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Letter from the President

 D e ar ValueD co lle ag ue s;

 This is my first letter to you as President of 
the Board of Directors. This marks my fourth year as a 
Member of the Board of Directors. I am glad to have my 
volunteer time spent serving my profession.
 I reflected a lot about what to write in this first 
letter. One thing I have been asked about by a lot of my 
psychologist colleagues is clinical psychopharmacology 
and my post doctoral training in it. I have described 
some of that context and the training here for you. In 
Canada, there is no license to be able to use the training. 
While the BCPA Board approved a white paper regarding 
psychopharmacology,  the document has not been 
advanced beyond the BCPA. Ontario is further ahead in 
this initiative than anywhere else in Canada.
 It may surprise you that it has been 26 years 
since the first psychologists in the US were licensed 
to manage psychopharmacological treatment. Since 
then, 3 states, the US military and Guam  are where 
properly trained psychologists can be licensed to manage 
psychopharmacological treatment. The initiative is 
not only a North American phenomenon. A group of 
psychologists from The Netherlands received the post-
doctoral training.
 While I explored, the most rigorous training 
program I found was in New Mexico, one of the states 
where licensing is available. The training includes 
hundreds of hours of course work covering general 
medical training, a review of systems for physical exam 
and special population topics. There is required clinical 
training in physical exam and a practicum whereby I 
was required to work in primary care clinics under the 
supervision of a physician. Treating 100 patients over 
the 400 hours, I completed my practicum in the Lower 

Mainland. At the end of the program, I am expected to be 
skilled enough to manage psychopharmacological treatment 
of any patient and be able to refer to an appropriate medical 
authority for treatment beyond my training.
 You may be asking yourself how this relates to the 
topic of this current edition. Catatonic depression is how 
my training began. I was treating a young woman who 
had been sexually assaulted by a co-worker. She had no 
family doctor nor, due to catatonia, the ability to find one. I 
phoned many physicians' offices for her and all rejected her. 
Psychotherapy was ineffective and I knew which medication 
she needed to help her emerge from her catatonia. In the 
end, I phoned a physician colleague and asked for a favour. 
She received treatment from him.
 This initiative was developed to permit 
psychologists who have completed the appropriate 
post-doctoral training to have a license to manage 
psychopharmacological treatment for underserved 
populations. Of the patients I treated in primary care, most 
could not afford psychologist fees, so the only way to have a 
psychologist treat them was through the medical context.
 Whether you support some of your psychologist 
colleagues seeking this training or not, as psychologists, we 
are exceptionally skilled at developing relationships. We 
know that treatment of any sort is founded on a strong 
relationship. It is my hope through this next year to 
strengthen our relationships among all of us psychologists.

Dr. Douglas Cave

D o u g l a s caVe , msW, rsW, ph . D. ,  r.  psych . ,  ma , amp, m cfp. 

The President of the BC Psychological Association. Douglas Cave is an Assistant Professor in the Department 
of Family Practice in the Faculty of Medicine at UBC. His clinical work is at The Centre for Practitioner 

Renewal at Providence Healthcare. Contact for the Board of Directors at board@psychologists.bc.ca.
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Letter from the Executive Director

 a ne W y e ar  brings new beginnings for us all, 
and that includes new beginnings for BCPA. 
 Since our last issue of the BC Psychologist, BCPA held 
our Annual general Meeting, which saw members elected to 
our board by acclamation. Congratulations and thank you 
to Dr. Donald Hutcheon, Dr. Marilyn Chotem, Dr. Douglas 
Cave and Dr. Paul Swingle for volunteering their time to 
serve BCPA.
 As per our bylaws, the Board subsequently elected 
the officers. Dr. Cave is your new President, Dr. Murray 
Ferguson, Vice President, Dr Don Hutcheon Treasurer, and 
Dr. Michael Mandrusiak, Secretary.
 And I am sure that you join me in thanking Dr. Ted 
Altar for his many years of service to BCPA on its board and 
for his service for these last three years as President.
 Held in conjunction with the AGM was a very 
successful workshop, presented by DR. Catherine Schuman 
— Integrating Sleep Management into Clinical Practice. And 
there are more workshops to come this year. Already you 
know about our two workshops scheduled for March and 
April Fitness for Duty and Professional practice Evaluations, 
presented on March 27 by Dr. Mark Zelig, and Impact 
Therapy, presented on April 24 by Dr. Ed Jacobs and Dr. Nina 
Spadaro.
 The New Year brings change for workshops as 
well. We are very excited to announce that Dr. Keith Yeates, 
a pediatric neuropsychologist and one of the world’s 
leading experts on adolescent brain injury, will conduct a 
workshop on February 13th, 2015. This is sponsored by the BC 
Brain Injury Association, with personal thanks to Dr. Mel 
Kaushansky for his assistance in making this happen.
We expect all of these workshops to sell out, so register early.

 Next month is psychology month in BC, and 
BCPA has many activities planned to inform the public 
about psychology. A series of public talks will take place 
each week during psychology month at the Vancouver 
public library, as part of our growing partnership with 
VPL. Watch our eblasts for dates and times and places. 
And if you are giving a free public talk during February 
on a psychology related topic, let us know and we will add 
it to the list of talks that we will be promoting that month.
 This month BCPA will again take a leading role 
on the national psychological scene, as Douglas Cave 
and I attend the meeting of the Council of Professional 
Associations of Psychology, CPAP in Ottawa.
 A recent member survey was completed with 
some of the results announced at the AGM. What the 
survey told us was that BCPA members value, above all 
else, the advocacy and community engagement efforts 
of BCPA. In addition to our submissions to government 
committees and the BC Supreme Court Rules Committee, 
BCPA will continue to advocate for good psychological 
care for British Columbians, which benefits us all, 
through less absenteeism at work, fewer hospital and 
doctor visits, lower drug costs, and most importantly, 
happier and more fulfilled lives for British Columbians.
 I wish you all the best for 2015.

Rick Gambrel, B.Comm., LLB.
Executive Director

rick gamb rel , b .  co mm . ,  llb .

The Executive Director of the BCPA. Mr. Gambrel has a Bachelor of Commerce in Finance and a Law Degree 
from UBC. Prior to working at BCPA, he was a trial lawyer for over 30 years, as well as Managing Partner of 
a number of law firms. He is Past President of both the Trial Lawyers Association of BC and of White Rock 
Concerts, one of Canada’s leading classical music presenters. Contact: rick.gambrel@psychologists.bc.ca
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BCPA News & Events

•     piece of mind @ VPL

join us fo r o penin g e Vent!

7:00pm – 9:00pm Monday May 4th, 2015
@ Moat Art Gallery (Central Branch)

Vancouver Public Library — 350 West Georgia Street
Opening Remarks and Panel Discussion begin at 8pm.
Exhibit runs from May 1st to May 19th, 2015.

upcoming workshops•	

tr aumatic b r ain injury in chilD ren & 

yo uth: What e Very psych o lo gist

sh o ulD kn oW

Presented by Dr. Keith Yeates
9:00am – 4:00pm Friday February 13th, 2015
@ University Golf Club

fitne ss - fo r- D ut y & pro fe ssio nal 

pr ac tice e Valuatio ns: e thic s & 

a sse ssment techniq ue s

Presented by Dr. Mark Zelig
9:30am – 4:30pm Friday March 27th, 2015
@ Park Inn & Suites on Broadway

impac t ther apy: 

a multisens o ry approach to ther apy 

(What aDVer tisers kn oW that ther apists 

sh o ulD kn oW)

Presented by Dr. Ed Jacobs & Dr. Nina Spadaro
9:00am – 4:00pm Friday April 24th, 2015
@ University Golf Club

Please find the enclosed registration forms or visit www.
psychologists.bc.ca for more information and registration.

BCPA membership benefits

b oth memb ers anD affiliate s enjoy the 

fo lloWin g b enefits:

• Support of BCPA’s advocacy and community 
engagement efforts both provincially and nationally;

• Discounts on BCPA-sponsored Continuing Education 
events, and member rates for events organized by the 
Psychologists’ Association of Alberta, the Psychological 
Society of Saskatchewan, and Washington State 
Psychological Association;

• A free yearly subscription to the BC Psychologist;
• Professional development and networking 

opportunities;
• Access to our job board;

memb ers enjoy the se aD Ditio nal b enefits:

• Discounts on liability insurance, through either BMS 
Group Inc., or Johnston Meier Insurance, with average 
savings of 77% (about $1100) over non-discounted rates;

• Discounts on property insurance plans and access to 
Association health, dental and disability insurance 
through Smith Insurance and Financial Services 
19690 71A Avenue Langley, BC V2Y 3A4 
Bus 604–534–0898 
Fax 604–539–1134 / 1–866–694–0362 
bob.smith@sunlife.com

• Access to the e-mail forum, which allows you to discuss 
with and learn from other psychologists.

• The satisfaction of knowing that you are contributing 
to the development of the profession and services 
available to the people of British Columbia.

referr al serVice memb ers enjoy the se 

fur ther b enefits:

• Members with our customized Referral Service are 
listed on BCPA’s Referral Service, which can be accessed 
for free by phone or web by members of the public 
who are looking for the services of a psychologist. 
All Members with Referral Service will also be able 
to create a profile page hosted on the BCPA website, 
and they are able to immediately update or correct 
their referral information online. BCPA promotes 
the referral service to physicians’ offices, community 
centres and victims’ services centres province wide.
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Psychology Month Talks 2015

Free Public Presentation Series for Psychology Month. All Welcome!
* In partnership with Vancouver Public Library

    Date & Time       Title       Location   Presenter(s)

Wh y is o ur 

culture s o b lue?

cross -

cultur al 

parentin g

r aisin g happy 

teens

h oW to 

cultiVate a m o re 

pa ssio nate life

builDin g a 

b e t ter b r ain

effec tiVe co pin g 

str ategie s fo r o ur 

fa st- pace D Wo rlD

the he alth y b enefits 

o f co nnec tin g With 

nature

h oW to 

cultiVate a m o re 

pa ssio nate life

co ll ab o r atiVe 

pro b lem -s o lVin g 

parentin g

imagine empath y 

fo r parents

January 20th, 2015
7:00pm – 8:30pm

February 2nd, 2015
7:00pm – 8:30pm

February 2nd, 2015
7:00pm – 8:15pm

February 4th, 2015
7:00pm – 8:30pm

February 16th, 2015
7:00pm – 8:30pm

February 16th, 2015
7:00pm – 8:00pm

February 17th, 2015
7:00pm – 8:30pm

February 22nd, 2015
2:30pm – 4:00pm

February 23rd, 2015
7:00pm – 8:30pm

February 23rd, 2015
7:00pm – 8:15pm

Alice MacKay Room @ VPL
(350 West Georgia St, Vancouver)

Alma VanDusen & Peter Kaye Rooms *
@ VPL (350 West Georgia St, Vancouver)

@ Creekside Community Centre
(1 Athletes Way, Vancouver)

@ VPL Mount Pleasant Branch *
(1 Kingsway, Vancouver)

Alma VanDusen & Peter Kaye Rooms *
@ VPL (350 West Georgia St, Vancouver)

@ West Vancouver Public Library
(1950 Marine Drive, West Vancouver)

Alice MacKay Room @ VPL
(350 West Georgia St, Vancouver)

Alma VanDusen & Peter Kaye Rooms *
@ VPL (350 West Georgia St, Vancouver)

Alma VanDusen & Peter Kaye Rooms *
@ VPL (350 West Georgia St, Vancouver)

@ Creekside Community Centre
(1 Athletes Way, Vancouver)

Dr. Randy Patterson

Dr. Tina Wang &
Dr. Pam Narang

Dr. Dawn Johnston &
Dr. Trevor Olson

Dr. Patrick Myers

Dr. Larissa Mead-
Wescott

Dr. Kristy Kowalyk

Dr. Nancy Prober

Dr. Patrick Myers

Dr. Tina Wang &
Dr. Pam Narang

Dr. Noah Susswein
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Building & Sustaining Psychologically Healthy Workplaces
(Report from the Psychologically Healthy Workplace Committee)

 in this er a o f in cre a sin g 

Wo rkpl ace pre ssure s (increased 
competitiveness, a faster pace and labour uncertainty), 
many organizations recognize that their survival 
depends on nurturing their most important asset — their 
employees. In other words, they are striving to create 
psychologically healthy workplaces, where workers 
flourish rather than flounder and companies benefit from 
an engaged workforce and healthier bottom line. Research 
shows a link between better people management and 
better financial performance. This is reflected in such 
indicators as absenteeism, turnover, disability rates and 
benefits utilization. There is also a burgeoning literature 
demonstrating the productivity, recruitment and 
retention benefits of ensuring a psychologically healthy 
workplace as reflected by variables such as engagement, 
employee involvement and job alignment. Indeed, it is 
logical that those processes that promote organizational 
effectiveness would also enhance employee loyalty and 
discretionary effort (e.g. challenge, variety, autonomy, 
opportunity).
 A psychologically healthy and resilient 
organization is one that has a clear purpose, is forward 
thinking, has an environment characterized by support, 
trust, and open communication, and employs people who 
are proactive, collaborative and care for themselves and 
others. They select and train their employees, at all levels, 
to exhibit and sustain these capacities. They develop 
and implement programs and policies that encourage 
involvement, balance, health and safety amongst all their 
staff. They are proactive in promoting psychological and 
physical wellness and have services in place to address and 
support employees experiencing ill-health, recognizing 
that relying on the public health care system is risky as it 
is ill-equipped and ill-informed with respect to workplace 
issues. They constantly evaluate their efforts and are 
constantly seeking best — or better — practices that are 
informed by good evidence.
 Such seemingly utopian organizations do exist, 
and are noteworthy because their successes have involved 

merV gilb er t, ph . D. ,  r.  psych .

Merv Gilbert is the Chair of the Psychologically Healthy Workplace Committee 
and a member of the APA Psychologically Healthy Workplace Steering Committee.

all relevant stakeholders including management, organized 
labour, customers/clients and employees. This has not been 
accomplished without difficulty but has been achieved and 
sustained by sincere commitment to the comprehensive 
well-being of their people and organization and a 
hardheaded evaluation of their existing processes and needs. 
The importance of creating and sustaining psychologically 
healthy workplaces has always been there however has 
gained increasing prominence with the introduction of Bill 
14 in British Columbia and the National Standard of Canada 
for Psychological Health and Safety in the Workplace.
 In order to encourage and celebrate such 
organizations, the Psychologically Healthy Workplace 
Committee (PHWC, www.phwc.ca) was formed as a 
standing committee of the BC Psychological Association. 
The mandate of the PHWC is to instruct organizations 
on how to create and sustain psychologically healthy 
workplaces, and to publicly recognize companies and 
agencies exemplifying psychologically healthy practices. 
This is done by offering the business and non-profit 
community information and educational opportunities 
and recognizing organizations with a bi-annual award for 
excellence in the creation of psychologically healthy policies, 
programs and practices. Awards are given out to large 
and small, for-profit and not-for-profit organizations that 
provide programs or policies in one of the five aspects of a 
healthy workplace:

Employee Involvement•	
Employee Recognition•	
Employee Growth and Development•	
Work-Family-Life Balance •	
Health and Safety•	

 Winners of such provincial or state association 
awards have an opportunity to participate in a competition 
for recognition as a leader across North America. Several of 
the British Columbia PHWC champion organizations have 
gone on to be winners at this level. I am currently serving on 
the APA Steering Committee that oversees the PHW and can 
attest to their merit.
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je anne leb l an c . ph . D. ,  ab pp, r.  psych .

The BC Representative to the APA’s Council of Representatives. Contact: jeannemleblanc@hotmail.com

i  Wo ulD like to e x tenD my heartfelt congratulations 
to BCPA DRN (Disaster Response Network) member, Dr. 
JoAnn Leavey. Dr. JoAnn Leavey, has received a great 
national honour: The Governor General’s Caring Canadian 
Award.

Created in 1995, the Governor General’s Caring 
Canadian Award recognizes individuals who 
volunteer their time to help others and to build 
a smarter and more caring nation. The award 
also highlights the fine example set by these 
volunteers, whose compassion and engagement 
are so much a part of the Canadian character. It 
allows us to thank them for their contributions 
and for the positive impact they have had 
on the lives of others. The award’s emblem 
represents Canadians who selflessly give of 
their time and energy to others. The maple leaf symbolizes 
the people of Canada and their spirit; the heart depicts the 
open-heartedness of volunteers; and the outstretched hand 
portrays boundless generosity. The helping hand and heart 
support the maple leaf.

Dr. Leavey is recognized for the compassion and 
engagement she demonstrates in her extensive volunteering 
in medical, community development, teaching and research 
areas. Dr. Leavey became a Disaster First Responder in 

Vancouver, BC and was deployed to the American Red 
Cross for 28 days in 2005 in the Hurricane Katrina 
disaster relief effort. This work along with her mental 
health clinical research work around the globe with the 
idea of improving the lives of those living with difference, 

inspired her to teach, live and work in Dhaka 
Bangladesh at the International University 
of Business Agriculture and Technology for 
the fall semester in 2011. During this time 
she had the privilege to teach and learn all 
at once with her students with the goal of 
implementing public and environmental 
health initiatives addressing vector and 
waste management control issues to 
improve the lives of the ultra poor. Since 
that time, Dr. Leavey has gone on to work 
with a volunteer medical team in Haiti 

once or twice a year providing health care and public 
health education to assist with improving victims of the 
earthquake and those who are ultra poor.

In addition to being a Registered Psychologist, Dr. 
Leavey is also a Registered Nurse, is working on her 
Nurse Practitioner's license and is also a student pilot.

Thank-you, JoAnn for your dedication and hard work!! 
Your work makes the world a better place for us all!

 Over the last few years presentations on the model 
and merits of a psychologically healthy workplace have been 
given by PHWC members to a range of organizational and 
professional audiences both provincially and nationally. It 
is the intention of PHWC to run an awards program for 
2015. In order to accomplish this we need psychologists to 

Congratulations Letter to BCPA 
Disaster Response Network Member

participate in the educational and selection process. 
In addition to the opportunity to raise the profile of 
psychology and improve the psychological well-being 
of employees, participation in this exciting area 
is professionally and personally rewarding. If you 
are interested in getting involved or getting more 
information please contact info@psychologists.bc.ca  
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Somatic Techniques for Working with Depression

“No individual exists apart from his body… There is no mental 
disturbance that is not also a physical disturbance.” Dr. A. 
Lowen, Depression and the Body. Penguin Press (1972) p.12

o rigins o f D epre ssio n a s a b oDy 

phen o men o n

From the amniotic protection of the womb, where all our 
needs are met in the nine month gestation process, many 
of us  are expelled through tremendous contractions, into 
this world. As infants we are born as open and vulnerable 
as an amoeba. Contraction to protect the core of the body, 
our nucleus of heart and autonomic nervous system, is 
our only defense against the harsh lights, sudden coolness 
on the skin and strange sensations of being handled. This 
vulnerability is an extremely fragile state that persists 
throughout the long developmental process of our 
voluntary musculature, which is disorganized, is unable 
to defend the core and life force of the newborn. The 
infant’s muscular response is largely involuntary. Helpless 
to protect itself, the dependency issues of an infant 
and developing child are extreme. The child responds 
primarily through expansion and contraction, in breath 
and involuntary movements.
 As newborns we respond to stimulation, through 
ears, eyes and physical contact primarily with the mother, 
and like an amoeba, infants contract from harmful 
stimulation or negative contact. During the first 6 months 
life, a newborn is completely dependent on its primary 
caregiver to protect its life functions. There is no ability 
in the musculature to fight or flee with each perceived 
threat, since the voluntary musculature is learning to 
organise. We have moved from amniotic awareness to 
strange, unpredictable contact. The comfortable breathing 
pattern is disrupted and the infant experiences mild 
to severe discomfort. As the breathing contracts, when 

there is hunger, in stomach contractions, contractions 
against cold and thirst, the diaphragm contracts, the lungs 
contract, the throat muscles constrict and the child wails. 
This releases the held tension and the outrush of contracted 
air expels the breath. The infant gulps air and wails, until its 
needs are met, restoring the comfortable breathing pattern 
accompanying safety and the relaxation of the need cycle. 
This process is repeated as a means of meeting our earliest 
developmental needs, until the voluntary musculature 
develops via repeated frustrations and attempts to mobilize 
the muscles voluntarily. Only then when an infant is able to 
turn over and begins to move, does the voluntary kicking 
and reaching enable a child to increasingly respond to the 
fight/flight mobilization of energy in the body with physical 
expression.
 The perspective of this paper is to relate Depression 
as experienced by clients in our practice, to the early 
immobilization of the fight/flight reaction as well as the 
prolonged contracted state of breathing as it effects the daily 
functioning of an individual.

D epre ssio n a s an energ e tic phen o men o n

The depressed person is physically depressed. Sitting 
in a chair, staring at nothing, expressing “What’s the 
use?” A profound dejection surrounds the depressed 
person. Expressing an inner emptiness, or feeling dead, 
immobilized, those who can launch themselves function 
through mechanical will power, and collapse into the 
depressive state when tasks are completed. Clients report 
symptoms of malaise, fatigue, lack of energy to function 
or motivate. Life has no meaning. The spirit and the body 
is like a deflated balloon. They describe a pervasive sense 
of physical fatigue, no energy, lack of motivation to move 
or reach for goals. If they function through willpower to 
survive, the inner life is depressed and they experience 

emilie kemlo, ma r. psych .

Emilie Kemlo is a Registered Psychologist since 1978. She has worked continuously in Private Practice using 
Bioenergetic Analysis (Certified) and Art Therapy and Visual Language as adjuncts to uncovering unconscious 

material in the therapeutic process with clients since that time. She was one of the founding teachers at 
Victoria School of Art Therapy, and introduced Bioenergetic Analysis to Tokyo, Japan and taught with Japanese 

Art Therapists, for 24 years while maintaining her practice in Victoria and Vancouver.

For further information and training please contact Emilie Kemlo, Psychologist #0548 Western Canada 
Institute for Bioenergetic Analysis, CopperWoman Counseling and Psychological Services. e.kemlo@gmail.com
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little actual pleasure. The skin often appears waxen, the 
eyes dull, and the chest is constricted to shallow breathing 
and a resulting lack of energy persists. Poor concentration, 
reduced mental activity and a lack of emotion (response to 
inner and outer stimulate) often accompanies the depressive.
 Whether the depression is based on unexpressed 
grief, chronic disappointment due to family of origin 
events, unresolved trauma or recent events triggering an 
immobilization of the fight/flight reaction, inhibiting the 
natural free flow of energy in the body, the thesis of this 
paper is that body-based breathing and release techniques 
(particularly Bioenergetic Analysis developed by Dr. 
Alexander Lowen, a student and colleague of Dr. Wilhelm 
Reich, the father of Somatic Psychology) are useful for 
the Psychologist to help release suppressed emotions and 
enliven the bodies of depressed clients.

David’s face was a mask, he made no effort to mobilize 
any expression. It was so frozen that it held a deathlike 
quality. His jaw was set and grim, eyes dull and his body 
had a board-like rigidity. His breathing was extremely 
shallow, his voice thin and flat. He was equally lifeless in 
having feelings. (Lowen, 1972, p. 21)

 On a body level depression is like the loss of air in 
a balloon; a chronic deflation of the vital energy gained 
through metabolism, the digestion of our food. The low 
energy generated seems insufficient flowing, from the core 
to the musculature and skin, to enliven the body. The sense 
organs are also undercharged and little interest is generated 
by external stimuli. Impulse formation is reduced in 
depressed people and there is a loss of feeling on the inside, 
as well as loss of expressiveness, outside. A deflated balloon 
has no internal force to push back. How did this energetic 
collapse manifest in the client originally?

histo rical referen ce s to loss o f o b jec t 

loVe in infan cy

As a student of Freud, Dr. Wilhelm Reich positioned 
the Psychoanalytic concepts of Child Development and 
Emotional Resolution, in the body processes. His work was 
the first to focus on breathing and mobilization of fight/
flight reactions. The psychoanalytic origin of depression 
is well documented by Freud (Mourning & Melancholia, 
1917, p153) as a profoundly painful dejection, abrogation of 
interest in the outside world, loss of capacity to love and 
inhibition of activity due to the loss of love in infancy.
 In true Grief, as Melanie Klein states, the loss is 
conscious and accepted with emotions of sadness, rage and 
anger. In Depression, the grief is suppressed, along with 
memories and emotions (Klein, 1946).

 Renee Spitz, John Bowlby and H.F. Harlow, all 
concluded, that in the first month, rage, crying, and 
screaming tantrums were expressed in an effort to regain 
the and warm life nurturing contact. After 3 months of 
separation, their faces became rigid, they whimpered and 
were lethargic. In continued separation, their life force 
retreated to the core to survive and they lay waxen and 
doll-like, unresponsive in their beds.
 Bowlby observed that prolonged separation led to 
three phases of Protest, (screaming tantrums), Quietness 
and finally Despair (McKinnley, Sisoumi & H.F. Harlow, 
1971).
 Studies have shown human babes need 
physical contact with a primary caregiver to function 
normally. That caregiver is the ground we walk on and 
our connection to the body, sense of self. Through the 
steadying contact and meeting of our needs, the caregiver 
helps us to build a basic trust in life. The body warms and 
nourishes and excites with physical and eye contact.

 “People who suffer depression have unfulfilled oral 
needs to be held, supported, to experience body contact 
[to open chronically constricted diaphragm and chest 
muscles.] The inhibited intercostal breathing system is 
an emergency system fueled by immobilized flight and 
flight defense and functioning by will.” 

The depressed infant and resulting adult still has 
immobilized “impulses to suck, to receive attention, 
approval and warmth. Often deprived of secure mother 
love, they have unfulfilled needs, revealed by fear of 
separation, inability to be alone, sensitivity to cold and 
dependent attitudes. They may lock themselves in an 
inner prison to prevent further disappointment.”
 Many of our clients, may not have been actually 
caregiver deprived, but have experienced severe conflicts 
in the caregiver/child bond. Continuing to explore the case 
of David, described as depressed and deadened, Lowen 
(1972) writes,

Grim and stoic, David recalled a childhood incident. 
His hysterical mother, (whose emotions were 
frightening to him) was crying and wailing. David shut 
himself into his room, closing himself up. In chronic 
fashion, he became lonely, locked in. He experienced a 
steadily deepening depression which also affected his 
sexual potency in a vicious cycle which reinforced his 
depression (p 21).

Women were seen as hysterical and threatening , his daily 
emotional life was locked inside, with fears of failure, 
leading to his functioning mechanically in a deadened 
state.
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s o matic me th o Ds to b re ak the 

cycle o f D e spair

Depression is a form of dying emotionally and 
psychologically. The depressed person 
mourns the loss of aliveness and needs 
to express that loss in emotional release. 
We as therapists must discover the 
family of origin issue that precipitated 
this deep inner emptiness, significant 
losses and suppressed grief. Somatic 
techniques can help the client identify 
“the hole in me, where you should be.”

Wo rkin g With the b re ath 

anD the b o Dy

A child and even an adult generally 
suppresses a painful impulse by 
holding the breath. Eventually 
the infant will cry to exhaustion 
and fall asleep, but the need cycle 
leading to pain of frustration is 
never completed with satisfaction. Loss 
of appetite, shallow breath intake, fight/flight 
reactions immobilized, all lead to a sense of 
helplessness, uselessness and despair. Adrenaline 
is discharged, but rigidity maintained in deep 
tensions at the core preventing the musculature 
from responding. Muscles collapsed and flaccid 
at the periphery, though rigid at the core, simply 
cannot respond. The impact of shock is not 
abreacted and relaxation does not occur. With 
constricted diaphragm, locked knees, constricted 
chest and lungs, arms fall helpless with the 
inability to reach. Tensions in the neck and a 
tight jaw, inhibit the pleasurable sucking reflex as 
well as the flow of energy from head to body. The need 
cycle remains unsatisfied and the developing child might 
survive, but lacks energy, pleasure or fulfillment. They 
learn to function mechanically, by efforts of willpower.
 “Psychotherapists have long known that getting 
a patient to cry or become angry helps break the grip of 
the depressive reaction.” (Lowen, 1972, p 76) Bioenergetic 
Analysts use somatic techniques of mild stress positions 
of bending forward to touch the ground, releasing the 
diaphragm to open the breathing and charge the chronic 
held tensions of the body with increased energy. Bending 
backwards over a stool opens the chest and changes the 
held tension. Every chronic tension in the body is holding 
emotions and memories. Opening the breathing and 
increasing the breath, is uncomfortable as more energy 

is metabolized and sent through inactive chronic 
tensions. The charge that had retreated to protect the 
core of the body now begins to inflate like a deflated 

balloon being filled with air.
  Flaccid and atrophied muscles, 
rigid with tension inside, begin to ache and 
feel again. Pain is a sign of life. Constricted 
throat muscles beg to cry or wail to discharge 
this increased impulse. Mobilizing the kicking 
tantrum impulse will also elicit the long held 
anger and connect with memories to be 
analyzed by the therapist.
 Gradually breathing into the 
painful state, brings up both emotion 
and childhood memories. Expression of 

emotion is encouraged to abreact to 
the trauma and/or complete the need 
cycle with physical release techniques 
such as screaming into a pillow, and 

tantrums with hitting and kicking, with 
permission to express feelings.

chro nic h o lDin gs: a suit o f D efensiVe 

arm o ur

A cartoon at my chiropractor’s office shows a rigid 
client saying, “Don’t ask me to relax, its only my 
tension that is holding me together.” Chronic muscles 
hold together (against the fear of falling apart), hold 
on (against the fear of separation), hold in (to keep 

overwhelming forces out), hold up (from falling into 
the sexual issues) or hold back (from fear of intimacy 
and falling in love). The Bioenergetic Therapy view is 
that these holdings represent a fear of falling in the 
adult, and function as a suit of armour to defend us 

against the traumas and losses of the past. In Bioenergetic 
Analysis, these holdings represent a contraction against 
feeling and the natural free flow of abdominal breathing 
that would charge the individual and enliven the body, 
senses and spirit of the depressed person. Releasing the 
holdings as they present themselves to the therapist and 
client together is the task of the Bioenergetic Analyst.
 Breathing into the belly leads to a sense of 
wholeness that fills the inner emptiness of the depressed 
person. This allows the energy charge of the body to flow 
down into the client’s lower body, sexuality and legs and feet. 
Kicking eventually releases the violent tantrum of the child 
in its first reaction to loss of caregiver. The protest of the 
depressive is the right to be oneself, against being deprived 
of security. It is a protest for the right to need, to reach for, 
to express with love and be loved.



 
 

Two-Day Clinical 
Hypnosis Training 
Workshop 
Saturday & Sunday 
February 7 & 8th 2015  
UBC Robson Square 
This workshop will provide participants with the basic 
skills of clinical hypnosis, including demonstrations 
and practice sessions for those who wish to add 
hypnosis to their repertoire of therapeutic skills. 
Simultaneously, intermediate/advanced skills in 
hypnosis utilization will be provided to the 
experienced hypnotherapist in areas such 
as hypnosis for acute and chronic pain 
management, cancer, weight management, peak 
performance, women’s health, visualization 
techniques to enhance hypnosis, rapid induction 
techniques, and integrating hypnosis into your 
medical & dental practice.  Mindfulness is also 
explored.   
 
For more details visit www.hypnosis.bc.ca  
Or call 604 688 1714 
Register before Jan. 8th for Early Bird Rate 
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co n clusio n

I would like to end with a quote from Nick Totten (2003) 
pg. 11,

There is nothing in verbal psychotherapy which is 
inappropriate or irrelevant to body focused work. 
Like verbal therapists, body psychotherapists talk 
with their clients, explore the process, pay particular 
attention to the therapeutic relationship and try to 
help clients make sense of their relationship. Central 
concepts and techniques of unconditional positive 
regard, here and now focus, owning projections or 
analyzing transference are… used in both.

With Bioenergetics, and analytic focus on past issues, 
the client is encouraged somatically and expressively, to 
move out of the state of giving up.
 The addition of somatic breath and release work, 
quickens the process for the depressed client and tackle 
the inner deadness at their core. We re-enliven the 
crushed spirit and inner despair by increasing breathing, 
releasing long held pain and suffering and help a person 
reclaim the right to protest, to reach and be loved.
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Treating Depression in Clients on long–term Disability

 i  haVe b een Wo rkin g  in the field of 
rehabilitation psychology for almost ten years. Many 
of the clients referred to me by long-term disability 
companies, such as Great-West Life or Sun Life, are 
suffering from depression, either as a primary diagnosis 
or associated with another concern, perhaps a physical 
illness, or workplace issues. The present article aims to 
provide some background information about workplace 
disability generally, and depression specifically, as well as 
treatment approaches within this field of work.
 According to a WorkSafe BC Clinical Bulletin 
for Psychology Service Providers (WorkSafe BC, 2007), 
depression is the leading cause of years lost to disability in 
the world. Also from this 2007 Bulletin, estimates of the 
economic cost of depression range from $14.4 to $33 billion 
in Canada alone, although the time-frame to which these 
numbers refer is unclear.
 In BC, those who are unable to work for more 
than 17 weeks are often financially supported by long-
term disability policies funded by their employer, but 
administered by insurance companies. Depression is 
associated with a longer duration of sickness absence 
compared with non-depressed workers (Lerner & Henke, 
2008; Nieuwenhuijsen et al., 2006; as cited in Lagerveld, 
Bultmann & Nieuwenhuijsen, 2010). Thus, insurance 
companies are understandably interested in funding 
psychotherapy to treat depression in order to assist 
workers in successfully and sustainably returning to work.
 Depressed workers are more likely to remain on 
leave if they are, for example, older and single, and if there 
are workplace difficulties, such as a poor relationship 
with a supervisor (Blank, Peters, Pickvance et al., 2008, 
as cited by http://www.depressioncenter.org/work/
information-for-employers/returning-to-work/). For the 
purposes of this article, however, individual psychological 
characteristics of depressed workers on leave will be 
the focus of discussion. There is, not surprisingly, more 
research available on these factors for workers on leave 
generally, not just those with depression.  Negative beliefs 
about any injury, and about returning to work, as well as 
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poor self-esteem, low self-efficacy, and depression, have all 
been associated with poor outcomes in terms of returning 
to work (Foreman, Murphy & Swerissen, 2006; Alden, 2012; 
O’Neil, Sanderson, & Oldenburg, 2010 ).
 For depressed workers specifically, poorer return-to-
work outcomes were associated with a lengthier depressive 
episode, more severe depression symptoms, and the 
presence of other psychological and/or physical illnesses 
(Lagerveld, Bultmann, & Nieuwenhuijsen, 2010).  Attitudinal 
factors, such as beliefs about self-efficacy, were not included 
in this 2010 research review. However, there appears to 
be some overlap, not surprisingly, between what impedes 
returning to work for employees in general and for those 
who have depression. These concerns are then what become 
the focus of psychological treatment funded by insurance 
companies, for which the goal is preparing the client to be 
able to return to work.
 In treating these insurance — referred 
psychotherapy clients, the psychologist works closely with 
a rehabilitation consultant (RC). This individual, who 
often has a nursing, occupational therapy or psychology 
background, develops the treatment plan to help the person 
return to work, including perhaps psychological treatment, 
physiotherapy, or assessment by a psychiatrist. The RC also 
sets time-lines and goals for the client to return to work. For 
me, working with the RCs is frankly one of the best parts of 
the job. I don’t feel so isolated as a private practitioner, and 
they can be great resources for clients.
 When a client is referred by an RC to a psychologist 
such as myself, a brief assessment is performed by the 
psychologist to assess the client’s present overall functioning 
and mental health concerns. We also review employment 
history and present workplace difficulties, if any, physical 
illness or pain issues, and any maladaptive coping such as 
gambling, drinking, or anger outbursts. The purpose of this 
assessment is to see whether the client is realistically able to 
start a return-to-work within three to six months, and, if so, 
a detailed treatment plan is presented. Twelve to 16 weekly 
sessions of cognitive-behavioural therapy are typically 
recommended. If it does not seem likely that the person 
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could be well enough to work again in this time-frame, then 
other suggestions may be made to prepare the client for 
readiness for psychological treatment at some point in the 
future.
 The focus of psychological treatment is working 
specifically on the barriers that prevent the client from 
returning to work, as that is what the insurance company 
is paying the therapist to achieve. For depressed clients, the 
focus is on research-identified barriers, including reducing 
the severity of depression symptoms. Exercise and social 
interaction will be helpful with this, but clients are often 
alone much of the time, and are doing very little because 
of the lack of structure from not working, and the impact 
of depression symptoms such as low energy and lack of 
motivation. They often feel highly ineffective and subject 
themselves to harsh self-criticism as a result of these 
problems. Therefore, an early place to start will be adding 
in structure. Some options may include walking children 
to school, or starting to attend church services, school 
events, or other activities that the person considers to be 
easily accomplished and rewarding. The goal all along is to 
have small, incremental successes rather than to risk large 
failures. Insurance companies are often willing to fund 
personal training sessions and/or a PGAP program with 
an occupational therapist, which is very helpful in getting 
clients to become activated and to meet a set of graduated 
exercise and activity goals.
 Another early intervention often involves 
encouraging the person to communicate openly with his 
or her doctor. People tend to tell their doctors that they are 

“fine,” when in reality they are not really seeing any benefit 
from medication, or they are experiencing significant side 
effects. I often write notes to doctors summarising the 
symptoms that the client is describing and indicating that 
I have suggested that they discuss their medications with 
their doctor.
 A more unusual aspect of this type of therapy is 
the prominence of workplace concerns. Many people who 
have stopped working due to depression are experiencing 
significant stressors in this area, including a difficult 
supervisor, problematic co-workers, a generally bullying 
work environment, or perhaps the client simply strongly 
dislikes their job. In these circumstances, it is usually 
difficult for the person to return to work once they have 
begun to recover from their depression (Foreman et al., 
2006). In fact, it is accepted in this field to recommend 
that the person be given support to find another job if it 
is deemed that the work issues cannot be dealt with by 
assisting the client to improve their own coping skills, or 
with other interventions such as mediation. Therefore, a 

topic in therapy sessions may well be weighing the pros 
and cons of returning to a difficult work situation, or 
taking the chance to find another job that will hopefully 
be a better fit.
 Typically, I would consider a client to be ready 
to start planning a return to work (which will usually 
take about four to six weeks to set up) once he or she has 
been consistently feeling well and functioning at about 
85–95%  of their typical pre-illness capacity for about one 
month. Thus, by the time the person starts a graduated 
return-to-work, they should have had at least 8–10 weeks 
of feeling reasonably good. A graduated return-to-work 
usually lasts about six weeks, is coordinated between the 
workplace, the treatment providers and the rehabilitation 
consultant, which is likely to improve outcome (Foreman, 
Murphy, & Swerissen, 2006), and hours are ramped up 
steadily from a starting point of about 12 hours per week, 
spread across a five-day week, to full-time by week 7. A 
successful return to work is often very satisfying and 
positive for the client, the rehabilitation consultant and 
the psychologist. It is wonderful to see a client who could 
not work three months ago be able to happily start re-
integrating back into their workplace.
 An important point is that insurance companies 
typically do not want clients to return to work too soon. 
A steady pace of improvement in terms of psychological 
symptoms is expected, if possible. Sometimes I do 
come across a rehabilitation consultant who does not 
understand a person’s current level of functioning and is 
overestimating how well he or she is doing. Occasionally 
I have had the experience of working with an insurance 
company which appears to expect the client to return 
to work regardless of psychological or medical status. 
And sometimes clients themselves are wanting to rush 
back to their normal lives and insist that they can work 
even though they cannot stop crying, for example. But 
a return-to-work that happens too early often leads to 
a failure experience, a re-starting of the disability leave, 
and a perhaps devastated and certainly discouraged client 
who may take much longer to return to work overall.
 In conclusion, although I love working in 
rehabilitation psychology, I would not recommend the 
field for psychotherapists who use longer-term treatment 
approaches, or who may disagree with the goal of working 
again as a reasonable one for psychotherapy. Clients who 
are severely ill would also not be suitable candidates for 
this approach. With these caveats, it is in my experience 
a very rewarding area of work, and those who have 
expertise in it are often highly sought-after professionals.
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• Highly trained professionals coach families 
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 the intensit y o f an at tachment 

alloWs a clinician to evaluate the response to loss. 
Specifically, there are relationships on closer examination 
that do not reveal a high degree of attachment and 
therefore do not lead to intense grief. In fact, some 
losses are experienced as a relief. However, assuming 
a reasonably intense attachment, there are two broad 
categories of abnormal response (Lindemann, 1944). 
The first category presents in the early months after 
the loss and persist and the second, the persistence 
of a severe dysphoric response. The first category may 
involve a delay in response as in conflicted grief, where 
an overactive, euphoric or hypomanic response covers 
depression and leads to a failure of social reintegration 
and reestablishment of object relations (Viedrman, 
Parkes and Weiss, 1983). This precipitates depression 
and yearning to occur at this time. The second category 
involves a highly dysphoric response occurring in the early 
months after the loss. This may involve a combination of 
any of the following elements. The important question at 
this time is the pervasiveness of these elements and the 
degree to which they interfere with relatedness and social 
adaptation.

1. Intense and persistent anger toward the lost object 
is an indication of pathological grief though minor 
and inconsistent fantasies do not have the same 
implication. The anger may be manifested overtly in 
the form of recurrent hostile images and memories 
of the lost person or it may be displaced upon others 
in the surround, the doctors, other family members 
etc. This may be accompanied by a predominance 
of intrusive negative and critical representations of 
the lost person to be contrasted with the emergence 
of positive representations and memories of the 
interaction with the lost person that are evocative of 
pain by virtue of the loss of the pleasurable interaction 
with the loved one. Anger may be repressed and take 
the form of extreme guilt with self-reproach and 
feelings of unworthiness and “unlovability”;

Early Phases in Pathological Grief
(Chapter 12 – Phenomenology of Depression Illness – Edited by J. John Mann M.D – 1988)

D r. D o nalD hutcheo n , c .  psych o l . (uk). ,  r.  psych .

Assoc. Fellow of the British Psychological Society. Fellow of the American 
Psychotherapy Association. Treasurer of the BC Psychological Association.

2. The loss may generate a powerful sense of incompetence 
and helplessness with the conviction that one is 
unable to manage alone. This may be accompanied by 
feelings of worthlessness, low self-esteem and intense 
and persistent yearning which goes beyond normal 
grief responses. Phobic avoidance reflective of a fear 
of incompetence may be coupled with avoidance of 
situations which painfully remind the mourner of the 
lost person. This may extend to an inability to talk about 
the loss with others and lead to increasing isolation and 
perceived non-support;

3. A severe depressive constellation may be a primary 
manifestation of pathological grief. In this situation 
depression as a mood state is to be distinguished from 
sadness. Suicidal ideation may be present in such a 
situation and depression, uncharacteristic of normal 
grief, may ensue (i.e., major depressive disorder). 
Specifically, the feeling of hopelessness is pervasive 
both on an emotional level and on a cognitive level, and 
these individuals have no sense that they will ultimately 
experience relief;

4. Compulsive caretaking may be a manifestation of 
pathological grief (Bowlby, 1980). In this situation the 
individual cares for others as he would be cared for 
and fantasizes that he was cared for in the previous 
relationship. Specifically, this behaviour represents a 
vicarious identification with the person being cared for;

5. Individuals who are unable to utilize support systems 
in families and friends and thereby have inadequate 
perceived support are likely to experience later 
difficulty. The issue here is complex and may relate to 
previous personality structure as well as a need to avoid 
memories of a lost person in the context of supportive 
relationships with others.



Traumatic Brain Injury 
in Children & Youth
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Friday February 13th, 2015
9AM – 4PM @ University Golf Club

The workshop will cover the following topics:
1. An overview of pediatric TBI;
2. The family’s role in shaping the outcomes of TBI;
3. The impact of TBI on children’s social development; and
4. The sequelae of mild TBI/concussion.

Keith Owen Yeates, Ph.D., R.Psych., ABPP/CN, is 
a Professor in the Department of Psychology, at the 
University of Calgary, where he is also a member of 
the Hotchkiss Brain Institute and the Alberta Children’s 
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Co-Sponsored by the BC Brain Injury Association
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 One must note that a grief response after the loss 
of an individual to whom one was attached is a painful 
experience and takes time to resolve. In general, in the 
early months after loss, there are indications that predict a 
pathological outcome. These indications include extremely 
dysphoric responses of various sorts outline above that are 
unremitting and may persist for years. Parkes and Weiss 
(1983) developed a broad framework for considering the 
success of the mourning period. They include the following 
items:

1. Level of functioning in comparison with pre-
bereavement level;

2. Movement towards resolution of outstanding problems;
3. Acceptance of the loss

a) Absence of distortion; no expectation of the lost 
person’s return or disbelief that death has occurred; 
no undue idealization or denigration of the deceased;
b) Access of the grief to dissipation through 
interchange/increasing comfort in talking about the 
death and dead person;
c) Integration of the event into the respondent’s 
worldview/acceptance of rational explanation for the 
death;

4. Socializing; re-entry into social life;
5. Attitude about the future; positive, including realistic 

plans;
6. Health; no evidence of disturbance, including 

symptoms such as insomnia, anorexia.
7. Anxiety or depression at normal pre-bereavement level;
8. Guilt or anger at normal pre-bereavement level;
9. Evaluation of self; pre-bereavement level of self-esteem;
10. Resilience, respondent’s capacity to cope with future 

loss.
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Why So SAD? (Seasonal Affect Disorder)

ma jo r D epre ssiVe Dis o rD er  with Seasonal 
Pattern (DSM-5: APA, 2013) is colloquially referred to 
as SAD (Seasonal Affect Disorder) likely because the 
acronym is more suitable and easier to remember. 
Essentially, SAD sufferers become depressed in the darker 
seasons (fall and winter) and feel remission in the lighter 
seasons (spring and summer).
 SAD is often referred to as a “typical depression” 
because sufferers tend to experience hypersomnia and 
excessive craving for starchy carbohydrates whereas 
nonseasonal depression sufferers tend to have difficulty 
sleeping and little appetite (DSM-5).

path o ph ysio lo gy o f saD

Although explained separately below, SAD is better 
understood in terms of multiple factors occurring 
concurrently as described below.    
 The Photoperiod Hypotheses suggests that SAD 
is initiated in the fall and maintained in the winter due 
to decreased daylight that affects release of melatonin, 
which is a messenger hormone secreted by the pineal 
gland (Lam & Levitan, 2000). The pineal gland starts to 
secrete melatonin in dim light and prepares the body 
for sleep (Magnusson & Boivin, 2003). As there is more 
darkness in fall and winter, it is hypothesized that SAD 
sufferers release more melatonin which contributes to 
hypersomnia.
 Some researchers found higher levels of 
melatonin in SAD sufferers (Magnusson & Boivin, 2003). 
However, it is difficult to determine whether these levels 
were caused by or were the product of hypersomnia (Lam 
& Levitan, 2000).
 The Phase Delay Hypothesis is another 
photoperiod theory which suggests that people develop 
SAD because their personal circadian clock, including the 
body’s regular sleep wake cycle, is not synchronized with 
the environment (Burgess et al., 2004). McClung (2011) 
found that the brain’s circadian clock can significantly 
influence mood and that it is highly influenced by 
environmental factors such as stress, photoperiod, and 
ingestion of carbohydrates.

h . elise reeh , ph . D. ,  r.  psych .

Dr. H. Elise Reeh has been a Registered Psychologist since 1996. She has a private 
practice in Mission BC. She sees adult clients for a variety of issues including SAD.  

 Neurotransmitters’ Roles in SAD: The release and 
uptake of serotonin, norepinephrine and to a much lesser 
extent, dopamine (Cawley et al., 2014) are usually involved to 
some degree in mood disorders (Lam & Levitan, 2000).
 Levels of serotonin fluctuate substantially with 
the seasons (Magnusson & Boivin, 2003). Serotonin is also 
known to play a significant role in food cravings, satiation, 
and sleep (Willeit et al., 2003). SAD sufferers’ carbohydrate 
cravings may be partially due to lower hypothalamic 
serotonin levels especially during December and January 
(Lam & Levitan, 2000). Whereas SAD sufferers tend to feel 
energized after eating carbohydrates, nonsufferers tend to 
feel sleepy (Lam & Levitan).  This effect could be due to SAD 
sufferers having different levels of L-tryptophan, which is 
serotonin’s amino acid precursor (Lam & Levitan).
 Studies using tryptophan depletion have 
illuminated differences in SAD sufferers. Plasma 
tryptophan can be reduced to 20% of normal levels by 
ingesting a dose of large neutral amino-acids (Magnusson 
& Boivin, 2003). This produces a large drop in tryptophan 
and serotonin production (Magnusson & Boivin). When 
using this method with SAD sufferers who are in remission, 
their depression and carbohydrate cravings resume (Lam & 
Levitan, 2000). These studies provide good support for the 
lower serotonin level hypothesis.
 Several researchers concluded that SAD sufferers 
have different neuroendocrine levels and dysfunction of 
several of the serotonin receptors (Lam & Levitan, 2000). 
Although serotonin levels play the most significant role 
in the neuropsychology of SAD (Willeit et al., 2003), lower 
levels of norepinephrine have also been found in SAD 
sufferers (Lam & Levitan, 2000). They may be eating 
carbohydrates excessively in an attempt to feel energized as 
a result of lethargy partly due to low norepinephrine levels.
 Genetic influences are also important in 
explaining the occurrence of SAD. Some genetic variants 
can predispose people to SAD by making them less 
able to synchronize their circadian rhythms with their 
environments; including making them more prone to 
sleep disorders (Etain, Milhiet, Bellivier, & Leboyer, 2011). 
Circadian rhythms and neurotransmission are highly 
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connected; circadian rhythm and sleep problems tend to 
impact dopamine and serotonin function which affects 
mood (Etain et al). A distressing cycle then appears when 
mood problems affect sleep and sleep affects mood (Etain 
et al.). Phase correction through light therapy can create 
an antidepressant effect likely due to interactions between 
serotonin and melatonin (McClung, 2011). 
 Cognitive Behavioral Factors in Seasonal Affective 
Disorder: Both biological and psychological factors appear 
to play roles in how vulnerable, how early, how long, and 
how severely people will experience SAD. Cognitive 
theories of depression, and the research that supports these 
theories, state that depressed people process information 
in a negative, pessimistic, exaggerated way that maintains 
depression (Dalgleish, Spinks, Golden, & du Toit, 2004). 
Dalgleish et al. found that people with SAD were more likely 
to have a negative attributional style than did nonsufferers.  
Rohan et al. (2003) also found that SAD sufferers tended to 
use negative thought patterns.

tre atment o f saD

Effective treatments for SAD are light 
therapy, Cognitive Behavioural 
Therapy (CBT), and psychotropic 
medication (Lam & Levitan, 2000; 

Magnusson & Boivin, 2003). Light 
therapy involves exposure to a light 

box for 30 to 120 minutes per day depending on intensity. 
Ekstrom and Beavan (2014) found that people reported a 
more positive mood after combining 240 mg of caffeine and 
blue light therapy (light at 460 nm wavelength).  Reeves et al. 
(2012) found that a one hour session of bright light therapy 
produced a significant but modest improvement in mood for 
SAD sufferers.

 After reviewing 60 studies of light therapy 
effectiveness, Magnusson and Boivin (2003) found 
that several sessions of light therapy is effective for 
approximately 65% of SAD sufferers. Sher, Matthews, 
Turner, Postolache, Katz, and Rosenthal (2001) found that 
if people felt a  minor improvement of mood after one 
hour of light therapy, they were likely to be one of the 65% 
of people who found several sessions effective (Sher et al). 
From reviews of the literature, researchers concluded that 
light therapy was effective when administered at any time 
in the morning or early afternoon (Lam & Levitan, 2000).
 CBT for SAD sufferers involves the same process 
as for any other form of depression. Therapy involves 
confronting and replacing the negative thoughts that 
contribute to developing depression. Sleep hygiene 
(e.g. go to bed at the same time every night, make 
sure the bedroom is comfortable, limit caffeine intake 
etc.) and daily exercise are recommended behavioural 
interventions. 
 Morris (2002) reviewed studies in which people 
did not achieve symptom relief from light therapy but 
did find relief from taking high doses of vitamin D. 
Lansdowne and Provost (1998), however, found that 400 
IU of vitamin D significantly enhanced positive mood 
in healthy people during winter and that 400 IU was as 
effective as 800 IU.
 Approximately 35% of SAD sufferers do not 
obtain relief from light therapy. Medications that act 
on serotonin function, such as serotonin receptor 
reuptake inhibitors (SSRIs) tend to be the most effective 
antidepressant medications (Martiny et al., 2004; Shen et 
al., 2005). 

co n clusio ns

It appears that the decreased amount of sunlight 
occurring in the fall and winter months affects some 
genetically predisposed people to delay sleep and wake 
cycles and to produce less serotonin (and its precursors) 
and more melatonin. These changes may contribute to 
people thinking negatively, over-sleeping, and over-eating 
carbohydrates in an attempt to alleviate symptoms. Light 
therapy and CBT tend to be effective for most sufferers 
while others may seek SSRIs.



Professional Practice 
Evaluations
BY  D R. M A RK Z E LI G

Friday March 27th, 2015
9:30AM – 4:30PM @ Park Inn&Suites

Psychologists are often asked to evaluate licensed professionals, police 
officers, or other employees holding positions of special trust whom are 
suspected of having an emotional or cognitive disorder that interferes with 
their ability to safely perform their duties. This ADVANCED-level workshop 
will offer practical suggestions to psychologists wishing to increase their 
involvement in this interesting and challenging area of forensic practice. 

Early Bird Rate 
(February 2nd)
$173.25

Regular Rate
(March 23rd)
$197.40

To register, please go to
psychologists.bc.ca
Call us 604.730.0501

Mark Zelig, Ph.D., ABPP, LLC. has a national independent practice 
in forensic and clinical psychology. He frequently serves as an expert 
witness or trial consultant for civil and criminal cases involving 
psychologically-based evidence. As a forensic consultant to numerous 
police and governmental agencies, he frequently does pre-employment 
screening of applicants for high-risk or information-sensitive positions. 
He conducts fitness-for-duty and fitness-to-practice evaluations.

Impact Therapy: A 
Multisensory Approach
BY  D RS . JACO B S & S PA DA R O

Friday April 24th, 2015
9AM – 4PM @ University Golf Club

This workshop promises to give you new ideas regarding how to work with all 
kinds of clients. More than 25 creative techniques will be demonstrated with 
many other ideas briefly presented.  Impact Therapy is an active, creative 
multisensory approach to counseling based on the idea that the brain likes 
novelty. Therapy is about the art of engagement and this workshop offers 
many engaging strategies and skills. Presenters will show creative ways to 
use counseling theories that make sessions more interesting and beneficial. 
The majority of the workshop will be brief demonstrations.

Early Bird Rate 
(until March 2nd)

$173.25
Regular Rate

(until April 20th)
$197.40

To register, please go to
psychologists.bc.ca
Call us 604.730.0501

Ed E. Jacobs, Ph.D., LLC.  is the coordinator of the Masters’ program in 
the Counseling, Psychology, and Rehabilitation Department at West Virginia 
University. He is the founder and director of Impact Therapy Associates.
Nina Spadaro, Ed.D., incorporates the Impact Therapy approach over 
a variety of clinical experiences. She also teaches the Impact Therapy 
Approach in presentations and as a counselor educator. Currently Dr. 
Spadaro is a core faculty member at Walden University
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Light Therapy Helps with Depression,
Fiat Lux (Let there be Light)

lig ht ther apy, fro m an cient time s to n oW

The peoples of ancient Egypt, Greece and India practised 
light therapy by utilising sunlight to help improve their 
health and wellness. (Mandel, 1986) They were so convinced 
that sunlight possessed healing properties that they built tall 
buildings with large openings in the walls to let the sunlight 
in. They would often hang dyed cloth or gems to filter the 
sunlight coming into the different rooms manipulating the 
colour and intensity of the sunlight. These rooms were then 
used for those recovering from wounds received in great 
battles to those suffering from malaise.
 As the centuries passed, our fascination with 
sunlight and its properties, being a possible source of 
healing and a support for wellness in humans, did not 
decline. Such luminaries as Dr. Niels Finsen, who received 
a Nobel Prize in medicine in 1903 for his work in treating 
people suffering with lupus vulgaris (tuberculosis of the 
skin) and smallpox by using concentrated light radiation.  
Dr. Alfred Popp (Biontology Arizona, Prof. Fritz-Albert Popp), 
who discovered that our cells, from the bottom of our feet to 
the top of our head, are constantly giving off photons of light 
that communicate between each other and work together 
for whole body health. Dr. Paul Nogier (McGee, 2000) is 
noted for discovering that our bodies heal to the frequency 
of D and no matter how that frequency is delivered, whether 
by way of harmonics, electricity or light, the human body 
responds positively to D.
 Today light therapy is being used for many health-
promoting applications. Light therapy has become an 
extremely sophisticated and exacting field. Some of the 
names it goes by are chromatherapy, photonic therapy, 
phototherapy and heliotherapy.
 Due to modern day advancements in science and 
technology in the field of illumination, we no longer have to 
wait on the sun to rise for us to engage in light therapy. We 
now can utilise artificial light sources that can produce light 
with intensities varying from imperceptible to brighter than 
the sun; that are very efficient and long-lasting; with colours 
that are so pure and yet repeatable and stable. Science and 

research have allowed us to understand more about the 
healing and harmful aspects of the sun and how to create 
those healing aspects with artificial light.
 The newest types of artificial lights are the 
solid-state sources. These light sources include lasers and 
light-emitting diodes (LEDs). These sources can produce 
especially-pure light of various colours without the need 
for filtering. Although not part of the visible spectrum, 
near-infrared and ultra-violet are also included in the 
term light.
 Although LEDs are the “new kid on the block” in 
the field of light therapy, they have been around since 
the 1970s. Due to their widespread use in many other 
fields, their colour selection, colour purity, robustness, 
safety factors and super-bright light-output capabilities 
have established them as the new “Go-To” light source 
for bright-light therapy whether used to support physical 
health, or mental health concerns and conditions.

b rig ht lig ht ther apy anD D epre ssio n

Bright light therapy helps individuals suffering from 
Seasonal Affective Disorder (SAD). How much help? 
Dr. Rosenthal states that light therapy helps from 60 to 
80 percent of individuals suffering from SAD (Targum 
& Rosenthal, 2008) In the same article, Dr. Rosenthal 
mentions that “light boxes” can utilise incandescent, 
fluorescent or LED light sources. The Mayo Clinic offers a 
brief outline for choosing a light source for helping with 
SAD (Mayo Clinic, 2004).
 Golden (Golden et al., 2005) concluded that the 
analysis of randomized, controlled trials suggests that 
bright light treatment and dawn simulation for seasonal 
affective disorder and bright light for non-seasonal 
depression are efficacious, with effect sizes equivalent to 
those in most antidepressant pharmacotherapy trials.
 A recent meta-analysis from the Journal of 
Affective Disorders (Even et al., 2008) confirmed the anti-
depressive efficacy and went on to say, “Overall, bright 

Valerie me y er, m . h . ,  c .c . ht. ,  c .c . lt.

Valerie Meyer, M.H.,C.C.Ht.,C.C.Lt., is a certified clinical light therapist providing light therapy to 
children, teens and adults. She is in private practise in the Langley-Surrey area. This article focuses on 
light therapy especially LED light therapy, and its usefulness in helping to reduce or relieve depression.
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light therapy is an excellent candidate for inclusion into 
the therapeutic inventory available for the treatment of 
non-seasonal depression today, as adjuvant therapy to 
antidepressant medication, or eventually as stand-alone 
treatment for specific subgroups of depressed patients.
 Liberman (1991) conducted a study using artificial 
full spectrum lighting in classrooms of students. His 
findings showed that simulated sunlight (full-spectrum 
lighting) creates little or no stress and improves behavior 
and academic achievements.
 Mercola (2011) stated, “Depression is a pervasive 
problem in the United States, impacting close to 15 million 
Americans; it's also the leading cause of disability in the 
U.S. for ages 15–44.” He goes on to say,

“This is why ‘alternative’ tools like light therapy should 
be considered by each and every person suffering from 
symptoms of major depression. With virtually no side 
effects and a proven track record of effectiveness, by 
adding light therapy to your treatment you've got 
everything to gain and nothing to lose.”

 At our clinic, several of our clients have come to us 
suffering from different forms of diagnosed depression. 
Common complaints during their initial intake were: 
feelings of deep sadness, inability to sleep or stay asleep, 
lack of energy, loss of enthusiasm with life in general, 
personal relationship struggles or breakdowns, low 
self-esteem and difficultly thinking clearly and problem 

solving. Our therapeutic schedule was the same for each 
of these clients. Forty minutes of bright light therapy 
twice a week for 12 weeks. Within three sessions all of the 
clients reported improved sleeping patterns. Within 5 to 
6 sessions all reported feeling more energy and started 
making plans for either more social events or re-engaging 
in loved hobbies. By the 12th session all reported that they 
found their thinking clearer. By the end of 12th week most 
reported that their personal relationships were improving 
and they spoke more positively about themselves, family 
and friends. Many also reported that their families and 
friends were mentioning how much happier they appeared.

co n clusio n

As we well know, depression is no respecter of age, sex, 
colour or ethnicity. It has been proven to not only affect 
the individual but also those close to them. Depression 
is debilitating, painful both mentally and physically, 
frightening and alienating for those suffering with it. In 
many areas advancements in science and technology 
are providing new tools to help those suffering with 
depression which supports Dr. Mercola when he said,

“This is why ‘alternative’ tools like light therapy should 
be considered by each and every person suffering from 
symptoms of major depression. With virtually no side 
effects and a proven track record of effectiveness, by 
adding light therapy to your treatment you've got 
everything to gain and nothing to lose.” (Mercola, 2011)
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The Neurotherapeutic Treatment of Depression

intro D u c tio n

A recent advertisement shows depression as a dark little 
pesky fellow who seems to whimsically make you feel more 
or less glum. You can take him on a picnic with you and 
can make him better behaved if you take the medication 
offered by the pharmaceutical company. There are many 
wrong messages conveyed in this advertisement. A few of 
which include: First, there is nothing funny or cute about 
depression. Second, if the depression is appearing and 
fading ephemerally, then behavioural modification not 
chemicals is warranted. Third, depression is not just bad 
humour and if you are taking antidepressant medication for 
bad humour then you are popping “happy pills.”
 Depression is a neurological disorder that can be 
effectively treated with neurotherapy. Depression that 
results from an event such as death of a loved one, or even 
the depression of a loved one, is also reflected in identifiable 
and therefore treatable anomalies in brainwave activity. 
However, such reactive depression states are usually more 
appropriately left untreated or treated psychologically 
such as with CBT. These event-related disturbances in 
mood are generally transient and one gets on with life. 
Neurotherapeutic or pharmacological treatment of “reactive” 
depression can often exacerbate these conditions (sedate 
rather than process) leading to long-term mood disorder. 
However, neurologically-based mood disorders persist and 
predispose one to have more prolonged or more intense 
reactions to emotional events. Hence, when a client has 
a neurological predisposition to depressed mood states, 
treating these neurological predispositions with a client in a 
reactive depressed state is appropriate.
 The traditional method for dealing with depression 
is for the client/patient to describe the subjective symptoms 

during an initial visit with a health care provider. The 
inefficiency of this approach (top down from symptom 
to treatment) is nicely captured by the diagnostic criteria 
used for applying the label of “Major Depressive Disorder” 
advocated in the DSM-5. As most readers know, the 
procedure is to rate the client if they have 5 or more of 
a list of symptoms such as “Depressed mood most of 
the day…,” “…diminished interest or pleasure in all, or 
almost all, activities most of the day…,” “Insomnia or 
hypersomnia nearly every day” Further, the client must be 
adjudicated to have manifested these symptoms every day 
for at least 2 weeks.
 So, here are a few questions about these criteria. 
First: What if you only have four? Or three? What if you 
only observe these behaviors in church? What if the 
patient wakes up wanting to hang himself every Friday 
but is OK by Monday?
 It is important to ask clients about their 
symptoms, of course. But, we must not base our 
neurological treatment on these self-reports, because 
they are often incorrect. Where neurotherapy differs 
substantially from these traditional methods is in 
the diagnosis and treatment of the cause rather than 
treatment of the symptom (Swingle, 2010). People 
can have symptoms of depression for many different 
neurological and experiential reasons. Neurometrics 
identifies those causes and predispositions and localizes 
regions of the brain for efficient treatment. Neurotherapy 
is not a stand-alone therapy and is regularly used in 
complement with other therapeutic procedures.
Figure 1: 10-20 international EEG site location system. The 
five point ClinicalQ locations are highlighted.

paul g . sWin g le , ph . D. ,  r.  psych .

Paul G. Swingle, Ph.D. R.Psych. was Professor of Psychology at the University of Ottawa prior to moving to 
Vancouver. A Fellow of the Canadian Psychological Association, Dr. Swingle was Lecturer in Psychiatry at Harvard 

Medical School and during the same time period was Associate Attending Psychologist at McLean Hospital (Boston) 
where he also was Coordinator of the Clinical Psychophysiology Service. Dr. Swingle was Chairman of the Faculty 
of Child Psychology at the University of Ottawa and Clinical Supervisor. He has also taught at McGill University, 

Dalhousie University and McMaster University. He is a Registered Psychologist in British Columbia and is certified 
in Biofeedback and Neurotherapy. Since 1997 he has been in private practice in Vancouver, British Columbia, where 
he founded the Swingle Clinic. His book “Biofeedback for the Brain” was published by Rutgers University Press and 

his most recent book for professionals, “Adding Neurotherapy to Your Practice” is in press with Springer.
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the neuro me tric s o f D epre ssio n

The fundamental neurological condition associated 
with depressed mood is when the right frontal region of 
the brain is more active than the contralateral left side.  
There are several ways this can occur. The neurological 
condition associated with this disparity in activity level 
is linked to differences in the qualitative features of the 
depression. Common neurological patterns of depression 
include those associated with genetic predisposition and 
exposure to negative emotional experience. In addition, 
neurological predisposition to poor stress tolerance is also 
often misconstrued as “depression” but is in actuality an 
anxiety pattern not a depression pattern. These common 
patterns are shown below. The EEG patterns have been 
identified statistically from a clinical data base of over 
1400 clinical clients (see Swingle, in press, for details).
 ClinicalQ (EEG) based treatment is different in 
that treatment is guided by bottom-up assessment and 
verification. Neurotherapeutic protocols are then precisely 
targeted at these verified neurological inefficiencies. 
Because of space limitations, the ClinicalQs for the 
following neurological patterns will be presented in 
summary form rather than the full output. In addition, 
only data relevant to the present discussion are included 
in the summary.
 The fundamental neurological condition one finds 
in depression is an imbalance in the frontal cortex with 
the right (F4) being more active as compared with the left 
(F3). This imbalance can result from several neurological 
conditions as measured with the EEG. The Davidson 
(Henriques and Davidson, 1991) pattern, identified years 
ago, is when Alpha has greater amplitude in the left 
relative to the right.
 However, there are many other conditions that 
result in this imbalance. For example, the client shown 
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in Figure 2 has an imbalance where Beta is greater in 
the right relative to the left. Clinically this appears to 
be the ‘genetic’ predisposition for depression although 
it may be found in client’s having recently experienced 
a loss. Figure 3 shows the Davidson depression marker 
of elevated Alpha in the left relative to the right frontal 
cortex. The client shown in Figure 4 is similar in that 
Theta is greater in the left relative to the right resulting in 
the right being more active than the left. Clinically the two 
patterns just described (low frequency amplitude greater 
in the left) are very frequently associated with reactive 
depression. In Figure 5, we see a pattern often found with 
a person with the predisposition to depression who has 
experienced a severe emotional stressor that has triggered 
the predisposition.
 Exposure to a severe emotional stressor or 
an accumulation of emotional stressors is associated 
with a blunting of the Alpha response at locations Cz 
and O1. We understand that this marker is associated 
with incompletely processed emotional sequellae of the 
emotional event(s). Exposure to emotionally negative 
images (corpses) has been shown to temporarily blunt 
the Alpha response and fortuitous exposure to severe 
emotional stress with clinical clients likewise revealed 
Alpha blunting. Alpha blunting is seen as restricted 
elevation of Alpha amplitude when clients close their eyes 
(Swingle, 2013).
 Occasionally one sees clients who report that 
they are depressed but there are no depression markers 
in the ClinicalQ. There are many profiles that are found 
but two are relatively common. The profile shown in 
Figure 6 shows no depression markers but both trauma 
markers. There are other details of clinical relevance in 
this profile but the critical point for this discussion is 
that unprocessed trauma can be manifested as reports of 
“depression.” The lack of the reactive depression markers 
may indicate that the client is in the numb phase of post 
traumatic exposure. However, although of interest to 
speculate on these matters, clinically one proceeds to 
release the Alpha and then utilize whatever therapy 
the clinician judges relevant to resolve the condition. It 
is with these trauma clients that the one-size-fits-all 
“neurofeedback” franchisers are the most destructive. 
Often one will hear comments about how to quiet an 
emotionally abreacted client who has been subjected to 
one of the canned protocols. Exactly the opposite of good 
clinical practice.
 The profile shown in Figure 7 is also quite 
common. These are clients in severe states of anxiety 
who feel hopeless, frightened and out-of-control. They 
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report being “depressed” because their lives are in 
shambles, or they feel they are going to decompensate, 
or they feel just plain helpless. Treating these conditions 
with antidepressants is a formula for creating a life-long 
problem. This common form of “depression” results 
from exhaustion associated with severe chronic anxiety, 
poor sleep quality or persistent mental chatter. In such 
circumstances the person is worn out, sleep deprived 
and “at the end of their tether.” Commonly associated 
with “burn-out,” this condition is characterised by lack of 
interest in activities and avoidance of social interaction 
and better understood as a fatigue condition caused by 
a neurological predisposition to poor stress tolerance. 
The neurological marker for this condition is a low ratio 
of the amplitude of Theta brainwaves (3–7 Hz) to Beta 
brainwaves (16–25 Hz) at location O1. At the Swingle Clinic 
we see many clients with decades of pharmaceutical 
and “psychotherapy” treatment for “depression” who 
obviously are not doing well because the wrong condition 
is being treated. The ClinicalQ identifies the areas for 
neurotherapeutic treatment quite precisely. Again, there 
are several other aspects to this EEG profile of clinical 
relevance such as markers for cognitive perseveration, 

but for the purposes of the present discussion it is the 
two markers of deficient Theta/Beta ratio at the occipital 
location and elevated left frontal Beta that identify the 
anxiety state. There are some qualitative differences in this 
condition depending on whether the deficient Theta/Beta 
ratio results from elevated Beta amplitude or from deficient 
Theta amplitude, or both. Knowing which form of anxiety 
based depression the client is experiencing is critical to 
providing effective neurological treatment for this disorder.

summary

Depression is a neurological disorder that can be effectively 
treated with neurotherapy. All of the mood disorders have 
identifiable brainwave patterns that permit very precise 
diagnoses and more importantly point out precisely 
how the neurotherapist should proceed to correct the 
problem. Some forms of depression are associated with 
imbalances in the frontal regions of the brain such as 
when Beta amplitude is considerably greater in the right 
frontal cortex relative to the left, as shown above. Other 
forms of depression are associated with deficits of slow 
frequency brainwave amplitude in the back of the brain. 
Bipolar conditions are usually associated with brainwave 
anomalies in both the front and the back of the brain. 
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Teletherapy: How Does it Affect the Therapeutic Relationship?

 o n ce up o n a time ,  not so long ago, 
psychotherapy was governed by very strict guidelines. The 
patient/therapist dyad would meet face to face on a multi-
session per week basis. Each had his or her particular role 
of how to be present in the treatment. Over the decades 
the rules of therapy have relaxed. Therapy may now be 
much more infrequent and the medium of treatment has 
vastly changed. We now conduct therapy in a way that the 
early pioneers would never have understood. What also 
is shifting is how radical the therapeutic relations in the 
new structures of Skype/email have changed as well. In the 
vastness of the internet, we are trying hurriedly to lay down 
structure.
 Teletherapy, yes or no?? The initial controversy is 
organized around whether the use of technology leads to 
dilution of the treatment or is an adaptive innovation that 
is clinically effective and true to the tenets of dynamic 
therapy. These tenets involve managing the ‘frame’ and 
resistance to it, free association, and the development of 
the analytic process through unconscious fantasy and 
transference/counter-transference. In face to face therapy 
there are resistances to the treatment and the transference:  
e.g. silence, coming late, not paying, to name a few. On 
Skype the therapist deals with resistance expressed in, for 
example, forgetting to call, speaking softly, not using the 
headset, moving away from the mike, accepting other calls, 
nonpayment. (J.S.Scharff. IJP vol., 93, I pg. 81–9555, 2012).
 There are three types of Skype: Skype phone, Skype 
voice over the internet and Skype computer to computer. It 
is secure (Snyder, 2011), understanding that at this point 
it is all experimental. But even face to face therapy isn’t 
completely secure as the session can be interrupted or the 
room may even be broken into.
 Analysis has changed because society has changed. 
People travel much more and communication has gone 
through worldwide change. Analytic psychotherapy has 
had to adjust. Frequency of sessions are diminished and 
condensed into periods of availability and the analyst/
and/or patient may have to travel. To maintain frequency, 
treatment by voice/phone/Skype has arisen. The phone 
began to be used for therapy as a way to deal with crises 

or reluctant bedridden 
patients, or it was used 
when the patient had to 
move (Saul, 1951; Aronson, 2000a). 
To adapt to the use of phone as 
therapy they recommended phone sessions 
intermingled with in-person sessions on a 
flexible schedule (Aronson, 2000a).
 In 2003 the use of the telephone 
headset was recommended to give a superior 
sense of connection when using the phone. 
(Leffert 2003,. p 117). The headset is now used 
for Skype. This new system is referred to as 
VOICE-OVER-INTERNET PROTOCOL (VOIP). 
VOIP has the advantage of providing high 
fidelity sound making the voice more vivid 
through the headset. Acuity of the headset 
has been experienced by both patient and 
therapist as a way to bring the voice through 
in a more total way. Technical problems 
still occur, however, regarding security and 
reliability of connections, as well as dropped 
connections, frozen connections (which can be 
experienced as empathic failures to the patient). 
The offer of telephone sessions denies, however, the 
separation and loss of the therapeutic dyad as well as 
the bodily presence of the therapist and the containing 
environment of the therapy (Argentieri and Mehler, 2003).
 Teletherapy will not work if the patient lacks a 
capacity for maintaining the alliance and sharing the 
responsibility for the management of the setting. You 
cannot do this work if either has uncorrected deafness 
issues, when either speaks too softly or indistinctly, or is 
too silent to maintain the connection. Teletherapy will not 
work with a patient who is borderline or suffers suicidal 
ideations/actions, where there is a need for medication 
unless a local psychiatrist assumes responsibility, and 
where there is substance abuse (sobriety must be 
maintained). Teletherapy is not appropriate if the therapist 
gets anxious not meeting face to face and can’t keep the 
patient in his mind.

ly nn e .  superstein - r ab er, ph . D. ,  r.  psych .

Lynn Superstein-Raber is Registered Psychologist and Psychoanalyst in private practice in Vancouver. She is 
also a Clinical Associate with the Department of Psychiatry, Faculty of Medicine, University of British Columbia.
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 Teletherapy will work when someone lives away; 
the therapist has met the patient and made an assessment, 
as well as establishing an alliance in a primary state and 
there is an agreement, hopefully for in-person sessions 
at suitable interviews. As an aside, teletherapy may be a 
convenient and helpful to at least get a patient into the 
mental health system.
 Ultimately the phone and Skype and phone 
connection continue to help patients move forward in 
their lives. Keep in mind the type of patient you move 
to phone therapy: some of them are more responsive 
and adaptable than others. It is better than terminating 
a therapy just because the two of you may no longer be 
able to be in the same room together for many reasons, 
like distance. It is a therapeutic compromise. It is 
never a treatment of choice. It affects the data that is 
available for the therapy; i.e. you are just left with a 
voice or the face leaving out many of the cues like non-
verbal communication. If there are no verbal cues, the 
unconscious relationship to the therapist shifts.
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 What is it like for the patient to only have the voice 
of the analyst? (Habib,Y. 2003) What becomes involved in 
non-verbal communication? Not to see, not to perceive 
odors, noises, temperature, not to know or control what 
the analyst is doing while talking. (Is he lying in bed while 
on the phone?) It is a form of sensory deprivation that goes 
both ways. You also miss out on postural gestures and body 
language. The interaction is stripped of the whole human 
relationship-the loss of the mind and body relationship 
between two human beings. Psychotherapy tends to be a 
relation between two whole persons. Telephone analysis 
entails a relationship with a partial person, represented by 
the therapist's voice/face or tone, timbre, and an expression 
of the spoken word can be misunderstood. The telephone/
computer becomes a transitional object.
 Yes, the telephone and Skype give us options that 
we can see the patient in a more flexible and creative way, 
but where is the line where flexibility affects the essence of 
the therapy? Is physical presence a sine qua non of therapy??
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