learning how to plan effective exposures at home and
in the community, as well as continued exposures and
coaching on using the thought records during therapy
sessions. Within two weeks of starting intensive
therapy, Jake was ready to begin exposures to the
most distressing items on his fear hierarchy – spiders
and roaches. Jake’s family captured a roach and a
spider in jars and brought them in for this session.
Jake’s mother reported that he became very scared
on several occasions when trying to find the insects,
including screaming and running when he thought one
was on his leg. For the in session exposure, Jake first
had to hold the jar with the roach in it while saying
aloud what OCD was telling him (e.g., “This roach is
nasty and has diseases that I will catch”) and what he
was telling OCD (e.g., “It doesn’t have diseases; my
mom picked it up and she’s fine; Dr. Lack picked it up
and he’s fine”). He then opened the jar and waited for
his anxiety to decrease naturally. The therapist then
took the roach out of the jar and allowed it to crawl
around on his hands and arms, modeling both how to
handle the insect and that nothing would bad would
happen as a result of handling it. Jake then took the
roach and let it crawl on his hands, arms, legs, back,
and eventually his neck, head, and face. By the end of
the exposure Jake reported that he was at a SUD
level of 0. After this, the exposure was repeated with
the spider until Jake reported no anxiety. For
homework, Jake was instructed to take the roach and
spider home and repeat the exposures three times,
until he felt no anxiety.

The next session, after a review of the homework
assignment (where Jake had taken his shirt off and let
the spider and roach crawl around on him), took place
at a local pet store. The therapist had contacted the
owner beforehand and recruited his assistance in
performing some more spider exposures. Before
stepping into the store, Jake reported that his anxiety
was at a 45. The exposure began with the storeowner
talking to Jake about the types of spiders (all
tarantulas) that were in the store while holding a small
spider. The therapist then held the spider and let it
crawl on him before passing it onto Jake. He held the
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spider and let it crawl on his arm and his anxiety
dropped to a SUD of 10 within a few minutes. The
process was repeated with three more spiders, each
increasing in size and finishing with a tarantula that
was as big as both of Jake’s hands. While holding this
last spider, Jake reported that he was at a SUD level
of “half of one.”

At the end of three weeks, Jake was switched from
intensive outpatient to weekly outpatient therapy. He
was seen weekly for a month before decreasing
sessions to twice a month, then once a month, then
on an as needed basis. As with all types of CBT, the
main focus of OCD treatment is to help the client or
client’s family become his or her own therapist,
learning those skills that will allow him or her to treat
any new OCD symptoms that start in the future. Jake
and his family were able to transfer those skills learned
during therapy to the real world, allowing for large
amounts of behavior change to take place in a short
period and for continued maintenance of those gains
over time.

Psychiatric

A notable feature of OCD is the specific effectiveness
of antidepressant medications that preferentially inhibit
the reuptake of serotonin, including clomipramine and
selective serotonin reuptake inhibitors (SSRIs). The
tricyclic antidepressant clomipramine was the first
drug reported to be effective for OCD, and recent
empirical evidence suggests that SSRI antidepressants
are also effective in reducing the severity of OCD
symptoms (Schruers et al., 2005). One limitation of
using pharmacological treatments are the possible side
effects that may adversely impact compliance and
effectiveness (Hood, Alderton & Castle, 2001). 

Current pharmacological treatments tend to focus on
the use of SSRIs including fluvoxamine and sertraline.
SSRIs alter the levels of the neurotransmitter
serotonin in the brain, which like other
neurotransmitters, aid brain cell communication (Kalat,
2004). Medications are started at low dose and
gradually increased until they have a beneficial effect
without the influence of major negative side effects.
Antidepressant drugs are effective in the short-term
treatment of individuals with OCD, however relapse is
common when ceased (up to 90%; Pato, Zohar-
Kadouch, Zohar, & Murphy, 1988), and it is for this
reason that research suggests the benefits of using
multiple techniques (Schruers et al., 2005; March et
al., 2004). For example, March et al. (2004) suggests
the benefits of combining pharmacological treatments
with psychological interventions as this provides
temporary relief of symptoms as well as long term
maintenance strategies. This study recruited ninety-
seven 7 to 17 year olds with OCD to undergo 12
weeks of treatment involving either CBT, the
serotonin reuptake inhibitor sertraline, the
combination of CBT and medication, or a placebo.
Results indicated that the highest remission rates were
for the combined treatment (53.6%), in comparison to
other singular treatment conditions. Such findings are
consistent with research conducted by Franklin et al.
(2002) who noted that a combination of CBT and
pharmacotherapy is predominantly more effective. 

Self-help

Despite advances in the development of effective
medications and behavioural therapy, less than 20%
of OCD individuals are receiving treatment, which in
part can be explained by the lack of failure to seek
help, or due to a shortage of suitably trained CBT
therapists (Broatch, 1996; Mataix-Cols & Marks,
2006). The importance of exploring self-help options
is evident in the fact that there is a need for less time-
intensive and more affordable therapeutic services due
to service demands placed on health care
professionals (Newman, Erickson, Przeworski & Dzus,
2003) and client preferences. Self-help options have
the potential to help many more individuals with OCD
who would otherwise remain under or untreated. A
review of available self-help options for OCD revealed
the use of bibliotherapy, self-help groups, computer-
aided self-help, and internet information (Mataix-Cols
& Marks, 2006). There are limited amounts of
research that highlight the efficacy of self-help groups
and bibliotherapy. However, a small open trial
conducted by Fritzler, Hecker and Losse (1997)
revealed a significant improvement in OCD
symptoms, as rated by an assessor, after using a self-
help book and five face-to-face therapy sessions. 

A major component in the self-help treatment of OCD
individuals is computer-aided self-help, and in
particular, computer-aided vicarious exposure and
behaviour therapy steps (see Lack & Storch, in press
for a thorough review). Clark, Kirby, Daniels and
Marks (1998) developed a computer program that
used interactive animations to mimic vicarious ERP.
The program was designed for OCD individuals with
washing compulsions, and guided individuals to
engage in interactive behaviours that cause compulsive
actions. The researchers found that the program
significantly reduced scores on the depression scale
and behavioural activation test. Another program is
BTSteps with is telephone based interactive computer
program, in which clients are provided a workbook,
identification number and a personal password to
obtain comprehensive access at home. It is stated by
Mataix-Cols and Marks (2006) that BTSteps guides
users through self-ERP in nine steps, which allows the
client to plan and carry out ERP, as well as to
complete diaries during ERP homework sessions.
Research suggests that BTsteps significantly improved
the overall functioning of OCD individuals, with
individuals completing the program requiring less face-
to-face CBT, and reducing costs associated with
therapy (Mataix-Cols & Marks, 2006). 

The widespread use of the internet as a self-help tool
adds a significant step in enabling psychological
services to be relatively inexpensive and private
(Barak, 1999). Whilst internet information has the
potential to aid education, a recent concern and public
health issue has been the quality of such information,
as 70% of health information studies concluded that
quality of information is a major problem on the
internet (Eysenbach, Powell, Kuss & Sa, 2002). A
study conducted by Serdobbel and Pieters (2006)
evaluated the quality of OCD information across
Dutch websites. Results from this study revealed that
the overall quality of information was poor, thus
limiting the accuracy and accessibility of the internet
as a source of OCD information. Despite this, a more
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comprehensive analysis of internet OCD information
is required in order to provide a more detailed account
on the veracity of the internet as a source of accurate
and accessible bibliotherapy.

INCIDENCE AND PROGNOSIS
There is consensus within research suggesting that
OCD tends to manifest either prior to or during the
early to later stages of adolescence (Kalat, 2004). As
indicated by Kalat (2004) OCD can initiate at most
stages of development, however in 50-65% of
individuals onset occurs before that age of 25, with a
peak incidence around the age of 20. Early onset is
more common among males, and late onset with
females, however research provides mixed results,
with some suggesting that the level of incidence across
the genders does  become similar with age (Kring et
al., 2007; Schruers et al., 2005), and others stating a
female predominance (Grabe et al., 2000). OCD
tends to be comorbid (50-77%) with other axis one
disorders, the most common being major depressive
disorder as well as a variety of anxiety disorders
(Grabe et al., 2000). The lifetime prevalence of OCD
is on average 2-3% of the general population, which
infers that approximately 450,000 Australians will
develop OCD during some stage of life (MHANSW,
2006). The prognosis of OCD has improved with the
development of treatment options, however,
approximately 30% of individuals with OCD fail to
improve with treatment (Schruers et al., 2005).
Improved prognosis has been associated with positive
functioning prior to and after symptom onset (Stewart
et al., 2004). Specifically, research indicates that poor
response to the intital treatment of OCD symptoms is
associated with symptom severity in the long term
(Stewart et al., 2004). In such cases symptoms are
milder, occur periodically, and are briefer in duration
(Schruers et al., 2005).

RECOMMENDATIONS
As outlined in the current literature review, OCD is an
anxiety disorder that is defined by persistent and
uncontrollable thoughts in conjunction with the
perceived need to repeatedly complete certain tasks or
rituals (Myers, 2001). This disorder affects
approximately 2-3% of the general population
(MHANSW, 2006), with a peak incidence at around
20 years of age (Kalat, 2004). Utilising a holistic
framework, it has revealed that there is no unitary
cause of OCD, but rather there are a variety of factors
implicated, including genetic predispositions;
confidence in memory; social and occupational
difficulties; and stressful life events. In order to address
the intrusive nature of obsessions and compulsions, a
variety of treatment options have been suggested,
including CBT, pharmacology and self-help. 

In addition to providing a comprehensive account of
OCD, the need for further research to explore the
role of the internet as a form of bibliotherapy has
been identified. Firstly, the internet has been
scrutinized regarding the lack of monitoring and
regulation, and overall quality and accessibility of
information (Barak, 1999). Thus, it is suggested that
there is a greater need to assess the efficacy of the
internet as a tool to deliver health related information,

particularly in regards to OCD for professionals and
lay people alike, as previous studies have failed to
provide a comprehensive assessment of OCD internet
information. Furthermore, it is suggested that this
literature review provides a sound basis for evaluating
diagnostic OCD internet information in addition to the
bio-psycho-social nature of OCD. 
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Whilst internet
information has the
potential to aid
education, a recent
concern and public
health issue has
been the quality of
such information,
as 70% of health
information studies
concluded that
quality of
information is a
major problem on
the internet.
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In order to address
the intrusive nature
of obsessions and

compulsions, a
variety of treatment
options have been

suggested,
including CBT,

pharmacology and
self-help.
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Did You Know Over 3,000 Of Your Peers Already Have 24/7 Access To Over 50
Professional Development Courses And 560 Hours Training?

There’s A 
Revolution Sweeping
Through Mental 
Health Professional
Development…

Dear Practitioner,
Finding high quality professional development
programs is challenging. There are rarely
programs of interest offered in your proximity.
Even if there is, they are usually cost prohibitive.
And not to mention the imposition of sacrificing a
day or evening.
Well, you now have an alternative. An alternative
that over 3,000 of your peers are ALREADY
taking advantage of. Counselling Academy is the
largest professional development educator in
mental health in the country. Counselling
Academy has over 50 courses, 560 hours of
training, and over 3,000 registered learners.
Here’s why Counselling Academy is the latest
revolution sweeping through mental health
professional development…
Access Courses 24/7
You can access Counselling Academy courses 24
hours a day, 7 days a week. All courses are
delivered and assessed online for your convenient
access.
No More Arguments With The Family!
You’ll never again have to sacrifice a day or
evening to a professional development event.
Simply progress through courses at your own
pace, when you have time. You can even save
your progress and return at your convenience.
Only The Highest Quality Courses
The quality of professional development training
can be variable. Excellent practitioners don’t
always deliver great training. Counselling
Academy has a team of highly qualified and
experienced practitioners and curriculum
developers. All courses are developed to the
highest industry standards, ensuring you get
consistent, predictable, high quality training.
Enhanced Learning Experiences

Courses are delivered utilising the latest
technologies. Many courses blend video and
textual content to enhance your experience. There
are progressive assessments throughout courses,
which are immediately assessed upon completion.
Incorrect answers are identified for easy review;
and you can re-do assessments.
Continuous Development
No other provider that we’re aware of is as
dedicated to ongoing course development. The
Coaching Academy team releases, on average, a
new course every 2 weeks. That’s 25 new courses
released each year. This means you always have
new and topical courses to do.
High Quality; But Low Investment
Quite simply, there is no better way to access
such a huge range of quality programs at such a
reasonable investment. Traditional workshop
delivery is expensive. The presenter needs to
spread costs such as room and equipment hire;
marketing; preparation and delivery time; and
materials across limited attendees. This results in
high costs to you. All up, one workshop can cost
you several hundred dollars. Counselling Academy
courses are amortised across hundreds of
students, meaning you get high quality training
for a low investment.

Claim Your FREE Course NOW
For a limited time you can get a free
Cognitive Behaviour Therapy Course. The
course includes 6 hours training, video
demonstrations, and online assessments.

Simply go to
www.counsellingacademy.com.au/promo
and follow the directions.
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The (69828)
Certificate IV in
Counselling
Supervision is a
self-directed
learning program
for experienced
counselors
interested in
supervising other
counselors.

NATIONALLY ACCREDITED TRAINING
The (69828) Certificate IV in Counselling
Supervision is a self-directed learning program
for experienced counselors interested in
supervising other counselors. It embraces the
methodology of learning delivery which
empowers you, as the learner in the learning
process by giving you flexibility in options as to
when, where and how you can best learn to
develop and demonstrate competency in this
qualifications.

DELIVERY MODES
The Workshop Learning Model - suited to
those who enjoy learning with peers in an
interactive learning environment with adult
learning principles and accelerated learning
techniques.
The Workplace Learning Model - suited to
those who are working as counselling supervisors
and want to gain formal qualifications within
their workplace.   
The Distance Learning Model (DL) -
suited to those who are unable to attend the
Workshop and/or Workplace Learning Programs
due employment, distance or time. 
The Recognition of Prior Learning (RPL)
- suited to those who have extensive experience
in counselling supervision and are able to
demonstrate competency via their workplace
experience.

COURSE CONTENT
1. Working within a counselling supervision

framework
2. Issues in Supervision 
3. Supervision Interventions
4. Self Evaluation
5. Supervision Tools/Instruments

STUDY MATERIALS
We provide the required learning materials to
complete your studies. The course recourses are
designed to assist your comprehension, research
skills and other skills relating to counselling
supervision and counselling supervision models,
to enable you to confidently and competently
perform counselling supervision.

ASSESSMENT
Assessments of your competency against the
required Units of Competency include: 
1. Demonstration
2. Observation 
3. Questioning (oral/written)
4. Authenticated evidence of relevant work

experience and/or formal/informal learning.
5. Written assignments/projects 

RESULTS TRAINING AUSTRALIA (RTO #
60098)
Basa Education and Counselling Services
(BECS), is working in partnership with Results
Training Australia a Registered Training
Organisation (RTO # 60098) who will issue the
Certificate IV in Counselling Supervision to those
who demonstrate competency in this course.”

AUSTRALIAN COUNSELLING
ASSOCIATION (ACA)
The Australian Counselling Association (ACA),
has approved and accepted this course as an
appropriate accredited level of training for their
counselling supervisors. 

Essential entry criteria set by ACA -
Extensive experience as a counsellor – clinical
level practitioner with a minimum of 6 yrs
experience and having a minimum of 100 of
counselling supervision. 

BOOKINGS AND ENQUIRIES
Basa Education & Counselling Services 
ABN 80 098 797 105
Office: Level 2/441 South Rd. Moorabbin
Postal Address: - GPO Box 359 Chelsea 

Vic 3196
Telephone: 03 9772 1940 
Mobile: 0418 387 982
Email: info@becsonline.com.au
Web: www.becsonline.com.au

ACA

(69828)
CERTIFICATE IV in

COUNSELLING SUPERVISION
NATIONALLY ACCREDITED TRAINING

Course Designer & Developer: Veronika Basa
In partnership with: Results Training Australia,

RTO (#60098)
&
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As a child, when
confronted with

abuse and sexual
abuse, we have

neither the power
to fight, nor the

power and speed to
flight, we tend to

freeze.

As we grow, learn
and be throughout
life we are constantly
barraged by many
challenges, physical,
emotional and
psychological hurdles
with which we either
resolve and integrate
or struggle. The
degree to which we

are supported as children by our age, experiences,
environment, and by others, together with the degree
of affect that a given situation has on our mind, body,
and soul will determine what coping abilities we have
and how we will cope with that situation. As a child,
when confronted with abuse and sexual abuse, we
have neither the power to fight, nor the power and
speed to flight, we tend to freeze. We repress our
needs and suppress our emotions in order to comply
and keep ourselves safe and alive.

The affect of these suppressed needs and emotions is
to cause transference in relationships in our adult
lives, where as a result of not having integrated this
suppressed emotion, anger, pain and rage from our
unconscious mind with our adult self, our conscious
and sub-conscious mind, we respond from our inner
child driven by our automatic physiological responses,
rather than as adults, as we start to recognise parts of
our partner’s way of being that triggers these
suppressed needs and emotions. This will represent a
major challenge to the relationship. If the partner we
choose has also had similar experiences of abuse in
their lives then there will also be counter-transference
where coping strategies will be tested to the
maximum. This transference and countertransference
all happens on an unconscious level. At the adult level
the ability to fight and flight is now a real option, and
coping skills such as problem solving, affect
regulation, insight and connecting skills may not have
been developed. The result of this cycle of
suppression, transference, and counter-transference, is
that anger and abuse is likely to be the coping strategy
or method of choice in avoiding that which is actually
happening on an unconscious level.

Children who grow up in a psycho traumatic
environment develop behaviour patterns that are
driven by:

• Fear,
• Anger,
• Incredible sadness, and
• Emotional pain

As these children grow into adults, they seek out ways
of coping with (avoiding) their intensive and unstable
emotions.

Through any experience of abuse and trauma the
incredible sadness and emotional pain become too
much to bear and these children suppress these
emotions and thoughts, rerouting the processes into
the amygdala, the gate keeper to our body’s sensory
system and monitor of all our automatic functions,
e.g. breathing, heart rate, fight/flight/freeze response,
body temperature etc. (Figure 1)

These
children find
ways of
keeping
these difficult
emotions
and pain
suppressed
into the
basements of
their mind.
(Figure 2)
Some will
turn to

‘pleasure addictions’ such as alcohol, drugs, or sex &
masturbation. Others will turn to ‘pain addictions’
such as cutting, burning, angering, depressing, putting
themselves at risk with reckless driving, creating pain
and suffering within relationships, and so forth. “Self-
destructive behaviours damage,
and eventually destroy, the
good in their lives. In time,
they are left alone and hurting
in the Borderline Zone. The
Existential Paradox.” (Santoro
1997)

These ‘sub personalities’ are
literally unavailable for these
children to utilise in their
decision making processes and
as they are now housed in the
‘automatic’ part of their minds,
every time they are ‘triggered’
they fire with energy and
‘trigger’ all of the automatic system that are housed
there too. e.g. breathing increases (or breath is held),
heart rate increases (or skips a beat or two), the body
flushes (or chills). We then transfer these feelings onto
others or our surroundings by interpreting these as the
cause rather than our own internal affect.

Above is a surreal model of how our psyche can be
easily conceived. (Figure 3) This model shows our
emotions, vulnerability, memories and habits all being
available to us in our ‘sub-conscious’ mind and able to
be used in making decisions in relation to how we
might react to a given stimuli. The amygdala is
content looking after all the automatic processes of
our body.

The Art of Inner Suppression, Transference &
Counter Transference By Ron Cruickshank 

Figure 1

Figure 2

Figure 3

Peer Review Article
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This next model (Figure 4) shows our emotions as
being suppressed or rewired into our amygdala
(automatic mind) as a result of experience of extreme
interpersonal trauma such as abuse, sexual abuse,
neglect or environmental trauma such as earthquake,

tsunami, motor vehicle accident, electric shock, etc.
This suppression has the advantage in that we no
longer experience this emotional pain and difficulty, or
the memories associated with it, as it is housed in our
‘un-conscious’ mind. The disadvantage is that when
these emotions and memories are ‘triggered’ we are
not aware of this as it is happening on an un-

conscious level, and the firing of these emotions and
memories causes all of our automatic system to fire.
This firing that is happening (for reasons unknown
and unconscious) is very unsettling for the sub-
conscious mind and also the conscious mind. This
re-triggers the emotions and memories, re-firing
the automatic system again and again. This becomes a
vicious and self-destructive cycle, for which there is no
obvious cause to be found through conscious
awareness other than our external environment. This
transference enables us to judge, blame and criticize
our environment and others as being the cause of this
anxiety and we may react according to our learned,
automatic reflex responses.

The effect on this ‘traumatized’ and ‘hyper-sensitive’
person, when involved in any interaction with self or
other that triggers emotional response or suppressed
memories, is to experience major unsettling symptoms
of anxiety attributed to fear, whether these emotions
are happy, sad or other.

This person will develop coping skills that will enable
them to present well for short periods of time when
necessary, e.g. when attending therapy, visiting the
doctor, or attending the Family Law Court hearing,
but will often make what is seen to be irrational
decisions as a result of not having their full emotional
capacity available to them to be integrated into the
decision making process. Transference will again
occur within the counselling, medical and legal

situations and the experience will be
feeling controlled.

When pressed this person nay resort to
avoiding behaviour e.g. angering and
abusing (fight response), distancing or
leaving the scene (flight response),
depressing dissociating or zoning out
(freeze response).
“Extending the procedures of laboratory
studies of aggressive behaviour, child
abuse investigators measured abusive
parents’ emotional reactivity to difficult
behaviour.” “Frodi and Lamb (1980)
showed videotaped scenes of smiling and
crying infants to abusive subjects and
matched controls. In response to infant
cries and smiles, abusive subjects
evidenced greater physiological arousal
(i.e., increased skin conductance, blood
pressure, and heart rate) and reported
more negative affect (i.e., more
annoyance, and indifference and less
sympathy) to both the crying and smiling
infant scenes.” (Wolfe 1999)

“From ages 11 to 14, a young person
loses substantial fraction of the
connections between cells in the part of
the brain that enable him or her to think
clearly and make good decisions. Other
sources have shown this process ‘Brain
Sheer’ to be ongoing until at least 28
years of age and possibly beyond. This
loss is vital part of growing up. It clears
out, or “prunes,” unneeded wiring to
make way for more efficient
informationprocessing
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This transference
enables us to
judge, blame and
criticize our
environment and
others as being the
cause of this
anxiety and we may
react according to
our learned,
automatic reflex
responses.

Figure 4
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up for Distance Education (750 Hrs)

• Trains School Careers Advisors, Employment 
Consultants, Private Career Counsellors,  
and others.

• Studied Australia-wide since 1998, with 
consistently excellent student feedback and 
high levels of referral.

• Nearly 1,000 pages of original course content 
across 15 modules, comprehensively revised 
and updated in late 2006.

• Graduates qualify for ‘Career Associate’  
status under new Govt accreditation rules.

FOR SALE
Diploma of Career Guidance Course

Ron Fyffe Phone 07 3354 4937
Email accg@bigpond.com

ENQUIRIES: 

Secure your offering in this booming niche 
with a proven, turn-key solution. Ready for 
immediate delivery by any RTO, TAFE, or 
Tertiary Institution.
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“But as they
mature into early

adulthood, they are
more able to

temper their gut
reactions with

reasoned
responses.”

in adults. ”Ineffective or weak connections are pruned
in much the same way gardener would prune tree or
bush, giving the plant the desired shape,” University
of California Berkeley professor of child development
Alison Gopnik explained. The pruning “appears to
follow the principle of useitorloseit,”

Maryland National Institute of Mental Health child
development expert Jay Giedd said. “Neural
connections or synapses that get exercised are
retained, while those that don't are lost.” Synaptic
pruning is good thing. It brings about “an
improvement in speed in informationprocessing

and greater ability to build the long neuronal chains
required for complex problemsolving,”

he said. “There are situations in which less is more.”
Other crucial changes occur in the teenage brain
parallel with pruning. According to Jay Giedd, “major
rearrangement of brain structure and function takes
place during early adolescence.” Regions that
specialise in language, for example, grow rapidly until
about age 13 and then stop. “Adolescents are more
prone to react with gut instinct when they process
emotions,” Ms YurgelunTodd

said. “But as they mature into early adulthood, they
are more able to temper their gut reactions with
reasoned responses.”” (Boyd 2006)

If the synaptic links to sub-conscious emotional
functioning are not used they become physically
deleted! Where as the new synaptic links to the
amygdala, established as a result of trauma and/or
neglect are used a lot and they become coated to
enable impulses to travel at ten times the normal rate
(reflex).

An experience of traumatic affect is intensified when
• There is no Instructor to guide us and keep us safe

during or immediately after the experience of risk
• Or when those who do guide us, and with whom

we have felt safe, become the source of that risk,
or perceived source through transference.

• Or when those we trust fail to believe our story of
trauma.

The availability of caring nurturing support with
unconditional empathy will reduce the effects of this
traumatic experience/s over time and eventually
enable the emotional process, through the provision
and support of skilled therapeutic support, to be re-
wired into the sub-conscious, once again becoming
available for our decision making processes and
awareness. Transference through suppression requires
immediate and skilled intervention. The needs of the
traumatized individual showing symptoms of
Borderline Personality Disorder, Antisocial Disorder,
Attachment Disorder, and in fact all mental illnesses’
are:

IDTIA
International

Dance Therapy
Institute of
Australia

CERTIFICATE IN DANCE THERAPY

Commencing FEBRUARY 2008
MELBOURNE, VIC

• One year, part-time
• Six modules, each consisting of a

weekend intensive workshop and tutorials
• Training is highly experiential, supported

by theoretical teaching and practicum
• Provision for interstate trainees

Join an Introductory Workshop Day
to learn more about Dance Therapy

Enquiries to: Michele Braban, Administrator
tel: (03) 9578 7109 ; e-mail: admin@idtia.org.au

www.idtia.org.au

The Art of Inner Suppression,  Transference & Counter
Transference (Continued)
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Everyone involved
will benefit from
some Psyc
Education
presented by
persons who have
a profound
understanding of
the process of
suppression.

• Unconditional empathy
• Unconditional support (being aware that these

items will continue to trigger the unconscious firing
but having the ability to gently point this out)

• Personal one on one therapy (with a therapist
skilled in trauma counselling and the affect of
transference and counter-transference)

• Group Therapy with Dialectical Behaviour
Therapy (Lineham 1993) focusing on awareness
development through affect regulation skills and
bonding/connecting skills.

• Family Therapy to deliver skills and understanding
such as problem solving, conflict resolution,
brainstorming non-judgmentally, self calming, to
empower family and personal friends so that the
environment may change.

• Everyone involved will benefit from some Psyc
Education presented by persons who have a
profound understanding of the process of
suppression

• The availability of a support advocate when
making life changing decisions, e.g. Family Court
matters, who can speak/show consideration on
behalf of the suppressed emotion, as when it
comes to emotional processing, it is not a matter
of won’t – these processes are physically and
psychologically unavailable – it’s a case of can’t!

• This eclectic approach has been proven to have
beneficial results, often enabling the person to
experience emotional processing within a short
space of time (average two years) (Figure 5)

“Your whole mind is an amazing instrument. Its
powers are awesome and when you explore your

mind, what is in there will stun you. And the beauty of
it is that it is entirely under your control. It will need
your constant attention to bring these latent abilities
and potentials to full fruition, but it is worth it because
inside you right now are undreamed of powers of
intelligence, mastery and faculties of creativity that are
all lying dormant. It is your choice to activate them or
leave them asleep. (Rowland, M. D. 1993)

Imagine swimming in a
beautiful Barrier Reef location
enjoying all of the coral, fishes
and light and team this with
beautiful relaxing music. What
a pleasure this life would be.

Now imagine the same scene
with the Theme from Jaws
playing. What do you notice
now, what does this feel like
for you? Imagine if you were to
live your whole life listening to
this theme ….

Always hyper alert….hyper vigilant….everything
coloured with this shady haze….
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This list is in
alphabetic order

based on
categories, but as

you will notice,
some could belong

in more than one
category.

Internet Resources for Counsellors 2008 Update
By Dr. Angela Lewis
As promised I have updated our ‘Internet Resources
for Counsellors’ list which was originally issued in
January 2007.  Don’t forget if members wish to
suggest inclusions to this list, please email either Philip
Armstrong or myself with any websites you would like
to share with fellow members and we will be sure to
include them in next year’s update.

Below you will find selected websites that have
featured in my Internet Resources columns published
in the ACA Journal over the past few years as well as
site addresses published in past issues of the ACA e-
zine newsletter.  This list is in alphabetic order based
on categories, but as you will notice, some could
belong in more than one category. While these
Internet addresses were correct at the time of printing,
readers are advised website addresses could change at
any time and neither Angela Lewis nor ACA take any
responsibility for these addresses remaining correct or
in working order at any time in the future (the nature
of the Internet being what it is J).

Addiction
http://www.aa.org.au/. Alcoholics Anonymous site
with links to groups Australia wide.

www.gamblersanonymous.org.au. Offers help for
compulsive gamblers and their families/friends.
Includes programs, testimonials and other  links.

The Addiction Recovery Guide
http://www.addictionrecoveryguide.org/

http://www.naoz.org.au. Website of Narcotics
Anonymous, providing  information about events and
meetings in Australia.

http://www.adca.org.au/. The Alcohol and other
Drugs Council of Australia (ADCA) is a national, non-
government organisation representing the interests of
the Australian alcohol and other drugs sector,
providing a national voice for people working to
reduce the harm caused by alcohol and other drugs.

http://www.addictionrecoveryguide.org/. The
Addiction Recovery Guide. 

http://ndarc.med.unsw.edu.au/ndarcweb.nsf/page/ho
me. Website of The National Drug and Alcohol
Research Centre (NDARCof the University of New
South Wales. Has links to publications and resources
surrounding drug abuse.

www.netaddiction.com.  This website deals specifically
with Internet addiction issues such as cyberporn
Addiction, Chat Room Addiction and eBay addiction.

http://psychcentral.com/netaddiction/. Provides
some good information and articles on the topic of
Internet addiction issues.

http://www.medicinenet.com/sexual_addiction/article
.htm.  MedicineNet.com is an online, healthcare
media publishing company and this link gives an
overview of sexual addiction.

http://www.webmd.com/mental-
health/features/shopping-spree-addiction is an
interesting link takes you to an article on shopping
addiction from the WebMD website.

Alcohol
http://www.aa.org.au/. Alcoholics Anonymous site
with links to groups Australia wide.

http://youth.wyndham.vic.gov.au/support/alcohol.
Wyndam is a Victorian government service which
offers withdrawal, rehabilitation supported
accommodation and community programs for young

people 12-21 experiencing drug and/or alcohol
problems.

http://www.adca.org.au/. The Alcohol and other
Drugs Council of Australia (ADCA) is a national, non-
government organisation representing the interests of
the Australian alcohol and other drugs sector,
providing a national voice for people working to
reduce the harm caused by alcohol and other drugs.

Alzheimer’s Disease
www.alzheimers.org.au. Website of the peak
Australian body providing support and advocacy for
the Australians living with dementia.

www.alzheimersonline.org. Queensland based not-for-
profit community organisation whose is to help
maintain the quality of life of people diagnosed with
dementia and their caregivers. primary

Anxiety
www.anxietyaustrala.com.au.  Provides links and
resources to a variety of anxiety disorders.

www.panicattacks.com.au.  Focuses on articles and
links for a panic attacks and anxiety.

www.panicanxietydisorder.org.au. Panic anxiety
Disorder Assocation 

Asperger’s Syndrome 
http://www.ninds.nih.gov/disorders/asperger/asperg
er.htm.  The National Institute of Strokes and
Neurological Disorders probably has the most
comprehensive information I was able to find.

http://home.vicnet.net.au/~asperger. The home
page for families with a member suffering from
Asperger’s Syndrome in Australia .

http://www.udel.edu/bkirby/asperger/aswhatisit.html.
An organisation called ‘oasis’ functions as an
information and support portal for sufferers and their
families.

www.artzoo.com/health/autism.htm An easy to read
overview of Asperger’s.

http://www.aspergerssyndrome.net/. Links to the
first 6 chapters of a book related to ADHD, written by
a  clinical psychologist.

Autism
www.autismsupport.org.au/.  The Autism and
Aspergers Support Group homepage.

www.autismsa.org.au/html/about/family_support.html
Website of Autism South Australia, a support group
for carers of people with autism or Asperger
syndrome

Brain
www.brainfoundation.org.au. An Australian site with
details and information on headaches and Acquired
Brain Injury.  It is very comprehensive, with carer
education and support plus referral and information
services.

www.heachaches.org.  An American site that seeks to
address headache suffers with causes, treatments and
self-management techniques.

www.braininjury.org.au. The Brain Injury Association
of Queensland is the peak disability organisation in
Queensland for those living with acquired brain injury.

Cancer
http://www.nbcf.org.au.  Website of the National
Breast Cancer Foundation.
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Website of the
Royal District
Nursing Service,
provides
information about
their services,
questions &
answers about
home care, current
relevant news
articles and links to
other services.

www.cancer.org.au.  National non-government cancer
control organisation with the aim of facilitating
prevention, research, support, and care.

www.prostrate.com.au.  Website of the The Prostate
Cancer Foundation of Australia (PCFA).

Caregivers and Caring
www.carers-sa.asn.au.  Website of the Carers
Association of South Australia.

www.facsia.gov.au/internet/facsinternet.nsf/disabilitie
s/carers-nav.htm. Details Commonwealth
Government programs and initiatives to support
carers and provides links to other areas of
Government involved in carer assistance.

http://www.rdns.asn.au/.  Website of the Royal
District Nursing Service, provides information about
their services, questions & answers about home care,
current relevant news articles and links to other
services.

http://users.sa.chariot.net.au/%7Eozcarers/welcome.
htm. OzCarers is a privately run support group for
Australian caregivers.

Church Services Online
www.i-church.org.  Website for those that are unable
to attend a church service or prefer an alternative

form of worship. People from all denominations are
welcome and there are daily web-cast services.   

Diabetes
www.diabetescounselling.com.au. This site offers
online counselling for people with Type-1 diabetes.  It
is a free service and includes referrals and discussion
forums.  It may be of interest to members who are
exploring the online counselling concept.

http://www.dav.org.au/content.asp?rid=530.
Website of Diabetes Australia, community network of
people with diabetes.

Dating/personal relationships
www.awareconnections.com. Relationships website
dealing with ‘holistic’ dating.

www.rsvp.com.au.  Dating for Australians.

www.thirdage.com.  Website for dating and
relationships for older Australians.

Depression
www.blackdoginstitute.org.au.The Black Dog Institute
is an Australian educational, research and clinical
facility offering specialist expertise in mood disorders
including depression and Bipolar Disorder. 

www.depressionNet.com.au. Site run by non-health
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Website provides a
comprehensive

source of
information;

including statistics,
definitions and

availability of
education and

training.

Internet Resources for Counsellors 2008 Update (Continued)

     

A

care professionals, who describe their web site as for
‘people like us’ - people from a variety of backgrounds
who live with depression. 

http://www.healthinsite.gov.au/topics/Postnatal_Dep
ression. An Australian Government initiative by the
Department of Health and Ageing.  This specific link
will take you to a range of articles on postnatal
depression.  Note the further links on the right of the
page to depression and the mental health of women. 

www.crufad.com. The Clinical Research Unit for
Anxiety and Depression, is the website of a group of
researchers and clinicians from St Vincent’s Hospital
Ltd and the University of New South Wales in Sydney,
Australia who are concerned with anxiety and
depression.

Divorce
www.aifs.gov.au/institute/links.html.  Australian
Institute of Family Studies website.  Has links to
publications and related sites on, building
relationships, step-families, coping with change,
coping with divorce, parenting and getting married.

www.health.nsw.gov.au/mhcs/publication_pdfs/5360
/BHC-5360-ENG.pdf.  NSW Health Department
publication on how separation or divorce affects
men’s health. 

Domestic Violence
http://www.whv.org.au/packages/domestic_violence.

htm. Women’s Health Victoria provides an annotated
bibliography of selected quality resources about
domestic violence against women.

http://www.thewomens.org.au/SexualAssault.The
Centre Against Sexual Assault is a unit run by the
Royal Women’s’ Hospital in Victoria.  Their website
provides a comprehensive source of information;
including statistics, definitions and availability of
education and training.

www.aic.gov.au/publications/proceedings/27/dear.pdf.
Australian Institute of Criminology report on domestic
violence and co-dependency. 

www.dvirc.org.au/.  This agency is funded by the
Department of Human Services Victoria, Australia. It
is a statewide resource centre for information about
domestic violence.

DNA Testing
http://www.dnanow.com/ausmain.htm. This
Australian site offers DNA testing kits.

Dyslexia
http://www.interdys.org/ takes you to website of The
International Dyslexia Association (IDA) is a non-profit
organization dedicated to helping individuals with
dyslexia, their families and the communities that
support them.
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Eating Disorders
www.eatingdisorders.org.au. Website devoted to
supporting people whose lives are affected by eating
disorders, as well as working to inform the community
about these disorders, run by a not for profit
foundation.

www.cedd.org.au/.  The Centre for Eating and
Dieting Disorders is an academic and service support
centre resulting from a collaboration between the
University of Sydney and Sydney South West Area
Health Service.  It is funded by the Mental Health and
Drug & Alcohol Office, NSW Department of Health.

www.healthinsite.gov.au/topics/Eating_Disorders.
Links to information about eating disorders such as
binge eating, bulimia and anorexia nervosa.

http://www.nlm.nih.gov/medlineplus/eatingdisorders.
html. Link to MEDLINEplus, Eating Disorders website
of the National Institutes of Health National Library of
Medicine.

www.anad.org.  The National Association of Anorexia
Nervosa and Associated Disorders (ANAD) 

http://www.psychology.org.au/publications/tip_sheet
s/12.5_2.asp. The Australian Psychological Society
(APS) Website, containing a tipsheet on understanding
and managing eating disorders.

Face Blindness
http://www.disabilityresources.org/FACE-
BLIND.html.  Face Blindness is a fairly rare
neurologcial condition in which sufferer’s are either
unable to remember faces or have an impaired ability
to do so.  Given the psychological problems this may
cause suffers, the link may be useful for  learning
more about the condition.

Families
www.facs.gov.au. Website of The Department of
Families, Community Services and Indigenous Affairs
(FaCSIA).

http://www.anu.edu.au/cmhr/changingfamilies.php.
Australian National University’s Mental Health
Research website focuses on family and community
health information.

www.Familyrelationships.gov.au. ‘Family
Relationships’ is an Australian government
inititave,providing a comprehensive suite of links for
parents, adolsecents, grandparents, caregivers as well
as family dispute resolution providers.  This website
also provides a downloadable information kit (avaialble
in 15 different languages) on the key changes to the
family law system.  This is a good one to bookmark.

www.vaft.asn.au.  Victorian Assocation of Family
Therapists (VAFT),  is an association of professionals
with a shared interest in Family Therapy theory and
practice.

http://www.anzjft.com/. The website of the Australia
and New Zealand Journal of Family Therapy.  As well
as an excellent articles link that allows you read a
number of journal articles online , there are
conference links and various other resources.

Gambling
www.gamblersanonymous.org.au. Gamblers’
Anonymous offers help for compulsive gamblers and
their families/friends. Includes programs, testimonials
and other  links.

www.gamblingresearch.org.au.  This is the Gambling
Research Australia Website and Clearinghouse . The
objective of the Council is to minimise the adverse
consequences of problem gambling via the exchange

of information on responsible gambling measures and
by acting as a forum for discussion and facilitation of
the development of an effective interventions
framework

Grief
www.grief.org.au. The Australian Centre for Grief and
Bereavement is an independent, not for profit
organisation funded through DHS and bills itself as
the largest provider of grief and bereavement
education in Australia.  Their website has  details of a
free bereavement counselling service, links to many
other grief related web sites, and details on projects
conducted by the Centre.

www.nalagvic.org.au. National Association for Loss
and Grief (vic). NALAG is a not-for-profit association
of individuals and organisations working in partnership
with Government and other organisations.

www.betterhealth.vic.gov.au.  The better health
channel is a Victorian government initiative created to
provide up to date online health information, There is
a search box located on the right side of the website
and if you type in ‘grief and loss’ you are taken to a
directory of articles.  Click the first link for ‘Topics,
Details’ and you are then able to access links to a
Q&A on grief and loss as well as articles on loss of a
baby, death in hospital, suicide and many other
related areas.

www.grieflossdiscovery.com. This website is run by a
woman who lost her 18 year old son in a car accident
some 15 years ago. She does not claim to be a
mental health professional, however she offers links to
grief support and articles and poems as well as her 50
point list of positive actions to help through the
grieving process. 

http://www.avma.org/communications/brochures/eut
hanasia/pet/pet_euth_faq.asp

For many people their dog or cat is a valued member
of the family and losing them through old age, illness
or some other type of accident can cause real
sadness.  The American Veterinarian Medical
Association deals with this topic in a caring and
respectful way at: 

Healthcare, Online
www.mydr.com.au is a multi-linked site of relevant and
interesting health information for Australians,
including a comprehensive medical dictionary.

http://www.drs.org.au/ is the website for the Doctors
Reform Society of Australia.

http://www.abc.net.au/health/library/default.htm.  A
searchable health database maintained by the ABC.

Incest
www.siawso.org.  The Survivors of Incest Anonymous
(SIA) website publishes and sells incest survivor related
literature and publishes a quarterly bulletin.

http://www.cmc.qld.gov.au/asp/index.asp?pgid=107
39.  Link on the website of the Crime and Misconduct
Commission of Queensland leading to information for
victims of child abuse.

Indigenous Portal
www.indigenous.gov.au. The Australian government
portal for resources, contacts, information, and
government programs and services for Aboriginal
people and Torres Strait Islanders.

Mental Health,  General
http://www.connects.org.uk/ This site is a
worldwide, forum for the sharing of information by
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valued member of
the family and
losing them
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illness or some
other type of
accident can cause
real sadness.
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people whose lives are touched by mental health
problems and/or learning disabilities.

www.sane.org is the weblink of SANE Australia, a
national charity working for a better life for people
affected by mental illness through SANE campaigns
for improved services for and attitudes towards,
people affected by mental illness.

http://www.mentalhealth.asn.au/resources/web.htm.
Mental Health Assocation of NSW. Also has links for
all other Australian states.

Medical Dictionary
www.online-medical-dictionary.org. An online medical
dictionary containing definitions of equipment drugs
and pharmaceutical drugs.

Meditation
www.buddhanet.net/meditation.htm contains a listing
of meditation centres around Australia, complete with
times and descriptions of activities. 

www.meditationcenter.com. Online meditation centre
offering site by step instructions on meditation and
relaxation techniques.

Reiki: articles is located at www.reiki.net.au

Music therapy
www.kundalini-dance.com. Kundalini dance claims to
improve physical and emotional health.  The basis for
it is in Tran tic yogic traditions, chakra healing and
sound and dance movement therapy.

www.mh.org.au/sitesnandservices/musictherapy/defa
ult.htm

The Royal Melbourne Hospital in Victoria, considered
a leading teaching hospital, is now running a music
therapy program.  The program is active in oncology,
palliative care, bone marrow transplant and the eating
disorder unit

Near Death Experiences (NDE).
www.nderf.org is probably one of the largest and
most comprehensive. NDERF describes itself as “a
non-profit group devoted to the study and sharing of
the Near Death Experience and related phenomena. 

http://www.iands.org/. This is the website of the The
International Association for Near Death Studies.

OCD
http://ada.mentalhealth.asn.au/ocd.html. The Anxiety
Disorders Alliance has some helpful reading for
patients and family of OCD sufferers.

http://psych.curtin.edu.au/clinics/ocd.htm. Curtin
University of Technology’s OCD Treatement program.

www.ocfoundation.org. Website of the Obessive-
Compulsive Foundation.

Parenting
An free online magazine for single parents which
includes information on dating, advice for single
parents and lots of general information and help is
located at www.singleparentbible.com.au.

www.Parentline.com.au ‘Parentline’ is a Queensland
and Northern Territory service, funded by the
Queensland Department of Communities, Northern
Territory Department of Health and Community
Services and BoysTown in Brisbane.

www.singlewithchildren.com.au is the website of The
Single Parent Family Association Inc (SPFA) which
operates ‘Single with Children’.  Single with Children
is a non-profit organisation, run by volunteers, that
provides adult and family social activities and functions

single parents and their children within the Sydney
and Central Coast areas.

http://www.childandfamily.com.au/. The Centre for
Child and Family Development  promotes awareness
and understanding of the emotional life of children
and adolescents, and how this affects their behaviour
and future development. The Centre runs training
programs on child and family development for all
professionals who work with children, adolescents,
parents and families.

www.parenting-ed.org. The Centre for Effective
Parenting is a collaborative project run by the
University of Arkansas and the Arkansas Children’s
Hospital.  Their searchable website has a large
database of  information on parenting, including
downloadable PowerPoint presentations in 10 one-
hour modules for parents on topics relevant to
children’s education. 

http://www.facs.gov.au/family/early_childhood_pip/v
olume1/sec7.htm. Link to The Federal Australian
Government’s Department of Family and Community
Services latest report on parenting entitled ‘Parenting
Information Volume 1.

www.earlychildhoodaustralia.org.au. Website of Early
Childhood Australia, with links to journal articles and
abstracts.

http://www.edfac.unimelb.edu.au/ceiec/. The Centre
for Equity and Innovation in Early Childhood (CEIEC)
was established in 2001 as a specialised early
childhood research and teaching centre within the
Department of Learning and Educational
Development at the University of Melbourne.

www.pwp.freeyellow.com. Parents without Partners
home site with links to local branches. 

www.singleparentbible.com.au. A free online
magazine for single parents which includes
information on dating, advice for single parents and
lots of general information and help.

www.Parentline.com.au.   ‘Parentline’ is a Queensland
and Northern Territory service, funded by the
Queensland Department of Communities, Northern
Territory Department of Health and Community
Services and BoysTown in Brisbane.

www.singlewithchildren.com.au. The Single Parent
Family Association Inc (SPFA) operates ‘Single with
Children’ Single with Children is a non-profit
organisation, run by volunteers, that provides adult
and family social activities and functions single parents
and their children within the Sydney and Central
Coast areas

Pharmaceutical benefits
http://www1.health.gov.au/pbs/. Provides
information on the prescribing of pharmaceutical
benefits by medical practitioners and the supply of
pharmaceutical benefits by approved pharmacists,
approved medical practitioners and approved hospital
authorities

Pituitary
www.pituitary.org. Website of Pituitary Network
Association (PNA), an international non-profit
organization for patients and families of those with
pituitary tumors and disorders.

http://www.pituitary.org.uk/index.htm. The Pituitary
Foundation provides  information and support to
those living with pituitary disorders, including patients,
their relatives, friends and carers.
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Posttraumatic Mental Health 
http://www.acpmh.unimelb.edu.au/ The Australian
Centre for Posttraumatic Mental Health at the
University of Melbourne undertakes world class
trauma related research, policy advice, service
development and education and has some new free
resources available for practitioners.

Rape
http://www.brissc.com.au/. Website of BRISSC, The
Brisbane Rape and Incest Survivors Support Centre
for women.

www.secasa.com.au/infosheet/infosheet_5007.pdf.
Links to an information sheet on working with recent
rape survivors created by the  South Eastern Centre
Against Sexual Assault (Victoria).

Relationships, General
www.relate.gov.au. An Australian commonwealth
government initiative, this website bills itself as being
for information on ‘relationships family, and life’.

Relaxation
http://relaxationemporium.com. Think link leads to
thee Relaxation Emporium, which is full of
information on managing stress and finding ways to
relax.

http://tinyurl.com/29so4U. The Heart of Healing
website has a heap of interesting things to read
related to relaxation, mediation and stretching.  A
lovely bonus is to be found in their ‘listening room’
link as there you can download a free mp3 audio file
called ‘A Mini Relaxation Break’, which is  the first
track of one of their CDS.

Schizophrenia 
www.schizophrenia.com is the website of an
American non-profit web community dedicated to
providing high quality information, support and
education to the family members, caregivers and
individuals whose lives have been impacted by
schizophrenia.

Self-help mental health therapy programs
Australia National University’s ‘Moodgym’ program
aimed at ‘delivering cognitive behaviour therapy for
preventing depression’ (Moodgym 2005) is located at
http://moodgym.anu.edu.au/

http://www.med.monash.edu.au/mentalhealth/panico
nline/. Monash University’s ‘online resource and
treatment program for people with panic disorders .

Both of these Australian initiatives are currently free
for use.  The Beyond Blue organisation,
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(http://www.beyondblue.org.au/) is also planning a
free service to be called ‘e-couch’ to be available
sometime before the end of this year.

Seniors
www.seniors.gov.au. Government website which lists
services, programs and initiatives currently available to
Australian senior citizens. 

www.aboutseniors.com.au. Deals exclusively with
senior’s issues.

Sexual Violence
www.casa.org.au/ CASA Forum works towards the
elimination of sexual violence through community and
professional education, informing government policy,
advocating for law reform.

www.sass.org.au/.  Sexual Assault Support Service
Tasmania.

www.secasa.com.au. South Eastern Centre Against
Sexual Assault, a sexual assault and rape crisis centre
located in Victoria, Australia. This site contains
information on sexual assault and child abuse.

www.thewomens.org.au/SexualAssaultInformation.
Australian Centre for the Study of Sexual Assault.

Stockholm Syndrome
http://www.salvationarmy.org.au/reports/Women&D
omestic_Violence_Counselling_Standards.pdf. A
report by the Salvation Army on domestic violence
discusses Stockholm Syndrome and how it links to
domestic violence.

http://familyrightsassociation.com/info/

stockholm/syndrome.html

http://en.wikipedia.org/wiki/

Stockholm_syndrome.  Wikipedia has many links and
a good background on this syndrome.

http://www.drjoecarver.com/stockholm.html.  Links
to an online article by an American clinical
psychologist on loving an abuser.

Substance Abuse
See also ‘Addiction’

www.buyoyancy.org.au. The Buoyancy Foundation of
Victoria is a foundation set up to help people who
have been abused or who abuse substances to manage
self-care.

http://www.drugstrategy.central.sa.edu.au/

index.html.  The South Australian government’s Drug
and Alcohol Services Council.  A lot of links, articles
and information.

http://www.addictionrecoveryguide.org/. The
Addiction Recovery Guide. 

http://ndarc.med.unsw.edu.au/

ndarcweb.nsf/page/home. Website of The National
Drug and Alcohol Research Centre (NDARCof the
University of New South Wales. Has links to
publications and resources surrounding drug abuse.

Teenagers /Young Adults
The Inspire Foundation www.inspire.com.au is a
nationally accredited not for profit organisation
delivering three national programs to a target
audience of 16-25 year olds.

www.reachout.com.au. Website of the Reach Out!
Program, which provides online information and
referrals to help prevent youth suicide and provide
support to young people to get through tough times. 

http://www.community.nsw.gov.au/html/parenting/t
een.htm.  The NSW Department of Community
Services (DoCS) is the NSW Government agency
responsible for community services, this links focuses
on teen issues.

http://youth.wyndham.vic.gov.au.  Youth Services for
Victorian residents.  Offering counselling, youth
programs, support for young mums, youth alcohol
addiction and personal development programs.

Same Sex Marriage Selective Bibliography
http://law-library.rutgers.edu/SSM.html. This site
carries links and and information on countries around
the world.

www.australianmarriageequalilty.com. Australian
Marriage Equality (AME) is a national organisation
working for equal marriage rights for all Australians
regardless of their gender or sexuality.

Women’s Wellbeing
An online partnership between Tetley Tea and the
Jean Hailes Foundation (has produced
www.tetleywellbeing4life.com.au. This website is full
of comprehensive information for women around
physical and emotional wellbeing.

www.Menopauseinstitute.com.au.  Menopause
questions and answers and symptom identification.

http://www.menopause.org.au/.  Website of the
Australian Menopause Society.

http://health.act.gov.au/c/health?a=da&did=100512
95&pid=1062375024. Link to the Mental Health
Services for Women in the ACT.

MISCELLANOUS:
Time Management
An excellent site full of time management skills
techniques, free templates and tools, tips and training
is located at www.businessballs.com.

An interview with a time management expert, plus
many related links can be found at
http://stress.about.com/cs/workplacestress/a/aa031
202.htm

Business Ethics
http://www.web-miner.com/busethics.htm. Directory
of resources related to business ethics includes articles,
publications, and case studies. 

Help with Your Computer
www.techguy.org is a website is run completely by
volunteers and paid for by donations and sponsors, so
there is no charge to the user. It is a forum style
website that allows people to post questions and get
expert answers that others can then scroll through and
read.  Because it is large, I would probably
recommend you use their search facility to locate your
own area of interest. 

Goal Setting
The University of New South Wales has an
introduction to goal setting and links to a goal setting
tutorial available at:
http://www.careers.unsw.edu.au/careerEd/planning/
act/goalSetting.aspx

Latrobe University in Victoria also has a
comprehensive section on goal setting advice in their
counselling section at:
http://www.latrobe.edu.au/counselling/
goalsetting.htm
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The Goals Guy’ at www.goalsguy.com provides a
huge amount of free information, while also offering
the opportunity to purchase his books and guides.

A ‘Goal School’ is located at www.goal-setting-
guide.com.  It has a step by step goal writing tutorial
and some inspiring motivational quotes.

Another site focused on helping you set personal
goals is located at www.mindtools.com/page6.htm

http://www.stmarys.qld.edu.au/goals.htm. St Mary’s
International College in Ipswich, Queensland offer a
free and comprehensive page on goal setting
techniques.

Thesaurus www.thesaurus.com

Australian Post Codes:
www.auspost.au/postcodes/

Map Search: www.whereis.com.au is a map search
website that will provide you with step by step
instructions for how to reach your desired location as
well as providing a map.  Also try Google maps which
I find even better by going to www.google.com and
clicking the ‘maps’ link.

Purchase Gadgets at www.gadgets.com.au. This
Australian site offers digital cameras and various other
accessories for online sale

Finding People Using the Internet
You may find these sites useful if you are trying to
locate old friends and acquaintances, or if you are
doing a family tree: Aussie School Pals at
www.schoolfriends.com.au, OzReunion at
www.ozreunion.com.au and the Missing Persons
Register at www.personsmissing.org

Social Networking
www.facebook.com, www.myspace.com
www.youtube.com

Neither Angela Lewis nor the ACA gain any
financial benefit from the publication of these
website addresses and readers are advised that
websites addresses in this document are provided
for  information and learning purposes.
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Interactive Drawing Therapy (IDT)
IDT courses have been highly rated by 4,000 participants:

• professionalism and relevance of presentation
• solid and immediately usable theoretical base
• effectiveness, safety, outcomes of the method.

IDT has been presented at both national and international conferences, university
researched, published in prof journals, and validated by recent neuroscience.

Working with imagery and
metaphor to unlock inner
resourcefulness

IDT
FOUNDATION

COURSE TRAINING
2008

www.InteractiveDrawingTherapy.com

UNIT ONE UNIT TWO
Brisbane Mar 10-11 May 26-27
Sydney Mar 13-14 May 29-30
Perth Apr 21-22 Apr 23-24
Adelaide Apr 28-29 Jul 10-11
Melbourne May 1-2 Jul 17-18
Canberra Jul 14-15 Oct 7-8
Brisbane Aug 25-26 Oct 9-10
Sydney Aug 28-29 Oct 2-3
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Passwords should be...secure, kept to yourself
and top secret….. Of course you are all thinking –
well duh, that is obvious!  But while we all might
think we know what makes a good password, plenty
of people still do the obvious and use things like their
name and year of birth e.g. ‘Mike1953’ or their
husband or wife’s name along with some equally
obvious number.  And to be honest, it can be tricky
coming up with a perfect, cryptic password.  There is
no getting away from it, we all need passwords now
days,  if we are purchasing something online, doing
our banking, or signing up for some type of
newsletter.  

In general there are 5 main rules you should keep in
mind when constructing your passwords. First of all,
they should be random, which means you should
choose  a series of characters or word combination
that would appear  random to everyone else, but
make complete sense to you. Along with a random
word combination, your password needs to be unique
– so that means not a combination of characters that
someone could easily guess. Secondly a password
should be at the very least, eight characters long, but
really, the longer it is, the better. If you have signed
up for any banking or financial services you will have
noticed you don’t even get a choice, they mandate 8
characters or longer.  As well, you should also use a
different password for each thing you do online, to
make things even safer.

The next rule says that a secure password should also
include numbers and if allowable, also symbols. Ideally
the characters you use should also be a combination
of upper and lowercase letters.  I know some of you
are probably thinking what a hassle this all sounds, but
being safe online is worth you spending some time
thinking about it and worth you having to type (and
remember!) a tricky password.  Basically the more
variety you add to your password, the better it will be.
Next, you should change your password regularly and
frequently.  A good rule might be to nominate a
regular time – e.g. first of every month or second
month as your password changing time. Unfortunately
the longer you leave the same password in place, the
easier it will be for a hacker to nab it. And lastly, rule
number 5 says you really should type your password
out manually each and every time you’re asked for it.
While the ‘Remember Password’ feature is nice, if
someone knows your user name and hops onto the
computer after you, ‘remember password’ will be the
same as you giving someone the keys to your house
or handing over your wallet – basically they can help
themselves!  So do your best to follow these simple
rules, so you can have the most secure passwords in
town!

Easy Update for Web Pages
Do you visit the same Web sites often? Or, maybe
there’s a site you visited a long time ago and you’d
like to go back to it. Either way, you’re going to want
to see the most updated version of it and just calling it
up from your Internet Explorer Favourites button does
not necessarily mean this is the case.  You have two
options, you could call up the page and then click the
‘refresh’ button as below:

Refresh: This option forces the screen to redraw the
currently displayed page and reload all images, giving
you the latest version of the web page.

Or:

You could make a quick setting in your Web browser
of choice. If you use Internet Explorer, open it up and
go to Tools, Internet Options. Once you’re there,
look for the Temporary Internet Files section and
click on the Settings button. A new box will appear
and at the top there is a section that says ‘Check for
newer versions of stored pages’.  If you choose
‘Automatically’ Internet Explorer will check for the
newest version of the site every time you come back
to view it. 

Where Should Downloads Go?
When you download something to your computer
you’ve probably noticed that most of those
downloaded files go straight to your desktop. You
don’t actually have to accept this.  What I have done
is create a folder and called it ‘my downloads’ (yes,
very original!) and when I download something and
the prompt appears on the screen asking where I
want to save the files, I click into my folder. I find this
much easier, as I like to know where all my
downloaded files are located and I also think you
should keep the desktop screen pretty tidy.  It is not
necessary to do this, but I find it helpful. 

WebSites
www.sane.org is the web-link of SANE Australia, a
national charity working for a better life for people
affected by mental illness through SANE campaigns
for improved services for and attitudes towards,
people affected by mental illness.

www.schizophrenia.com is the website of an
American non-profit web community dedicated to
providing high quality information, support and
education to the family members, caregivers and
individuals whose lives have been impacted by
schizophrenia.

http://www.interdys.org/ takes you to website of The
International Dyslexia Association (IDA) is a non-profit
organization dedicated to helping individuals with
dyslexia, their families and the communities that
support them.

http://www.webmd.com/mental-
health/features/shopping-spree-addiction is an
interesting link takes you to an article on shopping
addiction from the WebMD website.
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 in this
newsletter are provided for information and learning purposes,
and to ensure our member base is kept aware of current issues
related to technology.  AngelaLewis@optusnet.com.au.
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Therapy has come a long way since Freud’s discovery
of talk therapy and dream analysis, as a way of
resolving repressed fears and anxieties of the
subconscious mind and Carl Jung’s more acetic
approach at resolving inner conflicts using dream or
shadow work and the collective unconscious. Shortly
following came Adler with his relatively brief and
supposedly more practical approach, which included
the importance of our place in family and society.
With him came the name Family Constellation and an
acknowledging of a certain “pecking order” in
families.  Since those early times we have had the
development of at least three very different camps,
firstly the science, evidence based approaches of CBT,
which have attempted to bring therapy out of the
unconscious, esoteric eras of Freud and Jung, into
more measureable, scientific methodologies and
around the same time, the development of the
Humanistic, Existential and Gestalt therapies. The
Humanistic approaches attempt to come to terms
with the paradoxes of freedom and responsibility,
existential givens, integration of emotions and ideas,
our ability to find “meaning” and the “I, thou”
relationship. Last but not least is the hypnotherapy
school, pioneered by the great hypnotherapist Milton
Erickson and the more recent developments in NLP,
EFT, EMDR and many other modalities that are too
many to list.

Intentions of Counselling and Therapy.
Some of the intentions of the therapeutic
process may be to change behaviour,
resolve inner conflicts, improve the ability to
relate and to locate and develop resources
that raise self esteem, encourage
empowerment and change perceptions. Up
until now, this has been done mainly in
personal therapy, focusing on the inner
construction of the individual, with often
little consideration of the person in their
family group or environment. With the
advent of Systemic Family Constellations as
developed by Bert Hellinger, a German
psychotherapist, since the 1990’s, a new
approach has emerged looking at each
person as continuing to be part of their
family of origin’s energy and intrinsically
linked to past generations.

Using the knowledge of the
innovators
Following on from the great innovations of
the work of Erickson, Virginia Satir’s
“sculpting”, Pearle’s Gestalt, Primal therapy,
Psycho analysis (Freud, Jung and Adler), TA
and Family Systems therapy, Bert Hellinger
has developed Systemic Family
Constellations, which is based on an archaic
Primal Order that he discovered when
working with family groups, which he calls
the Orders of Love.  Systemic family
Constellations philosophy takes the view
that we are each born as a smaller soul into
a larger family soul, that links us in the
present, to past generations. This system
holds the belief that all members have a

place and a right to belong. As long as each person
has their rightful place and accepts full responsibility
for themselves and the consequences of their actions,
the family energy is healthy and strong and the primal
love connections are felt by all, leaving each person
free to live their own life, while still maintaining a
healthy connection to their roots. 

What goes wrong in Families?
Systemic entanglements and dysfunctions occur when
tragedies, exclusions and denial take place in families.
This has the effect of taking away energy from certain
members and causing other members; often their
children or other relatives, to feel the need to support
them, compensate or identify with them or the
particular dysfunction, in some way. According to
Systemic Family Constellation philosophy and
practice, this is how dysfunction is passed on through
generations. Often one person in the present is
identifying with the dysfunctional unresolved energy of
an ancestor, even though they may not know the
person or the history of the family. 

What is a Constellation?
Constellation work is an energetic process that picks
up the underlying dynamics of the family. This is done
by setting up a constellation of a clients’ issue in a
workshop using representatives (or in a private
sessions using symbols). From here it is possible to tap
into the family “energy matrix” and bring to light the
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Coming full Circle to Systemic Family
Constellations in personal therapy

Learn the art & practice of
Systemic Family
Constellations

in a professional and supportive environment.
The phenomenological, experiential, energetic approach to

improving relationships and self esteem.

Improve your effectiveness with clients.
Take your business to a new level.

Facilitate workshops or private sessions.

18-20 April, 16-18 May, 7-9 Nov.
Brisbane

For more information, email Yildiz Sethi at
support@familyconstellations.com.au

07 3862 2093 
www.familyconstellations.com.au

FAMILY CONSTELLATIONS PTY LTD.
International Registered Member of:

Deutsche Gesellschaft für Systemaufstellungen
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entanglement that is affecting the person and allow
the person and the family energy to find a suitable
resolution. Once a client sets up their issue using
representatives in the workshop, a field, which has
been called “the knowing field”, is set up and the
representatives start to notice feelings or mild
sensations in their body. From this, new information
may arise. The facilitator will then respond to the
energy field as the constellation unfolds and new
possibilities present themselves. The client does not
have to take the people of their issue to the workshop
or private session. This process is very much about
helping the client move towards a place of peace with
the family soul and “Acknowledging What is” Bert
Hellinger(1999)as a first step in their inner healing, in
a respectful way to all concerned. It is also about
encouraging each person to take full responsibility for
themselves. Perhaps this is also tapping into Carl
Jung’s idea of the collective conscious of families and
groups. It is found in a repeatable way, that tapping
into the energy of a family via the clients issue, can
resolve something for the client and give them a
different perspective and often settle the energy of the
other members of the group or family as well. After a
family Constellation is very commonly for other
people in the family group of the client, to report
changes in themselves and their perceptions or
feelings, even though they may be unaware of one of
their family doing a family constellation. So in seeking
a resolution for the client, often the rest of the family
may notice some positive effects. In fact the main
purpose of a Family Constellation is to help the family
feel the Primal love that connects them all. Love is a
great healer.

According to Eva Madelung/Barbara Innecken,
(2004),

“The inner parts of a person are often interwoven
with external family members. When we set up a
family in a constellation as we see them, we are
representing the effects they have on us.  That is why
when we set up our family, are we not also setting up
our inner family, the inner parts of ourselves?”

The macro and the micro coming together
for a more integrated approach.
It seems there is a place in 2008 to facilitate our
clients gaining a reconnection or resolution with their
roots and their family soul respectfully,  in order to
release them from any entanglements and to help
them let go of any secondary emotions they may be
carrying for other members of the group. Many of us
appear to be born into a sense of sadness, guilt,
shame, anger, isolation, suicidal tendencies, or any
other baggage which we continue to carry, but is not
personally ours. It is a paradox that the resolution with
the family soul is the very thing that allows the client
to gain the freedom and autonomy to live their life
with more freedom and choice, so that the client may
face the world with more strength and optimism.

There also continues to be a place for resolving inner
conflicts using CBT or any of the Humanistic
therapies, NLP, or Hypnotherapy in order to facilitate
change of behaviour, belief or perception and
personal development.  However with an awareness
and the skilled use of both of these perspectives,
looking at the bigger picture of the client’s
entanglements in their family of origin and then

helping them to resolve their inner conflicts, we in the
counselling and psychotherapy professions can offer a
truly effective, holistic service to our clients. In fact in
light of this new development in therapy, to attempt
to help a client with personal empowerment without
the consideration of the bigger energy field that he or
she is caught up in, may often be missing the mark. 

A person trying to find solutions in dealing with her
delinquent child may first need to look first at her
relationship with her parents before she can
confidently gain respect from her children. Hellinger
(1999) Acknowledging what is. It may be necessary to
disentangle yourself from your parents in order to be
free to welcome a new partner into your life on a
more permanent basis. Perhaps the reason that you
do not seem to be able to move on to other love
relationships is due to a strong bond still existing
between you and a partner form long ago when it
ended badly. Leibermeister.S. The roots of Love
(2006)

In 2008 and beyond, more therapists are beginning to
see the value of a more integrated approach to
counselling and therapy and realizing the value that
the pioneering and innovative earlier therapists can
offer us in a modern context. We have no need to re-
invent the wheel and we can continue to pick styles of
therapy according to our personal preferences and to
develop a more holistic and integrated approach.
However, Systemic Family Constellations continues to
develop since its inception and development by Bert
Hellinger, in the hands of many renowned therapists
all round the world, and is likely to infiltrate many of
the new therapies being developed now and into the
future. It is a timely reminder to us not forget, that we
are all connected and that each of us is a soul within
the family soul, that exists within the larger cultural
soul and within the greater soul of Humanity. We are
not alone.

References.
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Name Base Suburb Phone Qualifications PP Hourly Rate Medium
NEW SOUTH WALES

Cate Clark Albury 02 6041 1913 or Face to Face, 
0428 411 906 Grad Dip. Mental Health, Supervisor $75 Phone, Group

Martin Hunter-Jones Avalon Beach 02 9973 4997 MA, A d. Ed Ba Psych, Philos $100 Face to Face, Phone, Group
Jennifer Cieslak Bathurst 02 6332 4767 Mast. Couns., Grad Dip Couns, Supervisor Trng $77 Face to Face, Phone, Group
Patricia Newton Dee Why / Mona Vale 02 9982 9988

or 0411 659 982 RN, Rmid, Grad Dip Couns, Cert CISMFA Trainer, Cert Supervision $100 Face to Face & Group
Carol Stuart Bondi Junction 02 9387 7355 Dip. Prof. Counselling, Supervisor Trng, Workplace Trainer $88, $70 (conc.) Face to Face, Phone
Heidi McConkey Bondi Junction 02 9386 5656 Dip Prof. Couns. Prof. Sup (ACCS) $99 Ind, $33 Grp Face to Face, Phone, Group
Gary Green Brighton Le-Sands 02 9597 7779 MA Couns.(Psych.UWS), Grad Dip Couns.(Spo. Perf. Psych.ACAP), 

Dip T.A.(ATAA), Cert. IV Assess. Work. Train.(ISA), Cert. IV Ret. Man. (ISA) $150 Group and Phone by Negotiation
Thomas Kempley Green Point 0402 265 535 MA Counselling, Supervisor Training $55 Face to Face, Phone, Group
June Wayne Haberfield 02 9797 6415 MA. Psych, Clinical APS, MASCH $70 Face to Face, Phone, Group
Erica Pitman Bathurst 02 6332 9498 Supervisor Training (ACAP) Adv Dip App Soc Sci (Counselling)

Reg. Mem. PACFA, Clinical Mem. CAPA, Cert IV Workplace Training $85 Face to Face & Phone
Robert Scherf Tamworth (02) 6762 1783

0403 602 094 Registered Psychologist $120 Face to Face, Group
Samantha Jones Lindfield 02 9416 6277 Clinical Hypnotherapist, Supervisor Trng $90 Ind, $40 Grp Face to Face, Group (2 hrs)
Lidy Seysener Mona Vale 02 9997 8518 Cet Couns & Psychotherapy Prof Sup (ACCS), Masters NLP $150 Face to Face, Phone, Group
Sarah McMahon West Penant Hills 0414 768 575 BA (Psych); PG Dip Psych) COA of Supervision (CCC) $100 Face to Face, Phone, Group
Irene Colville North Manly 0439 905 499 BA, Psychology, Hypnotherapy, Supervisor $90 Ind, $35 Grp Face to Face, Phone, Group
Brigitte Madeiski Penrith 02 4727 7499 Dip Prof. Couns. Dip Womens Dev, Dip PSC, Superv. Trg (AIPC) Neg. Face to Face, Phone, Group
Sue Edwards Alexandria 0413 668 759 Dip Prof Couns, Supervisor Trg (ACCS), CMCCA, CPC, Dip Bus Admin, 

Cert Train & Asses. $88 Face to Face, Phone, Group
Patriciah Catley NSW 02 9606 4390 Dip Couns., Dip . CI. Hypno, Supervisor, Mentor, EN NLP $90 Face to Face
Elizabeth Lodge Silverdale 02 4774 2958 Dip. Coun, Dip. Psych, Dip. Hyp $70 Face to Face, Phone, Group
Grahame Smith Singleton Heights 0428 218 808 Dip Prof Couns, Supervisor Trg (AIPC) $66 Face to Face, Phone, Group
Donald Marmara Sydney 02 9413 9794 Somatic Psych. Cert. Dev. Psych $120 Face to Face, Phone, Group
Nora Huppert Sydney 02 9181 3918 Family Therapist Neg. Face to Face, Phone, Group
Dr Randolph Bowers West Armidale 02 6771 2152 PhD., Med Couns. CPNLP,GCHE, BA,CPC, CMACA, RSACA $80 Face to Face, Phone, Group
Jacqueline Segal Wisemans Ferry 02 4566 4614 MA Applied Science, Supervisor Trg (AIPC) $80 Face to Face, Phone, Group
Michelle Dickson Crows Nest 02 9850 8093 or  $100 Ind $80 Grp Face to Face, Phone, Group

0408 230 557 BA.(Hons), PDDip.Ed.(Adult), PGDip.(Child Dev.), Clin.Sup. Stu. Dis & Email
Karen Daniel Turramurra 02 9449 7121 Expressive Therapies & Sandplay Therapy, Supervisor. Traing., (ACCS) $120 / 2hr Session Face to Face
Rod McLure Bondi Junction 02 9387 7752 Supervisor Training (ACCS), Psychotherapist $110 Face to Face, Phone, Group
Brian Edwards Forresters Beach 0412 912 288 B. Couns UNE, Dip Counselling $65 Face to Face, Phone, Group
Brian Lamb Hamilton 02 4940 2000 B Couns, Supervisor Training $88 Face to Face, Phone, Group
Roy Dorahy Hamilton 02 4933 4209 Supervisor Training $88 Face to Face, Group
Sharron Mackison Chatswood 02 9413 3529 Supervisor Training (ASCH) $70 Face to Face, Phone, Group
Lorraine Dailey Maroota 02 9568 0265 Masters Applied Science Supervisor Clinical $90 Face to Face, Phone, Group
Heidi Heron     Sydney     02 9364 5418 or $120 ind/

0414 366 003      AIPC Sup Training, CMACA       $75 grp/2 hrs     Face to Face, Phone, Group
QUEENSLAND

Christine Perry Albany Hills & Beerwah 0412 604 701 Dip. T., B. Ed. MA Couns, Cert IV Ass & Work Trng $66 Face to Face
Carol Farnell North Maclean 0410 410 456 B Psych (H), B Bch Sc $100 Face to Face, Phone, Group
Rev. Bruce Lauder Fitzgibbon (07) 4946 2992

0437 007 950 Bach Theology $75 Face to Face, Phone
Dr Eunice Ranger Caboolture 07 5428 6341 Th.o MABA (Hons), Dip Prof Couns, Dip Prof Sup, Govt Trainer, Evaluator, Facilitator $100 Face to Face, Phone, Group
Myra Cummings Durack/Inala 0412 537 647 Dip Prof. Couns. Prof. Supervisor Training (AIPC) $66 Face to Face, Phone
Cameron Covey Eumundi 07 5442 7107 or 

0418 749 849 Grad Dip. (Couns.), BA (Beh.Sci), Prof. Sup (AIPC) $88 Org $66 Ind Face to Face, Phone, Group
Judy Boyland Springwood 0413 358 234 Dip Prof Couns., Supervisor Trg (ACCS) Cert. Reality Therapist, M Ed $75 Face to Face, Phone
Philip Armstrong Grange 07 3356 4937 B. Couns., Dip Psych, SOA Supervision (Rel Aust) $88 Ind $25 Grp Face to Face, Phone, Group
Bob Pedersen Hervey Bay 0409 940 764 Dip. Pro.Couns., Dip. Chr. Couns. Neg. Face to Face, Phone, Group
Gwenda Logan Kallangur 0438 448 949 MA Couns., B. Soc Sc., IV Cert Workpl Ass & Trng, JP (C/Dec) $100 Face to Face, Phone, Group
Boyo Barter Wynnum & Coorparoo 0421 575 446 MA Mental Health, Post Grad Soc Wk, BA Wk, Gestalt $80 Face to Face, Phone, Group
Beverely Howarth Mitchelton 07 3876 2100 Dip Prof. Healing Science, CIL Practitioner $120 Face to Face, Phone, Group
Kaye Laemmle Southport, Gold Coast 07 5591 1299 Dip Prof. Couns., SOA Supervision (Re. Aust) $80 Face to Face, Phone, Group
Dr. David Kliese Sunshine Coast 07 5476 8122 Dip. Prof. Couns. Prof. Sup (AIPC), Dip Clin Hyp. $75 Face to Face, Phone
Dr John Barletta Grange 0413 831 946 PhD, Psych Board Accreditation, Grad Dip Couns, Registered Psychologist $100 Face to Face
Stacey Lloyd Brisbane South 07 3420 4127 or 

0414 644 650 MA (Couns), BA (Psych), Dip.Bus (Mgnt), Cert IV Trng & Asst $90 Face to Face, Phone, Group
Lorraine Hagaman Bridgeman Downs 0413 800 090 M.A., Social Science, B. Bud Comm., Supervisor $85 Face to Face, Phone, Group
Wendy Campbell Eumundi 07 5456 7000 or

0437 559 500 Registered Psychologist $80 Face to Face
Yildiz Sethi Hamilton 07 3862 2093 B.Ed. Grad Dip Couns, Dip Hypnotherapy, NLP Pract. Prof. Sup. (ACCS),

Family Constellation, Brief Therapist, Educator ACAP, LP Pract. $80 Ind, $25 ea Grp Face to Face, Phone, Group
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Name Base Suburb Phone Qualifications PP Hourly Rate Medium
QUEENSLAND

Catherine Dodemont Grange 07 3356 4937 B SocSci (ACU), MCouns, ACA accredited Supervision Workshop, TAA40104, Face to Face, Phone, Small   
Pre-Marriage Educator (Foccus), CMACA $95 Group, Long Dist. Phone

Edward Riley Hope Island 07 5530 8953 B.Ed. MPA, Grad Dip SocSci (Counselling), MA, Clinical Membership, QAFT $88 Face to Face, Phone, Group
Roni Harvey Springwood 07 3299 2284

or 0432 862 105 Master Counselling, Lifeline Sup Training, KBC Baptist accredited $70 Face to Face, Phone, Group
Alison Lee Maroochydore 0410 457 208 Masters Gestalt Therapy $100 Face to Face, Phone, Group
Lyn Baird   Maroochydore   07 5451 0555 or 

0422 223 072      GD Counsell, Dip Psych, SOP Supervision    $77.00 Face to Face, Group
VICTORIA

Deborah Cameron Albert Park (03) 9893 9422 M.Couns (Monash), SOA Supervisor Training,
0438 831 690 M Spec Ed (Spnds) (Deakin) B.A/ (S.Sc) (Deakin) $99 Face to Face, Phone, Group

Claire Sargent Canterbury 0409 438 514 BA Hons Psychologist $110 Face to Face, Phone, Group
Veronika Basa Chelsea 03 9772 1940 BA Dip Ed., MA Prel Ling., Dip Prof Coun., Supervisor Trng $80 Ind, $25 Grp Face to Face, Phone, Group
Miguel Barreiro Croydon 03 9723 1441 BBSc (Hon) Psychologist $90 Face to Face, Phone, Group
Sandra Brown Frankston 03 9783 3222 or 

0413 332 675 B. Ed Stud (Mon), Dip Prof. Couns., Dip Clin. Hyp, Prof. Sup (NALAG & ACCS) $77 Face to Face, Phone, Group
Carol Hardy Highett 03 9558 3980 Dip App Science (Couns) Grad Cert Bereavement Cert IV Asst & 

W/place Training & Adv Dip SO Therapy, Prof supervisor $75 Face to Face, Phone
Michael Woolsey Seaford 03 9786 8006) Registered ACA supervisor $80 Face to Face, Phone
Geoffrey Groube Heathmont 03 8717 6953 Dip. Prof. Couns., Prof. Supervisor Trg (AIPC) $75 Face to Face, Phone, Group
Elena Zolkover Hampton 03 9502 0608 ACA Supervisor, Loss & Grief Counsellor, Adv dip Couns Swinburns, BSW Monash $80 ind / $20 grp Face to Face, Phone, Group
Molly Carlile Inverloch 0419 579 960 RN, B.Ed. Stud., Dip Prof Couns, Supervisor AICD Dip $100 Phone
Gerard Koe Keysborough 0403 214 465 Teach Cert., BA Psych, MA Past Couns. $70 Face to Face
Hans Schmid Knoxfield 03 9763 8561 Dip. Prof. Couns. Prof. Superv. Trg. (HAD) $70 Face to Face, Phone
Sharon Anderson Nunawading 03 9877 3351 Registered Psychologist $90 Face to Face, Phone, Group
Sandra Bowden Rowville 0438 291 874 Dip. Prof. Couns., Prof. Supervisor Trg (ACCS) $60 Face to Face & Phone
Anita Bentata Richmond & Montrose, 03 9761 9325 or Cert, Prof,Sup (ACCS), Bach. Human Serv (Human Dehav), Psychtherapy & Couns. $90 Face to Face & Phone

0438 590 415
Barbara Matheson Hallam 03 9703 2920 Dip. Appl Sc (Couns.) AAI, Prof. Sup (ACCS) $66 Ind, $25 Grp Face to Face, Phone, Group
Rosemary
Caracedo-Santos Ocean Grove, 03 5255 2127 Dip Prof Couns, Cert IV Health Clinical Hypnosis $66 ind, $35 group Face to Face & Phone
Joanne Ablett Phillip Island 03 5956 8306 B.Ed, AdvPract, Cert in Expressive Therapies $60 Face to Face, Phone, Group
Zoe Krupka Seddon 0408 880 852 Cert Prof Supervision $100 Face to Face, Phone, Group
John Hunter Kew East 03 9721 3626 Bach Counselling, supervisor Training $100 Face to Face, Phone
Christopher Caldwell Sassafras 03 9755 1965 Reg Psych $90 ind / $30 grp Face to Face, Group
Donna Loiacono Nunawading 03 9877 3351 Reg Psych $90 Face to Face, Phone, Group
SOUTH AUSTRALIA

Odette Reader Salisbury 0411 289 869 Cert IV Training & Assesment, Adv Dip TA, $100 Face to Face, Phone, Group
Kerry Cavanagh Adelaide 08 8221 6066 B.A. (Hons), M. App. Psych. $130 Face to Face, Phone
Adrienne Jeffries Erindale 0414 390 163 BA Social Work, Dip Psychosynthesis $85 Face to Face, Phone, Group
Moira Joyce Frewville 1300 556 892 B. App Sc (Soc Wrk), Cert Mediation, 

Cert Fam Ther, Cert Couple Ther, Supervisor Trng $100 Face to Face, Phone, Group
Anne Hamilton Gladstone 08 8662 2386 Grad Dip Mental Health, Supervisor ACCS $66 Face to Face, Phone, Group
Yvonne Howlett Sellicks Beach 0414 432 078 Reg Nurse, Dip Prof. Couns., Supervisor Trng (AIPC) $100 Face to Face, Phone
Dr Nadine Pelling Adelaide 0402 598 580 M.A. Ph.D Psychologist & Counsellor $100 Face to Face, Phone, Group
Maurice Benfredi Glenelg South 08 8110 1222 Grad Dip Hlth Couns, Dip Counselling and Comm, Advanced Dip Appl Soc Sc $90 Face to Face, Phone, Group
Carol Moore Old Reynella 08 8232 7511 Dip. Prof. Couns. B. Bus HRD, Prof Supervisor $99 Ind, $35 Grp Face to Face, Phone, Group
WESTERN AUSTRALIA

Christine Ockenfels Lemming 0438 312 173 MA. Couns., Grad Dip Couns. Dip. C. Couns. Sup Trng (Wasley) $66 Face to Face, Phone
Dr Kevin Franklin Mt Lawley 08 9328 6684 PhD (Clin Psych), Trainer, Educator, Practitioner $100 Face to Face
Carolyn Midwood Sorrento/Victoria Park 08 9448 3210 MA. Couns. NLP, Sup Trg, Dip Prof. Couns. Cert IV Sm Bus Mgt $110 Face to Face, Phone, Group
Eva Lenz Fremantle 08 9336 3330 Adv. Dip. Edu. Couns., M.A., Religion, Dip Teach $75 Face to Face, Phone, Group
Lillian Wolfinger Yokine 08 9345 0387 Professional Supervison $60 Face to Face, Phone
Beverley Abel Scarborough 08 9341 7981

0402 902 264 Registered Psychologist $110 Face to Face
Deidre Nye Gosnells 08 9490 2278

0409 901 351 Supervisor Training $80 Face to Face, Phone, Group
John Dallimore Fremantle 0437 087 119 COA of Supervision (CCC) B. Couns B. Appl. Psych $90 Face to Face, Phone, Group
TASMANIA

David Hayden Howrah 0417 581 699 Dip. Prof. Couns. Prof. Sup (AIPC) $80 Face to Face, Phone, Group
NORTHERN TERRITORY

Rian Rombouts Parap 08 8981 8030 Dip Mental Health, Dip Clin Hypno, Supervisor Trg $88 Face to Face, Phone
Margaret Lambert Brinkin 08 8945 9588 $80 ind

0414 459 585 Dip.T, B.Ed, Grad.Dip.Arts, Grad.Dip.Psych., B.Beh.Sc.(Hons). $120 group Face to Face, Phone, Group
SINGAPORE

Hoong Wee Min Singapore 65 9624 5885 MA Social Science, Supervisor Trng $100 Face to Face & Group 
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Websites that work
Private practitioners are always
asking me if they need a website.
The reality is they are probably
better putting their efforts into
helping their practice stand out
from the others and physically
meeting referrers of their ideal
clients, than spending lots of time
on the computer. But in this day

and age, having a good website presence is also
needed. I have been hearing more and more new
clients saying that they are finding me through my
website. Other practitioners with a strong web
presence are also reporting the same. So what can
you do to get the most out of your website? Here are
my top 10 tips for doing so.

1. Firstly, ensure that your website is targeted
towards your ideal clients. So, you first need to
be clear about who your ‘A’ clients are. Of course
targeting well your ideal clients is valid for any
marketing materials you produce. My site, for
example, is targeted at people with relationship
difficulties and the mentoring and seminars I
provide for counsellors and other helping
professionals.

2. The content has to appeal to the WIFM (what’s
in it for me) factor - from the client’s perspective.
So put less effort into writing about yourself and
more energy into giving people reason to visit and
return to your website. What are your ‘A’ clients
looking for from your site? The answer typically is
information that can help them address problems
with which they are dealing. My website currently
offers people free newsletters, e-books, articles,
audio interviews, and quizzes, as well as
opportunity to register for my seminars, contribute
to a discussion forum, purchase resources, and
find out about my practice. Now my current
website is the 5th I have had and has been
developed over some time, so please do not feel
the need to provide so many features.

3. Find a way of capturing the details of visitors
to your website. Providing opportunity for people
to receive a special report written by you in return
for subscribing to your monthly e-newsletter can
be a good way of capturing people’s details. You
could also use an e-book written by someone else,
as long as you have their permission. The
important thing here is that the special report or
e-book needs to appeal to your ideal clients. I have
bundled together a number of e-books and e-
courses on the products page of my website, some
of which you could use as incentives for people to
sign up to your newsletter.

4. Stay in touch with people who visit your site.
A great way to do so is through a newsletter sent
by email. Can you write 4 paragraphs on your
areas of interest once every month? I am sure you
can. This is a great way of also staying in touch
with your current clients and referrers as out of
sight can often mean out of mind. You can also

use your newsletter to promote anything new you
are doing.

5. Ensure you can change the content of your site
by yourself. Invariably you will want to change the
content or add articles or information about what
you are doing. Fortunately, websites have become
more user-friendly and you do not need a degree
in computer programming to manage the better
ones yourself. Find a website developer who will
set you up with a site you can manage yourself.

6. Use a website address that is easily spelled and
remembered. If your website address has hyphens
or unusual spelling, change it. For some years, I
used www.counsel.com.au but would you believe
that people had trouble remembering it and often
had trouble spelling it? Eventually, someone
suggested I change my website address to my
name, which people tended to remember more
easily – www.kenwarren.com.au

7. Include your contact details on every page of
your site. Don’t make it difficult for people to
contact you. Why should they have to click
through before they find your details when you
could include them at the bottom of every page,
for example. I am often amazed at sites that do
not even include an email address or telephone
number.

8. Place a good photo of yourself on your site.
Ideally, it should be on your website banner so it
appears on every page. But at the very least,
include it on the page that has information about
you. A good picture helps people to begin building
a relationship with you.

9. Promote your website in all of your marketing.
Apart from listing your website on your business
card and practice brochure, how about mentioning
it on your answering machine message? You could
even direct people who enquire about your
services to your site. I often say to callers there are
some free articles on my site, some of which may
be relevant to their circumstances.

10.Maximise the likelihood of a higher listing in a
Google search. You can do this by researching
the common words people use when they search
for the services you provide and then include these
in the content of your web pages. For help with
this, you can download a free program at
www.goodkeywords.com or you can hire a web
designer to do this for you. Presently, it also helps
if you arrange reciprocal links between your site
and other sites. The more people click to your
site, the higher the listings. You can also pay for
advertising in the side bar of Google searches.
Details on advertising with Google can be found at
www.google.com

Well-designed websites can help to build a relationship
with potential clients, add value to what you do, and
help to build your business. Don’t be left behind.

ACA

Private Practice with Ken Warren
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My website
currently offers

people free
newsletters, e-
books, articles,

audio interviews,
and quizzes, as well

as opportunity to
register for my

seminars,
contribute to a

discussion forum,
purchase

resources, and find
out about my

practice.

Ken Warren runs a successful counselling practice on the Sunshine Coast (Qld). He specialises in mentoring
counsellors throughout Australia to succeed in private practice. Download a copy of his free e-book on
private practice through www.kenwarren.com.au
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Set Yourself Free
Written by Shirley Smith

The Radiant Group.

Shirley Smiths book on co-
dependency and compulsive
addictive behaviour is refreshing
in its style and presentation.  First
published in 1990, this
anniversary edition is
contemporary and maybe even

more relevant in today’s world.  Although a book on
therapy, it is not a text.  This book is about recovery.
It reviews the persons current behaviour in terms of
identifying the causal events holistically.  With this
done, suggestions of how to recover from this early
damage are examined.

Although the term holistic may conjure a picture of
shamanism to some, more practitioners are seeing
that the integration of practices and practitioners to
provide total health and well being for the client are
engaging in holistic modalities.  Shirley engages the
reader through a holistic approach and uses plain
language and case examples to make sure her work is
well understood.  Holistically, Shirley ensures that that
the totality of the person, mind, physical, emotions,
feelings and spirituality are all considered.

In the introductory stage it is pointed out that bar a
very few percent of people, we all come from or
experience some dysfunctional environments or
elements in our growing stages.  These may be
individual or combinations of a family, societal,
religious or educational nature.

The first part of the book considers all the aspects
that may lay the foundations of later faults, childhood
roles, forms of abuse, distorted realities and co-
addictive relationships.  The veneers of life are peeled
away to expose the roots that nourish later
misconceptions and malpractices. Plenty of examples
and case histories provide the understanding of this
transmission of what may appear as simple childhood
learning later developing into the injurious practices of
co-dependency and addictive behaviours.

The second part leads to the recovery process.  The
first step is for the person seeking within themselves
and redefining their boundaries and establishing their
individuality.  From this base the individual can move
forward experientially towards, ultimately, love and
relationships.

I like this book.
Reviewed by John Dunn 

Redeeming Grief:  Abortion and its pain 
Written by Anne R. Lastman

In Redeeming Grief, Anne
Lastman has written insightfully,
about abortion and its pain,
based on her own ‘redemptive
journey’ and twelve-years as a
post abortion grief counsellor.

The book is replete with some
of these heart felt personal
stories, and testimonials to
Anne’s work which has helped them to

overcome, the resultant and destructive symptomatic
affects of their loss, sadness and the pain of the ‘Post
Abortion Syndrome’.

Anne’s own ‘redemptive journey’ and counselling of
over a thousand individual experiences, has shaped
her ‘recovery strategy’. Working with these special
women, she aims to resolve and bring closure, to the
grief of ‘their lost gifts’ (infants). Utilising prayer,
visualization and a spiritual process, Anne formalizes
and enables the women to develop a relationship with
their ‘gift’ and so become free of guilt and self-blame.

Initially Anne’s book sent me into a journey of self-
exploration, questioning my beliefs, sensitivity and
position on abortion. As it seemed, I had somewhat
blithely thought of myself as being in the ‘pro-choice -
but not for me camp’. The preciousness and sanctity
of life is a given, but this book has enabled me to
develop a deeper emotive feel, and awareness, to this
special grief and loss, which I believe will assist my
clinical work.

Anne boldly states, the importance of her spiritual
beliefs, and acknowledges that her love of God and
the Catholic faith plays out in shaping all aspects of
her life, so naturally ‘Redeeming Grief’ is strongly
influenced by those same heartfelt beliefs. 

The Catholic based philosophical and redemptive
aspects, may exclude some readers. I felt disconnected
whenever the writing drifted into doctrinal language.
‘Redeeming Grief’ has the imprimatur (sanction) and
‘Nihil Obstat’ from the Catholic Church, which is an
official declaration and sanction that a book or
pamphlet is free of doctrinal or moral error. 

In conclusion, the Catholic emphasis throughout the
text, will not sit comfortably with many practitioners in
the mainstream, which is a pity, because, it offers an
opportunity to reflect upon our own beliefs, and to
gain insight into alternative theoretical foundations.
However, ‘Redeeming Grief’ will find its place within
practices and services with the same, or similar
philosophical, faith-based approach. 

Reviewed by Patricia Spencer

Risking Being Alive: The Wisdom of Now’
By James Oldham, Yaro Starak and Tony Key.

This book is clearly written and
very practical, applicable to a wide
audience and not just for students
of Gestalt. The main message is
to seek greater awareness and
more engagement with life in the
present. Knowing how we limit
our awareness, leads to
possibilities for expansion of it.
We are involved in a continual
process of metamorphosis.
Who we are changes from moment to
moment and it is this constant change-ability that is
the criterion for truly being alive. Being in real contact
with ourselves and others means knowing what we
feel and who we are at that moment. Disowning parts
of ourselves inhibits our ability to respond.

There are many creative examples given by the
authors for testing outcomes and improving

Book Reviews

Set Yourself Free
Written by 
Shirley Smith

Redeeming Grief:
Abortion and its
pain
Written by
Anne R. Lastman

Risking Being Alive:
The Wisdom of
Now’
By James Oldham,
Yaro Starak and
Tony Key.
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Alone Together
By Katrin Bentley

communication. For those who have difficulty
communicating emotionally, Chapter 7 brings
attention to the muscle tension related to
suppressed/unexpressed emotions. The exercises are
very effective for demonstrating how the body holds
and registers emotion and how the use of words like
“should” or “can’t” reveal a lack of personal
involvement/responsibility.

Chapter 9 includes role playing suggestions, such as
exaggerating emotions or behaviours that are
considered undesirable to bring about change toward
alternative behaviours. The key is in fully
experiencing the behaviours which then leads to
lasting change.

The content on dream work is also very valuable. The
Gestalt premise, and one I wholeheartedly agree with,
is that understanding dreams or interpreting figures
within them is best done by the dreamer, not the
therapist. All parts of the dream, including the whole
of it, can be connected with in open dialogue, and
again, straightforward ways are suggested for
achieving this.

Overall, this book is a thorough and dynamic manual
for increasing awareness and personal wholeness.

Reviewed by Ann Maree Billings

Alone Together
By Katrin Bentley

Katrin Bentley has been
able to encapsulate the
importance of
understanding the dynamics
between Asperger’s
Syndrome and neurotypical
behaviours.

The author explains the
difficulties that Asperger’s Syndrome have in
passing on information given that they have no
concept of how to use words to achieve the
desired outcome. In other words, “not what we
say but how we say it.” Therefore, the chemistry
of conversation, of being unable to express,
encourage or inspire conversation becomes
difficult for the Asperger’s Syndrome sufferer.

Throughout this book the author has explained
the importance of attention to detail and visual
accuracy is far more developed in Asperger’s
Syndrome in comparison to the neurotypical.
Therefore the need for open communication
with relationships is paramount towards
understanding the emotional needs of others. 

Asperger’s Syndrome sufferers find
communicating highly stressful, the author
therefore highlights the importance of relaxation
time and method when trying to resolve issues.

In writing Katrin Bentley highlights the need for
reducing stress levels with Asperger’s Syndrome
sufferers has a positive affect on their
relationships. This sounds easy when the
Asperger’s Syndrome sufferer is constantly
stressed.

To understand the dynamics of this syndrome the
author decided to put herself in her partner’s shoes.
This task was not easy given that she had to
understand her own inner thinking when she was
under stress where certain day to day life stresses may
not be controllable.

This gave the author insight into her own behaviour
and the association to Asperger’s Syndrome.

Associative thinking is one of the main stresses in an
Asperger’s Syndrome person’s life and is at the worst
when the mind wanders. 

Ms Bentley associated massaging of the cerebellum as
a means for creating relaxation for an over-reactive
mind along with music, exercise and good food.

As a therapist, I thoroughly recommend the reading of
Katrin Bentley’s book, Alone Together, in order to
obtain a clear understanding what it is like to be
afflicted with Asperger’s Syndrome.

Reviewed by Jan Sherring
ACA
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