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Dear Colleagues,

A very warm welcome to our first
edition of the LJCP for 2023. As |
write this editorial we have embraced
a new year and are transitioning to
a new season. Traditionally, spring
is regarded as a time of hope, new
beginnings and transformation. In
the natural world, it signifies the end
of winter-induced hibernation and a
time of growth and reinvigoration as
flowers spring to life and flourish.
Likewise, for many of us, we have
returned to our professional lives
after an albeit short break, hopefully
refreshed and revived.

For our clients, many approach
therapy with hope at the forefront
of their minds. Hope that pain will
lessen, change is possible and
new beginnings full of promise are
not too far away. In the way that
their stories are unique, so are the
pathways in therapy they travel. Given
this, it seems apt at this time of
year to share articles that examine
differential pathways in practice
that promote well-being, flourishing,
personal growth and hope for positive
change.

In our first article, Dr Jolanta Burke

CORRECTION

and Dr Trudy Meehan explore post-
traumatic growth (PTG) in women who
want children but are unable to have
them. While there is a growing cohort
of women who choose not to have
children, for others, being unable to
have a child is marked by loss, grief
and is regarded as a blocked goal.
This insightful article incorporates

a unique study that outlines the

PTG domains that best predicted
flourishing among childless women.

For our second article, James
Overholser presents part two of his
simulated interview with the founding
father of Gestalt therapy, Fritz Perls.
Perls talks candidly about the process
of therapy sessions using the
Gestalt approach, which encourages
interacting with clients in a directive
and confrontational way to encourage
frank discussion about their
emotional reactions. Perls highlights
that the aim is to help clients accept
personal responsibility and thereby
promote growth and maturity.

Our next contribution by
Grushenka Arnold looks at working
therapeutically with clients taking
psychotropic medication. Although
counsellors and psychotherapists
do not prescribe medication, it is a
topic that frequently crops up in the
therapy space. Grushenka conducted
a small-scale study that provides
some revealing insights into how
clients feel about taking psychotropic
medication, how therapists feel about
working with medicated clients, and
highlights that a lack of knowledge
of medication on the part of the
therapist can lead to self-doubt.

Our fourth article is provided by
Dr Marion Mensing, who explores
the role of neuroscience and
neuroimaging in the psychodynamic
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From the Editor:

approach. Working from the
psychodynamic assumption that
much of the human experience
occurs unconsciously, the author
questions if a stronger collaboration
between neuroscience and
psychodynamic psychotherapy

could strengthen the relevance of
psychodynamic models and methods
in science of the mind, particularly

in pharmacology and cognitive
psychology. The article also explores
links between psychotherapeutic
moments of change and a
hypothesised form of brain plasticity
called memory reconsolidation.

Our final article comes from
Sally O’Reilly, who writes about her
experience attending a workshop led
by psychotherapist and author Stella
O’Malley on working with gender
dysphoria in young people. Sally
reflects on the contentiousness of the
issue, which has become increasingly
adversarial and divisive in recent
years. Sally details core themes
that were addressed, including the
emergence of a new language of
gender, gender identity theory, and
the importance of therapists to not
drive an agenda, but rather, assist
exploration and facilitate young
clients in safely forming their own
opinions.

In this issue we have also included
two emotive and thought-provoking
poems in our Floresence section.

On behalf of the IJCP editorial
committee, | would like to take this
opportunity to sincerely thank our
contributors and wish all our readers
a happy, healthy and peaceful 2023.
May it also be a time for you to grow,
flourish and embrace new beginnings.

Kaylene Petersen, Editor

On page 10 of the IJCP Winter 2022 issue the headline of the article ‘Psychedelics, used responsibly and with proper
caution, will be for psychiatry what the microscope is for biology or the telescope is for astronomy’ should have been
attributed to Dr Stan Grof. We apologise for this omission and error.
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Academic/Research Article

Childlessness as a springboard for
post-traumatic growth

By Dr Jolanta Burke and Dr Trudy Meehan

Astudy on post-traumatic growth (PTG) in
women who have experienced distress because
of not being able to have a child identifies the PTG
domains that best predicted flourishing among
childless women

Introduction

he prevalence of people not

having children continues to
grow in the Western world, with as
many as 20% to 30% of women
aged 40 and over reporting not
giving birth to a child (Rybinska,
2021; Sprocha, 2022). Among
them are a rising cohort of child-
free women who have chosen not
to have children and for whom
motherhood is associated with a
lack of personal freedom (Peterson,
2015). By contrast, another group
of involuntarily childless women,
some of whom see themselves

as outsiders, feel resigned to a
lifetime of loss (Malik & Coulson,
2013).

The reasons for childlessness
vary, ranging from explained or
unexplained infertility, non-marriage
or late marriage, to spouses
not wanting to have children
(Boddington & Didham, 2009;
Hansen, Salgsvold, & Moum,
2009). However, regardless of
the circumstances, wanting to
have a child and not being able
to can be perceived as a blocked
goal (Hansen et al., 2009), a
disruption of the expected life
course (Hagestad & Call, 2007),

and is reported to evoke feelings
of powerlessness (Koert & Daniluk,
2017). Moreover, women also
cope with the stigma attached to
childlessness, which is particularly
harmful in pronatalist nations
(Tanaka & Johnson, 2016). All of
this can have a potentially negative
impact on childless women’s well-
being.

Historically, individuals not
having children are perceived as
immature (Erikson, 1963; Letherby
& Williams, 1999), materialistic
(Callan, 1985), and unstable
(Peterson, 1983). Furthermore,
women are pejoratively described
as barren, whereas their infertility
is portrayed as a shame (Whiteford
& Gonzalez, 1995), punishment
(Freud, 1950) or a sin (Bartlett,
1994). Given this, childlessness
can negatively impact a woman’s
self-perception (Nachtigall et al.,
1992), subsequently affecting her
well-being. Whilst these views are
not as prominent today as they
were in the past (Park, 2002),
identities continue to be co-
constructed in society.

The consequences of these social
constructions are often normalising
judgements and feelings of failing
to measure up (Stoppard, 2010;
White, 2007). However, there are
attempts to distinguish between
motherhood and female identity
(Ireland, 1993), thus affirming that
being childless does not make a
woman less female. Additionally,
there is a growing body of
literature on a material-discursive-
intrapsychic model of women and
women’s experiences (including
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mental health and ill health),
which allows us to socially situate
women'’s individual experiences
of distress (Erskine et al., 2003;
Kruger et al., 2014; Ussher, 2010).
With the incidence of
childlessness growing, we
need more complex models to
understand women’s experiences
outside of a deficit model (Singh,
2010).

Well-being and flourishing

Mental health can be assessed

as the absence of mental illness
or the presence of mental health
symptoms. Mental health and
mental illness are seen as
independent from each other
(Huppert & Whittington, 2003;
Schotanus-Dijkstra et al., 2019),
meaning that when a person is
going through a difficult time and
experiences symptoms of mental
illness, such as depression or
anxiety, they may simultaneously
report the existence of mental
health, such as close relationships
with others or high levels of self-
esteem. Of the four main models/
measures of mental health (e.g.
Diener et al., 2009; Huppert & So,
2013; Keyes et al., 2008; Seligman,
2011), the Mental Health Continuum
(MHC: Keyes et al., 2008) is most
prevalent, which is why it has been
used in the current research.

To date, most literature about the
well-being of women who do not
have children has focused on the
psychological deficits experienced
as a result of not being able to
have children. For example, they
are reported to have higher levels
of depression (Singh, 2010),
especially following a miscarriage
(de Montigny et al., 2017), which
may last for up to three years
(Blackmore et al., 2011). Likewise,
it is reported that childless women
experience lower levels of life
satisfaction (Hansen et al., 2009)
and higher levels of anxiety and
depression (Singh, 2010). However,

woman who is
flourishing has the
experience of living a life
worth living and a feeling
of being able to cope with
life’s adversities
Dempsey & Burke, 2021

the findings are inconsistent (Cheng
et al., 2014) and contingent on
marital status (Engler et al., 2011,
Graham, 2015).

Post-traumatic growth
Post-traumatic growth (PTG) is a
“positive psychological change
experienced as a result of the
struggle with highly challenging
life circumstances” (Tedeschi

& Calhoun, 2004, p. 1). Of all
models of PTG (e.g. Hobfoll et

al., 2007; Joseph & Linley, 2005;
Pals & McAdams, 2004), the
most prevalent in research is the
‘Five Domains Model’ (Tedeschi
& Calhoun, 2004), where positive
changes result in outcomes of
either one or several of the five
domains: 1) Appreciation for life,
meaning that individuals begin to
see the world around them clearly
and understand what matters in
life; 2) New possibilities, meaning
that they change their focus in

life and create new life goals; 3)
Spiritual change, meaning they
may begin to attend a religious
practice or start believing more

in a higher power; 4) Personal
strength, meaning that they report
being stronger, more alive, open
— in other words, they become a
better version of themselves; and
5) Relating, meaning they become
closer to others in their lives after
adversity.

Trauma among childless women
ranges from the experiences of
miscarriage (Engelhard et al., 2001)
to the trauma of finding out about
one’s own infertility, which is seen
as “an injury to the individual’s
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sense of coherence” (Kraft et al.,
1980, p.623), and the loss of an
ideal self, as well as the hope for
immortality. Such trauma may also
relate to women being unable to
have children for reasons other than
infertility. However, no prevalence
rates exist for PTG among childless
women. Understanding the process
of PTG can assist both women and
mental health professionals in
guiding them effectively through the
discrete traumas they experience
on their journey of childlessness.
Therefore, the current study aimed
to identify the PTG domains that
best predicted flourishing among
childless women.

Flourishing describes a subjective
state of positive emotional
well-being and functioning. On
the mental health continuum,
flourishing is at the most positive
side, exceeding even general
well-being (Keyes, 2016). Keyes
explains that this feeling should be
in our lives at least once a day for
most days over a period of a month.
She suggests that one should feel
either happy, interested, and/or
satisfied (emotional well-being).

In addition to feeling good, Keyes
(2016) argues that when we are
flourishing, we also have positive
functioning in our personal and
social worlds. Positive functioning
includes things like: having a
purpose and/or contributing to
life; good relationships, belonging
and a place in the world; personal
growth and the ability to express
yourself; a feeling that yourself
and others are mostly good and
okay; and an experience in which
the world makes sense and you
can manage your responsibilities
in it. A woman who is flourishing
has the experience of living a life
worth living and a feeling of being
able to cope with life’s adversities
(Dempsey & Burke, 2021).

Methods
This study involved a one-off,
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online, cross-sectional survey.
Participants were recruited via
two UK and US online support
organisations for women, who
want to have children, but
cannot. A total of 161 women
completed the survey and their
ages ranged between 25 and 75
years (M=43.90, SD=7.29). Table
1 provides detailed demographic
information.

Measures

Two measures were used in the
current analysis — The Mental
Health Continuum Short Form
(MHC-SF: Keyes et al., 2008) and
Post-traumatic Growth Inventory
Short Form (PTGI-SF: Cann et

al., 2010). In addition to this, a
series of demographic questions
were applied, including a one-item
measure of longing to have a child,
which asked participants to decide
on a five-point Likert scale (1 = does
not apply at all; 5 = applies very
much) how applicable the following
statement is to them: My longing to
become a parent is very strong.

Results

In the current sample, 11.8% of
participants were languishing, 54%
reported moderate well-being,
and 34.2% were flourishing. A
hierarchical regression analysis
was carried out to assess the
ability of all five PTG domains

to predict flourishing after
controlling for the longing to have
a child. Preliminary analyses
were conducted to ensure no
violation of the assumptions

of observed residual normality,
linearity, multicollinearity and
homoscedasticity. Longing to have
a child was entered at step 1,
explaining 11.2%of the variance
in MHC. After the entry of the five
PTG domains, the total variance
explained by the model as a
whole was 37%, F(6, 154)=15.27,
p<.001. The five domains
explained a further 26% of the

We can see that PTG
and flourishing
are correlated in these
women, which points to
the possibility of using
therapies focused on
trauma and PTG in
childless women

Table 1. Demographic information

Issue |
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variance in MHC, after controlling
for longing to have a child, R
squared change =.26, F change (5,
154)=12.88, p<.001. In the final
model, only two measures were
statistically significant. The highest
beta value was reported in new
possibilities (beta=.384), followed
by relating (beta=.231). All other
domains were not statistically
significant. See Table 2 for details.

Variable Results Percentage
Location UK & Ireland 33.5%
US & Canada 22.9%
Other (i.e. European, Australian, African, 43.6%
Asian, South American) countries 7
Marital Married 54%
status Single 18.6%
Divorced 7.5%
In a non-committal relationship 19.9%
Reasons for | Unexplained infertility 18.8%
childlessness | £y 5ined infertility 14.2%
Not being able to find a partner to have a child
. 20%
with
Starting too late 30.5%
Partner does not want a child 7.1%
Other Miscarriage 13%
Invested a lot of time and effort over the years
37.9%
to become a parent
Stopped trying 75.8%
Have a strong longing to be mothers 41.6%

Table 2. Summary of Hierarchical Regression Analyses for Predicting the
levels of Flourishing, after controlling for the strength of longing to have a

child

Variable Model 1 Model 2

B SEB O B SEB O
Strong Longing -24 .05 -33%*% | -15 .49 -.21*
Life Appreciation .01 .05 .02
New Possibilities .24 .06 .38k*
Spiritual Change -.08 .05 -12
Personal Strength .01 .06 .02
Relations .15 .06 .23*

*p<.05, **p<.001
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Discussion

The current study revealed

that 34.2% of women reported
psychological flourishing, despite
longing to have children and

not being able to have them.
Experiencing loss, such as that
created by a lifelong goal that

has been blocked, may result in
an adjustment disorder (Carta

et al., 2009), which may explain
why childless women experience
depression and other symptoms
of mental iliness, especially during
the reproductive years (Graham,
2015). However, since flourishing
reduces the risk of mood disorders
(Schotanus-Dijkstra et al., 2017),
the current study highlights the
importance of assessing both
mental illness and mental health
to see a bigger picture of the well-
being processes experienced by
women.

This is also the first study
showing that women who
experienced the highest levels
of well-being focused their
attention on new possibilities
in life and experienced growth
in interpersonal relations. The
new possibilities domain relates
to adjusting life goals, learning
and obtaining new skills, or
refocusing attention on alternative
activities (Tedeschi & Calhoun,
2004), which may occur when
a significant life goal, such as
childbearing, is unachievable
(Hansen et al., 2009). Past
research suggests that childless
women tended to draw more
from other activities in their lives,
such as work, which for many
becomes their passion (Engler
et al., 2009), civic engagement
(Kroll, 2011), or further education
(Cwikel, Gramotnev & Lee, 2006;
Koropeckyj-Cox & Call, 2007).
Thus, these activities may serve

as mediators for experiencing PTG.

The current study adds to past
research by identifying the link
between women’s engagement

One value of such
an approach is
that it recognises the
trauma experienced
by some women going
through childlessness
without pathologising
‘childlessness’ as an
experience that should
always require intervention
for mental illness

with alternative activities and their
experiences of PTG. However,
further research is required

to identify whether PTG is why
women engage in extracurricular
activities, or whether their ability to
do so enhances their chances of
experiencing PTG.

Furthermore, we need to
acknowledge that the life goal
of having a child is somewhat
culturally shaped (Hawkey et al.,
2018). Similarly, engaging with
other activities, such as career
and civic engagement, are valued
in specific ways in a woman’s
life, depending on the culture she
is living in. Future research into
PTG could benefit from qualitative
analysis of interviews with women
about their experiences of changing
their life goals and focus away from
child rearing to other activities
and exploring what socio-cultural
discourses and practices enabled
and or blocked this shift (Stoppard,
2007).

A similar cause-and-effect link
applies to building relations.
Recent studies show that
childless women do not face
large support deficits (Albertini &
Mancarini, 2017). Furthermore, it
is not necessarily the individual’s
parental status that affects
their well-being, but their marital
standing (Gibney et al., 2015;
Graham, 2015). That said,
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the current study highlights
the importance of developing
closeness with other people
when going through the potential
traumas one can experience due
to childlessness, as it positively
impacts flourishing.

This study points to the value
of taking a trauma-informed and
socio-culturally situated approach
to understanding difficult life
events. We can see that PTG
and flourishing are correlated in
these women, which points to
the possibility of using therapies
focused on trauma and PTG in
childless women. Such therapies
would deal with the discrete
and specific traumatic events
experienced during the process
of becoming childless and explore
possibilities for PTG. The therapies
would also support women
constructing meaning and purpose
in activities outside of childrearing
and resisting cultural stigma or
social norms. An example of this
is the work of Ussher and how she
combines CBT with a material-
discursive approach (Ussher et al.,
2002; Ussher & Perez, 2019). The
work of Malik and Coulson (2013)
similarly supports resistance
to the norms by building an
online community of support for
alternative identity construction
outside the norm of motherhood.

Secondly, by increasing
opportunities for PTG, such
therapies could likely mitigate
the mental ill-health impacts that
some of the literature reports
are experienced by women who
have become childless. One
value of such an approach is
that it recognises the trauma
experienced by some women going
through childlessness without
pathologising ‘childlessness’ as
an experience that should always
require intervention for mental
illness. In terms of furthering our
knowledge, it is essential and
helpful to distinguish between
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trauma experiences and mental
illness in women who have
experienced childlessness. There
is a tendency to conflate the two,
but research into other issues
shows that they can and should be
treated as individual risk factors
and experiences. For example,

in the case of Complex Regional
Pain Syndrome (CRPS) — a type of
chronic pain that usually affects an
arm or leg — there is no correlation
between psychological ill-health
and CRPS. However, there is a
correlation between the number of
life events and CRPS (Beerthuizen
et al., 2009).

Lastly, this research explored
identity and meaning and how it is
co-constructed in women’s lives.
The research points to a more
complex socially situated story of
childlessness, which is not solely
deficit-oriented and can be a story
of flourishing.

Conclusions and policy
considerations

Such a story of flourishing, which
offers an alternative to the
deficit-oriented narratives that
are most available, challenge us
to think about possible policy
and practice implications going
forward. The findings of the study
point us toward a number of policy
considerations.

The study highlights having a
child as a significant life goal for
many women, that is experienced
as distress and poor mental
health when this goal is blocked.
Policy needs to recognise this
and support women to enter
motherhood more and to actively
support and make fertility health
care freely available. The study
suggests that one can have
experiences of trauma without
developing a mental illness.
Mental health and well-being policy
need to differentiate between
a trauma-informed approach
and a mental health continuum

Apractical implication
of the study is to
highlight the role of
positive psychology

and interventions that
support post-traumatic
growth in women who
are distressed by their
experience of not being
able to have a child

approach to understanding
distress. Meaning and purpose
were predictive of post-traumatic
growth in childless women in
this study. At the same time, we
know that there is a social stigma
attached to childlessness that
impacts on feelings of meaning
and purpose. We need policies
that support the social role of
women outside of motherhood.
One way to do this is by increasing
the social role of men as fathers
so that parenting is not overly
weighted to women’s identity
at the cost of other meaningful
identity options.

A practical implication of the
study is to highlight the role
of positive psychology and
interventions that support post-
traumatic growth in women who
are distressed by their experience
of not being able to have a
child. The study findings suggest
that more interventions that
support identity constructions
outside of being a mother are
very important for women. Such
interventions can focus on
developing meaning and purpose
and creating social communities
that reflect these values and
identity options back to the women
in these communities. Our findings
demonstrate that the issue of
childlessness is complex and may
impact various women differently.
Outcomes range from mental
illness to discrete traumatic

Spring 2023

reactions, to post-traumatic growth
and flourishing. In practice, one
should never assume one outcome
and leave space for both negative
and positive outcomes from the
experience of not being able to
have a child. J)
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A simulated interview with Fritz Perls:
Part 2 - The process of therapy sessions

By James C. Qverholser, Ph.D., ABPP

PSYCHO
THERAPY

" COGNITIVISM

“In Gestalt therapy, maturity is achieved by
developing the individual’s own potential through
decreasing environmental support, increasing his
frustration tolerance and by debunking his phony
playing of infantile adult roles” (Perls, 1978c, p. 76)

Gestalt therapy helps clients

get in touch with their current
sensory and emotional experience.
The approach, founded by German
psychiatrist Fritz Perls and his

wife Laura Perls, tries to challenge
habitual perceptions in an

attempt to promote new learning
(Peterson & Kolb, 2018). Clients
are encouraged to increase their
awareness of emotional reactions
and express themselves in a candid
manner. For many clients, it can be
important to work through blocked
emotions (O’Leary, 2013).

As an experiential therapy,
Gestalt therapy focuses on the
process more than the content
of therapy (Praszkier & Nowak,
2021). Perls avoided lecturing to
clients and instead promoted a
process of self-discovery. Gestalt
therapy includes strategies that
are creative and some aspects
may be different from more
traditional forms of psychotherapy.
He recommended a style of
interacting with clients that is
often direct and confrontational,
helping clients to re-experience

difficult situations and express their
emotional reactions.

Gestalt intervention strategies
aim to help clients accept personal
responsibility for their decisions
and actions, promoting growth
and maturity. In Gestalt therapy,
the therapist may rely on skilful
frustration to force clients to
identify, accept and utilize their own
coping resources, instead of relying
on deceptive practices designed
to manipulate others into providing
various forms of nurturance,
support, guidance or sympathy.

The Gestalt approach can
help clients to deal with their
traumatic reactions by bringing
their memories into the present
moment, confronting their fears and
releasing pent-up feelings of anger
or resentment. Aspects of Gestalt
therapy seem to serve as the
forerunner to experiential therapy
and exposure-based treatments.

In addition, because of its focus
on emotions, some aspects of
Gestalt therapy serve as a useful
complement to cognitive therapy
(Tonnesvang et al., 2010). This
article explores the process of
therapy as recommended by Fritz
S. Perls (FSP) during a simulated
conversation with James C.
Overholser (JCO).

JCO: Thank you for meeting with me
again.

FSP: “Well, let’s start right away”
(Perls, 1969a, p. 114). “Are there
some questions you'd like to ask?”
(Perls in Clements, 1968, p. 71).
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JCO: Certainly. In your view, how do
psychological problems begin?

FSP: “Neurosis develops in an
environment that does not facilitate
this maturation process adequately”
(Perls, 1967, p. 310). “People clog
up their lives by dragging unpleasant
parents around with them” (Perls,
1970a, pp. 34-35). “Possibly the
most difficult feat for any patient

is to forgive his parents” (Perls,
1970a, p. 27).

JCO: What do parents do wrong?

FSP: “Parents are never right. They
are either too stern or too soft,

too strong or too weak” (Perls,
1970a, p. 27). “Too much affection
will spoil and suffocate the child

... Instead of encouraging self-
support, the parents will condition
the child to rely too much on their
help” (Perls, 1978b, p. 62).

JCO: So, should a therapist become
a supportive parental figure?

FSP: “Definitely not” (Perls, 1978a, p.
55). “Any helpful and too supportive
therapist ... will only spoil that

person more — by depriving him of
the opportunity to discover his own
strength, potential and resources.
The therapist’s real tool here is skilful
frustration” (Perls, 1967, p. 310).

JCO: You believe that therapists
shouldn’t praise their clients?

FSP: “This is quite true” (Perls, in
Dolliver, 1991, p. 302). “If you are
in need of praise, then no amount
of praise will ever get you enough”
(Perls, 1953-54, p. 50). “If you need
encouragement, praise, pats on

the back from everybody, then you
make everybody your judge” (Perls,
1969a, p. 36).

JCO: That is a powerful statement.
So, in your view, frustration is a
therapist’s tool.

Fritz Perls - Photo source: exploringyourmind.com

FSP: “Yes, yes” (Perls in Clements,
1968, p. 71). “To bring about the
transformation from external to self-
support, the therapist must frustrate
the patient’s endeavours to get
environmental support” (Perls, 1973,
p. 105). “We frustrate the patient

in such a way that he is forced to
develop his own potential ... what he
expects from the therapist, he can do
just as well himself” (Perls, 1969a,
p. 40).

JCO: You use frustration to provoke
maturation?

FSP: “You might say that” (Perls,
1970a, p. 26). “If there is insufficient
self support, we look for external
support” (Perls, 1978b, p. 64). “In
Gestalt therapy, maturity is achieved
by developing the individual’s

own potential through decreasing
environmental support, increasing
his frustration tolerance and by
debunking his phony playing of
infantile adult roles” (Perls, 1978c,
p. 76). “The malfunctions of the
neurotic become manifest in his lack
of genuine self-expression” (Perls,
1948, p. 574).

JCO: Therapy helps clients to become
their true self?

FSP: “The answer is no” (Perls,
1978a, p. 70). “The usual advice ‘be
yourself’ is misleading, for the self

can be felt only as a potentiality”
(Perls et al., 1951, p. 438). “Itis
simple to say ‘just be yourself’ but for
the neurotic, a thousand obstacles
bar the way” (Perls, 1973, p. 43).
“The patient has taken great pains to
build up a self-concept ... it is often

a completely erroneous concept of
himself” (Perls, 1973, p. 49).

JCO: Well, at least we can agree that
therapy helps clients make positive
changes.

FSP: “No, that’s not true” (Perls,
1969Db, p. 57). “We cannot
deliberately bring about changes in
ourselves or in others” (Perls, 1969a,
p. 20). “Nobody can at any given
moment be different from what he

is at this moment, including all the
wishes and prayers that he should be
different. We are what we are” (Perls,
1969a, p. 47). “No eagle will want

to be an elephant, no elephant to be
an eagle. They accept themselves

... they just are. They are what they
are ... How absurd it would be if the
elephant, tired of walking the earth,
wanted to fly” (Perls, 1969b, p. 7).
“Every individual, every plant, every
animal has only one inborn goal — to
actualize itself as it is” (Perls, 1969a,
p. 33). “l am what | am, and at this
moment | cannot possibly be different
from what | am” (Perls, 1969a, p. 4).

JCO: So self-acceptance is key?

FSP: “Exactly. That's what | wanted
to point out” (Perls, 1970b, p. 229).
“You never overcome anything by
resisting it. You only can overcome
anything by going deeper into it”
(Perls, 1969a, p. 230). “If you go
deeper into what you are, if you
accept what is there, then a change
automatically occurs by itself. This
is the paradox of change” (Perls in
Clarkson & Mackewn, 1993, p. 91).

JCO: How does a therapist guide this
process?
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FSP: “What we want to do in Gestalt
therapy is to integrate all the
dispersed and disowned alienated
parts of the self and make the
person whole again” (Perls, 1973,

p. 179). “Our aim as therapists is to
increase human potential through the
process of integration. We do this by
supporting the individual's genuine
interests, desires and needs” (Perls &
Stevens, 1975, p. 1).

JCO: I'm still unclear as to how you
work as a therapist.

FSP: “I almost never answer questions
during therapy. Instead, | usually ask
the patient to change the question
into a statement” (Perls, 1970a,

p. 26). “Every time you refuse to
answer a question, you help the other
person to develop his own resources”
(Perls, 1969a, p. 38). “If you change
your question into a statement, the
background out of which the question
arose opens up, and the possibilities
are found by the questioner himself”
(Perls, 1969a, p. 38). “You don’t ask
questions, you just respond” (Perls,
1969a, p. 22).

JCO: What about sharing helpful
advice with clients?

FSP: “I don't think | can give you
something through a lecture. | don’t
think words can convey anything,
especially anything about Gestalt
therapy” (Perls, 1978a, pp. 54-

55). “Probably the most dangerous
thing a therapist can do is to play
the computer game ... you feed
information into their computers”
(Perls, 1970a, p. 29). “l avoid any
interpretation. | leave this to the
patient since | believe he knows
more about himself than | can
possibly know” (Perls, 1970a, p.
27). “Every interpretation, of course,
is an interference. You tell another
person what they think and what
they feel. You don't let them discover
themselves” (Perls, 1973, p. 142).

JCO: You believe that therapists
should not use questions, advice or
interpretations?

FSP: “| believe ... in learning by
discovery rather than by drill and
repetition” (Perls, 1969b, p. 33). “The
therapist cannot make discoveries for
the patient, he can only facilitate the
process in the patient” (Perls, 1973,
pp. 74-75). “Help the other person
discover himself ... only what we
discover ourselves is truly learned”
(Perls, 1970a, p. 37).

JCO: How does a therapist promote
discovery if it is supposed to be self-
discovery?

FSP: “Self-discovery is an arduous
process. Far from being a sudden
flash of revelation, it is more or less
continuous and cumulative” (Perls
et al 1951, p. 3). “The successful
experimenting of the trial and error
kind comes with a glow of success
and insight” (Perls, 2012, p. 76).
“The patient is an active experimental
partner in the session” (Perls et al.,
1994, p. 36). “Learning is discovery”
(Perls, 1969a, p. 27).

JCO: This sounds very Socratic.

FSP: “Yes, that’s very interesting”
(Perls in Clements, 1968, p. 68).
“Psychotherapy is a humane
discipline, a development of Socratic
dialectic” (Perls et al., 1994, p.

36). “This internal dialogue is what
Socrates called the ‘essence of
thinking’” (Perls et al., 1994, p. 229).
“Am | becoming too philosophical?”
(Perls, 1969b, p. 8).

JCO: Not at all. | have become quite
interested in philosophy and the
Socratic method.

FSP: “As for Socrates, he even
surpassed my arrogance by saying
‘you are all fools to think that you
know something! But I, Socrates, am
not a fool. | know that | don’t know!

This gives me the right to torture you
with questions and to show you what
a fool you are!’” (Perls, 1969b, p. 74).

JCO: | think the Socratic dialogue
is a useful framework for therapy
sessions.

FSP: “As Socrates pointed out, the
comic and tragic are not far apart, and
the same event from different points
of view may be comic or tragic” (Perls
etal., 1994, p. 191).

JCO: Therefore it depends on how you
look at the events?

FSP: “You might say that” (Perls,
1970a, p. 26). “Neurotic suffering is
suffering in imagination” (Perls, 1973,
p. 126). “Many of our catastrophic
expectations have no validity” (Perls,
1969b, p. 254).

JCO: You help clients shift to a more
rational perspective?

FSP: “Rational thinking has its place;
in the assessment of the degree to
which catastrophic expectation is
mere imagination or exaggeration of
real danger” (Perls, 1967, p. 311).
“Difficult situations create wishful or
magic thinking” (Perls, 1948, p. 570).

JCO: So therapy can aim to change a
client’s beliefs?

FSP: “A basic error cannot be
refuted ... it can be altered only

by changing the conditions ... we
allow for the emergence of a better
judgement” (Perls in Brownell,
2010, p. 204). “Therapy ... consists
in analyzing the internal structure
of the actual experience ... not so
much what is being remembered ...
as how what is being remembered
is remembered” (Perls et al 1951,
p. 273). “To work through imaginary
pains and unpleasant emotions we
need a fine balance of frustration
and support” (Perls & Stevens,
1975, p. 4).
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JCO: How does therapy help to adjust
a client’s perspective?

FSP: “On your camera you have a
view finder” (Perls, 1979, p. 10).
“Something similar is done in radio,
if the required station is tuned in, the
hissing of the background is subdued;
the contrast of the foreground music
to a background of complete silence
is what is desired” (Perls, 2012, p.
105). “The organizing principle that
creates order from chaos; namely,
the figure-ground formation. Whatever
is the organism’s need makes reality
appear as it does ... It evokes our
interest, attention” (Perls, 1948, p.
571).

JCO: Do you typically explore why
clients have certain struggles?

FSP: “Oh no, not at all” (Perls, 1969b,
p. 191). ““Why’ questions produce
only pat answers, defensiveness,
rationalizations, excuses and the
delusion that an event can be
explained by a single cause ... All

of the therapist’s questions are
interruptions of some ongoing
process in the patient. They are
intrusions” (Perls, 1973, p. 76).
“‘Why’ cannot lead to understanding”
(Perls, 1970a, p. 37). “‘Why?’ at
best leads to clever explanations, but
never to an understanding” (Perls,
1969a, p. 47).

JCO: | sometimes try to understand
what motivates my clients.

FSP: “A major problem for all forms
of psychotherapy is to motivate

the patient to do what needs to be
done” (Perls et al., 1951, p. 164).
“The therapist is ... a catalyst, an
ingredient which precipitates a
reaction which might not otherwise
occur” (Perls, 1951, p. 17). “What

| do as therapist is to work as a
catalyst ... | frustrate his avoidances
... until he is willing to mobilize his
own resources” (Perls, 1969a, p. 56).
“When | work ... | become nothing,

no-thing, a catalyst, and | enjoy my
work. | forget myself” (Perls, 1969b,
p. 218).

JCO: Let me change topics. It sounds
like Gestalt therapy stirs up emotions.

FSP: “Emotions are the very life of
us ... Emotions do not have to be
explained, much less interpreted.
They are the very language of

the organism” (Perls, 1978b, p.

52). “One of the most serious
problems of modern man is that

he has desensitized himself to all
but the most overwhelming kind

of emotional response” (Perls,
1973, p. 84). “Modern man lives

in a state of low-grade vitality.
Though generally he does not suffer
deeply, he also knows little of true
creative living ... he wanders around
aimlessly, not really knowing what he
wants ... the expression on his face
indicates his lack of any real interest
in what he is doing ... his present
activities are merely bothersome
chores he has to get out of the way”
(Perls, 1973, p. xiii).

JCO: Many of my clients are troubled
by their persistent negative emotions.

FSP: “We have become phobic toward
pain and suffering. Anything that is
not fun or pleasant is to be avoided
... and the result is a lack of growth”
(Perls, 1973, p. 118). “The enemy
of development is this pain phobia —
the unwillingness to do a tiny bit of
suffering” (Perls, 1969a, p. 56).

JCO: Are some emotions emblematic
of neurosis?

FSP: “That is right” (Perls in Dolliver
et al., 1980, p. 137). “Guilt (and
resentment) ... both pervade all
neurosis ... Anxiety is the neurotic
symptom par excellence” (Perls et al.,
1951, p.150).

JCO: What about something like anger
and aggression?

IjcP

FSP: “The supermarket made us
forget that we Kill in order to survive”
(Clements, 1968, p. 69). “Aggression
is essential for survival ... Nature is
not so wasteful as to create such

a powerful energy as aggression

just to be ‘got rid of’ or ‘abreacted’”
(Perls, 1953-54 p. 48). “If we prevent
ourselves from aggressing, we feel
resentment or guilt instead ... it is
not aggression itself that is good or
bad, but when we feel bad we feel
aggressive” (Perls, 1953-54, p. 52).

JCO: But most mature adults have
learned to suppress feelings of anger
and despair.

FSP: “This is quite true” (Perls,

in Dolliver, 1991, p. 302).
“Consequently, in Gestalt therapy we
draw the patient’s attention to his
avoidance of any unpleasantness”
(Perls, 2012, p. 191).

JCO: Even painful emotions are
natural?

FSP: “That’s correct” (Perls, 1969b, p.
117). “Nature creates emotions as a
means of relating” (Perls, 1970a, p.
31). “Emotions are the very means

of our ability to make contact” (Perls,
1978a, p. 62). “Nothing blocks
contact as much as uncommunicated
emotion” (Perls, 2012, p. 177).
“Emotions do not have to be
explained, much less interpreted.
They are the very language of the
organism” (Perls, 1978b, p. 52). “Your
emotional experience ... is understood
to not be a threat to rational control
of your life but a guide” (Perls et al.,
1951, p. 117). “Emotions ... are

the way we become aware of the
appropriateness of our concerns: the
way the world is for us” (Perls et al.,
1951, pp. 477-478).

JCO: So, the therapist should ignore
what the client is thinking to focus on
emotions?

FSP: “No, no, no, no” (Perls in Bry,
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1972, p. 62). “Emotion ... is not
mediated by thoughts and verbal
judgments, but is immediate”

(Perls et al., 1951, p. 112). “Once

we isolate thinking from feeling,
judgement from intuition ... verbal
from non-verbal, we lose the self, the
essence of existence, and we become
either frigid human robots or confused
neurotics” (Perls, 1953-54, p. 45).

JCO: What advice do you have for
bringing emotions into therapy?

FSP: “Be real ... no more
intellectualizing” (Perls in Bry,

1972, p. 59).”We avoid the bland,
intellectualized ‘about-isms’ and
strive vigorously to give all material
the impact of immediacy” (Levitsky &
Perls, 1970, p. 2). “Instead of telling
a story, we tell a drama and we do

it simply by changing the past tense
into the present tense” (Perls, 1973,
p. 179). “The therapist becomes
almost cold-blooded and asks him
to deliberately remain with whatever
psychic pain [he] has at that moment
... to help the patient to distinguish
between that which he imagines and
that which he perceives” (Levitsky &
Perls, 1970, p. 10).

JCO: How do you accomplish this goal?

FSP: “The Gestalt technique demands
of the patient ... that he experience
himself as fully as he can in the here
and now” (Perls, 1973, p. 63). “We
ask the patient during the session

to turn all his attention to what he

is doing at the present, during the
course of the session — right here
and now” (Perls, 1973, p. 63). “The
analyst should not put pressure

on the patient and persuade him

to talk, but should attend to the
resistances and avoidances” (Perls,
1969c, p. 74). “Often, however, the
patient will escape from experiencing
the present. He will go into the

past or the future ... the past is of
significance only as far as it embodies
unfinished situations” (Perls, 1979, p.

14). “He must realize that if his past
problems were really past, they would
no longer be problems — and they
certainly would not be present” (Perls,
1973, p. 63).

JCO: | feel that some clients find it
useful to discuss their past.

FSP: “Psychoanalysis fosters the
infantile state by considering that the
past is responsible for the illness”
(Perls, 1969a, p. 59). “The flight into
the past is mostly characteristic of
people who need scapegoats. These
people fail to realize that, despite
what has happened in the past, their
present life is their own, and that it is
now their own responsibility to remedy
their shortcomings, whatever they may
be” (Perls, 1969c, p. 208).

JCO: So therapy helps clients to
become responsible adults?

FSP: “Exactly. I'm responsible only for
myself” (Perls in Clements, 1968,

p. 71). “The essence of a grown-

up person is to be able to take
responsibility for himself” (Perls,
1969a, p. 79). “We have a certain
freedom ... a freedom of choice”
(Perls, 1978b, p. 53). “Without
taking full responsibility ... no cure is
possible” (Perls, 1969c, p. 217).

JCO: Some of my clients struggle
because of events that happened
during their childhood.

FSP: “No more unearthing of any
childhood trauma will ever cure any
neurosis. This has to be done in
the here and now by reorganizing
the structure and functions of our
patients” (Perls, 2012, p. 172).

JCO: | have found that discussing
childhood events can trigger strong
emotions in therapy.

FSP: “Exactly” (Perls in Clements,
1968, p. 71). “We often gossip about
people when we have not been able

to handle directly the feelings they
have aroused in us” (Levitsky & Perls,
1970, p. 5). “Never gossip about any
person who is not present” (Perls,
1970a, p. 36). “The no gossiping
rule is designed to promote feelings
and prevent avoidance of feelings”
(Levitsky & Perls, 1970, p. 5).

JCO: So how do you manage these
emotions from past events?

FSP: “The present includes a childhood
experience if it is vividly remembered”
(Perls, 1948, p. 576). “By making

the patient go back, as if travelling in

a Wellsian time engine, to the place
and time of the past” (Perls, 2012,

p. 28). “Bring the absent one into an
encounter by having the speaker play
both roles” (Perls, 1970a, p. 36). “If a
patient is finally able to close the book
on his past problems, he must close

it in the present” (Perls in O’Leary,
1992, p. 53).

JCO: Then clients need to describe
their traumatic events in session?

FSP: “No, there is more to it” (Perls,
1970a, p. 25). “It is not enough to
bring up undigested material; it also
has to be re-chewed so that the
digestive process can be completed”
(Perls, 1948, p. 582). “The therapist
keeps leading the patient back to that
which he wishes to avoid” (Perls et
al., 1951, p. 166). “The ‘stay with it’
technique encourages the patient to
undertake a similar ‘chewing up’ and
painstaking assimilation of emotional
experiences which have hitherto been
unpleasant to the taste, difficult to
swallow and impossible to digest”
(Levitsky & Perls, 1979, p. 11).

JCO: What about clients who have
suffered from a major loss or a
traumatic event?

FSP: “Traumatic neuroses are
essentially patterns of defence
that originate in an attempt by the
individual to protect himself from a
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thoroughly terrifying ... clash with the
environment” (Perls, 1973, p. 31).

“In defending himself against this
situation, the child is likely to develop
rigid patterns of behaviour. And these
may persist long after the danger is
past. They were called into action by a
trauma, but they continue to operate
even when the trauma itself has
disappeared” (Perls, 1973, p. 32).

JCO: So how do you help clients
overcome a traumatic event?

FSP: “Gestalt therapy is an
experiential therapy ... We ask our
patients not to talk about their
traumas and their problems in the
removed area of the past tense and
memory, but to re-experience their
problems and their traumas ... in
the here and now” (Perls, 1973, p.
63). “All therapy has to be done and
can only be done in the now” (Perls,
1970b, p. 17).

JCO: So, a person gets over their fears
by confronting their fears?

FSP: “Not only that. | go a step

further” (Perls in Clements, 1968,
p. 70). “It is not the conflict ... that
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By Grushenka Arnold

[though prescribing medication does not fall

under the remit of counsellors and
psychotherapists, it is essential that we have a
basic understanding of how psychotropic
medication may affect the therapeutic process

Introduction

he utilisation of psychotropic

medication (PM) within the
mental health care field has
changed considerably over the
past 25 years (Angermeyer,
Auwera, Matschinger et al, 2016).
PM is a broad term that refers to
medications that affect behaviour,
mood, thoughts or perception.
Continual innovation and research

have divided both professional
and public opinions on the use of
PM when offered as an effective
treatment option (Purdy, Little,
Mayes & Lipworth, 2016).

At the turn of this century, a new
trend of prescribing medication for
numerous conditions developed;
if there was a condition, there
was a medication for it, says
Hart, (2000). Such conditions

Working therapeutically with clients
taking psychotropic medication: Is it a
help or hindrance?

include social phobia, eating
disorders, premenstrual
syndrome, depression and anxiety.
Discussions relating to prolific
prescribing were encouraged in
order to urge experts to be mindful
and consider both the associated
risks and benefits of prescribing
such medications (Hart, 2000).

This article explores the
question should counsellors and
psychotherapists have an informed
understanding of psychotropic
medication and introduces a
small-scale study of accredited
therapists and their views and
experiences of working with clients
taking PM and its impact on the
therapeutic process.

Types of PM
Types of PM can be grouped into
various classes depending upon
the ailment it is intended to treat,
for example, antidepressants
for depression, antipsychotic
medications for psychosis,
anxiolytics for anxiety and
mood stabilizers “... including
lithium, lamotrigine, carbamazepine,
and valproate for diagnosis such
as bipolar disorder (BD)” (Olfson
& Marcus, 2010, p. 1457).
Prescribing PM for people with BD
can be a complex process because
the same medication used to treat
depressive symptoms can induce
mania. On the contrary, medication
used to reduce mania may cause
‘rebound’ depression (Geddes &
Miklowitz, 2013).

According to Veseth et al. (2019)
therapists describe the process
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of working with individuals taking
PM as challenging at times. This is
because some individuals may be
resistant to taking medication as
they do not want to take it, or they
may be non-compliant and not take
it when it has been prescribed.
Further, pharmacological
interventions are central to clinical
work when working with individuals
with BD. One therapist described
the use of medication as the
“bedrock of therapy” when working
with individuals with BD (Veseth et
al, 2019, p. 69). This is because,
the authors noted, therapists’
accounts of working with
individuals without PM included
some individuals terminating
therapy too soon, having to be
hospitalized, engaging in self-harm
or dying by suicide in the absence
of medication. With these factors
in mind, lithium was a major factor
in a positive treatment outcome in
one of the therapist’s experiences,
as it anchored the individual with
BD (Veseth et al, 2019).

Winters (2000) argues that
while not every individual that
presents for treatment requires
medication, it may be necessary
in some instances. Chemical
changes are needed to alleviate
severe depression and cannot be
achieved by some individuals on
their own. Thus, medication can
be helpful in facilitating a positive
change (Winters, 2000).

A study by Niven, Goodey, Webb,
& Shankar (2018) demonstrates
the prolific prescription of PM in
the absence of multi-disciplinary
teams (MDTs) with individuals
displaying challenging behaviours.
They suggested that clinicians
are quick to prescribe rather than
explore other options that may be
more beneficial in terms of treating
mental health issues. Their
research highlights the importance
of MDTs when exploring an
individual’s treatment options —
it underpins the importance of

esults demonstrated

that the therapists
that had participated in
the survey would welcome
guidance in terms of how
best to work with clients
taking PM or psychiatric
drugs that have been
prescribed for a particular
disorder

professionals coming together
with different skill sets to optimize
treatment options.

Psychotropic medication,
psychotherapy or both?

Cuijpers, Reynolds, Donker, Li, et
al. (2012) found that medication
was more efficacious than
psychotherapy for individuals
presenting with dysthymia
(persistent depressive disorder),
postnatal depression and
depressed women experiencing
infertility. Interestingly, they found
combined treatment demonstrated
no significant difference. However,
this study focused solely on short-
term outcomes (Cuijpers et al,
2012).

Some studies have indicated
that in cases of acute treatment
of depression, research has
demonstrated cognitive behavioural
therapy (CBT) to be efficacious
and have an ‘enduring effect’ as
an alternative to individuals taking
medication, whereas medication did
not indicate efficacy over a period
of time (Driessen & Hollon, 2010).
CBT with medication combined
demonstrated efficacious treatment
for individuals with BD (Driessen &
Hollon, 2010).

Thibodeau, Quilty, De Fruyt,
et al. (2015) conducted a
randomised double-blind study
exploring the efficacy of two
antidepressant medications and
three approaches to therapy (CBT,

psychodynamic and supportive
therapy) over a six-month period.
Findings demonstrated that both
psychotherapy and PM together
were an effective treatment when
examined over a period of six
months or more. (Thibodeau et
al, 2015). However, this research
was limited in both the number of
antidepressants and the forms of
therapy.

Pharmacotherapy as part of
psychotherapy training

King and Anderson (2004) claim
that the use of PM together with
therapy is the “standard of care
for many mental health disorders”
(p. 329). Thus, psychotherapists
must understand the impact that
PM use may have on therapeutic
outcomes. The authors comment
that it is not sufficient to have an
awareness of PM and its effects
and suggest psychotherapists
must be educated on
pharmacotherapy at master’s level
(King & Anderson, 2004).

Interestingly, Aston et al. (2021)
point out that the BPS (British
Psychological Society) require
that doctoral training courses
in clinical psychology include
training in psychopharmacology
so trainees have an awareness of
the “impact and relevance” (Aston
et al, 2021, p. 360) of medication
and other approaches from a
multi-disciplinary perspective. The
researchers continue that courses
can vary in terms of the material
they teach related to PM.

Survey findings by Aston et al.
indicate that 98% of participants
(clinical psychologists) had
involvement in their client’s use
of PM, despite the fact that only
49.7% of respondents had attended
specific training related to PM.

A survey by Blair et al. (2021)
was carried out on 1,230
therapists in the UK. Results
demonstrated that the therapists
that had participated in the survey
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would welcome guidance in terms
of how best to work with clients
taking PM or psychiatric drugs
that have been prescribed for a
particular disorder.

Benefits of training

Training in psychopharmacology
allows the therapist to be aware of
what to look out for when working
with a client. These may include
benefits, values, medication
compliance, side effects, dosage
adherence, medication change/
alteration and other poly-drug use
not disclosed i.e., drugs and/

or alcohol (King & Anderson,
2004). Most recent research
indicates that up to 2019, there
was little guidance offered to
psychotherapists in terms of how
best to support clients who are
prescribed PM and how best to
navigate a range of issues that
may arise (Blair et al, 2021). Guy,
Davies, et al. (2019) published
Guidance for Psychological
Therapists, which may have

been hugely beneficial to many
therapists. Interestingly, in the
survey by Blair et al. (2021), the
researchers reported that one in
five therapists felt inadequately
trained when topics arose around
PM from clients. Results from
their study also demonstrated the
importance and need for training in
PM for therapists.

Becoming unstuck

According to Hart (2000), one
benefit of taking PM is that it may
facilitate an individual to become
unstuck and allow them to advance
through their therapeutic process
and overcome obstacles that may
have been compounded by anxiety
or depression. PM can initiate

and influence chemical changes
within the brain required to lift

the individual out of depression,
although side effects from taking
PM can be uncomfortable and
unwelcome (Winters, 2000).

he first key theme

identified was the
lack of modules offered
academically to inform
therapists and equip them
with knowledge regarding
PM

However, side effects from PM can
be a welcome alternative to the
symptoms of the ailment being
experienced (Winters, 2000).
Further research is required in
order to explore the potential
impact taking certain medication
may have over a long period of time
(Cartwright et al., 2016).

The present study
For this article a study
was undertaken to explore
psychotherapists’ experiences
of working therapeutically with
individuals taking psychotropic
medication, and to explore if
it is a help or hindrance to the
psychotherapeutic process. Four
fully-accredited therapists, all with
a number of years’ experience
ranging from five to 25 years in
practice were invited to participate
in this study (Therapist 1, 2, 3, 4 =
T4, T2, T3 and T4).

The research was a
qualitative design using semi-
structured interviews to gather
psychotherapists’ experiences
of working with individuals in
practice that are taking, or may
have taken, PM in the past.
Interpretive Phenomenological
Analysis (IPA) was implemented in
order to analyse and explore data
for superordinate and subordinate
themes (Smith, Flowers & Larkin,
2009). Emerging and recurring
themes were analysed and coded
(with descriptive title and numbers)
(Leech & Onwuegbuzie, 2007).

The types of medication the
therapists had experience working
with included selective serotonin
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reuptake inhibitors (SSRIls), mood
stabilisers, anti-anxiety medication,
anti-depressants, anti-psychotics,
sleeping tablets, illicit drugs bought
on the street, ‘over the counter’
medication and caffeine tablets/
energy drinks.

Superordinate/key themes and sub
themes

Findings from the therapists’
experiences were organised into
five superordinate themes: 1)
Modules on PM not part of training;
2) Presenting issues/symptoms and
diagnosis; 3) Types of medication
prescribed; 4) Therapists’ beliefs
and understanding of PM; and 5)
Experiences working with clients
taking PM.

Modules on PM not part of training
The first key theme identified

was the lack of modules offered
academically to inform therapists
and equip them with knowledge
regarding PM. All four therapists
encountered individuals either
taking PM or had worked with
individuals taking PM in the past.
Only one therapist had covered
modules on PM during training.

T4 explains that they “didn’t really
pay attention in training, because
it didn’t feel relevant at the time
... because as psychotherapists,
we do not prescribe”. Not having
more in-depth knowledge about
medication was one of the biggest
obstacles facing this particular
therapist.

Autonomous learning

An interesting sub theme found
within the data was how therapists
navigate obtaining knowledge of
PM and how it works. It emerged
that if a client presents and they
are taking PM for a particular
issue, the therapists would then
‘Google’ the medication to get a
better understanding of what the
client might be taking and what it
is specifically used for (T4, T2, T3).
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T2 stated: “We are not educated
on medication”. Thus, there is
a requirement for autonomous
learning on the part of therapists.
According to T3, there are an “awful
lot of clients” presenting who are
taking PM. Due to limited training,
T2 felt that as therapists, we are
“going through the dark” when it
comes to knowledge on PM.

T1, T2 and T3 suggested that
CPD courses, or modules on
training courses, would be helpful
to gain some understanding of
the use of medication within
psychotherapy. T3 said when a
client came in to a session and had
a “list of medications” they “had no
idea what half of them were; | had
no idea how they worked together,
which is something | still find quite
difficult to get my head around and
fully understand”. The consensus
from the surveyed therapists
revealed that when the issue of
medication arose it created internal
conflict.

T4 spoke about their “self-doubt”
and disclosed they often wondered
“Am | able to help them? Am |
doing all I can? Am | a good enough
therapist? Am | helping this person
at all?” T4 continued: “It would be
helpful to know how medications
work and what the potential side
effects are. If someone is thinking
of taking medication, it would be
helpful for us to know what to
expect and how it might impact
the therapeutic work”. Similarly, T3
spoke about their own “inner critic”
when in the room with a client and
doubting themselves when it came
to knowledge of PM. T3 described
experiencing “imposter syndrome”
in the early days of practice,
because they felt they did not
know enough about medication to
support the individual at the time.

T4 explains their experience with
an individual on medication for a
long period of time: “If a client has
been on medication for some time
and it might not be working, I'm a
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Some clients did

not want to take
medication or be “seen
to have a mental health
disorder” when they had
come to therapy for a
different reason

bit drowning in a sense because |
don’t really know what to say and
just refer them back to their GP.”

Presenting issues, symptoms and
diagnoses

T1 detailed working with an
individual with “really bad anxiety”
that was prescribed anti-anxiety
medication by their GP. In this case
the medication did not agree with
the client and the prescription was
changed by their GP. T1 felt that
there was a noticeable change

five weeks into the therapy as the
individual presented as “more
stabilised”. The therapist noticed
that a mild dose of anti-anxiety
medication helped the client “slow
down” and it had “taken the edge
off”. In this instance the therapist
felt PM had “lifted” the client so
they were able to function, calm
down and take back control. This
aligns with research by Hart (2000),
demonstrating that medication
supports the individual to become
‘unstuck’.

Resistance to taking PM
Participants detailed their
experiences of client resistance
to taking PM if it was prescribed
by their GR T4 explains that

some clients did not want to take
medication or be “seen to have a
mental health disorder” when they
had come to therapy for a different
reason, for example, relationship
break-up, personal development,
values exploration, intrapersonal

conflicts, interpersonal relationships

and family dynamics, which in some
instances led to depression.

IjcP

In T4’s experience, clients also
did not want to be “labelled”. T2
noted from their own experience:
“It’s not so much the actual PM
helping or hindering the process,
but more so the labels placed
upon individuals that might help or
hinder.”

Side effects

T2 noticed that individuals can

be reluctant to take PM because
of the side effects. The therapist
added that some people do need
medication and can take PM short-
term or long-term depending on
the symptoms or diagnosis they
have been given. T2 explains that
in their experience, talk therapy is
always more effective in terms of
outcomes.

T1 described working with
an individual with debilitating
anxiety that was also experiencing
depressive symptoms and this
was “getting in the way” of doing
the work. When prescribed anti-
anxiety medication from their GP,
this helped to “lift” the client’s
mood. PM supported the individual
in accessing that part of them
that was required to work through
their own process. In this instance,
it was found that medication
helped. It is worth keeping in mind
though, that while PM can help
in some instances, T2 observed
that the side effects of medication
exacerbated one individual’'s anxiety
symptoms.

T2 spoke about their experiences
with clients presenting with side
effects from anxiolytic medication
— medication that reduces anxiety
— that were “keeping the anxiety
alive” for one client. In this
instance, anxiolytics appeared to
increase anxiety and caused leg/
limb tingling in one of their clients,
adding further stress to their daily
life. T2 continued that in their
experience it was a case of “the
worse the condition, the more the
medication” and revealed one client
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had overdosed on their medication
because they were feeling suicidal.
With this in mind, T2 explains: “I
always refer back to the GP ...
because we are not equipped to
understand these medications.”

T2 also recalls a client
experiencing disassociation
because of the amount of
medication they were on, noting
that one client had contacted them
out of hours and did not remember
doing so.

Medication ‘masking’ problematic
issues

T1 spoke of a crossover between
therapy and medication; PM can
be an extra support, but it was
found that it can also “mask”
something else. In one instance,
T1 recalls a client who came to
therapy for support for heightened
anxiety. It transpired that the client
was drinking 15 cans of energy
drinks a day. T1 described this as
something they may have missed
because the client may not have
disclosed this organically; in this
case it was disclosed during
exploration and conversation.

The therapist explained how this
impacted them, as they questioned
themselves internally: “How am

| supposed to work with that?”
Again, this demonstrates the
need for sufficient training and
knowledge on what to look out for.

Therapists’ beliefs and
understanding of PM

T4 and T3 both describe PM as
“another tool in the box”. PM can be
a “facilitator” and the use of PM and
therapy used together can be viewed
as a “dual relationship” (T3), which
ultimately may support the individual
through their own process.

PM has its place

A common sub theme among all
four therapists was that medication
“has its place” along with its “pros
and cons” (T1).

nother challenge

described was the risk
of an individual taking
street drugs or engaging in
recreational drug use

T2 described their beliefs as
“adaptable”, but also felt that a
client is better trying the process
of therapy without the aid of
medication first, so as to avoid
the possibility of learning being
compressed in some way. If a
client is struggling, and depending
upon their individual process,
referral back to their GP is always
recommended.

Therapist experiences of working
with clients taking PM
T1 and T3 narrated their own
personal experience of anxiety and
panic attacks, which informed their
own understanding and beliefs.
When asked what informed their
own beliefs about medication
T1 explains: “Probably my own
experience because there was a
time where | went through really
bad panic attacks; it was related
to something that was happening
in my life at the time. | was getting
them at night time ... and [they
were] really scary’. | was finding
it difficult to function during the
day because | wasn’t sleeping.”
Following a visit to their GP, T1
was prescribed sleeping tablets.
Although they knew they had them,
they never took them, but the idea
that they were there in case they
could not sleep was enough to
settle their racing mind. Having this
experience encouraged T1 to read
more about medication in relation
to its use for anxiety management.
It was found that autonomous
research and attending personal
therapy was also influential in terms
of learning about PM (T4, T3). T4
found that a big challenge for them
is “not knowing enough about
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medication”. T3 spoke about the
challenges they faced when working
with individuals taking PM — the
biggest being personal bias and
judgement. T3 explained that their
own judgement and bias can be

a challenge “because of how fast
some GPs prescribe medication
after speaking with an individual for
such a short space of time”. This
aligns with research by Niven et al.
(2018) that GPs can be too quick
to prescribe. T3 describes a time
they were in university and a friend
was going through a difficult time.
Following a visit to the GP, the friend
was prescribed antidepressants
after only speaking with the GP for
10 minutes. T3 was surprised with
how quickly the prescription was
issued without further exploration
of any mitigating factors that may
have been affecting their friend. T2
also felt that GPs were “quick” to
prescribe because they are working
from a medical model.

Another challenge described by
T1 was the risk of an individual
taking street drugs or engaging in
recreational drug use, for example,
anxiolytics or cocaine, and then
going ‘cold turkey’ after using it
for a sustained period of time.
Although the therapist did not work
specifically with addiction, they
were able to implement a different
approach (harm reduction) in order
to address underlying concerns that
were leading the individual to opt
for illicit ‘street bought’ drugs in the
first place.

Therapeutic setting

T3 and T4 both work in private
practice and clinical settings e.g.,
mental health facility/hospital
setting. In private practice,
individuals were generally on a
low dose of antidepressants or
anti-anxiety medication, says T4.
This did not appear to have a
direct effect on the sessions, or
on the process itself (T3 and T4).
However, working in a hospital
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setting, where there were more
complex diagnoses, the dose was
sometimes higher depending on the
individual, says T4. In these cases,
both therapists felt that there was
a lack of engagement from the
client and a sense that the client
was not fully present. T4 found that
in community settings, individuals
might present with anxiety or
depression, but in a hospital
setting they were inpatients
because of a psychiatric diagnoses.
For example, one individual they
were working with was diagnosed
with schizophrenia; the medication
they were taking, the therapist felt,
was affecting their ability to focus
and be “present”.

Conclusion

Although counsellors and
psychotherapists do not prescribe
medication, it is an issue that
frequently arises in the therapy
room. One would be remiss not

to draw attention to the need to
advocate for modules on PM being
part of all psychotherapy training.
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The magic

By Sian Williams

Today | sit and wonder, who | am meant to be
If I slowly drop the mask for all the world to see?

So deep within this medicine, | called for myself to
come home

A little girl once forgotten, the world was hers to
roam.

Filled with fear and sadness, dripping in anger and
rage

These emotions were not welcomed so they were
locked up in a cage.

Always pretending not to feel or to need a hand to
hold

But knowing late at night the loneliness keeps you
cold.

But the magic of this plant, she showed me where
to go

How to heal, how to be, how to laugh and how to
grow.

Embraced by her powerful teachings now I’'m not
afraid

As | take this new deep breath, I'm really glad |
stayed.

K<’

One of nature’s best
By Margaret Bassett

Don’t think he has a notion
Nor understands the heart he brings
While he lives in our orbit

There’s unexpected joy in ordinary things.

There’s a purpose and a promise
Leaning in to our every day
Shy smile with dimples beaming

How can we lose our way?

And the years fly by too quickly
As he hovers expectantly around the nest.
Tomorrow’s young manhood awaits

For not just a boy, but one of nature’s best.
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Academic/Research Article

By Dr Marion Mensing

Psychodynamic psychotherapy assumes

that much of human experience occurs
unconsciously. Could memory reconsolidation
provide a key to alleviate unconscious emotional

learnings?

Introduction

he important neuroscientific

discovery of brain plasticity —
the ability of the brain to change
with experience not only in
childhood and adolescence but
all through life — appears highly
relevant to psychotherapeutic
modelling and methods.
Psychodynamic psychotherapy
works under the assumptions
that much of human experience

happens in the unconscious mind
and that childhood experiences
have a strong impact on how the
mind functions.

Therapeutic change focuses
on engaging with unconscious
processes and enabling the
client to move towards change by
becoming aware of them (Reeves,
2013). A number of questions
present themselves: How can
these assumptions be tested in an

An exploration of the role of
neuroscience and neuroimaging in
the psychodynamic approach

objective, scientific way?; how do
unconscious emotional learnings
from childhood experiences

reflect in the memory system of
the brain?; how does engaging
with unconscious processes and
helping the client to become aware
of them move the client towards
change?; what does the experience
of a psychotherapeutic encounter
involve in order to facilitate lasting
change?; and can neuroscience
validate any answers in an
unbiased way?

This article explores if
psychodynamic studies should
consider the neuroscience of
mind and the technology of
neuroimaging and, hence, enrich
psychodynamic theory and therapy
with biological understanding.
Neuroimaging studies may have
the potential to become an
unbiased and objective research
tool for psychotherapeutic
models of the mind. A stronger
collaboration between
neuroscience and psychodynamic
psychotherapy could strengthen
the relevance of psychodynamic
models and methods in the clinical
setting towards pharmacology and
cognitive psychology. Secondly,
underlying brain mechanisms of
memory and fear will be examined
and, finally, the exploration will
concentrate on possible links
between psychotherapeutic
approaches and a certain
suspected form of brain plasticity
around memory, called memory
reconsolidation.
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Potential for joining forces

Pulver (2001) emphasised that
neuroscience could not contribute
anything to the “various ways

in which the analyst attempts

to optimise the atmosphere of

the relationship to gain as much
understanding as possible”

(p. 7), but could be beneficial

in choosing between competing
psychodynamic theories by testing
different hypotheses. This could
have an impact on the development
of psychodynamic theory in the
future. Blass & Carmeli (2007)
drew attention to a hidden conflict
between the neurobiological
science of mind and psychodynamic
therapy in its essence, arising

from the assumption that only
biology was real; they feared
psychodynamic therapy was about
to lose the phenomenological view
on subjective meanings. Conceding
that mental phenomena had
underlying mechanisms in biology,
Blass & Carmeli (2007) questioned
any benefit of understanding the
associated biological processes for
psychodynamic theory and practice.

On the contrary, Blass & Carmeli
(2007) worried how neuroscientific
findings could influence
psychodynamic practice negatively
— for example, if neuroscience
was to find that conscious and
unconscious memories were
stored in different neural systems,
and therefore concluded that
unconscious traumatic memories
could never become conscious —
would psychodynamic therapists
consequently give up on searching
for traumatic memories?

Beutel & Huber (2008) explored
the potential contributions of
functional neuroimaging studies
to a better understanding of what
makes therapy effective. The
task design in such neuroimaging
studies is of particular importance,
as those tasks need to arouse
particular emotions or to allow for
the examination of specific thought

Boeker etal. (2013)

connected the
individual meaning of a
certain picture and the
associated subjective affect
with a corresponding brain
state

processes (Beutel & Huber, 2008).
All of the published neuroimaging
studies Beutel & Huber (2008)
compiled in their review — except
for one case study — had applied
brief behavioural therapy and
had focussed on a comparison
with pharmacological treatment,
showing that effective therapy
also changed the functioning
of the brain. Preliminary data
from that one case study and a
hitherto unpublished trial indicated
tentatively that the same could be a
valid assumption for psychodynamic
therapy (Beutel & Huber, 2008).
However, Boeker & Richter
(2008) expressed strong doubt that
modelling neuroimaging studies in
the same way as before — just by
replacing brief behaviour therapy
with psychodynamic psychotherapy
— would bring any valuable insight
for the development of the
psychodynamic model. A mere
comparison with the symptom
reduction of pharmaceutics would
not account for the fact that
psychodynamic psychotherapy
aimed for more than symptom
reduction, namely for lasting
therapeutic change of the deep
underlying issues (Boeker &
Richter, 2008).

Unbiased evaluation

Boeker et al. (2013) suggested a
new way of modelling neuroimaging
studies that would provide an
unbiased evaluation of the
psychodynamic encounter in its
main characteristics, but would also
account for the rich psychodynamic
examination of subjective
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experience. According to Boeker et
al. (2013), this would require two
steps: 1) Systematic evaluation of
a patient’s subjective experience,
leading to unbiased and quantified
subjective data; and 2) Studying
the neural mechanisms underlying
those subjective data through
neuroimaging.

To break the first ground,

Boeker et al. (2013) developed a
new model to examine a specific
aspect in psychodynamic therapy
for depression, that is, any shifts

in the behaviour and feelings
towards others. Boeker et al.
(201.3) transferred a validated self-
evaluation questionnaire with 32
rating items around interpersonal
behaviour patterns into validated
pictures with abstract stick figures
that symbolised certain behaviour
patterns. During neuroimaging,
test persons saw those pictures
and had to evaluate on Likert
scales how typical they found these
illustrations with respect to their
own behaviour, and also their level
of emotional arousal while watching
them (Boeker et al., 2013).

In this neuroimaging experiment,
Boeker et al. (2013) connected
the individual meaning of
a certain picture and the
associated subjective affect with
a corresponding brain state.

It was included in a one-year,
large-scale study investigating

the efficacy of psychodynamic
psychotherapy for depressed
patients. For Boeker et al. (2013),
it was essential to acknowledge
that psychodynamic psychotherapy
deals with the person and not

with the brain, and hence they
warned against attempts “to map
the psychodynamic concepts in a
one-to-one way with neural activity
in particular brain regions or
networks and thus strive for what is
described by the concept of ‘neural
correlates’” (p. 9).

Likewise, Beutel & Huber (2008)
warned against the isolated use
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of so-called brain correlates of
mental disorders for diagnostic
purposes because there was no
evidence that certain brain states
were the cause for certain mental
phenomena. On the contrary,
neuroimaging studies had already
shown that voluntary changes

of mental attitudes changed the
functioning of the brain. “Patients
do not seek treatment for changes
in blood flow or brain metabolism,
but for subjective difficulties,
suffering and so forth” (Beutel &
Huber, 2008, p. 13). Studies of
learning gave some indication of
psychotherapy even having the
potential to change the structure of
the brain (Beutel & Huber, 2008).

Mental training study

In this context, the study of Valk

et al. (2017) is worth noting.

Valk et al. (2017) conducted a
neuroimaging study with 332
healthy adults between 20 and

55 years of age. The participants
engaged in nine months’ mental
training with three different learning
modules related to presence, affect
and perspective and measured

the change in thickness of the
outer layer of the brain (cortex) in
different areas after each of the
three learning modules.

Presence training focussed
on mindfulness-based attention
towards inner and outer present
experience; affect training focussed
on compassion, handling of difficult
emotions and positive social
attitude; and perspective training
focussed on meta-cognitive skills
and the capacity to observe one’s
own mental states and the mental
states of others, partly based on
the psychotherapeutic model of
internal family systems therapy
(IFST) (Valk et al., 2017).

Three months’ presence training
resulted in an increased thickness
of the most frontal part of the
brain in the forehead (anterior
prefrontal cortex), correlated with

hort-term memory
required a change
in the strength of
the synapse — the
communication between
two neurons through their
communication terminals

(Kandel, 2006)

improvement in attention (Valk et
al., 2017). Three months’ affect
training increased the structure

in different regions related to
regulation of emotion and empathy,
correlated with an increase in
compassion (Valk et al, 2017).

And three months’ perspective
training increased thickness in
lower frontal and in lateral regions,
correlated with an enhanced ability
to understand others (Valk et al.,
2017). In sum, it appears that
effective psychotherapy changes
both brain functioning and brain
structure.

Brain mechanisms underlying
memory and fear
Kandel (2006) discovered the two
learning processes of fear-reducing
habituation and fear-increasing
sensitisation as being fundamental
— habituation weakened effective
communication between neurons
and sensitisation strengthened it.
Genetics determined the possible
connections between nerve cells,
but experience determined the
effectiveness of the communication
between them (Kandel, 2006).
Kandel (2006) found that
short-term memory required a
change in the strength of the
synapse — the communication
between two neurons through
their communication terminals.
However, long-term memory
required structural change, that is
the growth of new communication
terminals and new synapses and
possibly deactivation of some
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existing terminals. Structural
change in long-term memory
depended on the production of a
certain new protein in the cell —
long-term learning through practice
or through intensely emotional
events ‘switched on’ certain
genes in the cell nucleus that are
responsible for the production of
proteins that build new synapses
(Kandel, 2006). “The fact that a
gene must be switched on to form
certain long-term memory shows
clearly that genes are not simply
determinants of behaviour but
also responsive to environmental
stimulation, such as learning”
(Kandel, 2006, p. 276).

The hypothalamus regulates the
autonomic nervous system — the
automatic control system of vital
body functions and their adaption
to emotion (Kandel, 2006). The
hypothalamus and the autonomic
nervous system play a role in
unconscious aspects of emotions.
The cortex evaluates the conscious
aspects and the amygdala has a
crucial function in both conscious
and unconscious parts of emotions,
particularly in fear (Kandel, 20086).
The amygdala can store an
unconscious long-term memory of
a single threat, whereas conscious
memory requires the involvement of
the hippocampus (Kandel, 2006).

In case of threat, the amygdala
may use a slow neural pathway
to the cortex for evaluation and
modulation, but may also bypass
the cortex and directly activate
a fast pathway to the autonomic
nervous system (Kandel, 2006).
Kandel (2006) found a way to
diagnose baseline anxiety through
functional neuroimaging. After
measuring the background anxiety
of a group of volunteers through
a questionnaire, Kandel (2006)
showed them pictures with fearful
faces while scanning their brains,
so that in one case they could
perceive the faces consciously and
reflect on them, and in the other
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case he presented the faces too
rapidly for conscious perception
but still as unconsciously
perceivable. Kandel (2006) found
that unconscious fear lit up a
different area of the amygdala than
conscious fear; unconscious fear
activated the basolateral nucleus
and conscious fear the dorsal
region.

Another finding was that the
lighting up of the basolateral
nucleus was directly correlated
to the background anxiety of the
volunteers, hence, this test could
serve as a diagnostic tool and as
an outcome measure after therapy
(Kandel, 2006).

The questions arise how
therapeutic interventions can
modify unhelpful and unconscious
emotional learnings of the past,
and if neuroscience can provide
a better understanding of the
associated mechanisms.

Processes of change
Ecker et al. (2012) claimed that
core processes of change in
psychotherapy can be linked to the
neurobiological process of memory
reconsolidation. The discovery
of memory reconsolidation, a
hitherto unacknowledged form of
brain plasticity, has challenged
the traditional view of a century
that memories of past experiences
always stay original and permanent
(Alberini & LeDoux, 2013).
However, according to various
post-millennial research studies,
memory storage is dynamic and
established memories can be
modified (Alberini & LeDoux,
2013). An animal study with
rats showed that the retrieval of
fear memories destabilised the
memories, and a pharmacologically
induced disruption of the
subsequent re-stabilisation, called
reconsolidation, suspended the
learned fear response (Nader et
al., 2000).

Schiller et al. (2010) provided

orman & Roose (2011)

drew an analogy
between the reconsolidation
window and the claim in
psychoanalysis that timing
s important for effective
interpretation

evidence in a trial with humans that
certain psychological interventions
interfered with the reconsolidation
of a retrieved fear memory and
lastingly updated this memory with
fear-eliminating information, if the
interventions took place while the
retrieved memory was unstable,
that is, within the reconsolidation
window of about six hours.

Hogberg et al. (2011) suggested
a new reconsolidation-informed
protocol for trauma psychotherapy
— evoking positive emotions
first to ensure that the updated
memory includes safety, then
reactivating the traumatic memory
as a sensorimotor experience,
and finally imagining a positive
modification of the memory.
Further, Ecker et al. (2012)
promoted imaginary work as
effective because for neural
networks engaged in emotions,
imagined or physical experiences
would be largely the same, referring
to the observations of Kreiman et
al. (2000). Kreiman et al. (2000)
had found that 88 per cent of
the neurons in the human brain
that responded to both vision and
imagination did not differentiate
between vision and imagination in
their responses.

Gorman & Roose (2011)
came to the conclusion that
contemporary animal studies and
neuroimaging studies with humans
reflected two core hypotheses of
psychodynamic psychotherapy:
“1) That early life experiences
can have a profound and lifelong
influence on human emotion and
behaviour; and 2) That unconscious
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mental processes strongly impact
conscious mental processes
and awareness” (p. 1201-1202).
Hence, Gorman & Roose (2011)
found interest in exploring possible
links between the neuroscientific
discoveries about manipulating the
reconsolidation of fear memories
on the one hand and some core
processes in psychoanalysis on the
other hand.

According to Gorman &
Roose (2011), psychodynamic
psychotherapy was about
recovering and rewriting a client’s
narrative by bringing unconscious
self-deceptions into awareness.
They suggested to regard this
psychoanalytic process as the
‘reconsolidation’ of an updated
narrative. Gorman & Roose
(2011) hypothesised similarities:
1) Between the conversion of
childhood trauma into unconscious
mental processes, and fear-
conditioning in a laboratory
animal; 2) Between the impact of
repressed traumatic memories
on behaviour and emotions, and
the ‘freezing’ response of the
animal towards the fear stimulus;
3) Between the processes of
recovering a client’s narrative, and
reactivating a fear memory; and 4)
Between the process of rewriting a
client’s narrative, and the updating
of former fear memories through
memory reconsolidation.

Regarding the seemingly crucial
timing requirement for the updating
of fear memories, Gorman & Roose
(2011) drew an analogy between
the reconsolidation window and
the claim in psychoanalysis that
timing is important for effective
interpretation.

A certain unpredictability
Sevenster et al. (2012) discovered
that memory retrieval on its own
was not sufficient to destabilise
fear memory and consequently
initiate the reconsolidation
process in humans. In fact, it
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was necessary for the retrieval
situation in their trial to connect a
certain unpredictability regarding
the outcome with the stimulus

of the fear memory, to create a
real possibility of the unexpected
to happen — a new learning
opportunity. Another important
finding was that fear-reducing
manipulations during memory
reconsolidation alleviated the
unconscious, automatic fear
response of the memory without
affecting the conscious, cognitive
content of the memory (Sevenster
et al., 2012).

In a functional neuroimaging
study, Agren et al. (2012)
localised a fear memory trace in
the basolateral nucleus of the
human amygdala and showed that
disrupting the reconsolidation
of the retrieved fear memory
by updating the memory with
new unfearful information 10
minutes after memory reactivation
completely eliminated the fear
component of the memory in the
amygdala. Bjorkstrand et al. (2015)
followed up on this study and
confirmed that the erasure was still
valid after 18 months.

Supposedly based on the
neurobiological memory
reconsolidation process, Ecker
et al. (2012) defined a four-step
protocol to create lasting change
in psychotherapy for a client’s
problematic emotional learnings:
1) Trigger the targeted learning;

2) Create an experience that
significantly differs from the
client’s expectations from the
learning; 3) Create a new learning
within five hours from evoking
the old learning that contradicts
or modifies the old; and 4) Verify
the erasure of the old emotional
learning. According to Ecker et

al. (2012), erasure entails that
former triggers do not reactivate
the specific emotional reaction
and the connected symptoms have
permanently disappeared without

owever, the existing

body of neuroscientific
research has not provided
undisputed evidence for
the existence of the memory
reconsolidation update
mechanism in humans

requiring any further measures.
Ecker et al. (2012) mentioned
some psychotherapy modalities
to be inherently coherent with
the therapeutic reconsolidation
process: accelerated experiential
dynamic psychotherapy,
coherence therapy, eye movement
desensitisation and reprocessing
(EMDR), emotion-focused therapy,
focussing-oriented psychotherapy,
Gestalt therapy, Hakomi therapy,
IFST, interpersonal neurobiology,
neuro-linguistic programming and
traumatic incident reduction.
However, in a more recent study,
Klucken et al. (2016) were not able
to replicate the previous results of
Schiller et al. (2010) and Agren et
al. (2012), and found no evidence
for fear erasure through updated
memory reconsolidation. Elsey et
al. (2018) compiled a wide meta-
analysis of the existing research
around the memory reconsolidation
update mechanism. This multitude
of studies showed consistent
results with the reconsolidation
model, but not all of them. The
limitations of various studies,
the lack of clear criteria and the
inconsistent findings that could
lead to different explanations
prompted Elsey et al. (2018) to
suggest clear conditions for all
future research around memory
reconsolidation, given the
importance this research has also
for therapeutic approaches.
According to Elsey et al.
(2018), the existing body of
research has not yet provided
clear and consistent evidence
for the hypothesised memory
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reconsolidation update mechanism
in humans. However, they also
emphasised that this would not
deny the clinical usefulness of
therapeutic approaches that

are based on the hypothesised
reconsolidation, because here the
only question is if the approaches
are effective for patients.

As with any promising new
therapeutic intervention, ethical
considerations should play a
role from the beginning when
entering experimental research
or clinical practice — especially
in connection with the use of
pharmacological agents that
interrupt memory reconsolidation —
to avoid unintended or undesirable
collateral changes and to prevent
misuse and abuse of memory
modifying techniques (Elsey &
Kindt, 2016; Hui & Fisher, 2015).
Furthermore, therapists that work
with memories should be aware of
the risks in possibly creating false
memories through suggestions or
imagination, as explored by Loftus
(1997).

Conclusion

The dynamic development

in the neuroscience of mind
around memory and learning
provoked a stronger involvement
of psychotherapy in general,
fuelled by the discovery that
neural circuits can unlearn what
they learned before. However,
psychodynamic therapists have
mixed feelings. Openness for
studying the brain mechanisms
underlying psychodynamic
psychotherapy also faces fears —
that neuroscience could restrict
psychodynamic practice in its
richness; subjective experience
could lose its relevance; ‘brain
correlates’ replace the view on the
person; and the focus could move
from deeper underlying issues

to a mere symptom reduction.
Neuroimaging studies have already
provided evidence that effective
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psychotherapy changes the
functioning and the structure of
the brain.

In general, genetics limit the
possible connections between
nerve cells, but experience
determines the intensity of
communication between them.
New long-term memory brings
along structural change — the
growth of new communication
terminals in the nerve cells
linked to gene activation. The
hippocampus is essential for
long-term memory; whereas the
amygdala stores unconscious
memories, in particular those
connected to fear. The amygdala
can bypass the conscious
thinking parts of the brain and
communicate directly with the body
in a case of threat.

The discovery of the molecular
process of memory reconsolidation
— although not unequivocally
confirmed — was particularly
exciting for psychotherapy and
some theorists of therapy pushed
ahead the implementation of
congruent protocols into practice.
The idea of having found an
evidenced way for eliminating fear
in unconscious trauma memories
by updating them with non-fearful
information a short while after
reactivation is captivating.

However, the existing body of
neuroscientific research has not
provided undisputed evidence
for the existence of the memory
reconsolidation update mechanism
in humans. Nevertheless,
psychotherapy does not need to
wait and can — with all due caution
relating to ethics and risks — focus
on clinical evidence for now.

Dr Marion Mensing

Dr. Marion Mensing is a Doctor
in Natural Sciences and holds a
BSc (Hons) in Counselling and

Psychotherapy. She also holds a
CPCAB-accredited Diploma in Sex
Addiction Counselling. Marion is
an accredited member of IACP and
a qualified internal family systems
therapist, currently studying in the
MSc programme ‘Consciousness,
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Practitioner Perspective

Working with gender dysphoria in
young people

By Sally O’Reilly

workshop led by psychotherapist and author

Stella O’Malley provided the ‘most up-to-date
thinking and understanding of how to best support
gender-related distress in young people’. One
attendee provides their review of the experience

Introduction

“=rhe sharp rise in the number
of young people questioning

their gender has led to many

professionals feeling unskilled

in this area. This workshop

will provide psychotherapists,

counsellors, teachers, nurses and

others with the most up-to-date

thinking and understanding of how

to best support gender-related
distress in young people.” This
was the blurb circulated by Live
Life Now, the event organisers who
hosted a workshop led by Stella
O’Malley, MA, psychotherapist, in
Cork on the 26th November 2022.
The audience was comprised
primarily, but not exclusively, of
therapists with varying degrees

of experience and from diverse
schools of therapy — an interesting,
eclectic mix. There was a certain
sense of unease in the room,
created by the fact that the
original venue, UCC, had changed
to an undisclosed new venue

two weeks prior to the workshop.
We all received an email the day
before the event informing us

that Hayfield Manor was the new
location. It was a small gathering
of professionals, with just 40 or
so attendees, for three and a half
hours. As a graduate of UCC | was
disappointed, but also happy that
at least the surroundings would be
more comfy and the all-important
coffee would surely be of better
quality!

On a more serious note, and
this is why | mention it, the
curiosity around the venue change
was a notable reflection of the
contentiousness of the issues
with which we are faced when
working with clients who are gender
questioning and/or self-identify
as transgender. The issue has
become increasingly adversarial,
divisive, and with strong political
and social ramifications. Some of
us wondered if there was a political
element to the venue change. Or
was that paranocia? There is a lot
of it about these days. It is easy
to feel victimised, particularly
when there is ‘chat’ online urging
events — including this one — to be
cancelled, and lists of attendees
are sought. To what end we don’t
know, but it was not a warm,
comfy, inclusive feeling, that’s for
sure.
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The thing is, one needs to be
on Twitter or Reddit to be fully
cognisant of the division, anger
and aggression out there when
it comes to any discussion of
‘The Trans Issue’. And while |
applaud and indeed encourage
frequent social media holidays or,
indeed, abstinence, the result of
not engaging in social media is
that one is not privy to the social
discourse that is influencing and,
in some cases, overtaking the
lives of many of our clients. As
for professionals, it makes open
discussion about working with
gender-questioning minors difficult
in a way that is unprecedented.

A new language
We live in a world with a growing
and new lexicon. Words and
phrases like cisgender (cis),
cancel culture, ROGD, LGBTQI+
versus LGB, gender critical, non-
binary, gender fluid, AFAB, AMAB,
de-trans, desisting, pronouns,
affirmation care, mis-gendering,
dead-naming, exploratory therapy
(isn't it all exploratory?), are part
of the new common parlance. A
new language has emerged and
this language can be confusing for
those not living in or familiar with
the (virtual) reality of online life.

Those of us who work with
children, teenagers and young
adults know well that this is
where a lot of time is spent.
This world feels utterly real to
many young people. For many,
particularly those who have
difficulty connecting socially
IRL (in real life) it was their sole
point of social contact during the
darkest days of COVID-19. It was,
and is, where they meet, discuss,
find connection, acceptance and
approval. Bread and butter stuff
for all of us, but especially so for
teenagers.

The threat of ‘cancellation’ is
now so strong that people can and

Stella O’'Malley

do feel misunderstood, silenced
and bullied. Terms like conversion
therapy are misused, sexuality and
gender are incorrectly conflated
and in the midst of all this
confusion we — the therapists — are
holding spaces with clients, while
at times feeling utterly bamboozled
ourselves. It is a difficult space for
us to inhabit. Many of us simply
avoid the conversation, perhaps
even hoping it will all go away.

It does not appear to be going
anywhere for a while yet. It may
never. What does this mean for
the work we do as therapists? How
can we continue to work ethically
in such an evolving and changing
social landscape?

How can we feel competent?

It is my curiosity about these
questions and my passion for
working with young people that
prompted me to attend this
workshop. | had my first trans-
identifying client back in 2016.

| had no idea at the time what
trans identifying even meant,
what binders were (an elasticated
garment to flatten and compress
breast tissue), or how big the
market for them would become.
Despite my 20 years’ experience
working with teenagers, | felt
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suddenly unskilled and lacking in
knowledge. There were new words,
new ideas and what seemed like
the beginning of a new social
contagion — although | did not have
the language for that either at
that time. Reviewing my old notes
recently | can see how troubled |
was: eager to affirm my client, to
not pathologise, to support her but
also to support her relationship
with her parents, which was fast
deteriorating. Was binding a form
of self-harm? What did we know
about the effects? (not much at
the time). What did we know about
the process of transition? (again
not much). What lay ahead for this
client if she proceeded? Why did
she suddenly not want to be a
woman?

| saw the traits that | would
later recognise as neurodivergent.
| heard a history of trauma.

These were all elements of what
was emerging as a pattern for
therapists all over the world, but
we were as yet to connect the dots
and, as yet, to connect with each
other. It was a pattern | was soon
to observe in my own practice — |
was seeing common trajectories,
common histories and common
‘scripts’. | had no idea what was
ahead.

Two years later Stella O’Malley
made the film Trans Kids; later
books like Trans, and Irreversible
Damage were written. The new
transgender ‘movement’ was
ushered forth and it feels like so
much has changed. Diversity is
king. And yet we seem to have
narrowed rather than widened
our collective focus and sense of
inclusivity.

In the meantime, what was
happening to our vulnerable young
clients and their parents? If we are
to not panic and feel unskilled, how
can we best support them without
changing how we work, while
staying faithful to our core beliefs
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about what therapy is, irrespective
of our training and background?

| can summarise in a few simple
sentences how this workshop
provided the answers to those
questions. Stella took care to
reassure us that there is nothing
different we need to do with
gender-questioning teenagers
and clients. We simply continue
to do the work of therapy. What
we would benefit from is doing
some homework — learn the new
language. And as she said, that
can be done in about 30 minutes,
otherwise, pretty much keep doing
what you are doing, folks.

The psychoeducation part

Stella began by taking us through
some definitions to form the
backdrop and give context to the
meat of the workshop. Words and
phrases like those | mentioned
above were listed and explained.
We were encouraged to think
about gender, stereotypes and
the evolution of diagnostic criteria
according to the DSM for gender
dysphoria, which was also defined
for us. And while, as therapists,
we are not in the business of
diagnosis, this evolution is
fascinating, useful and worth
knowing for many reasons. But

for me, one of the most salient
reasons is that in this era of labels
and self-diagnosing, teenagers are
coming to us fully attached to and
engaged with their own diagnosis
from Dr Google and his colleagues
Drs Twitter, Reddit and TikTok.

Our clients, she said, feel fully
informed, but they are not. | have
seen this too. A little exploration in
the therapy room and the confusion
becomes apparent. | recall asking
a 14-year-old: “how can one be
both non-binary and trans? Is
the latter not dependent on the
existence of a binary? How can we
both ‘smash a binary’ and affirm a
male or female gender identity?”

wondered how this

was settling on person-
centred therapists and
those among us who were

unaccustomed to offering
feedback

This mess of contradictions and
dissonance is not new to those of
us who work with teenagers. It is
useful and can be used creatively
to encourage the young person
to explore and expand their own
thoughts. Teenagers like to think
critically, despite the oft-voiced
assertion that they are incapable
of doing so. They are in a sea of
information and misinformation and
are, as a result, often misinformed,
or at best under-informed.
Listening to Stella | was
reminded of the responsibility
we have to our clients to be
as informed as possible, and
to engage critically with any
information we might receive and
encourage them to do the same,
if and when that comes into the
room. That point was also repeated
— we are not to drive any agenda,
but rather assist the exploration
and facilitate our young clients in
safely forming their own opinions.
How reliable are our own
sources? What biasses might
we ourselves have? We were
prompted by the use of images
and photographs from Stella’s
own collection to ponder these
thoughts. We know that today’s
teenagers more than any other
generation are bombarded by
imagery and memes. We did not
have to contend with this. It is
dizzying when you think about it —
and | like that we are prompted to
think about it.

Gender identity theory
Next we dug a little deeper into
gender identity theory as a way
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of formulating thoughts on what
leads to gender dysphoria. We
took a brief look at the biological
model for gender dysphoria —

a developmental model that
theorises gender dysphoria as

a maladaptive life strategy that
can develop during the process of
identity formation. We also looked
at the biopsychosocial model,
which views gender dysphoria

as a result of a combination of
factors. Of note, everything was
referenced and evidence-based.
It was clear that Stella is not
sharing her opinion with us — she is
imparting information, illustrating
some points with examples

from her practice and inviting

our own thoughts and questions
throughout. One of the things |
appreciated was that disagreeing
or challenging comments was not
merely invited, but encouraged.
While there were none, there was
a sense of permission, for me at
least, to challenge or disagree on
all points.

The practice part

Where this all brought us was our
options in the therapy room. It
was outlined that the person with
gender dysphoria is left with three
clear(ish) paths:

+ The individual’s sense of gender
can be altered to align with their
biological body;

+ The individual’s ability to cope
with and manage their distress
can be improved with a range
of different psychological
approaches; and

+ The individual’s body can be
altered to align with their sense
of gender (Stella O'Malley, 2022).

Each of these paths brings
with it its own challenges and
the latter, of course, brings a
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heavy medical burden that will
inevitably be lifelong. The issue
of informed consent arose at

this point and Stella facilitated
our thoughts around what that
means. The professional onus on
us to engage in informed consent
was floated — the consequent
implication being that we need

to be informed ourselves. What
are the consequences of social
transition, the side effects of
hormone treatments, of surgery?
How does testosterone affect the
biologically female body? | think |
can safely assume that none of the
attendees had covered modules
about transition and medical and
psychosocial effects of same.

Next it was time to engage in
some self-directed learning, and
the responsibility to do so weighed
heavily during this workshop, but
not in an overwhelming way. |
wondered how this was settling
on person-centred therapists
and those among us who were
unaccustomed to offering
feedback; there simply wasn’t time
to look at that — one of my few
disappointments.

Before proceeding to have a look
at what each option involves, Stella
took care to address the issue of
conversion ‘therapy’ as it applied
to homosexuality and as it might
apply to transgender clients. As an
audience, we were left in no doubt
as to her thoughts and feelings
about the cruel and outdated
practice. She is of the opinion that
conversion therapy is in itself an
oxymoron, preferring instead, as
many of us do, to use the phrase
‘conversion practices’.

Stella referenced the results
of the most recent report on
conversion “therapy”, Minister
O’Gorman’s 2021 LGBTI+ Youth
in Ireland Europe: A two-phased
Landscape and Research Gap
Analysis. The research reviewed
all relevant research on LGBT+

We don’t live and
practise in the US
where this is a far more
urgent and contentious
matter as minors in some
states can legally access
medicalisation, including

surgery

youth defined as under the age of
26) in Ireland and Europe between
2000 and Sept 2019. Happily,

the review found no examples of
conversion therapies in sexual and
gender minority (SGM) youth in the
literature since 2000 in Ireland or
in Europe.

Throughout, Stella took care
to clarify that we are not in the
business of pushing our agenda on
our clients. It's therapy 101, really
— for example, would we assume
that an unhappy spouse should
leave their relationship? Or might
we be more inclined to explore our
client’s relationship, the historical
context, the family of origin? We
would surely think of words like
systems, constellations, patterns,
dynamics, habits, adaptive and
maladaptive, meaning, metaphor,
repression and emotion. Our job
is not to have a private agenda
and to push it onto our clients
and then deem them ‘cured’ or
doing ‘the right thing'. That is
unethical practice. In the same
way, there are issues to consider
when working with trans-identified
clients.

Stella introduced us to and
summarised the most recent
research around the new cohort
of gender dysphoric youths, in
particular. There has been a
4,000% increase in presentations
to the now defunct Tavistock
Gender Identity Disorder (GIDs)
Clinic in the UK, which worked
with clients from both the UK
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and Ireland. In Ireland we have a
4,000% increase in Irish female
under-18 presentations and 65%
to 90% of these have an autism
diagnosis. There followed a well-
referenced section on the historic
development of gender dysphoria
as contrasted with what we are
witnessing today. We were then
introduced to a brief but lively
discussion of peoples’ experiences
with their own clients with autism
and gender dysphoria.

An example that came to my
mind was an experience | had
with a client who is on the autistic
spectrum and who said to me
that she had decided that she
would go ahead with “top surgery”
once she turned 18 and started
identifying as a man. Top surgery
is common Internet parlance for
double mastectomy — it sounds
far less scary doesn’t it? “As
you know, Sally” she said with
confidence, “my boobs will grow
back if | change my mind later”.
This might sound shocking to you —
to think that an intelligent teenager
might believe this, but there are
two things to consider: she had
watched hours of TikTok videos
telling her that breasts grow back
and/or are easy to replace; and she
is a literal thinker — meaning, if she
identifies as a woman later in life,
her breasts will grow back because
she will be a woman again.

Stella gave other examples of
how the cohort of clients can
think with her own experiences,
which is always helpful during a
workshop like this. | could see in
the room that some were reeling,
but appreciating that education
is essential here. In other words,
when it comes to informed
consent, we might be among the
few evidence-based informers in
the child’s life. We don’t live and
practise in the US where this is a
far more urgent and contentious
matter as minors in some states
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can legally access medicalisation,
including surgery. In Ireland,
gender dysphoric minors do not
receive surgical intervention.
Again, | wondered how this sat with
others in the room? | wondered
what exactly is the nature of
the differences between gender
dysphoric children, adolescents
and adults with regard to medical
treatment and access to same? |
was saddened that we simply did
not have time to discuss these
questions, however, the references
provided did lead me to answers to
these complex questions later.

Rapid Onset Gender Dysphoria
(ROGD), a phrase coined by
Lisa Littman, was described
and contrasted to the historical
presentation in a way that
illustrated clearly and in an
evidence-based manner that what
we are dealing with today is a new
phenomenon. Other presenting
issues such as body dysmorphia,
transgender obsessive-compulsive
disorder (OCD) and distorted
body image were outlined, as
well as their similarities with
previous surges in presentations
of anorexia, bulimia, and self-
harming. Quite a few of us were
‘long in the tooth’ and remembered
these clusters of behaviours
appearing. We were gently walked
through an array of presenting
‘co-morbidities’ (please forgive the
phrase co-morbidities; I’'m aware
of the label, however, much of the
language does originate in the
world of psychiatry and the much
lauded DSM) — autism being the
most salient within this current
cohort.

In the third and final section
of the workshop, Stella spoke
about the options for working
therapeutically with this client
population. Again, taking care to
reference and emphasise ‘back
to basics’ therapy that she spoke
about earlier that morning. The

here was a strong

sense throughout of
‘vou’ve got this’; that, as
experienced practitioners
who already work with
adolescents, much of the
work of therapy is what it
always was

three basic options for therapists
pared down are:

- Gender identity affirmation:
Encouraging the child to live
in the gender that feels most
comfortable right now, with or
without medical intervention;

+ The psychotherapeutic
approach: Exploring the child’s
understanding of gender roles
and self-acceptance; and

+ Watchful waiting: Allowing time to
pass before medical intervention
or therapy is used.

Core principles

The workshop was for
psychotherapists and so the
psychotherapeutic approach was
looked at as an alternative to the
affirmation model — remembering
that alternative is not conversion.
Stella reiterated that regardless
of our core training, we can
assume that the following are core
principles that we hold dear and
are essential to ethical practice.
They are and must remain:

+ Compassion;
- Patience;

- Respect of the adolescent’s
defences;

- Awareness of the propensity
to ‘relapse’; awareness of the
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adolescents’ vulnerability to
social contagion;

+ Awareness of developmental
stages; and

- Awareness of up-to-date
research. On this point, true
suicide risk was outlined and
again heavily referenced.

There is much of panic and
understandable fear around
inflated and or misinterpreted
statistical analyses out there.
Again, | am reminded of how
much we can miss if we do not
keep ourselves informed. And
difficult it can be to keep
ourselves informed. If it is hard
for us to trust sources, how
daunting must it feel for our
young clients and their parents?

There was a strong sense
throughout of ‘you’ve got this’; that,
as experienced practitioners who
already work with adolescents,
much of the work of therapy is what
it always was. However, there is an
onus to educate ourselves in the
language of gender — not just to
illustrate to our client that we know
what they are talking about, but
that we know, as best we can, what
we are talking about. To help allay
that sense of flounder that so many
of us feel in this new landscape of
gender dysphoria and the rather
vicious and, for some, genuinely
frightening social backdrop against
which it stands.

The final section of the workshop
looked at de-transitioning and
working with de-transitioners. This
is a term used to describe those
who socially and or medically
transition, but then decide to
reverse that decision. This growing
cohort requires the same level of
support, of course — and we were
alerted with some case studies
— 1o the fact that often the social
rejection these people experience

:) 1ac P Irish Association for Counselling and Psychotherapy 33



Volume 23 @ Issue |

IjcP

as a result of changing their
identities back can be excruciating.
It was a profoundly moving and sad
section of the workshop.

As a supervisor | am aware that
many therapists are quite anxious
around, or avoid completely, taking
referrals of gender dysphoric,
transgender or de-transitioning
clients. A lot of that is driven by the
toxic online environment where it
has become quite contentious to
align oneself with anything other
than the affirmative model. Our
collective sense of competence
has been eroded, but perhaps this
is an opportunity to look at what
therapy is, and what it is not.

Collective responsibility

The discussion really brought
home to me our collective
responsibility and was an
opportunity to look at our work as
therapists: how we do it, and why
we do it. We need to safeguard
our profession, for example, from
cries of ‘conversion therapy’. The
wording of the proposed bill to ban
conversion therapy is an example
of how we need to be clear on
what we do. You may not be aware
that in its current form the bill
could criminalise any therapy that
is not affirmative. This is deeply
concerning. As therapists it is not
our role to affirm or whatever the
opposite of affirm is. There were
many concerned conversations
during the break about this very
matter. | could certainly feel a
sense of release as people spoke
about these concerns openly with
colleagues and, possibly, for the
first time.

It is vital that we are protected
by law and are allowed to work
ethically with and support this
vulnerable cohort in their decision
to either transition or desist.

We are told desistence figures
for childhood onset gender
dysphoria are quite high, with

here are various

trainings and
seminars where
information is being
shared that is unhelpful
and inaccurate. We were
frequently encouraged to
research ourselves after the
workshop, and to source
reputable academic studies
with peer-reviewed and
up-to-date research

estimates running from 70% to
94%, depending on the study and
severity of dysphoria. So for many,
it seems, it resolves naturally
during puberty or early adulthood.
Again this was referenced for

us. Therapy is exploration, not
conversion, not coercion of any
kind. This was oft and reassuringly
repeated.

We were also reminded in this
workshop — or for some of us it
new information — of the power of
social contagion for adults. There
are various trainings and seminars
where information is being shared
that is unhelpful and inaccurate.
We were frequently encouraged
to research ourselves after the
workshop, and to source reputable
academic studies with peer-
reviewed and up-to-date research.
The landscape is fast changing
and more research is coming out
all the time. In some ways, these
are exciting times. In other ways,
quite unnerving.

Stella finished up the morning
by speaking about some of the
various organisations that have
come into being recently, including
Genspect, GETA, and PITTs.

Stats for Gender.org was a site

she recommended for accessing
studies on the subject. | am sure
that if we had more time it would
have been used enthusiastically.

Spring 2023

| wondered if there were other
organisations to mention that
might also be helpful or interesting
to explore? There is so much
more to learn, more case studies
to share, more research to dig
into, more questions to ask and
answer or simply explore. We were
a room full of curious listeners
and | for one could have done with
more, but this is not a complaint.

| found the workshop valuable and
enjoyable. Stella’s presentation
was clear, well-paced, moving and
sometimes even entertaining. If
there is a repeat workshop, | am
happy to recommend.

The bottom line — psychotherapy
is not conversion therapy and we
know how to ‘do’ psychotherapy.
We simply need to do some
homework. Maybe a lot. )

If your interest is piqued and you
would like a full list of the workshop
references, | can be contacted via
the details below.

Sally O'Reilly

Sally O'Reilly is a counselling
psychologist, psychotherapist
and supervisor and holds a BA
(Psych), a MA CounsPsych,

and the European Certificate of
Psychotherapy. She also holds a
Diploma in Integrative Supervision,
a Diploma in Cyber Therapy, as
well as a Practitioner’s Certificate
in EMDR from MTU. Sally is an
accredited IAHIP therapist and
supervisor and is a member

of the British Person-Centred
Association. She lives in Cork and
works full-time in private practice
and has a special interest in
adolescence.

Sally can be contacted by email
at info@sallyoreilly.com or
www.sallyoreilly.com
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Cathaoirleach’s Letter to Members

Spring 2023

Dear Member,

The grand auld stretch in the
evenings is finally upon us! We
have much to look forward as
the weather improves and the
days grow warmer.

As Lisa has outlined in her
letter the IACP has been
engaging in the CORU process
of the move to state regulation for the professions of
counselling and psychotherapy.

From my perspective as an IACP member and
practicing counsellor and psychotherapist, State
regulation for our profession is very important and
will have a very positive impact on our profession.
We have been advocating for this for many years.
However, and like many of you | have a lot of
questions in my mind which is only natural when a
major change is coming. | want to assure you that
the IACP is here to ask those questions on your
behalf, represent your best interests and to support
you all in this transition.

We will keep you informed with regular updates as
soon as information becomes available from CORU.
Not only will we pass on the information we will do
our best to explain what it means for you.

| encourage you to put forward your feedback when
called upon. Input from you is vital in ensuring
that the state regulation process goes smoothly
and considers the experience of counsellors and
psychotherapists currently working in Ireland
regarding the grandparenting pathway. We will be
issuing a survey to members once details of the
CORU public consultation process are available.

In the meantime, if you have any feedback
regarding the state regulation process please email
stateregulation@iacp.ie

We also rely very much on our dedicated staff, and
greatly value, as mentioned above, the feedback

and recommendations from all our volunteering
peers, bringing cohesion, democracy and relentless
commitment to making us continue to grow. In these
challenging times we will also continue to collaborate
with our colleagues in similar organisations across
the world so that we keep up to date with what is
best practice in our profession, and | look forward
sharing those experiences and learnings in future
communications.

In December, at the last board meeting of the

year, we wished Emma Gribben, IACP‘s executive
administrator all the best in her new role. Emma
made a very valuable contribution to the work we do
at Board Level as she worked very closely with us for

Cathaoirleach Séamus Sheedy thanks Emma Gribben for her contributions to
the IACP
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many years and | want to thank her for her diligence,
and all of her great work with us over the years,
always with a smile and good cheer.

| was delighted to have my letter to the editor
highlighting strategies to deal with the January
Blues published in various newspapers, including
the Irish Times. Letters to the editor and other
media outreach is an important part of the mission
of the IACP, it has many positive knock-on effects.
We are able to get out some valuable information
to the public to help them with their mental health,

THE IRISH TIMES

Blue Monday
-auseful myth

Sir, - The third Monday of  Seeking professional help from
January has been dubbed "Blue  an accredited counsellor or

raise the awareness and normalising talk therapy,
promoting our members and the mission of the IACP.

If you would like to become involved in getting the
positive message out about the benefits of therapy,
the communications team is looking for members
who are interested in joining the IACP media panel.
We are in the process of re-energising this group
and will be organising a media training in the coming
months.

The team often receives requests from reporters
looking for professionals in our field to
comment on a news story, be interviewed
on the radio, or author articles. Please
express your interest in joining the media
panel by emailing communications@iacp.ie.

From my own experience, being involved
in working with the media has been really
positive and has given me the opportunity
to explore and engage in diverse topics
that | find worthwhile, and | like sharing
my perspective with a wider audience and
have found the benefits to be valuable

Monday" due to its reputation
as the most depressing day of
the year. While the concept of
Blue Monday is largely a myth,
the idea of this Monday being a
particularly difficult day for
many people is not. Factors
such as dark mornings,
post-Christmas blues, cold win-
ter weather, and the end of the
Christmas holidays can contrib-
ute significantly to feelings of
despair.

The new year is often a time
for reflection and goal setting,
but it is also when there will be
an influx of toxic positivity in
our social media feeds.

It is important to remember
that all emotions are normal and
valid. It is perfectly normal to
be feeling down on Blue Mon-
day — or any other day. We
should strive to practise healthy
positivity, which means allow-
ing ourselves to feel and ex-
press our emotions instead of
pretending everything is fine
when it is not.

It’salsoimportanttoremember
that if we are struggling, we
don’t have to feel ashamed.

psychotherapist can be a helpful
way to deal with the ups and
downs of life.

It is important to be mindful
of mental health during this
time and to remember that it is
completely natural to feel a bit
blue in January.

While Blue Monday can be a
reminder of the difficulty of life,
it can also be an opportunity to
practise healthy positivity and
to take care of our mental
health. — Yours, etc,

SEAMUS SHEEDY, MIACP

Cathaoirleach,

Irish Association

of Counselling

and Psychotherapy,

Tullamore,

Co Offaly.

to me as well in terms of professional
development and growth.

In closing, | want to thank you for your
engagement with the IACP, we are seeing
great attendance at workshops and
events. | hope our paths cross soon.

In closing as we celebrate the springtime
and all of its benefits | am reminded of a
quote by Séamus Heaney

"Hope is not optimism, which expects
to turn out well, but something rooted in

the conviction that there is good worth
working for”.

Sincerely,

SE;KJ\N\\JLS Sl\Q “

Séamus Sheedy

Séamus Sheedy's letter to the editor that appeared in the Irish Times in January

Cathaoirleach, IACP
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A Message from the Chief Executive

Spring 2023

Dear Member,

As the days grow longer and

we emerge out of the cold and
darkness of winter into brighter
days and hopefully warmer
weather, I'm reminded that spring
is a time of new beginnings and
fresh starts.

As the year progresses so does
the journey towards state regulation. | know that one

of the questions on the minds of our membership is
the status of the opening of the CORU counsellor and
psychotherapist registers. | want to assure you that we
are actively engaged in this process and are advocating
for your interests every step of the way.

The IACP participated in a webinar hosted by CORU on
the 12" December 2022 and we had the opportunity to
put forward questions on your behalf.

At this webinar we were informed that the CORU
Counsellors and Psychotherapists Registration Board (as
of this writing February 2023) is working on drafting the
standards of proficiency and the criteria for education
and training programmes and will consult regarding these
with all stakeholders in the coming months. The IACP will
continue to take an active role in this process and will

be your voice, advocating and influencing on the behalf
of our members. Once the formal
consultation process commences,
as Seamus has outlined in his
letter, we will be in contact with
you seeking your views and
feedback.

The journey to state regulation
has sparked some discussion
regarding the roles of professional
bodies and | thought this would
be a good time to highlight the
benefits of your IACP membership
which will continue to add value to
your practice post regulation.

The IACP’s mission is to promote and advance the
profession of counselling and psychotherapy, we do
this through the promotion and provision of high-quality
education, training, and professional development,

by raising awareness of the value and benefits of
counselling and psychotherapy and by supporting
members to work to the highest possible standards,
thereby affording the protection of individuals seeking
therapy.

The IACP represents our members, we support,
advocate, and lobby on your behalf.

One of our most popular member benefits is our quarterly

journal (IJCP). In response to feedback at this year’s
Annual General Meeting (AGM), we went out with a
survey in December giving you another way to opt out
from receiving the IJCP in the post. The results are in,
360 of you so far have chosen to receive the journal
electronically. You may change your journal preferences
at any time by contacting the Communications team at,
communications@iacp.ie.

Another very important aspect of our work is meeting
with and collaborating with other organisations. On

the 12" January | had the pleasure of meeting Angie
O’Brien Council Chairperson of the Irish Association of
Creative Arts Therapists (IACAT) along with lwona Blasi,
Innovation & Development Manager and Nicole Mac
Dermott, Communications Supervisor to discuss ways

Iwona Blasi, Angie O’Brien and Lisa Molloy meet at IACP headquarters.

3 1ac P Irish Association for Counselling and Psychotherapy



Volume 23 @ Issue |

IjcP

A message from the Chief Executive |

Spring 2023

Benefit Highlights of IACP Membership:

O Represents members’ interests before government and
regulators

O Sets the gold standard for continuing education &
professionalism for the counselling and psychotherapy
profession

O Provides free 20 CPD hours per year plus 10 supervisor
specific CPD points with membership (CORU requirement)

O Access to a range of additional CPD training at a discounted
rate

O Reduced Rate Professional Insurance: IACP negotiated
professional indemnity insurance schemes

O Quarterly circulation of the Irish Journal for Counselling and
Psychotherapy, the leading periodical journal for the practise
of counselling and psychotherapy in Ireland

O Lobbying government to support and protect member’s
interests and to invest in counselling and psychotherapy

O FEthical Advisor service available to IACP members free of
charge

O Public Online Directory Listing and telephone information
service

O Promotion of the benefits of counselling and psychotherapy
to the public and the media

O Direct members to various job opportunities advertised by
organisations in our E-News, lJCP & iacp.ie

both organisations can collaborate on the development
of a proposal for an in-school counselling pilot for primary
schools.

As you may recall funding of €5 million for pilots in
primary schools was announced by Minister Foley back in
October 2022. We are all aware there is an urgent need
for services to address the mental health issues facing
children and young people across Ireland. This pilot
scheme is a positive step towards giving our children and
young people access to the help they need, when they
need it. We will keep you updated as we progress with
this exciting initiative.

Before | sign off | wanted to take this opportunity to thank
two staff members that have recently moved on in their
careers. Firstly, | would like to thank Emma Gribben who
worked with the IACP over the past four years and who
made valuable contributions to our work. Emma worked

O Proactively engaging with organisations who provide
counselling and psychotherapy services to create
employment opportunities for members where possible

O Access to free Research Resources e.g. EBSCO database and
Research Journal Club

O Opportunities to grow and enhance your professional skills by
becoming volunteers across numerous roles:
® Board of Directors
® C(Central and Regional Committees
® Media Panel

O Access to quality IACP events

® AGM

® Annual Conference

® Partner conferences

® Regional networking events

O Member-specific internal communication channels such as
Basecamps and the IACP private members only Facebook
and LinkedIn groups

O Protection of the public through the setting and maintaining
of professional standards and ethical practice for members

O Being part of a highly professional and engaged community
of professionals

And much more ....

closely with both myself and the board of directors

as Executive Administrator after starting out as an
Accreditation Officer with us. Best wishes also to Laurie
Dool, Accreditation Officer for her highly appreciated two
and half years of work with the IACP, you are both sorely
missed.

Finally, | would like to congratulate Aidan O’Leary who
started with us in the Administration Officer role and has
been promoted to the role of Executive Administrator.

Best wishes for a lovely bright spring and | hope to see
you soon at one of our upcoming events.

s

Lisa Molloy
Chief Executive, IACP
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Student and Pre-Accredited
Requirements —

Clarification regarding the Supervision ratio in
training and change from Student Member to
Pre-Accredited Member

Once a Student on an IACP Accredited Course has completed two
full academic years, 50 hours of personal therapy, and 120 client
hours during training, additional client hours completed before the
end of the course can be counted towards the 450 pre-accredited
hours.

The Student remains a Student Member of the IACP until they are
fully qualified and the required supervision ratio remains 1:5 for the
full duration of the course (even after 120 hours).

Pre-Accredited Membership is a graduate membership which
Student Members can apply for upon qualification from an IACP
Accredited Course. Students are considered qualified once they
have received written confirmation of their award - for example an
academic transcript or statement of results.

The required ratio for Pre-Accredited Members is 1 supervision
hour for every 10 client contact hours. As with all IACP membership
categories, supervision must take place at least monthly and at the
correct ratio for the membership category.

If you require further clarification or more information, please
contact accreditation@iacp.ie

IACP Noticeboard

Call for Speakers and
Facilitators for the
Supervisors Forums

The Supervision Forum Organising
Committee organises supervisors forums
in each region and also runs online
supervisors forums. The Committee is
now looking for support with running

the forums and welcomes expressions
of interest from supervisors who are
interested in either speaking (presenting)
at a supervisors forum or facilitating (as
an MC) a forum in your region or at the
online event. The Committee wishes

to create a panel of speakers and also
facilitators, so please get in touch in you
are interested in either role.

The training on how to facilitate a forum
in person and online will be provided by
the IACP

If you wish to apply to speak at a
Supervisors Forum, please send your
CV and the topic / area of expertise to
hannah@iacp.ie

If you wish to facilitate a supervisors
forum in your area, please also contact
hannah@iacp.ie

Date for your Diary

IACP 2023 AGM
and Conference

IACP 2023 AGM and Conference will take place on
Friday 20th and Saturday 21st October 2023
in the Royal Marine Hotel, Dun Laoghaire, Co Dublin.

Further information will be announced in the coming months.
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Report on Mental Health Supports in Schools
and Tertiary Education

The Joint Committee on Education, Further & Higher Education, Research,
Innovation & Science (JCEFHERIS) recently published its Report on Mental
Health Supports in Schools and Tertiary Education in which it makes a
series of recommendations following examination of the issue with a
range of stakeholders including the Irish Association for Counselling and

Psychotherapy (IACP).

®

INOVENSBER 22
IMITTEE ROOWM 2

Viar JOINT

ON FOR
PYSCHOTHERAPY

J Roundtable Discussion on Mental Health Supports in Schools
(@O10 VIR E 238 and Tertiary Education (resumed)

s EDUCATION, FURTHER AND HMIGHER EDUCATION, RESEARCH, INNOVATION AND SCIENCE

Lisa Molloy makes a comment during the roundtable discussion

The IACP appeared before the
Joint Committee on Education,
Further and Higher Education,
Research, Innovation and

Science last November as part

of its examination of Mental
Health Supports in Schools

and Tertiary Education. In a
roundtable discussion Lisa Molloy,
Chief Executive Officer joined
representatives from the HSE
National Mental Health Services,
Jigsaw, Spunout, the Psychological
Society of Ireland, The Irish
Society for the Prevention of
Cruelty to Children, and the Irish
Council for Psychotherapy.

This JCEFHERIS Committee

identified Mental Health Supports
in Schools and Tertiary Education
as a national issue of concern
following on from the Joint
Committee Report on School
Bullying and the Impact on Mental
Health published in August 2021.

The IACP has been calling for the
introduction of access to school
counselling and psychotherapeutic
supports for many years, and

was delighted with the news of
the allocation of €5 million for

an in-school counselling pilot for
primary schools.

The report cites Ms Molloy’s
testimony before the committee:

“In oral evidence, on 15
November 2022, Ms Lisa
Molloy, Irish Association

for Counselling and
Psychotherapy (IACP)

noted that the international
evidence supporting these
programmes suggests

they provide ‘accessibility,
destigmatisation and support
for children, teachers, parents
and caregivers.’

Ms Molloy cited a study
published in The Lancet:
Child and Adolescent Health
Jjournal which found there
were large increases in the
levels of self-esteem of pupils,
as well as large increases in
their achievement of personal
goals. It also found that
parents and caregivers feel
school counselling can play an
important role in improving
young people’s self-confidence,
happiness, sense of self and
academic performance.”

From the Joint Committee on Education,
Further and Higher Education, Research,
Innovation and Science Mental Health
Supports in Schools and Tertiary Education
Report - January 2023

The comprehensive report
recommended several provisions
that the IACP has been lobbying

in support of for many years,
including the commencement of
Pathfinder and for counselling and
psychotherapy supports in primary
and secondary schools.
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Recommendations

Primary and Post Primary School Mental Health Supports Including
Counselling Provision:

1. The Youth Mental Health Pathfinder Project should be commenced without further delay through early
and constructive dialogue between the Ministers for Education; Health; Children, Equality, Disability,
Integration and Youth and Public Expenditure and Reform and their Senior Officials.

2. The Department of Education Pilot Programme of Counselling Supports for Primary Schools should:

+ Include Post Primary Schools.

+ Review Counsellor Qualifications, to include the additional training required for Counselling Children
with Special Needs, in liaison with the Expert Task Force on Professional Training for School Mental
Health Supports proposed in Recommendation 7 (Key Recommendation 5).

- Be piloted and, pending Review, rolled out to all Primary and Post Primary Schools

The objective of this report is to examine the ways a fit-for-purpose mental health programme can be
implemented in all schools and tertiary education institutions.

Lisa Molloy, Séamus Sheedy and Jade Lawless at Government Buildings for the roundtable discussion
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Research Highlights

Dear Members,

We’'re delighted to announce the details of the IACP
Research Awards for 2023 along with some fresh
research initiatives here. If you have any questions or
suggestions please send them to research@iacp.ie

Best wishes,
Dr Ellen Kelly - Research Lead

Research Bursary 2023

The Research Bursary of €3,500
will be awarded to an IACP Member
carrying out Doctoral Research
(PhD/Professional Doctorate) which
is deemed to be relevant to IACP’s
strategic aims — promoting research
in the counselling/psychotherapy
professions.

The Research Bursary is to help to
cover the direct research expenses
involved in the carrying out and
completion of doctoral research
(such as materials and equipment
costs; software and hardware
critical for the research; archival
research costs; reasonable travel
and conference costs pertinent to
the research; publishing and write-up
costs).

IACP members who are currently
registered and carrying out Doctoral
Research are now invited to apply
for this Bursary. Applicants will be
expected to provide:

A 500-word proposal about their
research, detailing progress

to date and the trajectory for
completion. The proposal

should include: the aims of the
research; the methodology; the
proposed contribution to the field
of counselling/psychotherapy,

plans for dissemination and how
an IACP research bursary would
help with completion

Ethical Approval from the
appropriate academic body

CV of the applicant

For full details and terms and
conditions, please visit the
Noticeboard in the Members’ Area of
the IACP website.

Completed applications should

be sent by e-mail to IACP

Research Lead, Dr Ellen Kelly,
ellen@iacp.ie by midday on Friday
June 16* 2023 with the subject line:
“IACP Research Bursary”.

Applications will be reviewed and
adjudicated on by the Research
Committee and recommended for
approval to the Board of Directors.

Research Excellence Award 2023
The IACP would like to offer an
award for an excellent/outstanding
piece of completed research

that contributes to the field of
counselling/psychotherapy. This

is an acknowledgement award
(non-remunerative) for research
excellence.

WELCOME TO

i

JOURNAL CLUB
Diaco

Application requirements:

Any member who has had a

research paper published in a
peer-reviewed Journal within the

last five years [including the IJCP]

can apply themselves or can be
nominated by another member.
Please submit name, the abstract
from the publication [maximum of
250 words], the details of the Journal
the paper is published in and a
summary of the contribution to the
field of counselling/psychotherapy
[maximum of 250 words] to IACP
Research Lead Dr Ellen Kelly (ellen@
iacp.ie) by midday on Friday June 16th
2023 with the subject line “IACP
Research Excellence Award”.

The award will be adjudicated on by
the IACP Research Committee and
recommended for approval to the
Board of Directors. A presentation
will be made at the IACP Conference.
The award winner will be offered

the opportunity for their image and
short biography to be used in IACP
communications/publications.

Research Journal Club and
Research Event

The IACP Research Journal Club

— facilitated by the Research
Committee - is up and running with
two events having already taken
place. At the first, a research paper
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in the area of BPD was discussed
with a focus on how a person is
diagnosed in mental health services
plays out in the therapy room. At
the second, a research paper in the
area of LGBTQ+ was discussed with
a focus on minding professional
gaps for competent mental health
services. The Research Excellence
Award recipient from 2022 also
presented on his own research in the
area. The Research Journal Club will
run 3-4 times a year — keep an eye
on the Events section of the IACP
website for further information and
booking.

The IACP will be hosting a half-day
online Research Event on Wednesday
June 14th 2023, with invited keynote
speaker Professor Mick Cooper.
Further details will be made available
soon.

Research Issues and Policies:
Document Available

Strategy 1 of the IACP’s Research
Strategy 2021-2025 is ‘Advise

on research issues and policies
relating to research in counselling/
psychotherapy and the mental health
field’. A goal for 2022 as part of this
strategy was to carry out a piece of
desk research of existing policies
relating to research in counselling/
psychotherapy and the mental health
field and to draw up a document

with key points of interest for IACP
members. We're delighted to say that
this is complete and available for

all as a PDF in the Members Area -
Research Corner. In it you will find

an introduction to research specific
related issues, such as where to find
research papers, the meaning of peer
reviewed research papers, conducting
research, as well as an introduction
to research related policies, including
links to key helpful documents and
resources.

TACP in the Media

03/02/2023 — Seasonal Affective
Disorder - here’s what you need to
know to combat its effects — Irish
Times

31/01/2023 - Toxic positivity is
not good for a balanced mind —
Echolive.ie

31/01/2023 - Is Irish
psychotherapy falling short of racial
and ethnic inclusion? — The Irish
Times

27/01/2023 — | found lingerie in
my husband’s office that’s not for
me — Irish Independent

19/01/2023 — Learn to ease
stress and anxiety with mindfulness
— Cork Independent

16/01,/2023 - Blue day — The
Echo

16/01/2023 — Blue Monday - a useful
myth — The Irish Times

15/01/2023 - Monday Blues,
Letter to the Editor — Mail on
Sunday (ROI)

Irish Daily Mail
THE IRISH TIMES
Irish Independent 7

newstalk

IACP Noticeboard

14/01/2023 — Perfectly normal to feel
blue on Monday — Irish Examiner

14/01/2023 — Tractors & Therapy —
Irish Farmers Journal

13/01/2023 The signs, symptoms and
effects of toxic positivity — Newstalk

11/01/2023 How to stop the tragic
rise of eating disorders — Daily Mail
(ROI)

07/01/2023 — How to... break a bad
habit — The Irish Times

05/01/2023 — IACP supports in-school
counselling pilot for primary schools —
eolasmagazine.ie

19/12/2022 — The season of goodwill
can be anything but merry. These
expert tips will help you manage —
Irish Independent

13/12/2022 - ‘Stressmas’ can be bad
for your elf — Irish Daily Star

09/12/2022 - Kilkenny-based
counsellor honoured for voluntary
work — Kilkenny People

eolas

magazine

INDEPENDENT
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IACP Accreditations

First Time Accreditation
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Lisa Eustice Co. Limerick
Lisa Ryan Co. Wicklow
Liz Griffin Co. Kildare
Liz Hughes Co. Cork
Lorraine Boyle Co. Kerry
Malgorzata Siwek Co. Kerry
Margaret Ryan Belfast
Marie Phillips Belgium
Marion Byrne Co. Kildare
Martin Dunne Co. Galway
Martina Kehoe Co. Meath
Masoumeh Yazdani Co. Dublin
Maureen Bolger Co. Meath
Maureen Foley Co. Louth
Michael Daly Co. Clare
Peggy Bailey Co. Kerry
Rachel Griffin Donnelly Co. Dublin
Raymond Flaherty Co. Mayo
Rhona Gardiner Co. Leitrim
Samantha Gray Co. Dublin
Sandra Brady Co. Kildare
Séamus Dilleen Co. Limerick
Sharon Fitzpatrick Co. Cavan
Sharon French Co. Meath
Silvia Lobina Co. Louth
Sinead Ryan Co. Tipperary
Sinéad Mcllvenna Co. Antrim
Siobhan Shannon Co. Monaghan
Sofya Vigdorchik Co. Dublin
Stephen Elliott Co. Waterford
Suzanne Mitchell Dublin 15
Szilvia Lovas Co. Dublin
Teyhou Smyth London
Theresa Byrne Co. Galway
Theresa O'Haire Co. Dublin
Veronica Sheehan Co. Kerry

Dublin 14

Co. Galway

Co. Galway

Co. Dublin

Co. Limerick

Co. Donegal

Co. Mayo
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IACP Events and Online CPD

|IACP Events (Full Details available at www.iacp.ie)

PRICE

COMMITTEE CcPD
& DATE EVENT TITLE, PRESENTER & LOCATION TIME PLACES  yewpen  STUDENT oy vevnen  HOURS

STUDENT AND PRE-ACCREDITED MEMBERS EVENING

08/03/2023 Venue: Maldron, Tallaght, Dublin Registiation
18:00 Free
sats 150 IACP Student and 2
18:30 - 20:30 Pre-accredited Members Only
SOUTH EASTERN REGIONAL COMMITTEE
24/03/2023 Network Evening "Share and Care", Part One
Presenters: Dawn O'Brien - Chair of SERC and SERC Committee Rlegéwaln;n F
Members ) 100 ree 2
Starts IACP Members only
Venue: Zoom 19:30 - 21:30
Bookings will close Wed 22nd March 2023
IACP NATIONAL SUPERVISORS FORUM
06/05/2023 Venue: Talbot Hotel Stillorgan, Dublin Registration
Bookings will open in the coming weeks on the website. 9:30 300 ~ Fully Booked 6
Starts Waiting list in operation
10:00 - 16:00
DUBLIN REGIONAL COMMITTEE
22/04/2023 Working with Suicidal Clients
Presenter: Joanie Reilly Regstation
) ) ) . 9:30 Free
Venue: The Carmelite Community Centre, 56 Aungier Street, Dublin 2 80 4
Starts IACP Members only
Bookings will open in the coming weeks on the website. 10:00 - 14:00

Bookings will close Wed 22nd March 2023

New CPD Offerings on the IACP Online CPD Portal

FREE CPD FOR IACP ACCREDITED SUPERVISORS

Working with Student and Pre-Accredited Therapists with Linda Breathnach MIACP

CPD hours: 3

We have launched a new CPD for IACP Supervisors on the IACP online CPD platform - Supervising
Students and Pre-Accredited Therapists with Linda Breathnach. oo

CPD contains 3 recordings:
Section 1: The Beginning
Section 2: Reflection and Application to Case Examples

Section 3: Different Learning Styles and Working Creatively in Supervision with Students D iacp
& Pre-Accredited Therapists

About Linda:

Linda Breathnach MIACP is a married mum of 4 who has been living and working in Navan and the greater Dublin area since 2006.

Accredited by the IACP, Linda is a Psychotherapist, Lecturer, Trainer and Supervisor Across Professions.

With an IACP Accredited Diploma in Counselling from Northside Counselling Services, a Post-Graduate Diploma in Counselling and Psychotherapy from DCU, a Diploma in
Advanced Supervision across Professions from ICPPD, an Advanced Diploma in Group Facilitation from Meitheal, and QQI accredited Train the Trainer Cert.

Linda has nearly 20 years’ experience of working with individuals, couples and groups in therapeutic and corporate environments. She has a real passion for empowering
clients, supervisees, employees and group participants to process their inner beliefs, doubts and dreams and in turn to take further steps towards becoming their best
selves both personally and professionally.

TO ACCESS THIS TRAINING, PLEASE LOG IN TO THE IACP MEMBER AREA ON THE IACP WEBSITE AND CLICK ON ONLINE CPD, WHICH WILL GIVE YOU ACCESS TO THE
IACP CPD PORTAL ON THERAPY ACADEMY, WHERE YOU CAN CHOOSE A COURSE TO COMPLETE.
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Irish Hospice Foundation (IHF) place high
value on loss and bereavement education, and
are passionate about providing counsellors,
psychotherapists and psychologists with the
contemporary clinical skills and knowledge
necessary to support clients who have
suffered a bereavement, non-finite loss such
as relationship breakdown or job loss, or who
may be facing a terminal diagnosis.

The Royal College of Surgeons in Ireland
(RCSI) in association with IHF run three
Level 9 programmes focusing on loss and
bereavement.

MSc in Loss and Bereavement
(Clinical Practice) is a two-year part-time
programme designed for accredited clinical
counsellors and psychotherapists who wish to
develop a deeper understanding of loss and
grief at both individual and societal levels.

It is considered beneficial professionally as
well as providing an enriching experience as a
testimonial from a former student indicates:

Irish Hospice Foundation
Morrison Chambers,

32 Nassau Street,
Dublin 2, D02 YE06
Registered Charity 20013554

Breffni Smith MSc L&B Clinical Practice
2019 - 2021

“The MSc in Loss and Bereavement
Counselling provided comprehensive and in-
depth information on the latest research on grief
and bereavement. This new knowledge helped
me to bring new approaches into my practice
that has enhanced my work with bereaved
clients. The guidance and support provided by
tutors was excellent throughout the two years,
and there was a great camaraderie in the class!”

For further information see
hospicefoundation.ie/masters

Professional Certificate in Children
and Loss

For counsellors, psychotherapists, social workers
and teachers or others working with children,
this two-module postgraduate course equips the
learner to understand bereavement and loss and
its impact on children and young people. It also
promotes the best ways of working with children
and young people who have had this experience.

For further information, see
hospicefoundation.ie/pccl-open-evening

\\// o
S |rish
<IN Hospice
Foundation

To die and grieve well wherever the place
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Developing Your Trauma Toolkit - 13th and 14th May 2023
IACP CPD-Approved Hours: 12

Combining current trauma research, experiential exercises, skills practice and using a somatic approach,
this workshop explores some of the neurophysiological aspects of trauma, develops familiarity with
interventions that address these aspects and aids the practitioner in developing a trauma toolkit.

Course Content:

Key components, sources and symptoms of psychological trauma;
The three stage approach to working with trauma and the therapist’s role in each;

The importance of regulation and how to use it in therapy;

Fight/Flight/Freeze/Collapse responses;

Some dynamics of attachment/developmental trauma;

Trauma'’s brain-body link and relevance of using the body in working with it;
The importance of the therapeutic relationship using a polyvagal lens;

Some stage-specific practical skills and interventions to:

o Help clients learn to regulate

Bring a client back from a hypo/hyperaroused state using trauma-safe adjustments;

Start to process traumatic memories using the body;

Help clients develop resources, re-orientate to and appreciate their strengths;
Begin to integrate their experiences and make meaning of their trauma.

Dates & Time:
Venue: Online via Zoom (limited places)

Sat 13th & Sun 14th May 9.30am — 4.30pm

Delivery: Presentation, facilitator-led fishbowls and experiential exercises, breakout rooms for skills practice. Handouts provided

Cost & Booking: €240

Booking: “https://lwww.eventbrite.ie/e/developing-your-trauma-toolkit-tickets-515805346677

More Information: insight@patriciaallengarrett.ie/www.patriciaallengarrett.ie

Facilitator:

Patricia Allen-Garrett, BSc (Hons) Psychology, MSc Counselling & Psychotherapy,

Dip Counselling & Psychotherapy, MIAHIP, ECP

FOUNDATION COURSE E E
in GROUP ANALYSIS

Have you ever sat in a group and
wondered what was going on?

A unique One-Year Foundation Course in Group Analysis
open to professionals interested in working with and understanding
group dynamics.

Delivered in block format over nine weekends from
September 2023 - June 2024
the course includes therapy groups, large groups, theory seminars
and work discussion groups.

Award: Foundation Certificate in Group Analysis awarded by
The School of Psychotherapy at St. Vincent’s University Hospital
and recognised by the Irish Group Analytic Society [IGAS],

a member of the Psychoanalytic Section of the ICP.

INFORMATION BRIEFINGS
Wednesday 8th March 2023: 6.30pm - 8pm (ZOOM)
Friday 31st March 2023: 6.30pm — 8pm (ZOOM)
Thursday 20th April 2023: 6.30pm — 8pm
The School of Psychotherapy, St. Vincent’s University Hospital,
Elm Park, Dublin 4 (in person)
Wednesday 3rd May 2023: 6.30pm — 8pm (Zoom)

To attend or register your interest, please contact
georgina.dunlevy@tsop.ie
Closing Date for course applications: Friday 2" June 2023
Following the Foundation Course there is an option to complete
a two-year Diploma in Group Work Practice with further eligibility
to apply for the UCD MSc in Group Analytic Psychotherapy
www.ucd.ie/medicine/studywithus/graduate/psychotherapy/
mscingroupanalyticpsychotherapy/
The School of Psychotherapy also offers training opportunities in
Psychoanalytic Psychotherapy and Child Art Psychotherapy.
See www.tsop.ie or contact info@tsop.ie

MEETING THE SUICIDAL CLIENT
2-day online workshop - 12 CPD points

How do you respond when a client says they want to kill
themselves? What happens within you as a person and as a
practitioner? What do you believe are the key issues around
suicide prevention and recovery?

If these questions trigger your curiosity and you want to
learn about innovative, creative interventions beyond the
standard approaches, this open-source-hybrid-workshop will
inspire not only how you respond to suicide, but also provide
a springboard for creative work across many issues that
commonly come to the practitioner’s consulting room.

This workshop is interactive and experiential, but also

contains some didactic teaching elements. Its underpinning
methodology is inspired by Contextual Conceptual Therapy,
Emotion Focused Therapy, Forming, Internal Family Systems,
Sensorimotor Psychotherapy, Deep Brain Reorienting, Gestalt
Psychotherapy, Polyvagal Theory and the neurobiology of
trauma - helping the counsellor “meet” the suicidal client in the
place of deep psychological pain in which they exist.

Facilitators: Athol Henwick, Chris Maskens, and Gitti Maas
Dates: 10.03.-11.03.2023, 10:00am - 4:30pm
Cost: €220 Platform: Zoom
Booking link:
https://buytickets.at/thesuicidalclient/844423
A face-to-face workshop will be held in London in June 2023. Details to
be announced.
Further information:
gittimaas@gmail.com
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ICPPD is Ireland’s leading
Holistic Counselling and
Psychotherapy Education
and Training College.

ICPPD provides training and

lling and
lidated by QQ
y accredited

T:090 64 70484
E: info@icppd.com
www.icppd.com

Distance
Learning

4 Year BA (Hons) in Diploma in Diploma in
Holistic Counselling | Supervision across Expressive Arts for

and Psychotherapy | Professions-a Professionals Certificate in Loss & Bereavement

Dublin, Athlone Holistic Approach Commencing Reflection and Retreat in Nature

& Galway. IACP-accredited. September 2023 Personal Development Course
Commencing Commencing i i ivi

Soptomber 2023 Novernber 2093 Mindfulness & Mindful Living Programme

Date for your Diary C

IACP THE COUNSELLING

C ENTRE

2 O 2 3 AG M Premium Therapy Rooms to Rent

d Built by Counsellors for Counsellors
a n The Counselling Centre, St Peters Road, Walkinstown
www.thecounsellingcentre.net

Co n fe re n Ce sdcounsellingcentre@gmail.com 083 3509099

Friday 20th and Saturday 21st

October 2023 in the Royal Marine
Hotel, Dun Laoghaire, Co Dublin.

Further information will be announced in the DIPLOMA IN COUNSELLOR SUPERVISION
coming months.

YNNEXIONS

IACP accredited course
with Vicky McEvoy, Andrea Wigglesworth

’ et 100 hours over 1 year part time Blended learning
( ’ a CP Cyclical and Process models with Creative
Techniques, Group Supervision and Ethics

Irish Association for Counselling and Psychotherapy €1,850 p ayab|e incrementally
Book online www.vitalconnexions.org
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Become a Certified o : O etrams healers; /4
Transforming Touch® TGS N Lﬂ%'w ey ae'}g
Practitioner SN N o \\ T AT the ,-ld
on cutting edge
Join others using Transforming treatrr?entgto
Touch® intentionally or in stabilize autonomic |
person to transform the effects ;)& : 3 ~nervous systems,
of Developmental Trauma. = and support}
e N clients in %
This premium training has been moving toa new
gﬁfé%r:gsto help YOLLINProve steve@auétinattach.com normal.

A Somatic Model for Working with Developmental Trauma

E@ Live, Supervised Learning

; . : Module 1:

Onsite Location: June 15-16, 2023
Module 2:

Croi Nua Centre, October 26-29, 2023

Module 3:
; Galway, Ireland January 11-14, 2024
www.austinattach.com

MEDIA INFORMATION

ADVERTISING IN THE IRISH
JOURNAL FOR COUNSELLING AND
PSYCHOTHERAPY

Advertise in the most widely read professional journal for counsellors and psychotherapists in Ireland

o The Irish Journal for Counselling and Psychotherapy is the quarterly
‘‘‘‘‘ ,&2%:?251 “w | publication for the Irish Association for Counselling and Psychotherapy

(IACP)
elling
*‘ I \ \a:;'\;ﬂ,f COU“BP‘/ .

The IJCP explores a wide-range of topics relating to counselling and
g;m:s’;% psychotherapy through evidence-based articles on clinical theory.

; The Journal has an outreach of 5,000 readers (including institutions
of Counselin® R and universities).

30“‘"““{ ho(hifaP‘/ =

Please see:
www.iacp.ie/lJCP-back-editions

for examples of the journal
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|
MEDIA INFORMATION

ADVERTISING IN THE IRISH
JOURNAL FOR COUNSELLING AND
PSYCHOTHERAPY

Advertise in the most widely read professional journal
for counsellors and psychotherapists in Ireland

PRICING PUBLICATION DATES
Full Page €720 Spring - 1st March
Half Page €480 Summer - 1st June
Quarter Page €360 Autumn - 1st September
Eighth Page €180 Winter - 1st December
Back Cover €900
Flyers €POA
Advertorials €POA

Please note: we do not charge VAT
on our adverts

AD DEADLINES

BOOKING ARTWORK
1st February 6th February
1st May 5th May
1st August 7th August
1st November 6th November

Please note: requests for ads to appear on specific
pages cannot be guaranteed

DIMENSIONS FOR ARTWORK

All ads should be supplied at the correct dimensions as re-scaling
can cause distortion or reduction in quality.

Full Page: w179mm x h249mm
Half Page: w179mm x h123mm
Quarter Page: w88mm x h123mm
Eighth Page: w88mm x h60mm

To ensure text is legible please ensure that the
content suits the size of ad chosen. The minimum
guideline size for body text is 8pt type

For ad bookings and back issues please see:

www.iacp.ie/lJCP-back-editions

Diacp
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Progress
Your Career
at PCl College

Courses Enrolling Now
Starting Autumn 2023:

BSc Counselling & Psychotherapy Upgrade Course
MSc Child and Adolescent Psychotherapy

MSc Cognitive Behavioural Therapy

MSc Addiction Counselling*

Call us on 01 464 2268
or visit www.pcicollege.ie to learn more.

n ’ m *Subject to Review

Established 1991

%/ PCl College

In partnership with

Middlesex
University
London

EUBusiness.
news

Irish Enterprise
Awards 2023

*

Winner!

Counselling & Psychotherapy
Course Provider of the Year
2023
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Exclusive Offer for IACP Members

We are delighted to be able to inform all members of IACP,
including pre-accredited members, of a special rate
to prepare and file your income tax return.

Expert Services Accountants and Tax Advisors Limited are based in Dublin
but we offer a nationwide service for all clients,
either in-person or remotely, depending on your preference,
and we can look after every aspect of your accounting requirements for you.

Whether this is your first time having to file tax returns
or you want to get a better deal on the
service that you are currently getting,
Expert Services can assist you with everything.

Our special rate for IACP members of only €200 plus VAT
will include everything you require:

Registration with Revenue / Change of Current Accountant

Preparation of your Counselling Income and Expenditure account
Advice on any credits or expenses that will reduce your final tax liability
Preparation of your F11 Income Tax Return

Filing of your F11 form with Revenue

Liaise with Revenue in relation to any issues or queries
in relation to your return

Organise payment or refund of final tax amount
Provision of a tax clearance certificate and set of accounts, if required

® & O O oo

® o

Contact Jerry and his team today for more information
by emailing jerry@expertservices.ie
We also offer all other accounting services including
CGT, Company Accounting Packages, Payroll etc.

q ExpertServices (gl

Accountants & Tax Advisors Limited
Chase House,
City Junction Business Park,
Malahide Road, Dublin 17.
D17 AK63

01 539 2870 info@expertservices.ie
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