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ACA Restructure and Incorporation 

ACA is going through an exciting
change at the present moment. This
change includes a restructure of how
we work and a new constitution. The
new structure will see ACA become a
non-for-profit Incorporated
Association. The new constitution
has been written and will be

submitted to the government in the near future. The
change as in all changes will require significant
logistical and administrative effort. Although
technically ACA could implement this change in the
next few months there are logistical issues that need
to be addressed before the change over can be
affected. Amongst the most significant logistical
challenges is financial management. Our treasurer has
informed us that changing financials mid way through
a financial year is unwise and could create numerous
problems and a significant duplication of resources.
Therefore we have been advised that from a financial
and administrative perspective ACA should
incorporate on 1 July 2010 and not before. This will
mean future AGM’s and audits will be in line with the
end of the financial year.     
The restructure has also caused us to look at renewal
periods, which are based on the anniversary of joining
which means members are renewing all year round.
This in itself means many members do not remember
their renewal dates and ACA is forced to send out
several reminders to members. This is administratively
onerous and also makes budgeting difficult as money
is drip fed into the association. It is financially more
sensible for all members to have a common renewal
date and one that is in alignment to accounting
practices. This has several advantages such as
members can claim their professional fees back in the
space of a few weeks in their tax returns and ACA
will be able to forecast its budgets more effectively. In
the light of these issues it has been decided that all
memberships will now have a common renewal date
of June 30, effective as of 30 June 2010.
ACA will be implementing a pro-rata renewal and
membership fee as of 30 October 2009. All new
membership and renewal fees that fall between 30
September to 30 November will pay 75% of the
current annual fee; renewals and memberships that
fall between 1 January to 31 March will pay 50% of
the current annual fee; and memberships and
renewals that fall between April 1 and 30 of June will
pay 25% of the annual fee. When the annual renewals
are processed for the 30 June 2010 to 30 June 2011
period, members will need to submit an authority for
the new ACA Inc. so they can maintain membership
to ACA and eligibility to be registered on ARCAP. 
ACA has signed off on ARCAP and all those
members who have indicated they wish to be
registered on ARCAP are now registered. The register
of ACA members who are on ARCAP is held by ACA
and will be updated to the ARCAP web based register
once it is active. As of 1 July 2010 only those
members of ACA Inc will be eligible to be registered
on ARCAP under ACA. Therefore it is in every
member’s interest to ensure you have signed and
returned your membership form (included with your
renewal) prior to 1 July 2010. Member registration

numbers may change with the introduction of the new
system and your ACA Inc registration number will be
the one used for your ARCAP registration. All
members will be issued with a new Certificate of
Membership to ACA Inc that will also reflect your
category of membership. 
ACA is also in the process of redesigning its website,
which will be live in the next few months. The new
ACA Inc constitution will be displayed for member’s
interest on the new website and an ARCAP page will
also be incorporated into the site. Another new
addition to the ACA family and website will be the
first of several new professional colleges that ACA is
raising. The first is the ACA College of Counselling
Hypnotherapists which is chaired by Lyndall Briggs
whilst the two other Colleges are in the process of
being developed which are the College of Clinical
Supervisors and the College of Drug and Alcohol
Counsellors. Other Colleges will be developed during
2010.  The Medicare Public Awareness Committee
will also have a page on the new website, along with a
page that will introduce new members to the ACA
board. The current interim board whom will establish
the first Management Committee of ACA Inc. is as
follows:

President: SSiimmoonn  CCllaarrkkee
Vice President: BBrriiaann  SSuullll iivvaann PhD

Secretary/ CEO: PPhhiilliipp  AArrmmssttrroonngg
Treasurer: HHaarrrryy  DDaavviiss

Association 
Liaison Officer: AAddrriiaann  HHeellllwwiigg (President CCA

and PACFA council member)

Research Officer: NNaaddiinnee  PPeelllliinngg PhD

Academic 
Representative: AAssssoocc  PPrrooff  CClliivvee  JJoonneess PhD

Psychology 
Representative: TTrraavviiss  GGeeee PhD

Hypnotherapy 
Representative: LLyynnddaall ll  BBrriiggggss

Committee member: AAnnnnee  MMooiirr  BBuussssyy PhD

Committee member: JJaassoonn  DDiixxoonn PhD

The new web site and infrastructure will ensure that
ACA will be more than capable of expanding and
meeting the needs of members into the next decade.

ACA
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lA long time ago Real Me was loud. Mum said, “Sh,
you’ll wake the baby,” so Real Me tucked her loudness
into a Sack and kept it out of sight. When she went to
take it out again, Fear said No. One day Real Me was
proud, and Dad said, “I can’t stand people who blow
their own trumpet,” so Real Me put her pride into the
sack with the loudness. Fear said Best leave it there.
Real Me laughed in church and the minister frowned.
Fear said Quick, in The Sack, so Real Me shoved the
laughter in. At school she squealed with joy and the
teacher said, “Who made that awful noise?” She put
her joy in The Sack. As she grew bigger so did Fear.
She no longer waited for Them to disapprove; she
anticipated their reactions and put away her sense of
fun, her opinions, her questions and her tears. Every
time she put something in The Sack, Fear took its
place in her head and in her heart.
The Sack grew heavier with each passing year. She
lugged it behind her like a gammy leg. It slowed her
down and wore her out. She didn’t know The Sack
was there; she only knew she was so very tired. Fear
controlled her choices. She chose the wrong career,
married the wrong man.
The Sack bulged with resentment, guilt, regret, tears,
laughter, pride, humiliation, joy, sorrow, hurt and self-
hatred. The heaviest thing in The Sack was her anger
- there was so much of it. She didn’t feel like Real Me
anymore. She was False Me, but she didn’t know it.
She had simply forgotten Real Me existed. She knew
she wasn’t happy, but she felt powerless and stuck. 
After many years Spirit sent her a sign. She followed
the sign without knowing it and found a Teacher, a
Mentor. They talked and talked, many times for many
hours. False Me started to learn about The Sack and
the things in it. She started to see that she had
Choice. Bit by bit she gained strength, until she was
ready to make things change. Change was hard,
change caused trouble. Some of the things in The
Sack had been released, but it was still very heavy,
and sometimes she added to it without realizing, but
she made a commitment to herself to keep changing,
to keep releasing the things imprisoned in The Sack. 
She sought out ways to do this and people to help
her. Spirit sent things: books, friends, practitioners,
wisdom from other cultures, radio and TV shows, the
urge to write, her own intuition. She became more
skilled at noticing and following the signs. She spent a
lot of time and money and tried not to feel guilty
about it, because she knew that just made The Sack
heavier. Sometimes she thought she had released
something, only to find there was still some there,
further down. The work was hard; releasing things
took time, courage and persistence. At times she
wished she could stop and go back to being ignorant
False Me, but glimpses of Real Me and the gradual
lightening of The Sack kept her going. 
She learned how to listen to her Body, to recognize
when Fear was trying to take control, and to
counteract it with Truth. The glimpses of Real Me
grew longer and more frequent. She started to like
and encourage herself. She learned about
Forgiveness, which made The Sack much lighter. She
learned that she needed to forgive herself as well as
others; when this was achieved The Sack grew lighter
again. Each gain in Understanding brought more
energy, more Light, into her Being. For without

Understanding there could be no recognition of what
remained in The Sack, and therefore no release. 
She started to see that Freedom was attainable;
Freedom from, and Freedom to. She started to see
that she could be free from guilt, worry, fear and
hatred; free to love, laugh, express and trust.
She recognized that the things in The Sack all had
something to teach her; a gift or a blessing to offer, if
she would just examine them with new eyes. She
recognized that Real Me had known the Truth all
along, and that Real Me had always been with her,
like Dorothy’s red shoes.
False Me is still there; perhaps she always will be. But
with each release and its consequent gain, Real Me
grows bigger and stronger. After decades of living in
darkness she is stepping into the Light.
Sue Burchell… “I am not a counsellor, merely a
member of the public who has benefited from
quality counselling. The article I have written is the
story of my recovery after having counselling.”

ACA
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Abstract
At this beginning of the third millennium where Homo
sapiens has walked on the moon we have no
validated understanding of what makes people straight
or gay. These three papers seek to rectify this
absence. Paper 1 reviews the research literature. It
shows that this research is confused and stymied.
Paper 2 describes my doctoral research resolving this
long-standing why gay or straight question. Paper 3
explains this long-standing confusion giving
conclusions and implications. This trilogy aims to
clarify two issues for counsellors and psychotherapists:
(a) the origin and nature of sexual preference and (b)
order, and disorder, and its implication of a universal
precept underpinning rule of law.

Introduction
Classification is assumed in how we see things. For
instance customary language defines our human body
by physique, physically male or female. This societal
supposition is reifyingAA (see endnoteAA) and, therefore,
confusing. Historically biological science was confused
before biologists named species using a two-in-one
system of binomial nomenclature. For instance the
combined Latin terms for man and wise classifying
people as Homo sapiens. 
Linnaeus (1707-1778) devised binomial nomenclature
naming species by genus (Homo) and division
(sapiens). There were other species of mankind now
extinct (eg, Homo erectus). Gender derives from
Latin’s genus meaning birth, stock or race.
Binomial nomenclature names a group’s integer or
holistic-name first. Homo is differentiated into
divisions such as H. sapiens and H. erectus
recognising the prior whole or integer. This recognises
first their relationship of sameness (positive identity)
before their relationship of difference (negative
identity). Thus integer Homo is divisible into related
different parts sapiens and erectus by differentiation.
Whole is first before part; higher-order integrating
lower-order. Dividing by segregation is different from
differentiation.
Linnaean classification uses ideas of General Systems
Theory codified later in 1968 by von Bertalanffy.
Telephone directory names have Linnaean order (eg,
Citizen John). However our familiar naming (eg, John
Citizen) is contrary; reversed with specifier John prior
to surname Citizen. With practice these classifications
are not confusing. Their grammars including rules of
order are not confounded. Once understood they are
not confused. People readily distinguish Linnaean and
familiar plant names (eg, Rosa canina and dog rose).
These two systems are generally differentiated, their
grammars not confounded. Sex and gender are
generally undifferentiated.
Sex and gender research should explain sexuality.
Unfortunately they are confused because they are
confounded in general and scientific usage. They get
used as though synonyms: like mistaking the (yellow)
moon for (yellow) cheese. Sex and gender share
common classificatory terms, example male (-sex) and
male (-gender). These males are not identical.

Reification of male gender to mean male sex confuses
the research literature. Customary use of this physic
paradigm (knowledge of nature) in Western culture
(eg, male and female physique) masquerades this
reifying paradigm. This reification is confounding; it
causes profound confusion generating ignorance
around sexual preference. John Carroll (2004) in The
Wreck of Western Civilisation: Humanism Revisited
gives examples and names this mischief. He does not
address havoc to human identity: this human
wreckage (disorder) is addressed here.
Confounding: Profound Confusion in the Scientific
Literature
Homosexual and heterosexual classify gay men and
(lesbian) women together separated from straight men
and women: gay or straight as though opposite
categories of classification. That binary (ie, 0,1)
either-or system was popular prior to the homosexual-
heterosexual continuum (ie, 0-1) developed by Kinsey
et al (1948). Constructed without higher-order integer
these analytic classifications are dual, creating
segregations like estranged religious and scientific
realities. Person, singular and plural; first-, second-
and third-person is inclusive of psychological,
biological, social and spiritual elements.
Those classifications do not group gay men and
straight women together though they have the same
sexual preference for men. Instead gay men & women
are grouped though their sexual preferences are
contrary and their physiques are contrary.
Segregating, those unnatural homosexual-heterosexual
classifications pre-empt understanding of sexual
preference. Segregation creates duality; human
estrangement includes subjective disorder of self and
objective disorder with other: respectively the mentally
disordered and disorderly criminal. 
Segregations (eg, sexism, racism) are socially
constructed. Lacking integer unity they instead create
incoherence, confusion; disorder. Differential
Linnaean classification was a paradigm shift in biology
as was the periodic table in chemistry. A paradigm
shift is required in Western scientific philosophy.
Especially in psychology which remains pre-
paradigmatic. A unified classification of person by sex
& gender creates understanding of sexual preference
(see Figure 1). Person is integer for much counselling
and psychotherapy.
Gender and sex both refer to male; and similarly
female. Gender and sex seem like synonyms. A similar
error would confuse Latin homo meaning mankind
(eg, Homo sapiens) with Greek homo meaning same
(eg, homosexual). Male-gender and male-sex may
seem identical because by custom we make that
wrong presumption. However these classify different
elements of human personality: what is psychically-
male (male psycheBB in person) and sociologically-male
(person who is bio-socially male).
This means that a person’s subjective (male or female)
gender might be independent of how that person is
genetically segregated and sexualised with male or
female physique. Conventionally we presume a man
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being biologically male is therefore also gender male.
This habit pre-empts the classification shown in 
Figure 1.
Natural philosopher Sir Isaac Newton (1642-1727)
transformed physical science culminating in classical
mechanics. Readers might be familiar with relativity,
quantum mechanics and unified field theory. Albert
Einstein (1979-1955) was thwarted — physics is not
unified — the macro- and micro-levels of matter, like
sex and gender, seem incompatible.
Psychologists, counsellors and psychotherapists are
today much influenced by human nature defined as
though physical (eg, conventional nature-nurture
debate). Is the primary nature of H. sapiens
immaterial? Does male or female gender cause and
differentially explain sexual preference? Is sexual
preference erotic; internal rather than external in
origin? Does sexuality have its origin in knowing prior
to knowledge? 
This research usually assumes physique as integer.
That reification creates wrong order (Franklin, 2008).
Confusion in the research literature is now further
clarified.

1. CLARIFICATION OF SCIENTIFIC TERMS
Deaux (1985) noted confusion of terms in her Sex
and Gender review. Moreover identity is generally a
philosophical rather than scientific question:
metaphysic rather than physic. I observed
confounding of external and internal frames of
reference in that research literature (Franklin, 1988).
Clarifying this confounding that confuses the living
social and psychological identities of men and women,
gay and straight, was prerequisite to my research. 

Sex
Sexual anatomy is generally determined by sex-
chromosomes, females have XX and males XY
chromosomes. This segregated pattern generally
determines sexualised anatomy in men and women.
Sexual identity can mean anatomical identity (eg,
male), identity (eg, man) and identification (eg,
masculinity). Sexual preference is generally included in
sexual identity (Shively and DeCecco, 1977) in which
case it has (mistakenly) an external frame of reference
into sexual biology and bio-socialisation.
Boys and girls mostly identify with their genetically

and socially constructed sexual
identities: homosexuals and
heterosexuals identify, transgender-
persons (once called transsexuals)
do not. Most people believe the
pre-emptive and reverse-logic that
male-bodied means gender-male
person.
Some future world may recognise
psychosocial identity formation
more fully. Boys becoming men
will develop male sexuality via
socialisation that develops them
personally instead of segregating
masculinity: similarly for females.
Bio-socialisation is instead a
socially constructed and
segregating conditioning-process
making sexuality biologically based
on childhood physique and
culturally inherited values in male
or female roles. A boy trying to
function in such a dysfunctional
system of received wisdom will
glean from that divisive teaching
that his socially constructed
masculinity is validated by that
dysfunctional system. Without
remorse or reflectivity he can
reflexively delude himself with
complete faith that maniacally
enacting his socially constructed
sex-role of bully is instead social
capability of an alpha-male
demonstrating leadership.
Sexual identification is colloquially
called masculinity (male social
sex-role) and femininity (female
social sex-role). This is not
equivalent with identity formation
including personality’s psychical
origin. It is a poor and manic-
depressive guide to becoming men
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and women. The endgame of this reflexive-failure of
identity formation is disorder (Franklin, 1988).
In summary:
A. Classifying men and women by their male or

female sexual anatomy (ie, sexual identity) is
generally unambiguous. In sex research this
biologically determined identity is named male or
female sex-role. It does not cause sexual
preference (Franklin, 1988). However some
researchers believe that it will be shown to have
bio-genetic origins (eg, Stein, 1999).

B. A person’s psychological identification (eg, boy,
man) with their (male) sexual anatomy is generally
unambiguous and is also called sexual identity. In
sex research this identification with own biological
anatomy is named (male or female) social sex-role.
Gay and straight men are equally masculine
whereas straight women are feminine. Bio-
socialisation does not cause sexual preference
(Franklin, 1988).

In conclusion boys and girls typically are differently
socialised; masculinity or femininity received from
segregated hand-me-down cultural belief. Sexism is
learned early, prior to religious and racial
segregations. However, there is no evidence in the
scientific literature that biology or consequent bio-
socialisation causes sexual preference. Some say the
jury is out, that genetic research will eventually show a
bio-genetic causality. Sex, an externalised frame of
reference, does not explain sexual preference.

Gender
Gender has in general usage the same meaning as
sex. As synonyms gender has like sex (erroneously) an
external referent into male or female physique. This
means that sex and gender research appears similar,
one using the term sex and the other preferring
gender. If sexual preference is not related to sexual
identity (and it’s not) then sexual preference
necessarily remains unsolvable mystery. That
undifferentiated paradigm creates mess. It is not ipso
facto sinful-sex or sexual preference ? especially gay ?
that is disordered. This confused science is itself good
example of disorder arising in wrong order.
Gender researchers, unknowingly, use an internal
frame of reference. Since male and female terms are
used by both sex and gender researchers some
confusion should be expected. Also, difficulty arises
when gender researchers try to identify the immaterial
male or female gender of a person’s psyche. When
this internal reference is used unknowingly, as in
gender research, a confusion equivalent to mistaking
religion and science ? and hence different absolute &
relative realities ? is unwittingly made. Not surprising
then that Deaux (1985) identified this research as
confused. Gender research is largely devoid of an
adequate theoretical framework, one internally
coherent and not reflexively externalised. Point of
view, whether scientific or religious, is singularly
compromised in that absence.
Is this confusion resolvable? Whereas sex researchers
can refer objectively to male and female physique,

COUNSELLING AUSTRALIA  VOLUME 9 NUMBER 3 SPRING 2009

62

If sexual 
preference is not
related to sexual
identity (and it’s
not) then sexual

preference
necessarily 

remains 
unsolvable 

mystery.

FAMILY LAW – FREE BOOK OFFER

Researching the Origin and Nature of Sexual Preference: 
What a Literature Review Shows (continued)



gender researchers seem only to have reference to
subjectivity. Put crudely sex researchers have handles
whereas gender researchers have immaterial
subjectivity. The in vivo question is existential: is
sexual preference an operantCC of gender identity?
Does straight sexual preference arise spontaneously or
not? Does gay? Researchers have devised objective
tests to measure a person’s psychological gender-
identity. There is some correlation evidence that these
objective measures of male and female gender predict
sexual preference. Additionally, there is no test known
to this author prior or since my research project
identifying this male or female nature. Naming a test
to measure male or female gender by belief (eg,
Freund et al, 1974) repeats received wisdom. 
A person’s psyche has gender: psychologically male
or female, not determined externally. Being male or
female without external cause means this innate
identity is subjective: true, not counterfeit. Does
gender identity of person — metaphysical male or
female being — cause sexual preference?
Boys and girls generally come to identify with and
express their gender identity. In boys gender identity
develops as male gender-role or female gender-role
depending on innate gender identity: similarly in girls.
This original role with its internal referent to their
male or female soul (ie, Eros or Psyche) is
hypothesised to have sexual preference as its operant.
In this research:
• Gender identity was tested as the endogenous origin

of sexual preference.
• A test was devised to nominally define gender

identity in participant groups.
Straight men as male bio-anatomical objects are
believed to be subjectively male. This a priori
catch-22 pervades the literature. This belief is
contradicted by transgender experiences and by the
general belief that gay-men are sexual inverts and
somehow female. In Gender Identity Disorder DSM-IV
states (1994, p532) that for trans-sexuality there
must be strong evidence of a strong and persistent
cross-gender identification, which is the desire to
be, or the insistence that one is, of the other sex. A
pervasive gender-sex confusion equating sex with
gender is evident. DSM-IV presumes the man-male-
heterosexual pre-empt. And transgressing this
socially-prescribed order is therefore somehow
disorder and not human sexual diversity.
While gay men commonly have suffered confusion as
boys because of negative sentiment and lingua franca
labelling (eg, sissy) they as adults know that they are
men. Gay men are not GID as defined in DSM and
are not confused by their integrated gender- and
sexual-roles.
In summary:
C. Gender role classifies male or female psyche (Eros

or Psyche) in personality. Gay or straight
preference — expressing innate gender identity —
is felt as knowing being and will. Sexual preference
is spontaneous, not sensorial, external or derived:
true. Women are mostly assumed to have female
gender-role and men to male gender-role.
Transgender experiences contradict these. Is
homosexuality a contradiction? Are we innately
male or female independent of genetic physique
and bio-social conditioning?

D. Identification is generally assumed by man-male-
heterosexual and woman-female-heterosexual
equations, catch-22 pre-empts excluding and
segregating homosexuals from a presupposed
normal pattern. What is the homosexual pattern?
How do gay men and women differ from those
one-hat-fits-all normal singularities? Historically in
Australian jurisdictions gay identity & identification
was mostly denied as criminal. Some, such as
Archbishop Pell and the Catholic Church, remain
wedded to that pre-empting reductionist worldview
including the view that gay is fallen. And thereby
institutionalising their causative role and promoting
disorder.

2. ORDER AND DISORDER
There is an extensive history of anti-gay sentiment
and behaviour. There is however no scientific evidence
that being gay is of disorder or is caused by disorder.
Evidence instead points to confounding in science,
religion and community creating confusion and socio-
cultural disorder.
These errors create socio-cultural disorder:
• Semantic error nominating female identity when

male is correct; and vice versa.
• Attributing wrong origin to sexual identity by

invoking dual homosexual-heterosexual classification
based on segregation instead of unified classification
based on relation. That dual socially constructed
physic-myth masks a delusion of reference to
physical body. Two recent extensive reviews (Stein,
1999; Holland, 2004) both attribute the origin of
sexual preference to a supposed biological origin.
The reification deluding society, creating wrong-
order and disorder, is pandemic.

• Not distinguishing gender and sex (eg, DSM-IV)
confounds internal and external frames of reference,
and causing confusion. Two errors of order are
evident:

� Errors of Omission
Gender and sex like fruit and apple are different
higher and lower orders of classification. Not
distinguishing instead equates fruit and apple,
arbitrarily melding different orders of taxonomic
rank like confusing generals and lieutenants. Gay
and straight men are very alike: they have positive-
identity (relationship) as men. As men they also
have negative-identity (relationship) in different
subjective genders; and these expressed as different
sexual preferences.
� Errors of Commission
Fruit and apple, and apple and fruit, are contrary
sequential orders. Learned guise, albeit unconscious,
can follow habits of wrong sequence such as a gay
man from childhood passing unintentionally
disguised as though straight. Similarly boys, straight
and gay, are bio-socially conditioned to be
masculine (segregated from feminine) instead of
socialised as manly (eg, collaborative with men &
women). Readings highlighting this masculine-
feminine segregation can be found in Sex Diaries
by Bettina Arndt (2009) and in Men Who Hate
Women and the Women Who Love Them by
Susan Forward & Joan Torres (1986).

Commissioning a failing existence for boys (and girls)
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induces disorder (eg, original sin). Parents and
surrogates such as schools and clubs in loco parentis
for unified society induce mania (eg, masculinisation of
boys). Society’s delusional insistence on wrong-order
— substituting the singularity of unity (one) for unified
whole (oneness) ? creates disorder (eg, segregation
instead of integration).
3. Different Origins, Same Names, Different Meanings
Freud (1915, footnote p219) in On Sexuality wrote:

It is important to understand clearly that the
concepts of masculine and feminine, whose
meanings seem so unambiguous to ordinary
people are amongst the most confused that occur
in science.

This remains true. Preparing my research project I
reviewed the literature. It should explain sexual
preference. Deaux (1985) in the Annual Review of
Psychology did not resolve the confusion nor identify
its confound-cause.
Words have a range of meaning. Like masculine and
feminine, male and female appear quite simple
however each has dual reference: metaphysic (gender)
and physic (sex). The puzzling reification causing
delusion is not recognised. In this pandemic confusion
the enigma that is sexual preference has instead long
remained. Conventional science especially psychology
has eschewed the subject (psyche) or
metaphysic, making inclusive scientific
understanding of sexual preference
impossible. The tree of knowing has
been forsaken for the apple of
knowledge: an ancient reductionism
institutionalised in religious & scientific
division.
Two common beliefs were suspended for
my research:

(i) That congruence of gender-sex
identity necessarily defines
heterosexuality.

(ii) That bio-anatomical (sexual)
identity necessarily defines gender
of self.

4. HIGHER AND LOWER ORDERS  
Gender in modern English language
refers to a classification corresponding to
male, female and neuter. Nouns, objects
such as table, have gender in some
languages. Table has no sexual anatomy.
Scientifically, gender refers to being male
or female: person’s psychological nature
(Franklin, 1988). Male or female gender-
identity is subjective because, and unlike
sex of body, it has no external referent.
Sexual preference, its operant, is
objectively its spontaneous expression.
Language changes; colloquially gender
nowadays refers not to gender of person
but to physique. Nowadays forms asking
biographical information ask gender
meaning male or female sex. This usage
further confounding gender and sex has
gained traction since the 1980s probably

due to the influential work of sexologist John Money.
He equated gender with nurture’s bio-socialisation
(Stein, 1999) and not with psyche’s innate nature.
This slip-sliding further demonstrates confounding of
internal and external frames of reference; subsequent
confusion of metaphysic and physic, and further
segregation instead of integration of religious
(knowing) and scientific (knowledge) realities.
Sex refers to the main divisions into which living
things are classified based on male or female sexual
anatomy. Sex is a division of gender, just as apple is a
division of fruit. When a biographical form asks your
sex it is not confounding sex and gender. 
Since the 1980s work exploring a possible biological
explanation of sexual preference has occurred.
Biology, not psychology, is the generally accepted and
unproven explanation. That evidence remains absent
as recent reviews below by Stein (1999) and Holland
(2004) show.
Gender with its subjective referent in male
psychological identity and sex with its external
referent in male biology both employ the same male
term: similarly female. Male has dual reference,
metaphysic and physic: as does female. A
differentiated instead of segregated classification is
required (see Figure 1).
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5. METAPHYSIC AND PHYSIC
Gender has metaphysic referent into being a person;
psychologically male or female. Integer and
metaphysic-whole, personDD is body-inclusive without
mind-body split. BodyEE has sexual anatomy: also male
or female. Our segregated-biology determines much
socialisation including how we as young children learn
sexism, racism and other delusions of order.
My research hypothesis was that gender determines
sexual preference. There was some prior correlation
evidence for this causal hypothesis (Bell et al, 1981;
Harry, 1983; Hooberman, 1979; Whitam, 1980).
However, scientific proof requires demonstration of
causal relationship (paper 2) not just correlation.
I now critique two extensive reviews since my
doctorate completed in 1988: the review-authors
express very different philosophies.

TWO RECENT REVIEWS
Stein and Holland agree that sexual preference is
confusing and that a biological explanation is wanting.
Their attitudes to homosexuality differ markedly.
Neither address the scientific-religious confound that
puts so-called material reality (physical body) prime to
metaphysic (personality). Society’s confusion of
objective & subjective identities and its reversed-order
are not addressed.

Edward Stein
• Stein, Edward. (1999). The mismeasure of desire:

the science, theory, and ethics of sexual
orientation. Oxford: Oxford University Press.

The Mismeasure of Desire reflects Stein’s
philosopher-background embracing metaphysics. He
defines metaphysics as the study of the kinds of
things that there are and the forms their existence
takes (p5). Metaphysics, I argue, includes heterosexual
and homosexual identity and the forms that these take
? heterosexuality and homosexuality. If sexual
preference has metaphysic-cause then customary
science including modern psychology, and anti-gay
religions, are counterfeit.
Stein demarcates science and metaphysic stating that
science is concerned with the details of the entities
that exist and the laws that operate on them (p5).
Therefore, if the origin & nature of sexual preference
is metaphysical and if sexual preferences both obey
the same law then the problematic state of sexual
preference is delusional artefact of customary science
and reifying psychology. Neither Stein, nor Holland
below, recognises in customary science the reification
or pre-empting of subjective knowing prior to
objective knowledge. This socially created delusion
lives on (psychosis) in the role of the closeted gay-
man.
He provides an extensive review of empirical research
since my research. This includes the emerging
scientific program (p120) based in neuroanatomy,
heritability and genetic linkage that suggests to many
people that sexual orientation requires a genetic or
biological explanation (p120). However biological
correlates with sexual preference do not demonstrate
causality even if we were to accept Stein’s reifying and
backwards premise that everything psychological is

biologically based (p120). He reiterates
the wrong-order hypothesis befuddling
people.
An alternative to biological determinism
remains the inversion assumption (p202).
Attributed to Karl Ulrichs (1825-1895)
homosexual men are construed as sexual
inverts, that is, female in a male body.
Stein states (p202) that this assumption is
present, explicitly or implicitly,
throughout almost all of the scientific
literature from Ulrichs to the present.
This inversion assumption ? this hand-me-
down assumption of gay inversion ? is
instance of what Stein calls (p348) the
tyranny of custom.
Stein accepts the scientific assumption and
consequent delusion that our human
nature is biologic-based rather than
relational. Natural lawFF equates human
nature with biology: Stein reiterates that
ancient physic-custom. That paradigm
espoused and in customary use is
counterfeit, even tyrannical. In Western
culture this counterfeit reality ? and
collective psychosis ? was personified as
Satan; an anthropomorphismGG.

Erik Holland
• Holland, Erik. (2004). The nature of

homosexuality: vindication for
homosexual activists and the religious
right. New York: iUniverse (author).
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The Nature of Homosexuality has 709 pages: 230
pages are appendices, glossary, references and index.
Nonheterosexuality — his preferred term and implicit
fallen-theory — includes 2451 references. This
encyclopaedia of empirical evidence is organised to
demonstrate by anecdote the customary fallen-thesis.
Holland’s background is muscle physiology and
disgust.
His prose is idiosyncratic: If a drug is out there, male
homosexuals use it (p97). And obtusely related to
nonheterosexuality: psychotic individuals tend to
have a rounder skull than non-psychotic individuals
(p275). Gradually the reader likely realises Holland’s
struggle to understand and explain sexual preference
using mad-making objectifying scientific method and
physic paradigm. Holland turns gay sexual-preference
from silk purse to sow’s ear. A truly objective science
— a practitioner art of science based on living life —
is required (Franklin, 2006).
As a muscle physiologist Holland would be educated
in nonsocial science-method dominated by the physic
paradigm and (segregating) analysis. Analysis means
undo or break-down. That negative effect of analysis
when applied to living social situations (psychosis)
causes objectification (eg, segregation). Holland’s
analysis reiterates that dissembling order and
recapitulating scientific dis-order.
His encyclopaedia of correlates is without cause-effect
testing. Nonheterosexuality coins a term, and
disguises a premise denying metaphysic-based identity,
psychosocial identity formation and unification of
identity (integration). Nonheterosexuality
demonstrates a closed-system of objectification
commonly called a self-fulfilling prophecy: a pre-
emptive segregating method creating delusion.
He anticipates 29-itemised criticisms beginning with
faulty logic (p348). Thirtieth is his use of Modern
scientific philosophy-method. He applies customary
analytic-science with its megalomania-making
paradigm of wrong-order. Holland shows the
counterfeit nature of Modern science. The book-title
suggests explanation. Sexual preference remains
mystery despite his Herculean efforts.
These two scientists expressing very different attitudes
have reviewed the literature. Like Deaux in 1985 they
remain confused. Rather, science via psychoanalytic,
behaviourist, humanist and social-learning theory has
failed to explain sexual preference. Clearly, gay men
are not failed men or sexual inverts. So what are
they? This, according to Stein’s definition, is a
metaphysic question. It requires a metaphysic answer:
an answer historically excluded by Newtonian science
and its implicit Stoic-philosophy. This tyranny of
custom became policy and adopted early in the
History of Psychology.

A NEW FORMULATION OF SEXUALITY:
CONCLUSION
The ancient formulation as though law of human
male-female attraction has no scientific validity. That
sexualised opposites-attract formulation as though
caused by some sexual ether or gravity reflects an old
mechanistic-philosophy of science. Based on
objectivised knowledge Sir Isaac Newton built physical-

science. History has shown that mechanistic and
impersonal reality to be a modern Tower of Babel.
The human experience of reality is not entire-built
from received wisdom.

Gender Identity
(identifying group)

MMaallee FFeemmaallee

Sexual Identity Male Gay men Straight men

(identifying division) Female Straight Gay women
women (lesbians)

Figure 1: Shows human sexual diversity proposed and tested in
empirical research. Person 22 is shown in this 2 x 2 classification with
male and female nested in Gender Identity and male and female
nested in Sexual Identity.

A relational formulation is shown in Figure 1.
Subjectively, our human nature whether male or
female is the same as that expressed objectively by the
male or female sexual nature of our preferred sexual
partner. Relationally, the perceived sexual identity of
our preferred sexual partner is the same (Greek,
homo) as our own gender identity. This archaic
formulation in positive identity (sameness) explains
sexual preference as innate and unified; not estranged
nor causing estrangement.
The literature is confused. It singularises the duality of
ancient (external) and archaic (internal) formulations of
reality by reflexively denying the internal. In my
project an archaic (or divine) formulation having
gender identity as the internal frame of reference was
proposed. This psychosocial theory was tested against
the ancient (or secular) formulation of Humanism and
its illusion-making social determinism.
An internal & external frame of reference, and vice
versa, connotes a question of right order. Right order
was used to formulate a test to correctly identify
nominal gender-identities (see paper 2).
Historically, formulations of homosexuality were
binary (0,1) or continuous (0-1). What connects the
psychosocial-gap between subjective gender identity
and objective sexual identity in person? What is there
in reality that analytic method cannot show? What is
this existential phenomenon that allows subject
(gender) to transform into object (preference) and
sustaining that relationship? What is this phenomenon
missing from science and integrating absolute &
relative in the unified field that is person?
Endnotes (Oxford Dictionary)
NoteAA rreeiiffyy
convert (a person, abstraction, etc.) mentally into a
thing; materialize.
NoteBB ppssyycchhee
1 the soul; the spirit.
2 the mind.
[Latin from Greek psukhe ‘breath, life, soul’]
NoteCC ooppeerraanntt (Free Dictionary) 
adj. 
22.. Psychology Of, relating to, or being a response
that occurs spontaneously and is identified by its
reinforcing or inhibiting effects.
NoteDD ppeerrssoonn
an individual human being
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NoteEE bbooddyy
the living body of a human being
NoteFF nnaattuurraall  llaaww
11 Philos. unchanging moral principles common to all
people by virtue of their nature as human beings.
22  aa an observable law relating to natural phenomena.
22  bb these collectively
NoteGG aanntthhrrooppoommoorrpphhiissmm
attribution of a human form or personality to a god,
animal, or thing.
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Abstract

This paper explores the experiences of the
wives/partners of male problem drinkers. Qualitative
data was derived from semi-structured interviews with
four women who have at some time lived with a
problem drinker. A thematic analysis of the interviews
was carried out and the dominant themes of ‘blame’
and ‘responsibility’ were identified, among others. The
cultural and gender discourses that were employed to
mitigate the men’s responsibility for their drinking
behaviour were examined and deconstructed, with
current research drawn upon to support the identified
themes and discourses.

“…one Christmas Day he was drinking and I
had to go to my other daughter’s place for tea
that night, Christmas night. And um he was
drinking and drinking and then I couldn’t find
him, and then I went to the car and luckily I
didn’t drive out in anger because he was lying
behind my car with smashed beer bottles, blood
everywhere, and so I had to ring up the
ambulance. And luckily, this man had a father
who was an alcoholic and he said “don’t
apologize for anything. Don’t you try and lift
him” and they took him to hospital. And I
thought I’m going to have a wonderfu l
Christmas Day, no drunk Reggie! Anyway, I was
ready to go down and my granddaughter said
“Hello Nan, Reggie’s here”. I said “Reggie’s
there?” She said “He’s sober”. Anyway I went
down and he was there and sober as a judge.
The hospital paid for a taxi for him to go and
he went down to my daughters’ cos he knew we
were going there for tea. And they thought it
was a great joke, Reggie walking out of a taxi in
his yellow dressing gown and his slippers on
Christmas Day. He was sober! How did they get
him sober? They must have given him oxygen.
Because we heard from a nurse that oxygen’s
good for hangovers…I thought I was going to
have a wonderful free ‘no having Reggie drunk’
on Christmas Day. Every Christmas Day he
was…I hate Christmas.”

(Extract from Pam’s Transcript-she was married to
her problem drinking husband for 56 years).

Introduction.

Historical Context.

There have been a number of reviews of literature on
the partners of problem drinkers (Watts, Bush, &
Wilson, 1994; Loughran, 2006) which highlight that
the views on this topic have changed markedly over
time. Both Watts et al., (1994) and Loughran (2006)
found that there have been several phases of research
and that these include the disturbed personality model
(1950’s) the process-focussed model and family
systems model (1960’s and 1970’s), the co-
dependency model (1980’s onwards) and the stress
and coping model (2000’s). They state that the
‘disturbed personality model’ of wives was fuelled by a
report by Whelan in 1953, who suggested that the
wife’s personality is as responsible for the dysfunction
in the marriage as is the husband’s drinking and that

the wives dominate their husbands. This early psycho-
dynamically orientated position espoused the view that
women subconsciously chose heavy drinkers as
partners, and then stayed in these relationships, due
to their own personality deficits. Despite no evidence
found for this view (Watts et al., 1994) this view still
has some currency in the cultural perceptions of the
female partners of problem drinkers. 

The ‘process–focussed model’ concentrates on the
patterns of communication in the marriage (Watts et
al., 1994) and was the forerunner to the concept of
co-dependency (co-dependency is a term largely used
and accepted among helping professionals and self-
help groups, and suggests that the female partners of
alcoholics engage in behaviors that reinforce problem
drinking). The ‘family systems model’ gives a role to
the family rather than places the entire responsibility
with the problem drinker, and Wiseman (1980)
favoured this model. Her research reproduced ideas
that responsibility for stopping the behaviour lies with
the wife, and she concluded that the “futile attempts”
of the wives to stop their husbands’ drinking could be
less stressful if wives attended counselling at an earlier
stage of his “drinking career” (p549). The
responsibility was placed with the wife/partner and
the very use of the word ‘career’ suggested that the
task of ‘fixing’ could last a life-time. It is of great
concern that there seems to be no consideration for
the ‘life’ of the wife in this conceptualisation of the
role of partners. 

The disease concept of ‘co-dependency’ has been
strongly criticized by Harper and Capdavila (1990)
who assert that the concept has benefited alcoholics
by serving to reduce their sense of responsibility by
sharing it with a partner. At the same time this
concept imposes an undeserved stigma and label on
‘female’ partners and as such is at odds with the
helping professions ‘mantra’ of ‘first of all, do no
harm’. Co-dependency enables responsibility to be
shifted from the drinking male community to female
family members yet despite criticism by some
researchers (Holmila, 1994; Rychtarik &
McGillicuddy, 1997) this model continues to be widely
used in the alcohol field.

The current model that has had increasing support is
the ‘stress and coping model’. Watts, Bush, and
Wilson (1994) recognised that wives and partners of
problem drinkers experience huge stress when
demands on them exceed their body’s physical and
psychological resources. Other researchers also found
that female partners constitute a group that are at
particularly high risk for mental and physical ill-health
due to this high stress load (Moos et al., 1990;
Holmila, 1994; Epstein & McCrady, 1998; Tempier
et al., 2006). That some researchers are finally
advocating the exploration of coping strategies that
assist female partners to enhance the quality of their
own lives rather than exclusively that of their partners,
will be helpful to both female partners of problem
drinkers and health professionals. 
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AAiimmss  aanndd  OObbjjeeccttiivveess..

The main objectives in the study were firstly, to
expand the current knowledge of the long-term
psychological and physiological impacts experienced
by women who have lived with problem drinkers, and
secondly, to inform health professionals what sort of
help, if any, might be needed for these women. The
main aim was to identify the dominant themes that
characterized the women’s experiences and to explore
the similarities and differences in the impacts on
different women. 

Positioning Statement.

I have been married to my partner for twenty-seven
years. For the first twelve of those years, he was a
problem drinker. Neither of my parents is, or ever
was, a problem drinker and none of my pre-university
friends ever had much money to spend on alcohol,
like many of us who had come from a working class
background. It was not until I moved away from home
to university at the age of eighteen that I witnessed
male students (one of whom was my future husband)
regularly drinking pint after pint of beer on most
nights of the week. My lack of knowledge and
experience of problem drinking precluded me from
anticipating any problems arising from getting
involved with one of these men.

Although my husband drank regularly at university, it
was not until after the birth of our first child that he
began to drink quite heavily. In all the years my
husband was drinking, friends and family were
unsupportive, often describing my husband as “laid
back” and “so funny when he’s had a few too many”
and I was often told to “lighten up” and “stop nagging

him”. The fact that my husband was a corporate
employee and that we were relocated both interstate
and overseas many times in that period meant that
my friendships were often transient and this instability
left me feeling quite alone with this ‘problem’. After
twelve years of marriage, my husband suddenly
stopped drinking without any intervention; I am still
unsure why he decided to stop at this time. As a result
of so many years of emotional abuse, I had become
mentally fragile and shortly after his ‘breakthrough’
came my ‘breakdown’. It seemed to me that my body
had managed to cope all those years because there
had been no choice. I was alone, had been culturally
programmed to take full responsibility for my small
children single-handedly, and believed it was my duty
as a ‘mother’ to cope. 

This paper is important because the voices of
wives/partners living in this stressful situation need to
be heard, having for far too long been viewed as
either being a part of the problem or being as ‘sick’ as
the male drinker (Beattie, 1987; Holmila, 1994;
Watts et al. 1994, Tempier et al., 2006). 

Methodology and Method.

Reinharz and Chase (2001) argue that qualitative
interviewing is particularly important for the study of
women because “this way of learning from women is
an antidote to centuries of ignoring women’s ideas
altogether or having men speak for women” (p222).
Although this study is not generalizable due to the
very small sample, it is highly respectful to the
participants involved; these women are not merely
statistics.

Initially, I considered using autoethnography as a
methodology for my qualitative study as this method
would have allowed me to be an active participant
and on equal terms with the others (Alvesson,
2003). However, I decided against this methodology
as I did not want to put my own experiences at the
centre of the study at the expense of privileging the
voices of the participants. As an alternative, I
decided to include my ‘voice’ in a ‘positioning
statement’ and then in a short ‘afterword’ after the
conclusion to the thesis. This decision was made
easier after I found myself becoming progressively
angry at the problem drinking behaviors while
analyzing stories that so closely mirrored my own; I
realized I needed some distance.

A sample of four women who have lived with a
problem drinker was sought and criterion sampling
was employed to recruit volunteers from the Dial-A-
Mum (DAM) organization; I only recruited
participants that were not in a current relationship
with a problem drinker. I chose to recruit from DAM
because I understand that many women join this
volunteer organization because they have undergone
past traumatic experiences and feel they can pass on
empathic and respectful understanding to others
who may find themselves in similar situations. To
recruit participants, I wrote a letter to the
organization requesting their permission for me to
recruit via a letter of ‘invitation to participate’.
Although I recruited two women from the
organization, two other women were recruited via
snowball sampling as I was told that these women
were particularly interested in having their stories
heard and participating in the research.
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I first asked the participants to read and sign an
information and consent form which described the
form of the interview, its confidential nature, and that
the participant could withdraw at any time.

Semi-structured interviews of approximately sixty
minutes duration were conducted with each
participant and open-ended narrative questioning was
employed. I permitted participants to tell their stories
with minimal interruptions to allow them to structure
their own stories although I was somewhat agenda-
driven in that I turned my questions to areas that I was
curious about; narrative therapy helped shape the
analysis. 

I recorded the interviews, transcribed each interview
within three days, and destroyed the tapes
immediately after transcription. I used pseudonyms for
the participants and others they mentioned in the
course of the interviews, and also removed any other
identifying information. After this was done, I sent a
copy of the individual transcripts to each participant
for review, along with a final consent form. When
they were satisfied with the final transcript, they were
asked to sign the final consent form and return it.

Analysis and Discussion.

This section firstly describes the participants, then
goes on to analyze some of the multiple discourses
that problem drinkers use to mitigate their
responsibility. Two main themes emerged from the
data: ‘cultural discourses’ and ‘blame discourses’.
I have focussed on three dominant cultural discourses
and two blame discourses.

TThhee  PPaarrttiicciippaannttss  ––  MMaarriioonn,,  LLyynnnnee,,  PPaamm  aanndd
TThheerreessee..

Marion is a 48 year old softly spoken, highly
articulate, and intelligent woman who was born and
raised in New Zealand where she met and married her
first husband who she subsequently found to be a
problem drinker. She was only married to her first
husband for one year before she left him. She is now
married to her third husband who, like her second
husband, is not a drinker.

Lynne is an intelligent and vivacious 58 year old
woman who was born and raised in New Zealand.
She has been married and divorced twice and is now
living with her partner Derek. She described her first
husband, John, as a problem drinker and her second,
Tim, as a heavy drinker. 

Pam is a warm and lively 78 year old woman who
was married for 56 years to her husband, Reg, a
problem drinker (Reg passed away shortly before this
interview). The youngest of seven children Pam has
survived in extremely difficult circumstances. Pam had
no idea that Reg was a problem drinker before she
married him; she had no experience of living with
drinkers. 

Therese, Pam’s youngest daughter, was married for
17 years to a problem drinker, Scott, and was brought
up in an environment where her father drank heavily.
Therese has suffered greatly from her exposure to life
in a family where alcohol has had devastating
consequences. 

TThheemmeess::

Cultural discourses.

Several cultural discourses that seemed to be ‘taken-
for-granted’ were identified including:

1. Normative drinking and masculinity.

2. That alcohol problems are genetically driven.

3. Masculine power and entitlement – the right to
make decisions and ‘privilege’.

11..  NNoorrmmaattiivvee  ddrriinnkkiinngg  aanndd  mmaassccuulliinniittyy..

Smith (1992, 1997) and others (eg: Anderson and
Unberson, 2001; Halford et al, 2001) argue that
cultural discourses support heavy drinking and identify
drinking with masculinity, acceptance, and identity.
Early in their relationships with problem drinkers the
participants in this study had considered these
discourses as ‘taken for granted’. Marion told me that
she was brought up in a family situation where her
father, a commercial traveller, would drink regularly.
However, she did not regard her father as a problem
drinker as drinking was an accepted part of the culture
at that time. She suggested that this societal
acceptance was the reason it took her so long to
realise her husband had a problem:

“I didn’t realise it was a problem to start with. I think
it was the culture…he came home from work and he
would have a beer or two before dinner… I didn’t
consider there was anything unusual or abnormal
about it” 

Even her husband drink-driving seemed acceptable at
first; “yes, he used to get drunk, and part of that was
the driving home thing but I mean, that was still within
normal bounds” until she began to feel unsafe. Lynne
described a similar scenario: 

“In New Zealand at that time boys drank a lot. You
know, it was just part of the thing…I thought this
was a really nice guy, you know, like as he gets
older he’ll stop that excess drinking and it’ll be a
bit different”

As stated by Smith and Winslade (1997) alcohol use
for many young men becomes caught up with
masculine identity and the “socially conferred status of
manhood” (p18); in other words, it is a rite of
passage. Of her own son, Lynne said “…he’s grown
up in a world where people drink a lot. In New
Zealand, Australia, that’s what they do. They drink a
lot”. Lynne flagged that nothing seems to have
changed; the drinking culture is alive and well right
now. 

“My son said to me once ‘Mum, you’ve got to do
the hard yards if you really want to be able to
drink’. He said ‘you’ve got to throw up and then
start again and that’s the only way you can build
up your resistance’ ”

Despite his experience of living in a family where
alcohol had played such a destructive role, her son
had nevertheless wholeheartedly accepted the
powerful societal drinking culture.

Like Lyn, Pam too disclosed that nothing much has
changed in terms of the cultural acceptance of
problem drinking husbands:
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P: “But they think it’s the done thing today, to go
to the pub all the time. It’s terrible.”

T: “Well, my girls drink and if anyone should have
learnt a lesson it should have been them down in
their generation watching their father and
grandfather destroy their lives really…watching our
family break down”

This discourse is extremely powerful at shaping the
understandings and behaviours of those in the
community, and Pam, like the other participants, felt
powerless against it. Pam told me that even when Reg
had been “off the beer for a long while”, there was no
understanding of the nature of the problem by others:

“…and my daughter had her twenty-first birthday
party and he [Reg] said ‘I’m not making any
speeches’ and I said ‘You don’t have to’ and this
silly friend of mine, she said ‘Come on Reg, make
a speech’, handed him a whisky and that was it,
he was back on the grog again…so
heartbreaking”. 

The preceding excerpts illustrate the ways that
discourse normalizes male drinking, constructing it as
manly and entertaining, thus making it difficult for
these women to find support when their partner’s
drinking behaviours started to impact negatively on
their lives. The pain that Pam had felt at her friend’s

small yet very dangerous act of encouraging Reg’s
drinking was evident in her voice. Her friend was
unknowingly accepting society’s tacit approval of male
drinking being ‘normal’ 

2. That alcohol problems are genetically
driven.

Research carried out by Dick and Foroud (2003)
found a gene that suggests that some people are more
at risk of alcoholism than others but that there is no
one gene that directly causes you to become alcoholic.
The etiology of alcoholism is extremely complex and
although much research suggests that genes explain
40% to 60% of the variance of ‘risk’ for alcohol abuse
(Schuckit, 2000; Köhnke, 2008) it seems that
problem drinker’s ‘choices’ are also an important
factor in continuing drinking. When I asked Therese
to explain what it was like for her when she finally
realised her husband suffered from a drinking
problem, her answer disclosed the commonly
accepted cultural discourse that alcohol problems are
entirely genetically driven:

“…looking at his family background, I didn’t think
he was a true alcoholic. I thought he’d be able to
give it up because his father wasn’t a drinker and I
had always presumed that you must come
from…you know, father that was an alcoholic or a
mother.”
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The cultural discourse that ‘true’ alcoholics are
genetically determined is one that Therese had
accepted unquestioningly. Kalsi, Prescott, Kendler, and
Riley (2008) state, “Compelling evidence indicates
that positive family history of alcoholism is a strong
predictor of becoming alcoholic” but that “ Positive
family history could mean shared environment or
shared genes” (p49). That alcoholics are ‘born’ has no
real evidential basis and as Devor (1994) rightly
argues, the “crucial role of individual responsibility can
never be overemphasized” (p1113). 

3. Masculine power and entitlement – the
right to make decisions and ‘privilege’. 

Jenkins (1990) assertion that husbands have
traditionally been regarded as ‘superior’ to wives, and
so have been seen as entitled to power and privilege,
was supported by many of the participants in this
study. The discourse that the male has the right to
make decisions is clearly evident in Marion’s assertion
that she did not have ‘the right’ to take the keys to
the car, even though she was feeling unsafe:

“…he was a strong man, which is why I was
frightened which is why there was no arguing with
him. When he said I couldn’t drive his car it was
just this male ‘loss of face’ thing. I didn’t have the
right to drive it.”

The concept of male power and entitlement was
accepted by Marion because it would have been
unsafe not to. Marion suggested that her husband
would have felt that his ‘rights’ would have been
breached if she had driven the car against his ‘orders’
and that she was frightened he may have enforced his
‘rights’ through violence. The concept of male power
was raised again when she said; 

“He was just like his mates, and basically, ‘just shut
up and stop moaning, it’s nothing to do with you’.
But him always having to drive [drunk] and never
allowing me to drive home…Just a man…It would
have been a sign of weakness for him to let me
have the car keys.” 

Traditionally, a man’s voice is one which is ‘heard’
and a woman’s ‘suppressed’ (Smith, 1992) and it is
clear that Marion’s voice was regarded as unimportant
in the scenario described despite the fact she was
feeling unsafe and vulnerable. Marion’s husband was
also physically very strong and so his emotional power
was augmented. The discourse of natural entitlement
advocates that men be entitled to dominate women
because that is the way they are designed (Adams et
al., 1995). If a female tries to help ‘fix a problem’ (a
male’s traditional domain) then the hierarchical gender
framework is threatened (Anderson and Unberson,
2001) as was evidenced by Marion’s situation in the
previous excerpt. Lynne also illustrated how her
partners demonstrated a sense of power and
entitlement. Of her second husband, Tim, she stated:

“He seemed to drink in order to be impressive. It
was like he never wanted to be outshone… wanted
to take credit for everything”. 

She described John’s drinking in a similar vein; “It
was like a defiance thing, like ‘up you’ you know?”
And this:

“I had such little sense of entitlement. And of
course, he’s a man. I found with men in general,
perhaps less with John, more with my second
husband, is the kind of resentment if I
show…more intelligence, more capability with
anything”

Lynne pinpoints why it is so very difficult for a female
to alter her male partner’s problematic drinking
behaviour. Marion said “Just a man” and Lynne said,
“He’s a man” which were the only justifications for
their husbands’ domineering and patriarchal
behaviours. These things were ‘taken for granted’ by
the participants in this study as they were drawn into
the very powerful societal discourse of a man’s
entitlement. 

Research has shown that the most common reasons
for natural recovery from problem drinking are health
and finance related (Sobell, Ellingstad & Sobell,
2000). This research is supported by the following
statement from Therese:

“He [Scott] did give up drinking when he left me cos
he knew that he would die if he didn’t”. 

It was always within Scott’s power to give up drinking,
it was his choice ‘alone’, and Therese finally
recognised this when Scott’s doctor informed him that
his drinking was killing him. The discourse of problem
drinkers having ‘choices’ is constrained, however, by
cultural discourses such as normative drinking and
masculinity, as well as the seemingly more influential
genetic discourse. The latter might be more
acceptable to the male problem drinker and society,
as the responsibility for the drinking behaviour can be
believed to be out of the drinker’s ‘control’. 

Research has also found that female partners of
problem drinkers have far higher levels of
psychological and physical symptoms than partners of
non-problem drinkers (Brennan, Moos & Kelly, 1994;
Rychtarik & McGillicuddy, 2005; Tempier et al.,
2006). It is quite possible, therefore, that Therese’s
sense of powerlessness to change her husband’s
behaviour could have been a factor in her developing
agoraphobia and panic attacks shortly after she
married. Despite her lack of power to change her
husband’s drinking, Therese did not fall into the trap
of taking on the responsibility for Scott’s drinking, but
rather, placed responsibility for problem drinking
where it belongs;

“I feel angry that people let themselves become
alcoholics. I could easily become alcoholic if I wanted
to but you don’t for other people’s sake”

What Therese was asserting here was that problem
drinkers have choices like anyone else and that the
choices they are making are entirely selfish ones. This,
of course, is an alternative discourse to the one that
implies that alcohol problems are genetically driven.
This alternative discourse was further exemplified by
the following statement from Pam;

“…but I remember him saying to someone, ‘It’s
not my alcoholism that worries me it’s my
gambling’”.

Jenkins (1990) assertion that, “The abuser’s sense of
entitlement overrides his responsibility for the welfare
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and needs of the victim” (p37), helps to explain why
Reg may not have been overly worried by his drinking
behaviour. In a review of literature on alcohol and
relationship functioning by McCrady and Epstein,
1995 they argued that alcoholic husbands are “less
aware of their wives’ complaints” (p159) than non-
alcoholic husbands; this could support the fact that
Reg may have been relatively unaware of the impact
of his behaviour on his wife. However, despite his
seeming indifference to his family’s feelings, Pam, and
to some extent, Therese, nevertheless tried to balance
their response to Reg’s behaviour;

T: “He was naughty”. P: “But not all the time. I
mean he didn’t physically abuse me all the time. It
was more mental abuse…” 

Janoff-Bulman (1992) argues that people generally
assume the world to be benevolent and meaningful
and that it is these beliefs that shape a world view
where we ‘assume’ that people are basically good,
caring and helpful. Consistent with Janoff-Bulman’s
argument, the women in the previous excerpt were
trying to assimilate their traumatic experiences within
their ‘selves’ in order that they may be able to better
‘cope’. Therese used the word ‘naughty’ to describe
her father’s behaviour, a word that would normally be
used in relation to a mischievous child (and far from
threatening), and Pam attempted to reduce the
seriousness of Reg’s actions by suggesting he wasn’t
abusive ‘all the time’. The possibility of a worse
outcome (that Reg could have abused her ‘all’ the
time) provided Pam with a “psychologically more
useful comparison, one that...facilitates coping”
(Janoff-Bulman, 1992, p316) because the problem
was minimized. 

The preceding excerpts all demonstrate how cultural
discourses support male problem drinking. A sense of
entitlement and privilege was established for the men
while the female partners in this study were placed in
a weak and powerless position within their
relationships as a result of these normalizing
discourses. 

Blame Discourses. 

Many of the blame discourses were embedded in the
cultural discourses, and were drawn on to support
positions that mitigated the responsibility of men in
making the choice to drink, and placed it elsewhere.
The types of blame analysed were mother blame, and
self-blame/blame by others.

11..  MMootthheerr  bbllaammee..

McPhie and Chaffey (1998) found that when they
worked with young women who had experienced
sexual assault, some at the hands of their fathers, they
often found that the abuse “paled into insignificance
against the rage some of the young women felt
towards their mothers” (p33). They found it is a
common dynamic in families where the daughter has
been sexually abused, that the mother is blamed and
the mother/daughter relationship undermined. Many
of the participants’ understanding of their experiences
unwittingly drew on the ‘mother blame’ discourse. For
example, Marion’s mother attempted to leave her
‘womanising’ husband when her two daughters were
quite young, but was forced back into the marital
home by her own parents; she had no other choices

at that stage because “there was no real help for
single parents and no Government benefits” (Marion).
Marion turned to her mother for support when her
husband’s drinking behaviour became problematic and
was shocked when her mother told her that she had
‘made her bed and would have to lie in it’. The
statement “of all the women in the world she should
have been the most supportive of me” clearly
demonstrates how upset Marion was at this lack of
support by someone she had clearly believed would
help her. This ‘mother blame’ permeated Marion’s
interview:

“…my mother’s not very good at communicating.
She never talked about sex, love, marriage,
guidance, boundaries…I always thought she was it.
That she supported me and put no limitations on
me but it’s only a matter of years that I realised
she did me no favours.” 

The discourse of ‘mother-blame’ prevails in our culture
and can serve to absolve fathers from any
responsibility concerning their children. It was clear in
the interview that Marion’s relationship with her
mother had been undermined by her father’s abusive
behaviour. Even though her father “wasn’t good to
mum, he didn’t care for her or value her” the blame
was placed squarely on mum, who Marion said “did
my sister and me no favours by keeping the marriage
going”. Attention needs to be drawn to this accepted
societal discourse that informs expectations of
relationships and roles that family members fulfil and
that many of us draw on. Commenting on the hidden
ideology in popular teenage fiction such as Robin
Klein’s Hating Alison Ashley Heather Scutter (1999)
states that “Klein pays little attention to the absent
father figures but reserves hostility for the women left
behind who fail to cope in the prescribed fashion:
certain mothers are sitting ducks, available or visible
targets” (p99). Klein, like many of us, unknowingly
reproduces a societal discourse that implies that it is
‘taken-for-granted’ that a mother, and not a father, is
solely responsible for the nurturing and well-being of
their children (Jenkins, 1990) and this ideology is
unknowingly being passed on to our children.

While married to her first husband, Lynne did not feel
she was able to ask for support as she felt “that would
have been saying there really was a problem” and that
“it was risky to seek help”. As was the case with
Marion, Lynne would have turned to her mother for
support if she had felt she could have:

“When someone just talks about my mother…it’s
taken for granted how supportive mothers
are…it’s still a shock for me that you can have a
mother who cares and loves you, worries about
you.”

Lynne put blame on her mother and not her father
despite the fact that she said “I think the messages I
got from my father were worse for me actually” and
“my father had this very Irish temper…something little
would happen and my father would be so angry and
he’d belt us”. Lynne also confirmed the traditional
role in which society places mothers, and the subject
position into which she had been unconsciously
positioned in the following extract:

“I’ve always felt just so much guilt about the marriage
with John splitting up because the last thing I wanted
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to do to my child was to …you know, broken
marriage…and you know, I was the one who had to
deal with it, he was only three and a half, he cried for
his father, oh it was just horrible.”

Sampson (1993) argued that dominant discourses
function to keep women and men in their ‘proper
places’ by keeping the sexual boundary closely linked
with reproduction, and ensuring the continuing
advantage of men. In the preceding excerpt, Lynne
had been placed in a subject position that had been
selected for her by the traditionally accepted societal
discourse that mothers alone should be responsible for
their children’s welfare. The discourse that a mother
and a father are equally responsible for their progeny
is one that is heard too softly.  

22..  SSeellff  bbllaammee  aanndd  bbllaammee  bbyy  ootthheerrss..

Discourses of ‘perfect love’ (Towns & Adams, 2000)
restrain attributions of responsibility to the male
drinker by inviting the female into the position of
being responsible for changing her man, and seem to
account for the strong self-blame that Marion felt; 

“I wish I had tried a bit harder…I wish I could sit here
and say to you I exhausted every avenue there was
…but I don’t know if I put in that extra…that extra
effort”.

Here, the reiteration that she felt she did not do
everything humanly possible to keep her marriage
together shows just how little responsibility Marion put
on her alcoholic husband and how much she took on
herself. Even when I asked if she had forgiven her first
husband she said “Yeah, I have more resentment
towards his parents and my mother and my doctor”.
Blame is spread between herself and others but does
not extend to her husband, her ‘perfect love’; “He
was my first love, my special love. He was a very
special guy”. Although Towns and Adams (2000)
argue that perfect love discourses may prevent change
in a relationship, this was not the case with Marion.
She refused to take up the subject position offered to
her by the ‘perfect love’ discourse (which was one of
submission) and this showed great strength. 

Towards the end of her interview Pam indicated that
she felt partly to blame for her daughters’
dysfunctional upbringing;

“And they were such good girls. I mean if anyone
should have gone off the tracks, they should have,
with an alcoholic father and a highly strung mother,
but they didn’t”.

Pam appeared to be normalising the alcohol problem
and discounting the effects of her partner’s alcohol
abuse on her. She was putting herself in the same
basket as her husband when it might have been more
appropriate to see herself in the same basket as her
girls. When I questioned her about where the term
‘highly strung’ had come from, and whether she might
have just been trying to cope, Pam disputed this:

“No, I was always highly strung. I remember when
my mother sent me away to my cousins during the
War. I remember her saying, ‘Now, be careful.
Watch Pam, she’s very highly strung’ (laughs).
Always have been nervous and on the go all the
time…”

Pam seemed to be discounting her ‘self’ for being the
guiding and stabilizing influence over her girls. Pam
did not make the connection that the girls were “such
good girls” because they had a supportive and
protective mother who gave her all to ensure they had
as ‘normal’ an upbringing as possible. Rather, Pam
shared the responsibility for their negative experiences
and Pam’s mother’s assertion that she was ‘highly
strung’ had been privileged above all other voices.
Society does not value someone who is ‘highly strung’
since this is a term almost exclusively reserved for
females (Spender, 1980; Campbell & Ungar, 2004).
Had Pam’s mother used the words ‘excitable and
sensitive’ (which closely defines the phrase) then I
cannot imagine that Pam would have thought these
highly valued characteristics might have been
considered in any way to ‘blame’ had her girls “gone
off the tracks”. 

Marion said that she could not get support from
anywhere, even from the local doctor; “I don’t go to
male doctors any more. I don’t trust them”. At one
stage she hoped that her husband’s parents may
support her but she found out that “…everyone
thought I was bad to leave him” and “…as far as they
[his parents] were concerned I was responsible for
ruining the marriage”. Beattie (1987, p5) deduced
from her research that partners of alcoholics “felt
responsible for so much because the people around
them felt responsible for so little; they were just taking
up the slack”. This seems to be what happened for
Therese, and just as with Marion’s experience of the
Health professionals she approached, the psychologist
whose job it was to ‘help’ her, was not ‘on her side’.
Therese was bombarded with people who were
blaming her for the dysfunctional marriage;

“Well I went to a psychologist…and he said it was
my problem because if his…if Scott’s parents
thought that he was okay then he must be okay.”

Therese was very pro-active in seeking out support
but she was let down badly by those who were in a
position of authority. When asked how she felt about
this lack of real help Therese said,

“I felt totally out of control. You just go on with
life, you can’t do anything about it. You just put up
with it. That’s why I’m very cynical now…I
remember when mum would ring up the police
and say ‘come and help me’ and they’d say ‘oh,
no, we can’t do anything’…It’s always the
woman’s fault, she’s enabling him to drink. You
know? We’re enabling our men to drink…even
when dad was drunk, a few months before he
went into hospital, the ambulance guys turned to
us and said ‘Who gave him the drink?’”

The ambulance officers were participating in an
accepted cultural discourse here; the responsibility
must be owned or at least shared by the female
partner or the woman will be in a position of power,
which is just not acceptable in our society. An
alternative discourse was not privileged by the officers
and an accepted cultural discourse was again placing
responsibility in the wrong place.
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Conclusion.

The real needs of the female partners of problem
drinkers have largely been neglected as is evidenced
by the large number of studies that have concentrated
on how partners can better help the alcoholic (e.g.
Wiseman, 1980; Yoshioka et al., 1992). Given the
level of distress in this small sample as well as in other
larger samples (e.g.; Halford et al., 2001) it is clear
that these women need support and if they wish to
remain with their partners then they might be helped
by attending trauma counselling. This should include
psycho-education in order that their feelings can be
‘normalized’ but at no point should these women feel
pathologised in any way. 

Masculine discourses are privileged and reproduced in
Western societies and alternative discourses are heard
too softly and infrequently to become mainstream in
our culture. In a society where men’s voices are valued
over the voices of women, the female partners of
problem drinkers in this study reported feeling
powerless and unsupported. To have ‘voice’ means
that one’s voice needs to be heard and properly
considered (Sampson, 1993). However, as argued by
Sampson (1993) defining ‘voice’ in this way without
changing the terms of discourse, gives people
permission to speak but only within the dominant
discourse; the female voice is merely accommodative
and not transformative. As expected, some of my
interviewees mentioned that they had been accused of

‘nagging’ by their partners. The phrases ‘nagging
wife’ and the ‘concerned husband’ are interchangeable
but in a world where our language privileges men one
is far less offensive than the other (Spender, 1980).
The unpacking of these dominant discourses is
necessary to help shift the current state of affairs. 

It is important to note that there has also recently
been acceptance by some researchers that
‘spontaneous recovery’ of alcoholics without treatment
is not only possible but that some recent surveys have
found that most individuals who had recovered from
an alcohol problem for 1 year or more did so without
outside help or treatment (Sobell, Cunningham and
Sobell, 1996). The growing acceptance by ‘experts’
that most alcoholics recover without professional help
will be helpful to the female wives/partners of
problem drinkers in this study as this may further
encourage them to accept that the responsibility for
stopping the drinking lies with the problem drinker
alone.

Community education could be extremely important in
helping to reduce the stress levels, and increase the
support base, of the women in this study. Towards the
end of their interview, Pam and Therese talked about
how ‘good’ they felt when they heard people on radio
and TV discussing the negative aspects of alcohol;

T: “I think its good when I hear talk back radio,
and people talk more about alcohol …I’d see these
trucks delivering huge amounts of beer to these
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hotels and I’d think how it ruins so many lives.
And nothing’s said about it too much” 

P: “But this morning on TV for the first time, they
said ‘Let’s start on alcohol like they did on
cigarettes, do you realise how much damage is
done by this alcohol and all this advertising for
sport?’ They said something’s gotta be done about
it”.

Both women seemed excited at the prospect that
something might finally be ‘done’ at the community
level. The community must challenge the traditional
cultural discourse that heavy drinking is just a ‘bit of
fun’ and start to acknowledge that this behaviour is
negatively affecting the lives of so many. Effort from
the Government and Community via the media would
likely be the most successful way of unpacking some
of the currently accepted discourses and placing the
responsibility for problem drinking where it belongs. 

This study has supported the assertion that male
problem drinking behaviour is supported by multiple
discourses which mitigate the men’s responsibility by
distributing blame across others, particularly their
female partners, or by accounting for their drinking as
being due to restraints beyond their control. Dominant
cultural discourses support an alcohol lifestyle and so
the discursive world in which people construct their
relationship with alcohol needs to be challenged in
order to help female partners (Smith, 1992).
According to Smith (1992) the discourse of alcoholism
has stressed chemical and biological restraints through
emphasizing addiction and a genetic disposition, yet
research has suggested increased ‘risk’ of heavy
drinking only. Cultural and blame discourses also
suggest responsibility should be placed outside the
problem drinker which has resulted in the female
partners in this study ‘taking on’ responsibility that did
not belong with them. 

The quotation situated at the beginning of this paper
described a Christmas Day experienced by one of the
study participants, Pam. For most people in a
predominantly Christian society Christmas Day has
connotations of family, warmth, love, and happiness;
for Pam, the day brought fear, anxiety, dread, and
even hatred. The situation for Pam and for other
women living with a problem drinker must change and
it can only change when their voices are heard and
their experiences are not minimised. The help they
are looking for is that others recognise their plight and
begin to understand that they are under huge stress
and coping the best way they can. Most important of
all, society must recognise that the drinker is the only
one responsible for his problem; then and only then,
can the female partner stop blaming herself and start
to live an empowered life with a strong sense of
identity and without shame. 

Afterword.

This study brought up many memories for me as I
have shared similar experiences to the participants in
this sample. Like some of the other participants, I
adhered to the societally accepted discourse that I
alone was responsible for my family, including being
responsible for helping my husband stop drinking.
Had I known that more than three quarters of

problem drinkers stop without help, by choice, and
only when they feel ready to, I may have saved myself
from consequent psychological damage and pain.
Female partners need to be educated regarding this
finding to protect their mental health.

Like some of the other women participating in this
study, I spent many years trying to place the
responsibility for the problem drinking behaviour with
others. I placed most responsibility with my husband’s
mother, when it is now very clear to me that this was
misplaced. I knew that my husband had been seriously
affected by being placed in boarding school from a
very young age and assumed that this process was
responsible for my husband becoming a problem
drinker in the first place. Whether or not this had
anything to do with initiating the problem drinking,
there was no reason for me to ‘blame’ his mother for
her husband’s choice of pursuing an international
career in countries where there were inadequate
schools. The discourse of ‘mother blame’ is pervasive
in our culture and it was not until I was well into this
study that I discovered it was one that I, and the other
participants, had heard far too loudly. 

Although my husband no longer drinks, a few years
ago a family member commented “surely you’ll let
him drink on your daughter’s twenty-first ?”; ‘let him’
are telling words here as he incorrectly assumed that I
was the one controlling my husband’s drinking, and
therefore responsible for him. Sadly, we live in a
culture where discourses like this continue unabated
and where women are still placed in a subject position
where it is ‘taken for granted’ that they share
responsibility for their partners’ destructive problem
drinking behaviours. 
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Hi everyone,
As I have been run off my feet
at work this month, I haven’t
had a chance to research
Internet sites for this issue—my
apologies and I promise they
will return to the next issue!

On the topic of being time-poor, I recently read an
interesting article (Time-saving tips and tools online,
Nett Magazine Aug 2009) that focussed on all the
time people spend dealing with the Internet—most
often email.  One of the suggestions in the article was
to ‘batch’ tasks.  With regard to email, this means
allocating time for reading and responding to email to
specific times of the day (say once or twice morning
and afternoon).  This stops the constant interruption
of dealing with emails as they arrive and also means
that as your contacts become accustomed to your
email schedule, they will no longer expect instant
replies (or so the logic goes).

The Dangers of Facebook
The Melbourne Herald Sun ran a story recently on
Facebook (‘Facebook about-face’, 28/8/09), in which
it reported that Facebook had admitted handing
personal details of tens of millions of users to private
firms. The social networking website has up to now
shared personal information on members including
ages, interests and personal messages with many third
party organisations—even after people have closed
their Facebook accounts. The US Marines have
banned Facebook, along with MySpace and Twitter,
claiming that ‘these internet sites in general are a
proven haven for malicious actors and content and
are particularly high risk due to information
exposure, user generated content and targeting by
adversaries ‘(Znet.com 4/8/09). All of the
corporations I work with ban all social networking
sites as they consider them a risk and I would caution
members who use these type of websites to keep in
mind that their photos, comments and information
can never be considered completely private.

Drop Down History Hint
Have you ever been looking for a page on a particular
web site you had visited and haven’t been able to find
it? You may know the site name ( www.sitename.com)
but the actual page name eludes you. Well, with
Internet Explorer and Mozilla Firefox, you can just
type in the name of the site—like for example
Qantas—(note you don’t really need the “.com” part),
then hit your down arrow. A list of all the pages
you’ve visited on the site will be displayed.

What are Zipped Files?
A zip file is basically a ‘package’ of one or more
compressed files. If you download a lot of software (or
very large documents) you will run across these all the
time. They are not difficult to work with, but users
without Windows XP or Vista will need an ‘upzipping’
program to use them.  Popular ones are WinZip or
Winrar.

Microsoft Office: Get Right to That File
When you open a file in one of your Microsoft  Office
programs do you find that you’re often navigating
away from ‘My Documents’ to some other folder and
wish that it would just open up to that specific

location in the first place? Well if that’s you, then
here’s the good news—you can set each of your
programs to go directly to whatever location you want
when you go to open a file. Everyone needs to work
in the Options dialog box and as always, that means
different directions for different versions. LLeett’’ss  bbeeggiinn
wwiitthh  tthhee  oollddeerr  vveerrssiioonnss  ooff  tthhee  MMSS  OOffffiiccee  SSuuiittee.
1. For WWoorrdd you will need the TToooollss menu, then the

OOppttiioonnss choice.
2. Locate the FFiillee  LLooccaattiioonnss  ttaabb: select the

DDooccuummeennttss file type and then click the MMooddiiffyy
button.

3. In the next dialog box llooccaattee  tthhee  ffoollddeerr  and click
OOKK. Then click OOKK again to exit the Options
dialog box.

1. For EExxcceell you will need the TToooollss menu, then the
OOppttiioonnss choice.

2. Locate the GGeenneerraall  ttaabb: select the DDooccuummeennttss
file type and then click the MMooddiiffyy button.

For PowerPoint follow the same steps but choose the
GGeenneerraall  ttaabb in Tools, Options. 
Now, OOffffiiccee  22000077 users:

1. You begin with the OOppttiioonnss button for whatever
program you are using, located in the OOffffiiccee
BBuuttttoonn list.

2. Go to the Save options category and locate field
for DDeeffaauulltt  ffiillee  llooccaattiioonn.

3. Some programs will let you browse and select the
default location, others will not so you will have to
type it yourself.

4. Once the correct location is in the field click OOKK
to exit the Options dialog box.

OverType!
Have you ever gone back to change a thing or two
while typing and instead of moving the text to the
right to accommodate the space, the text was
overwritten? You probably ended up having to re-type
an entire paragraph because of it. Looks like you were
a victim of the IInnsseerrtt key! This happens because you
have accidentally tapped the IInnsseerrtt key, because
when the Insert key is pressed your computer goes
into ‘overtype’ mode. . Next time that happens, just
press the IInnsseerrtt key again to get back to normal.

Websites
http://www.lexisum.com: a new kid on the
Internet block, with Lexisum, users can type
in a keyword and have it search Wikipedia

to find the best match, which is summarised so that
you don’t have to read through the whole Wikipedia
article to get the gist of it. Once you have searched
for your keyword and gotten your summary, you can
also print out the information
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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Elizabeth Lodge Silverdale 02 4774 2958 Dip. Coun, Dip. Psych, Dip. Hyp $70 Face to Face, Phone, Group
Grahame Smith Singleton 0428 218 808 Dip Prof Counsel (Workplace)(Realationships), Dip Career Guidance, $66 Face to Face, Phone, Group,

Supervisor Training (AIPC), Cert IV Training & Assessment Web
Donald Marmara Sydney 02 9413 9794 Somatic Psych. Cert. Dev. Psych $120 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 Bondi Junction & 02 4566 4614 MA Applied Science, Supervisor Trg (AIPC) $120 Face to Face, Phone, Group

Castle Hill
Karen Daniel Turramurra 02 9449 7121 Expressive Therapies & Sandplay Therapy, Supervisor. Traing., (ACCS) $90 1hr/$150 2hrs 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
Lorraine Dailey Maroota 02 9568 0265 Masters Applied Science Supervisor Clinical $90 Face to Face, Phone, Group
Heidi Heron Sydney 02 9364 5418 CMACA, BA Psych (Hons), PsyD Psych, NLP Trainer, Clinical Hypnotherapist, $120 ind/ Face to Face, Phone, 

AIPC Supervisor $75 grp/2 hrs Group, Web
Michael Cohn NSW 02 9130 5611 or B.Com, LL.B, Grad Dip Couns (ACAP), Master Couns (UWS) $100 Face to Face, Phone, Group

0413 947 582
Deborah Rollings Sutherland 0404 884 895 BA (Social Work) $90 Face to Face, Phone, Group
Leon Cowen Lindfield 02 9415 6500 M.Adult Ed, BA, B.Ed, Cert IV (train), Cert Supervisor: Cert. Counselling, $150 Face to Face, Phone, Group

A.D.C.O.,Clinical Member A.A.R.C & Clinical Member AHA Accredited Marriage 
and Family Counsellor - Therapist - Supervisor & Trainer,

Sandra Rutledge NSW 02 4446 0452 CCC Supervisor training $77 Phone
Susan Rosevear Invergowrie 02 6772 9973 or Diploma of Counselling; Supervision training, $50 Phone, Group, Face to Face

0428 752 347
Gwenyth Lavis ALBURY 0428 440 677 or  Professional Supervisor training(July, 2007); Graduate Diploma of Counselling $85 Phone, Group, Face to Face

02 6026 6141 (May, 2005), Advanced Dip of Counselling and Family Therapy

QUEENSLAND
Christine Perry Albany Hills 0412 604 701 Dip. T., B. Ed. MA Couns, Cert IV Ass & Work Trng $66 Face to Face

& Beerwah
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 or Bach Theology $75 Face to Face, Phone

0437 007 950
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 Grad Dip. (Couns.), BA (Beh.Sci), Prof. Sup (AIPC) $88 Org $66 Ind Face to Face, Phone, Group

0418 749 849
Judy Boyland Springwood 0413 358 234 Dip Prof Couns., Supervisor Trg (ACCS) Cert. Reality Therapist, M Ed $75 Face to Face, Group
Philip Armstrong Grange 07 3356 4937 B. Couns., Dip Psych, SOA Supervison (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 0421 575 446 MA Mental Health, Post Grad Soc Wk, BA Wk, Gestalt $80 to $95 Face to Face, Phone, Group

& Coorparoo
Beverley Howarth Mitchelton 07 3876 2100 Dip Prof. Healing Science, CIL Practitioner $120 Face to Face, Phone, Group
Kaye Laemmle Bundall 07 5570 2020 Dip Prof. Couns., Bac.Soc.Sci. Counselling, Realationships & Communication, $85 Face to Face, Phone, Group

SOA Supervision (Re.Aust) 
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 $130 Face to Face
Yildiz Sethi Hamilton 07 3862 2093 B.Ed. Grad Dip Couns, Dip Hypnotherapy, B Ed, Grad Dip Couns, Dip Hypnotherapy, $80 Ind $40 Grp Face to Face, Phone, Group 

NLP Pract, Family Constellations, Brief Therapist, Prof. Sup, Educator ACAP
Dawn Spinks Birkdale/Capalaba 0417 633 977 BA Hons (Psych & Education), MPH, MACA (Clinical) $110 Face to Face, Phone
Dr. Jason Dixon Grange 0416 628 000 PhD, M.Soc.Sc (COUNS), Cousellor Education and $121 Face to Face, Phone, 

Supervision/Community Mental Health CounsellingDist (via video conferencing)
Dorothy Rutnarajah Point Vernon 07 4128 4358 Master of Counselling $110 Face to Face, Group
Catherine Dodemont Grange 07 3356 4937 B SocSci (ACU), Mcouns, ACA accredited Supervision Workshop, $95 Face to Face, Phone, 

TAA40104, Pre-Marriage Educator (Foccus), CMACASml Group, Long Dist, Phone
Edward Riley Hope Island 07 5530 8953 B.Ed. MPA, Grad Dip SocSci (Counselling), MA, Clinical Membership, QAFT $80 Face to Face, Phone, Group
Roni Harvey Springwood 07 3299 2284 or Master Counselling, Dipl Appl Sci Comm & Human Serv, $70 Face to Face, Phone, Group

0432 862 105 Cert IV Workpl Ass & Tray, JP skype
Alison Lee Maroochydore 0410 457 208 Masters Gestalt Therapy $100 Face to Face, Phone, Group

Register of ACA Approved Supervisors
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Name Base Suburb Phone Qualifications PP Hourly Rate Medium
Lyn Baird Maroochydore 07 5451 0555 or GD Counsell, Dip Psych, SOP Supervision, Ma Soc.Sc (Pastoral Counselling), $77 Face to Face, Group

0422 223 072 RN, Dip CCFT, Cert IV TAA
Sharron Mackinson Caboolture 07 5497 4610 Dip Couns, Dip Clinical Hypnotherapy, NLP Pract, Cert IV WPA&ST $80 Ind $25 Grp Face to Face, Phone, Group
Frances Taylor Tanah Merah 07 3388 1054 or Dip. Prof. Couns., Dip Clin Hypnosis, Dip Multi Addiction $70 Face to Face & Phone

0415 959 267

VICTORIA
Deborah Cameron Albert Park 03 9893 9422 or M.Couns (Monash), SOA Supervisor Training, $99 Face to Face, Phone, Group

0438 831 690 M Spec Ed (Spnds) (Deakin) B.A/ (S.Sc) (Deakin)
Claire Sargent Canterbury 0409 438 514 BA Hons Psychologist $110 Face to Face, Phone, Group
Veronika Basa Chelsea 03 9772 1940 or MA Prelim (Ling) BA, Dip Ed, Dip. Prof Counselling, Cert IV in C.Supervision $90 Ind $35 Group Face to Face, Phone, Group

0417 447 374 Cert IV in TAA, MACA, MSCAPE
Miguel Barreiro Croydon 03 9723 1441 BBSc (Hon) Psychologist $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
Carol Hardy Highett 03 9558 3980 Dip App Science (Couns) Grad Cert Bereavement Cert IV $75 Face to Face, Phone

Asst & W/place Training & Adv Dip SO Therapy, Prof Supervisor
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 Swinsburn, 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
Berard 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 0428 291 874 Dip. Prof. Couns., Prof. Supervisor Trg (ACCS) $60 Face to Face & Phone
Judith Ayre St Kilda East 03 9526 6958 Dr Coun & Psych, Dip Clin Hyp., Gr.Dip Coun., Gr.Dip Conf. Res., B.A. $70 Face to Face
Barbara Matheson Narrewareen 03 9703 2920 or Dip. Appl Sc (Couns.) AAl, Prof. Sup (ACCS) $70 Grp $20 Discnt Face to Face, Phone, Group

Ferntree gully 0400 032 920 for FVC membs
Rosemary Ocean Grove 03 5255 2127 Dip Prof Couns, Cert IV Health Clinical Hypnosis $66 Ind $35 Grp Face to Face & Phone
Caracedo-Santos
Joanne Ablett Phillip Island 03 5956 8306 M Counselling, Back Ed, Dip & Adv. Dip. In Expressive Therapies, Prof Spvsr $80 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 Trg $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
Graeme Riley Gladstone Park 0423 194 985 Master of Ministry; Graduate Diploma Pastoral Counselling; Diploma of Ministry; $75 Ind $100 Grp Face to Face, Group

Clinical Pastoral Education (1891,1988,1987)
Rosslyn Wilson Knoxfield 03 9763 0033 or Supervisor Training; Dip. Prof. Couns, $70 Phone, Group. Face to Face

0422 120 114 Dip of Holistic Counselling, Dip of Expressive Therapies
Jenni Harris South Yarra 03 9490 7599 or MA(MIECAT)Supervision; Adv. Supersion traning Nada Miocevic; $80 indi $90 Grp Phone, Group, Face to Face

0406 943 526 Grad Dip in Experimental & Creative Arts Therapy
Cheryl Taylor Port Melbourne 03 8610 0400 or Certificate IV in Counselling Supervision-RTA &BECS; Dip of Teaching, $88 Group, Face to Face

0421 281 050 Cert in Counselling an Psychotherapy, Accredited Telephone Counselling, 
Grad Dip in Christian Counselling,Neuro-Linguistic Programming

SOUTH AUSTRALIA
Dr Odette Reader Norwood 0411 289 869 Cert IV Training & Assesment, Adv Dip TA $110 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 $100 Face to Face, Phone, Group
Moira Joyce Frewville 1300 556 892 B. App Sc (Soc Wrk), Cert Mediation, Cert Fam Ther, Cert Couple Ter, Supervisor Trng $100 Face to Face, Phone, Group
Anne Hamilton Gladstone 08 8662 2386 or RN, RPN, MHN, Grad Dip H Counselling, Supervisor (ACA), $90 Face to Face, Phone, Group

0416 060 835 Master NLP, Coaching and Timeline Therapy
Dr. Nadine Pelling Adelaide 0402 598 580 M.A. Ph.D Psychologist & Counsellor $100 Face to Face, Phone, Group
Maurice Benfredj Glenelg South 08 8110 1222 Grad Dip Hlth Couns, Dip Couns and Comm, Adv. Dip. Appl. Soc Sc, Bed, MA $90 Face to Face, Phone, Group
Carol Moore Old Reynella 08 8232 7511 GradDipSocSc{Couns}; B Bus {HRD; Dip.Prof.Couns.Prof Super Trg. $99/hr Ind Face to Face, Phone, Group

$35/2hr Grp
Dr. Chris White Gilberton 08 8344 3837 or   M.B.; B.S.; F.R.A.N.Z.C.P. (Ret); DSc. (Psych); C.M.A.C.A.; M.A.I.P.C.;  $100 Phone, Group, Small Group,

0414 884 637 A.M.I.T.A.A.; M.R.E.A.A. Face to Face, Long distance

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/ 08 9448 3210 MA. Couns. NLP, Sup Trg, Dip Prof Couns. Cert IV Sm Bus Mgt $110 Face to Face, Phone, Group

Victoria Park
Eva Lenz Fremantle 08 9418 1439 Adv. Dip. Edu. Couns. M.A., Religion, Dip Teach $80 Face to Face, Phone, Group

$60 Con HltCareCrd
Lillian Wolfinger Yokine 08 9345 0387 Professional Supervision $60 Face to Face, Phone
Beverley Able Scarborough 08 9341 7981 or Registered Psychologist $110 Face to Face

0402 902 264
Deidre Nye Gosnells 08 9490 2278 or Supervisor Training $80 Face to Face, Phone, Group

0409 901 351
John Dallimore Fremantle 0437 087 119 COA Of Supervision (CCC) B. Couns B. Appl. Psych $90 Face to Face, Phone, Group
Hazel Jones Currambine 08 9304 0960 Supervisor Training $ Neg Face to Face, Phone, Group

TASMANIA
David Hayden Howrah 0417 581 699 Dip Prof Counselling, Supervisor Trg (AIPC) $80 Face to Face, Phone, Group

NORTHERN TERRITORY
Margaret Lambert Brinkin 08 8945 9588 or Dip.T, B.Ed, Grad.Dip.Arts, Grad.Dip.Psych., B. Beh.Sc.(Hons). $80 Ind $130 Grp Face to Face, Phone, Group

0414 459 585

ACT
Brenda Searle Canberra/Region 02 6241 2765 or Grad Dip of Community Couns., Adv Cert of Clinical Hypnotherapy, from $50 to $80 Face to Face, Phone, Group

0406 376 302 Dip of Prof.Couns, Supervisor Trg (AIPC) (nego)
Ingrid Wallace Chisholm 02 6247 0655 or MA (Counselling), Grad Dip of Community Counselling, $100 Face to Face, Phone, Group

0417 447 374 Adv. Practitioners’ Cert in Clinical Hypnotherapy  

SINGAPORE
Hoong Wee Min Singapore 65 9624 5885 MA Social Science, Supervisor Trg $100 Face to Face, Group
Laurence Singapore 65 9823 0976 Masters of Arts (Applied Psychology), $70-$90 Face to Face, Group
Ho Swee Min Grad Diploma in Solution Focused Brief Therapy,

COUNSELLING AUSTRALIA  VOLUME 9 NUMBER 3 SPRING 2009

81



COUNSELLING AUSTRALIA  VOLUME 9 NUMBER 3 SPRING 2009

82

  Table of Contents 
Part A: Introduction 

Chapter 1: Introduction to Clinical Supervision  
Chapter 2: Administration and Marketing of Supervision  

Part B: Professional Issues 
Chapter 3: Professional Organisations and Resources in Counselling  
and Psychology  
Chapter 4: Ethical Issues in the Clinical Supervision of  
Evidence-Based Practices 
Chapter 5: Recent Supervision Scholarship  

Part C: Approaches 
Chapter 6: Models of Supervision: From Theory to Practice  
Chapter 7: Alliance Supervision to Enhance Client Outcomes  
Chapter 8: Processes and interventions to facilitate supervisees’ learning  
Chapter 9: Addressing supervisee fears in supervision  

Part D: People 
Chapter 10: The Supervisory Relationship  
Chapter 11: Modes of supervision  
Chapter 12: Supervisor development  
Chapter 13: Who are Australian counsellors and how do they attend to their professional 
development?  

Part E: Evaluation 
Chapter 14: Purposeful Assessment: An integral aspect of supervision 
Chapter 15: Supervision as Gatekeeping: Managing professional competency problems in 
student supervisees 
Chapter 16: Assessment of Competence  

Part F: Emerging and Specialist Issues 
Chapter 17: Culture-Infused counselling supervision 
Chapter 18: Supervision of applied specialties — unique aspects 
Chapter 19: The use of technology in supervision  
Chapter 20: Supervising clinical placement  

www.australianacademicpress.com.au

RRP $49.95 
 ISBN: 9781921513312 
 AAP Item Number: 4-921513312 

 370 pages softcover  

 

 

Edited by  
Nadine Pelling        John Barletta          Philip Armstrong  
  
Quality clinical supervision for counselling, psychotherapy and other mental health and related disciplines seldom occurs by accident. 
Rather it is the result of strategic planning by counsellors, administrators and supervisors working in partnership. The aim of such 
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scope and cross-professional application (counsellors, psychotherapists, psychologists, social workers, life and business coaches) 
ensures all who are interested in supervision can benefit from this book. It will will also be attractive to trainee practitioners who are 
beginning supervision and to trainee supervisors who are taking their first steps as supervisors. To cater for this wide audience, the 
various chapters blend contemporary research with modern models and up to date frameworks and practical tools applied to various 
contexts.  
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When the
diagnostic and
prescriptive voices
are quiet, the
individual’s sense
of themselves is
what it is all about:
feelings, and
reflections on those
feelings, in the
context of their
world as it looks to
them – a
psychological and
physiological
awareness – their
felt sense of
themselves in their
world.

Referral practice within primary healthcare varies but
all humanistic practitioners in the field encounter, in
some form, the philosophical divide between the
medical model of patient treatment and their own
belief in client responsibility.  This may involve ethics,
referral policy, time limitation, confidentiality and
other considerations.  But perhaps a more
fundamental issue is that of the medical classification
of the patient’s condition, compared with a
counselling approach which is existential and holistic.
This divide may be of more concern to counsellor
than the patient – certainly it is unlikely to be
perceived in these terms by the patient – but that does
not make it neutral in effect.  For the practising
counsellor it may mean a temptation to incorporate
techniques from a more interventionist approach,
perhaps cognitive-behavioural, resulting in an uneasy
integration.
The difficulty has its roots in the need for a ‘scientific’
system of knowledge which requires a means of
classifying disease in order to derive treatments on the
one hand – and therefore looks for patterns and
quantitative verification – and on the other, a means
of therapy which is validated by individual interaction.
The need to bridge this gap arises from the context of
primary healthcare where a patient’s understanding is
expressed in terms like ‘symptoms’ and ‘treatment’
and ‘being well’.  Alongside this is a cultural
awareness of psychological difficulties as illness,
perhaps with specific names, which coincide with
medical terminology.  So a patient is diagnosed with
depression or anxiety or panic attacks or stress or
even ‘low mood’ by their GP and is referred to the
counsellor, having been told that about themselves.
Or perhaps they request a referral to the counsellor,
having been shunned by work colleagues for irrational
outbursts of temper and told to ‘get yourself sorted
out’, or having felt unaccountably low for a time and
been told by family members to ‘pull yourself
together’.
But when the diagnostic and prescriptive voices are
quiet, the individual’s sense of themselves is what it is
all about:  feelings, and reflections on those feelings,
in the context of their world as it looks to them – a
psychological and physiological awareness – their felt
sense of themselves in their world.  And this felt sense
is more than a slice of their experience; rather it
contains the remembering of a passage, leading to
and accounting for how they feel now.
For Buber (1958: p.25):  ‘All real living is meeting’,
and the currency of the meeting is dialogue.  Talking
therapy, as a dialogue, both mirrors and participates
in the process which gives the individual his own
sense of what is happening for him.  Buber gives a
frame for understanding the psychological awareness
of our passage.  He examines the nature and
significance of relating and dialogue in the context of
one person to another.  The processes of
‘experiencing’ and ‘relating’ corresponding to the
alternatives of ‘I-It’ and ‘I-Thou’ respectively, which he
identifies, can also be applied to the individual and his

world.  We find equivalents in day-to-day usage.
When we are feeling content and at ease and have a
sense of boundary-less peace, we say we are ‘at one’
with the world (I-Thou); when we feel isolated and
besieged, we say we are ‘at odds’ with the world (I-It).
Physiological awareness is contained within the
internal dialogue of reflexivity.  It is our reflexive
awareness which allows us to say, ‘I am thinking
about…’ or ‘I feel…’, which makes the self an object
(in Buber’s sense) and results in our experiencing
rather than relating to ourselves.  Perhaps here there
is an explanation for the ‘self consciousness’, or self-
preoccupation, which we see in many clients and
which I return to below, as the withdrawal and
distancing which is seen in clients’ distress.  The fully
functioning individual, in contrast, is reflexive only by
intent, and is able simply to be.  His relating to
himself is more inclusive.  We may say he is
grounded.
The individuals sense of himself in his world, then, his
psychological and physiological awareness, is known
to him through dialogue, as his means of relating both
internally and externally.  The presence of dialogue
offers the possibility of balance, a state of equilibrium,
a stress-less state.  But the nature of the dialogue
determines whether there is actually a balance, a state
without stress, or whether a lack of balance indicates a
state of distress.
My central hypothesis, then, is that, while the medical
world talks in terms of depression or agitated
depression or anxiety, and society talks in terms of
stress or nervous breakdown, when we meet the
client, we are meeting individual distress, which has a
unique origin for this person and is experienced
uniquely by them.  Rowan (1998) suggests a similar
comparison:  ‘Once you give a person a label there is
a real danger that you will respond to the label instead
of to the person… it is a whole person who has to be
met and engaged with…’
Unlike medication, which offers singular solutions to
collective classifications of condition/symptoms
deriving from multifarious sources, psychological
therapy offers a means to address the multifarious
sources of the client’s unique condition.  The link is
the collective of symptoms, but, for the one, they are
an inexact means of recognising a condition (and so
themselves represent the condition), and, for the
other, a present and vicarious set of physiological or
psychological/behavioural responses to historical
experience.
I will try to relate a symptom-based description of
client conditions with what we might hear the client
telling us.  To start we can list the generally accepted
range of psychological symptoms of depression,
anxiety and stress (see figure 1).
Running through these experiences of distress are
three elements: loss of control (of thoughts and
feelings), a sense of disconnectedness and a ‘closing
in’ of the client’s view of the world and their life.  We
can therefore associate depressed mood, lethargy and

A place for person-centred therapy
There is a tendency to ‘think vertically’ when we approach a disease model from
a list of symptoms.  It fits with the framework of deriving results from lower level
causes and produces a hierarchical model which is also culturally satisfying.
What Simon Cole offers in this article is a horizontal perspective
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Normal relating is
central to the

therapeutic effect
of therapy.  In the

person-centred
tradition we see the
potential for growth

towards the ‘fully
functioning
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present in every

human being and
the desirable

outcome, and will
most often say that

they ‘just want to
be normal again’.

helplessness in depression as aspects of losing
control.  Disconnectedness appears in depression as
negativity, in thinking, feeling and arousal and as a
‘switching off’ from sensation, arousal and reality in
anxiety and stress.  The closing in of the client’s view
of life can be seen in the hopelessness and suicidal
ideation of depression.  
Starting from a diagnostic manual, we might question
the client – or arrange the symptoms they describe –
and achieve a ‘best fit’ into one of the conditions
above.  But if we listened to the client’s description we
might hear him say: ‘I used to be normal, I went out, I
had friends, knew how to have a good time but now
I’m afraid to go out and it’s really getting me down.
My relationship is suffering because either I just can’t
be bothered or I’m flying off the handle.  My life
seems to be going nowhere and I can’t stop thinking
about that.’  In this we would hear the client’s distress,
and perhaps despair, as a unitary experience linked to
their awareness of aspects of their being and
compared with some historical and seemingly
disconnected sense of themselves.  So where the
doctor would extract symptoms from the client’s
description in order to classify a condition to
determine the medical response (though increasingly
with less differentiation), the humanistic counsellor
would hear the client’s distress at both their condition
and their own inability to attribute a cause.  One need
not be right and the other wrong.  Both are
appropriate to their discipline and the possibilities,
and limitations, of their interventions.  We might say
that, whereas the doctor was hearing the client’s
descriptions, the counsellor was listening to the
client’s story.  
If we stay with the client’s experience, we pick up a
sense that he perceives everything as happening
around him:  his condition is beyond his own
intervention (a lack of comprehension of the change,
a relationship deteriorating despite his awareness and
will to keep it stable); coupled with this comes a
feeling of being disconnected (an altered social pattern
and lack of motivation); present as well is the sense of
life closing in, ‘going nowhere’.  As humanistic
counsellors we could relate these features of the
client’s experience to recognised antedotal processes
in psychological therapy:
loss of control grounding
disconnectedness normal relating
closing in opening up the frame

(Mearns, 1999)

The extent to which we adopt these processes as
intentional activities or simply observe that they can
be an outcome of the work of therapy will depend on
our feeling for a non-directive, or a more process-
experiential, approach to our work.  But their relation
to Rogers’ core conditions is clear.  The presence of
each condition in the relationship which the counsellor
offers will contribute specifically to one of the
processes, as well as collectively to a renewed
experience for the client of  ‘normal relating’.  They
will help to restore the dialogue.
To the extent that empathy is confirming and
validating, it will assist the client in grounding.  ‘Am I
going mad?’ is a frequent question from clients who
are conscious of how they are behaving or reacting,
see themselves as unable to change this pattern and
seek to dissociate intention from apparent reality.
The counsellor, who by empathic responding can
stand alongside the client, is indicating the ‘normality’
of the struggle in which the client is engaged, and
thereby bringing the client back into the bounds of
being human.
Normal relating is central to the therapeutic effect of
therapy.  In the person-centred tradition we see the
potential for growth towards the ‘fully functioning
individual’ as present in every human being and the
desirable outcome, and will most often say that they
‘just want to be normal again’.  ‘Being normal’ in this
sense is close to being able to be normal with other
people and experience normal responses from them.
So the counsellor may be doing northing more than
allowing the client to experience day-to-day responses,
such as they may have received from others, before
the cycle of withdrawal changed the nature of their
contact with their world.  For this, though, is needed
the ability to offer the core conditions in the
relationship and, foremost, unconditional positive
regard for the client.
Not all clients can progress beyond their recovery
towards the ideal of ‘fully functioning’.  My sense (not
objectively researched) is that in primary healthcare
the client has a feel for when they are ‘well enough’
and that this may account for the relatively larger
proportion of clients who end counselling by failing to
attend after a certain time.  ‘Opening up the frame’,
therefore, in the sense of fulfilling their growth
potential, often has limited scope.  But it can also be
seen as the means and process of reversing the cycle
of withdrawal.  The congruence and transparency of
the counsellor is vital to this process.  Withdrawal
invariably prompts rejection:  there is a turning away

Depression Anxiety Stress  
Depressed mood Sense of anxiety Sense of anxiety  
Lethargy Thoughts intruding on sleep Mood swings and irritability  
Sense of helplessness Difficulty in concentration Difficulty in concentrating   

Loss of control of thoughts Whirling thoughts  
Feeling of worthlessness Irritability Dulled Senses  
Negative thinking Feelings of unreality Loss of interest  
Loss of interest or pleasure Constant negative anticipation    

Agoraphobic tendency   
Sense of hopelessness Obsessive preoccupation Inability to cope      
Suicidal thoughts  Forgetfulness  

Figure 1

A place for person-centred therapy – (Continued)
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To be true to his
philosophy, the
person-centred
counsellor must
allow both and
comparisons of
effectiveness take
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and dialogue breaks down.  This cycle is self-
reinforcing and spirals.  Only realness – the realness
of the counsellor – can restore meaningful dialogue
across the barriers of misconception and mistrust
which have been built up.
The client-counsellor relationship and the core
conditions offered by the counsellor address directly
aspects of the client’s being, behaviour and awareness
of himself.  What perhaps is added here is horizontal
perspective.  There is a tendency to ‘think vertically’
when we approach a disease model from a list os
symptoms:  it fits with the framework of deriving
results from lower level causes, and produces a
hierarchical model which is also culturally satisfying.
But our awareness of ourselves is as much horizontal
as vertical, and even the vertical ‘depth’ relies on a
horizontal aspect.  If we go back to our client above
and look at what we might list as his symptoms,
following the medical model, we find (see figure 2)
He is using the present tense and conveying an
ongoing experience, ‘getting’, ‘suffering’, ‘going’,
‘thinking’.  Even when he talks about the past, ‘I used
to be normal…’, we hear him looking over a span of
time, thinking of his recent history.  Thus, if we allow
ourselves a horizontal perspective, we have a picture
of distress rooted in the client’s continuous
experience.  This is not easily seen in a symptom-
conscious approach which is primarily concerned with
what the symptom is, how bad it is and when it
started.

None of this is intended as an argument against the
use of medication.  Neither is it intended to suggest
that one form of ‘treatment’ is always more effective
than another.  It may, though, inform the mix of
interventions used, for example that between
pharmacological and psychological therapy.  To some
extent the decision is already being made by the
patient:  on the one hand, we find an increasing
number of people who have an aversion to taking
pills; on the other, we have many who simply want to
‘feel better’.  To be true to his philosophy, the person-
centred counsellor must allow both and comparisons
of effectiveness take second place.  It could be that, by
addressing the sources, as opposed to the symptoms,
of the condition, susceptibility to psychological stress
is reduced in the long term, but to demonstrate this
demands a lengthier study than most medical-offset
research currently undertakes.  In the meantime
attention to referral procedures may contribute most
to the alliance of counselling and primary healthcare.
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Symptom Client’s narrative  
Agoraphobic tendency “…used to be normal…have a good time…now pretty much afraid to go

out…”  
Depressed “…that (remembering how he was and comparing with now) is getting me

down…”  
Disinterested and irritable  “…relationship is suffering because either I just can’t be bothered or I’m

flying off the handle…”  
Hopelessness “…Life just seems to be going nowhere…”  
Obsessive preoccupation “…can’t stop thinking about it…”     

Figure 2



II nn tt rroodduucc tt ii oonn
This article is the first in a series of articles that
Counselling Australia is bringing to ACA members
to provide some background for counsellors who wish
to develop their skills in reading and understanding
research and testing literature.  In this article there are
some introductory ideas that will provide an
appreciation of the value of the research literature,
and introduce elementary concepts that are important
to understanding research and to which I will refer in
future articles. Future articles will discuss various
aspects of research design, psychological testing, and
the analysis of research data that will provide basic
skills in appraising critically the things that people
claim in books, articles and advertising materials. 

TThhee  EEtthhiiccss  ooff   UUnnddeerrssttaannddiinngg

The ACA requires members to ùndertake a certain
basic level of professional development every year as
part of their membership. This can be done through
various workshops and meetings, of course, but
should also be done through reading the literature that
is being produced every day in your field.  Naturally, it
is quite impossible to read it all. Therefore, you need
to be quite selective in how you find things to read,
and part of that selectiveness must lie in deciding
whom to believe about what matters that may be of
concern to you.  

However, once you have selected materials to read,
you must not take everything the writer says seriously.
Indeed, I hope you read my articles with an eye to
challenging things that I may say, and I encourage you
to look things up in the library if you think something
may be mistaken. Whilst I endeavour to ensure that
everything said will be accurate, I, like other writers,
am only human and it is possible that there may be an
error, or even a recent development that I haven’t
read yet! 

There is an ethical component to all of the preceding.
When we provide a service to a client, the client is
paying for something which they assume works, and
for information which they assume to be both
accurate and based on known facts. They also assume
that we know the hazards of some of the methods
that we use, and that we provide them with correct
information so they can make an informed choice
about whether to proceed with a particular approach.
When, for instance, we use hypnosis or a related
method like journalling, guided imagery or deep tissue
massage, but then suggest things to the client, we
must know that these suggestions may be
incorporated into something that the client later calls
“memories” even though they are mere
pseudomemories.  To affirm these as “likely to be
real” is absurd, and anyone familiar with the hypnosis
literature would not make this mistake. However, not
everyone knows that guided imagery and similar
methods are sufficiently related to hypnosis that this
kind of problem is likely to occur. Whilst counsellors
may prohibited from using hypnosis in some
jurisdictions, they are not restricted from using these
related techniques. Only personal development
through studying the literature would lead to the
necessary understanding. This of course can be critical
if there are legal matters at hand, as the use of

hypnosis and related methods can vitiate the
testimony of the person with the so-called ‘refreshed’
or ‘recovered’ memories. 

However, simply reading some literature on a topic is
not enough.  For each method, there is usually at
least a body of apparently-supportive literature, which
often may not cite much of the contradictory literature
that may exist. The fact that writings that contradict
an author are not cited in his or her work does not
mean that it does not exist.  To stick with hypnosis,
for instance, there are two main journals in the field,
the International Journal of Experimental Hypnosis
and the Journal of Clinical Hypnosis. These journals
were the result of a split in the field between those
who study hypnosis from an experimental point of
view, and those who use hypnosis in clinical settings.
To understand the nature of this split, you have to
appreciate that the methods used by the
experimentalists are logically sound, and report
findings from well-designed studies that allow us to
know what is happening in hypnosis, whilst the
clinical use of hypnosis (the focus of the rival journal)
is often not so informed by sound science, but rather
by more narrative reports of people who may use
hypnosis but who do not necessarily have a solid
scientific basis for their theories about how it works. 

CCoouunnsseell ll iinngg  aanndd  SScciieennccee
Some people may argue that counselling is not a
science, and to some extent there is a case to be
made. However, a scientific approach is extremely
useful for weeding out things that don’t work or that
don’t make sense.  If you think about it, implementing
a change in a client’s lifestyle is an experiment of a
sort, where the sample size is 1.  You are hoping that
you have identified the correct factors that are at work
in the social ecology of that client, and that the
intervention will have the desired effect. If it does, you
put it down to your skill as a counsellor, and if it
doesn’t then you go back to the drawing board and try
to figure out what factor it was that you did not
account for which precipitated the disaster! Research
can provide a substantial insight into what factors are
likely to be at work, and what interventions are likely
to be successful. Long ago, Kluckhohn and Murray
(1948) observed that “to some extent, we are like
everyone else, like some other people, and like no
one else.”  To the extent that we are like all, or at
least, some other people, a scientific approach can
inform our approach and improve our successes (or at
least rule out things that are doomed to fail).

There are some who regard science as a political
process, and I think that these are people who use the
“it’s political” argument to advance their own political
agenda. I am reminded of a conference that I went to
where a presenter argued that Eye Movement
Desensitization Reprocessing (EMDR) works.  He told
the audience that there were 35 studies in the
literature, but that we should only pay attention to the
five studies that show it to be slightly better than a
“placebo” treatment (ie., a mock treatment that really
doesn’t do anything) because the other studies were
written by people who don’t like EMDR and are “out
to get it.”  This is an utterly unscientific view, and to
dismiss thirty studies that say it doesn’t work just
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because someone tells us something like that is
absurd.  It would be wonderful if something as simple
as EMDR did work, but to ignore research that says it
doesn’t is at the very least, to mislead clients about its
efficacy, and at worst, to sell our clients a faulty
product.  The profitability of convincing people that it
works must be set against the fact that no treatment
may work just as well - and cost the client less.   

Well-designed research attempts to be as objective as
possible, and that means stripping all political agendas
out of the design.  Failure to understand this leads to
an anti-scientific point of view that is very blinding,
although it can be very comforting to people who
have a pet agenda that they don’t want to see
challenged. The easy way to misunderstand research
is, of course, through failing to understand how it
should be done.

This leads to another problem with such an anti-scientific
point of view is that it encourages what psychologists
call “confirmatory bias.”  This will be familiar to all
counsellors.  People look for evidence that confirms
their belief, but do not look for evidence (or disregard
it if they find it) that contradicts their belief.  For
example, people with a strong belief in astrology will
attribute the orderliness of people born in September
to their being Virgos, and are likely to disregard
orderliness in people who are not Virgos.

Furthermore, if a Virgo is messy, they will seek other
explanations such as being born in a particular year or
near the beginning or end of the sign. Of course,
there are so many possibilities for “exceptions” that a
rationalization for the untidy September child will
always be found, thus again “confirming” the
astrological “prediction.” 

Counsellors are not immune to confirmatory bias
themselves.  How often have we patted ourselves on
the back because someone came to us in crisis but
improved rapidly over the course of two sessions?
The Latin expression post hoc ergo propter hoc
means “after this, therefore because of this,” and
captures the logical fallacy of saying A caused B
simply because B occurred after A.  We forget that
people in crisis are at their worst point, and therefore
any point after the worst point must be better!  Is it a
real improvement that we facilitated, or would the
person feel better anyways? In your handy
introductory statistics textbook, you may also wish to
look up “regression to the mean” (or wait for a future
article in this space). 

CChheecckkiinngg  YYoouurr   SSoouurrcceess
When reading research, the first thing to look for is a
set of references.  When an author reports other
studies that have been done, or articles on which they
have relied for information, there should be a list of
references at the end of the article.  These can fall
into several categories.  There may be large-sample
studies, where a group of people have been
examined, and where objective data collected which
purports to answer some research question.  There
may be case reports, where a single interesting case is
detailed which supposedly confirms - or disconfirms -
some model or theory that the author is considering.
There may be books that have been written that
summarize the clinical experiences of one counsellor,
commonly extolling the virtues of a single method that

he or she has invented or adopted.  There are varying
degrees of quality in each category, and various
criteria that have to be applied to understand the
differences between good-quality research and
potentially-misleading sources of information. 

One little filter that you can use is the difference
between “primary” and “secondary” sources.  Primary
sources are original pieces of research that report the
data and results in a way that (hopefully) allows the
reader to judge whether there is some measure of
validity in what they claim.  Secondary sources are
articles and textbooks that summarize the results of a
number of studies and give you a sense of what the
authors think to be the case, and the confidence that
they have in their conclusions.  If a source in the
reference list is a secondary source, then you have an
interpretation of an interpretation, and like the game
“Chinese Whispers,” the facts can become distorted
and the message garbled. At the very least, the nature
of the original source is lost to view, and more
confidence may be placed in a statement than is
warranted by the evidence.

The classic cautionary example of this is in social
psychologist Carol Tavris’ article in the New York
Times Book Review titled Beware the Incest
Survivor Machine many years ago.  She examined
the “one in three women are abused” statistic that
was being cited widely in the research (and is still
quoted in Australian media regularly by politically-
minded social reformers like Hetty Johnston).  Tavris
traced the references in articles back to earlier articles,
and through the reference section in the earlier
articles back to a group of authors who quoted each
others’ articles as secondary sources. When she
found the original article, it turned out not to be a
large-scale study, or even a college sample. It turned
out to have been made up by one of the authors, who
was cited by someone else, who in turn was cited by
someone else... To quote Lewis Carroll’s Bellman, “I
have said it thrice: What I tell you three times is true.”
Believe that if you will. 

BBaassiicc  PPrriinncciipplleess  ooff  SScciieennccee
A whole philosophy of science cannot be captured in
a single short article. However, some of the principles
at work can be put rather simply, and it is worth
enumerating a couple of key ones in this introductory
article before we move on to some more technical
matters later in the series.  First is the principle known
as “Occam’s Razor.” Quite simply, it says that the
simplest theory wins.  If there are five phenomena
that are observed, and a five-part theory explains all
of them then that theory should be preferred - until a
four-part theory comes along that explains them as
well. The four-part theory would lose out to a three-
part theory, and a single “unified theory” would be
ideal.  “The principle of parsimony” is another term
for this, and the most parsimonious theory is to be
preferred.

Secondly, it is important to understand that science
never “proves” a theory. It only provides evidence that
is either consistent or inconsistent with a particular
theory.  If the results of a study are consistent with the
theory, then the theory is not proved, per se, rather, it
is merely supported, because it is always possible that
another test will be devised which proves the theory to
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be false.  However, if the data are inconsistent with
the theory’s predictions, then the theory is “falsified.”
That is to say, the theory does not account for what
was observed, and should be rejected or drastically
modified.  This brings up the notion of “falsifiability”
as a criterion for determining whether a theory should
be regarded as scientific.  This criterion was put
forward by philosopher of science Karl Popper in the
middle of the 20th century, who observed that if it is
impossible to falsify a theory, then it should be
dismissed as unscientific.  Popper’s favorite whipping-
boy was Freud, whose theory was regarded by him as
utter nonsense, precisely because it was unfalsifiable.
Popper pointed out that since there is no conceivable
human action that can not be accounted for by
psychoanalysis (after the fact, of course), then there is
no conceivable test that could be constructed to rule it
out.  If a person does ‘A’, then this part of the theory
is right, but if they do ‘not-A’ then that part of the
theory is right.

Thirdly, a theory that explains a lot of things should
be preferred to one that is specific to some small
range of phenomena.  Modern physics explains an
awful lot of things. Sometimes people make the case
that “because physics can’t explain some things it’s
wrong,” usually when trying to support some theory
that is not based on physics (such as one for so-called
“psychic” phenomena) and which is freqently both
unparsimonious and unfalsifiable.  As with Freud’s
theory, a model that explains everything explains
nothing, and a model that explains a lot still should be
preferred.  

AAnn  EExxaammppllee  ooff  tthhee  BBaassiicc  LLooggiicc
To return to astrology for an example of the basic
logic, consider that specific predictions can be tested.
Some astrologers maintain that some sun signs are
clumsier than others.  If this is true, then when we
look at hospital records for trauma and accidents, we
should find more than 1/12 of cases in some signs,
and less than 1/12 in other signs.  So if you have
1200 cases from emergency departments, you’d
expect 100 of each if the astrological prediction was
false, but you’d find less than 100 in ‘non-clumsy’
signs and more than 100 in ‘clumsy’ signs.  In fact, in
thousands of Queensland emergency department
records that I’ve studied, you get almost exactly 1/12
of the trauma cases in every sign. Naturally there is a
little variation around 1/12 but this is within the limits
of what we expect statistically (a topic much too large
for this article!).  This “falsifies” the theory, in other
words, the failure to predict what is observed
disproves the theory from which the prediction was
derived.  This is why it is often pointed out that
science never proves anything. Rather, it is open to all
possible theories, but rejects the ones that don’t
predict correctly what will happen.

Consider the possibility that I had found that some
signs experienced more trauma than others.  Would
this proves that astrological predictions are valid? We
have to go back to Occam’s razor...what is the
simplest theory?  Do we have to accept that
astrological forces that we can’t measure and which
defy physical laws are true, or is it simpler to posit
that babies born at a specific time of year have more

or less of known physical factors such as light at
specific developmental periods, and that may affect
the coordination brain in some way? If I were funding
research on the topic, I’d lean towards the brain
hypothesis more than the astrological one, simply
because we’re more likely to find something
neurological, given what we know about neurology,
than to invent a whole new scheme of physics that
essentially rules out everything that’s been known for
centuries! 

TThhee  NNeexxtt  AArrttiiccllee
You’ll note that I said that you get almost exactly
1/12 of the trauma cases in every sign when you look
at the hospital records across thousands of cases.  It’s
not precisely 1/12 that you get, but within a specific
margin of error, you can say that the relationship
between sun sign and trauma is pretty much random.
It has to do with the idea of variation, which is a
fundamental concept in understanding testing,
research and statistics. Without going into the
mathematics of it all, the next article will address the
ways in which we can expect to get certain results
under certain assumptions and how we go about
determining whether or not we’ve gotten what we
expect - or not.

Dr Travis Gee is a registered psychologist and
Clinical member of ACA. Travis is also a lecturer at

University of Southern Queensland, 
Springfield campus.
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