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Ottawa - Oct 26-27
Toronto - Oct 30-31
Vancouver - Nov 8-9

IÝ ã½»®Ä¦ ã« Ýã óù ãÊ ÖÙÊÃÊã «Ä¦ Ä ¦ÙÊóã«? We don’t tell toddlers how to walk or
ask them how they feel about walking. We encourage and support trial and
error experience. How often do you leave a workshop feeling inspired
but unsure how to do anything different in your next session?
describes a therapeutic
approach that combines
In this action-packed workshop, leading CBT innovator Christine A.
talk with active learning
Padesky demonstrates  òÙ®ãù Ê¥ ã®ÊÄ Ãã«ÊÝ ã«ã Ä Ä«Ä
experiences embedded into
CBT Ä Êã«Ù ¥ÊÙÃÝ Ê¥ ÖÝù«Êã«ÙÖù. Like her other “Show Me”
each session. It is
workshops, she structures her teaching around clinical demonstrations
designed to make therapy
rather than lectures. For each segment of the workshop, she demonmore effective and to
promote faster
strates particular methods so participating therapists can see exactly how
client change.
Padesky conducts “action-packed” CBT. The structured exercises that follow
help therapists learn through experience how to implement action-oriented
approaches. Thus, “More walk and less talk.” Even so, there is ample time for questions, answers, and discussion
to promote a more complete understanding of how to apply these approaches with diverse clients in a variety
of settings.

Action methods demonstrated in this workshop include: ®ÄãÙã®ò
óÙ®ã®Ä¦/Ùó®Ä¦, ®Ã¦Ùù, ÙÊ½ Ö½ù®Ä¦, Ä «ò®ÊÙ½ øÖÙ®ÃÄãÝ both in
and outside the office to test out beliefs or to try new behaviors. A brainstorming
section in the afternoon of the second day helps therapists discover how a variety of
creative methods can be derived from these basic actions. Padesky guides workshop
participants to develop a model over the course of the two days to help decide when
to employ action approaches, when listening and talk are the best interventions, and
what types of action are best suited to particular therapy purposes and goals.
Join us this fall to observe and practice a variety of actions that promote client
learning. Experience how action-packed therapy helps maximize client engagement,
discovery and change.

Cognitive Workshops
www.cognitiveworkshops.com
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W e a re g r at e fu l f o r t h e m a n y su b mis si o n s we received on the topic of psychology and the public good.
We received far more submissions than we had space to print. Thankfully, we will have space to print more articles on
this topic in the Fall issue of the BC Psychologist. That issue will not have a special theme, but we consider the topic to be
of continued importance to our members.
If yo u wish t o w rit e

for the BC Psychologist, please contact communications@psychologists.bc.ca

Letter from the President
M a rily n Ch o t e m , E d. D, R. Psych .

Marilyn has been on the Board of Directors of the BC Psychological Association since 2011. She was a member
of the MSP Taskforce Committee prior to joining the Board. She was the primary contributor to the proposal for
Integrating Psychological Services into Primary Health Care with proposed funding from MSP. Her interest in being
on the board is to increase accessibility of psychologists to the people who need psychological services most, yet
lack the financial means to receive them. She has been doing psychotherapy in BC since 1978 in a variety of settings
including addictions, child and youth mental health, adult mental health, adult eating disorders, EAP and private
practice. She has a part-time private practice in West Vancouver working with individuals, couples and families with
a variety of presenting concerns. www.marilynchotem.com.

D e a r Co l l e ag u e s ,

Summertime is a time to indulge in whimsical delights and
broken routines as we recover from the winter past and
restore ourselves for the winter coming. Getting away can
bring new perspectives on what matters. Like A Midsummer
Night’s Dream, we may have a fresh appreciation for what we
are already doing. Conversely, we may rethink our values,
interests and priorities and come to new directions. Whatever
your path, I hope that you are able to take advantage of this
special season to recharge in whatever way you need.
July and August are a needed break for the BCPA Board, too,
so that we can restore our energies and renew our visions
for the next fiscal year. The past year has been productive.
We had four excellent workshops. Dr. Christine Korol gave
a lively, informative and timely talk on use of technology in
psychological practice. Dr. John Briere once again held our
attention with an entertaining and reflective workshop on
trauma and mindfulness. Dr. Greg Niemeyer had the talents
of a stand up comic while giving well-researched information
on the DSM-5 and ICD-10. People may have thought the topic
dry, or perhaps not relevant, but it turned out to be both
relevant and rich in information and humour—energizing,
actually. Our last workshop was well attended, likely due to
the need to fulfill the Ethics requirement for the College’s
Continuing Competency log. Again, Dr. Erica Wise did not
disappoint. She brought complex, multicultural vignettes
that were thought-provoking (mind stretching) and sparked
interesting discussions that increased our awareness of the
multiple perspectives in complex ethical decision-making.
The Community Engagement Committee (CEC), in concert
with the BCPA staff, did an excellent job of organizing 14
public talks in different languages throughout the province
in February. The public talks provided mental health and

substance use education to a diverse group of cultures on
a diversity of psychological topics. This was a huge success.
The CEC would like to recruit more members for Psychology
Month talks in February 2018. Please contact the office or Dr.
Patrick Myers if you are able or willing to give a talk.
The Advocacy Committee is working on developing alliances
and contributing to mental health and substance use (MHSU)
policy and planning discussions in BC. We want to educate
decision makers and key stakeholders on the training and
skills of psychologists and the cost benefits of utilizing
the profession most trained in evidence-based MHSU
assessments and treatments. We met with the Ministry
of Health to initiate dialogue and will make every effort to
continue to build relationships with them. We are also in
the process of initiating meetings with Doctors of BC and
Divisions of Family Practice. The committee also worked
with VCH psychologists and the Health Sciences Association
on recruitment and retention issues (salaries and benefits to
attract and retain psychologists in public service positions).
Rick Gambrel, Executive Director, put together Talking Points
for speaking to MLA candidates in advance of the election.
The packages are available to anyone and are designed to
help psychologists succinctly convey to their local MLA’s
the importance of increasing access to mental health and
substance use treatment in BC, and the unique manner in
which psychologists could help to cost-effectively enhance
the health of British Columbians and reduce the treatment
burden on family physicians.
BCPA is the voice of psychology in BC. If you are not
currently a BCPA member, we hope you will take a minute to
complete the enclosed registration form and return it. The
more psychologists we have as members, the more we can
do for psychologists in BC. We also welcome members on
committees. Lastly, we are adding to our list of psychologists
BC Psychologist
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with expertise in a particular aspect of psychological
practice that we can engage with the media in a timely
manner around current events in the news. This will both
raise the profile of psychology, and raise the awareness of
the level of training and expertise that psychologists bring.
Ultimately, BCPA is interested in making psychological
services accessible to those who need them, while
remunerating psychologists at a level commensurate with
their extensive training and skills.
Respectfully submitted,

Marilyn Chotem, Ed.D., R.Psych. #0773
President, BCPA

It’s time to renew your

BCPA membership
ONLINE FORM
•
•
•

go to psychologists.bc.ca
log into your account first
pay with your credit card

OFFLINE FORM
•
•
•

enclosed with the journal
complete the renewal form
mail it with a cheque

Call the BCPA office at 604.730.0501 if you need assistance.

Please renew before August 31st, 2017

to avoid the late fee of $25
6
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Letter from the Executive Director
ri ck ga m b re l , b . Co m m . , LL B .

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

time to renew your
BCPA membership or join 800 BCPA members in advancing
the cause of psychology in British Columbia.
It's t h at tim e o f y e a r again –

I can tell you that BCPA is doing more than ever for
its members and for the public in providing better
psychological treatment for British Columbians.

•
•

•

BCPA's accomplishments over the past year include the
following:

•

•

•

•

•

•

•

•

•

Yet again, BCPA's membership is the largest in the
association’s history, with 800 members
We were the most active psychological association in
Canada during Psychology Month (February 2017),
presenting 14 free public talks to communities in
Vancouver, Surrey and Kelowna, in the languages of
English, Cantonese, Arabic, and Punjabi
We reached almost 10 million people during Psychology
Month with unprecedented media coverage, promoting
the cause of psychology in print, online, radio, and TV
outlets (45 interviews in one month!)
We advocated to dozens of unions and employers at the
Bottom Line Conference on workplace mental health to
enhance their benefits by increasing annual coverage
limits for psychological services to at least $10,000
per year, in line with employers like Manulife and
Starbucks
Our endorsed professional liability insurance plans
(brokered by BMS and Johnston Meier) offer better
coverage than ever before for the lowest rates available
to psychologists
I am one of six representatives in the BMS insurance
plan governing body advocating for BCPA's interests,
preserving your right to choose between two endorsed
insurance programs (BC is the only province in Canada
where that choice exists)
Our advocacy committee presented to the government
on how psychologists can improve mental health and
substance use treatment

•
•

We met with candidates during the election and
represented your voice
We were featured in the wellness column of the Verdict,
a journal of the Trial Lawyers Association of BC,
demonstrating how psychologists can assist lawyers
and their clients
We presented four quality education programs and ten
ethics salons
We continued to listen to the needs of psychologists
in BC through our annual member survey and focus
groups
Our online forum continues to help you connect with
our community of psychologists
I serve as BCPA delegate to the Council of Professional
Associations of Psychology (CPAP)
I am the Chair of CESPPA – an international organization
for Executive Directors of psychological associations

It has been a busy year, and next year will be even
busier. BCPA is on solid financial footing. It is on solid
organizational footing. We are in a better position than
ever before to serve and advocate for you and for good
psychological care for all British Columbians.
I encourage you and your colleagues to renew your
membership or become a member and join over 800 of
your colleagues to make the profession stronger.
We are the voice of psychology in British Columbia. Let’s
make that voice stronger.

Rick Gambrel, B. Comm., LLB.
Executive Director, BCPA
BC Psychologist
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BCPA News & Events
Membership Renewal:

Get Involved:

•

•

Pl e a se re n e w your 2017 – 2018 BCPA
membership online at www.psychologists.bc.ca
or complete the renewal form enclosed with the
journal and send it back to BCPA with a cheque
before August 31st, 2017 to avoid the $25 late fee.

If yo u a re in t e re s t e d in BCPA Committees'
activities and are thinking of getting involved, please
contact us by phone or email: admin@psychologists.
bc.ca. We will get back to you with more information.

Board Nominations:
•

five positions will be opening on
the Board of Directors of the BC Psychological
Association. Please see page 25 or visit www.
psychologists.bc.ca for more information and
submission.
T his y e a r,

Social Justice in Practice:
•

b e t t e r m e n ta l h e a lt h a n d
a d d i c ti o n c a re in b .c .

BCPA stands with the Canadian Mental Health
Association in calling for a system of care
that addresses mental health, addiction, and
physical health equally by:

Upcoming Workshops:
•

Min d ov e r m at t e r: t h e hid d e n
in flu e n ce o f psych o l o gy

Presented by Dr. David Ballard
9:00am – 4:30pm Friday September 29th, 2017
@ Italian Cultural Centre (3075 Slocan Street)
Sponsored by Chuck Jung Associates and Chartered
Professionals in HR Association of BC

- Focusing on prevention & early intervention
- Building an accessible addictions care system
- Improving crisis care
- Leading change in mental health & addictions
Sign the declaration at: www.b4stage4.ca

Please see page 23–24 or visit www.psychologists.
bc.ca for more information and registration.

•

Psych o ph a rm aco l o gy u pdat e :
a d u lt s a n d o l d e r a d o l e s ce n t s

Presented by Dr. John Preston
Save the Date: Friday November 17th, 2017

Submit Articles:
•

W e a re a lways l o o kin g f o r w rit e rs

for the BC Psychologist. The deadline for the Fall 2017
issue is September 1st. For further details, contact
us at: communications@psychologists.bc.ca

Social Media:
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J o in us O n lin E!

Like us on Facebook
Follow us on Twitter
Follow us on Instagram
Connect with us on LinkedIn
Subscribe to our YouTube

B CPA si g n s d e cl a r ati o n f o r

•

B CPA J OINS COALITION TO END
DISTRAC TED DRIVING

BCPA is pleased to announce that it has joined
the newly established BC Coalition to End
Distracted Driving, an initiative to create
awareness about the disturbingly dangerous
reality of BC's roads. Distracted driving is now
responsible for more motor vehicle deaths than
impaired driving.
Members encourage British Columbians to
put their phones away, keep their hands on the
wheel, and commit to being "present" while
driving. Distracted driving is just not worth it.
Spread the word!
www.distracteddrivingkills.ca

Assessing for Entitlements
a RNIE fUNK , r. pSYCH .

Born and raised in Manitoba, Arnie completed course requirements for a Ph.D. in clinical psychology at the University of
Kansas, but did not finish that degree. He has been a clinical psychologist in a State Hospital in Kansas, psychologist in
the psychiatric unit of a general hospital in Saskatchewan (also doing research on LSD), supervisor of two Child Guidance
Clinics in Michigan and the agency’s consultant to school districts. A school psychologist in BC since 1978, he also joined
Central Office in Child & Youth Mental Health Services for 6 years. He has conducted special education audits in 15 school
districts in BC, and currently works for the Maple Ridge SD.

PSYCHOLOGI C AL ASSESSMENT RE P ORTS ARE

to establish entitlements
in health, education and social services for children and
adults. For example, these reports are used to determine
eligibility for life-long supports and benefits in programs
such as those offered by Community Living BC.
IN CREASINGLY NE CESSARY

There are significant challenges facing psychologists who
perform assessments on children and youth. These include:

•
•
•
•
•
•

many new and evolving assessment instruments;
use of digital devices in testing procedures, e.g.
Q-Interactive – a Pearson testing service that uses
iPads to interface with the client;
use of non-psychologists in testing clients;
diagnostic systems, e.g. DSM-5, that obfuscate criteria
for diagnosis that are used to determine eligibility for
support;
definitional issues, e.g. criteria for diagnosing
intellectual disabilities;
pressures from parents and educators to obtain
diagnoses that provide some form of entitlement.

These issues are not specific to British Columbia or Canada.
They have been identified in other jurisdictions including
Alberta (e.g., Wishart & Jahnukainen, 2010), the US (e.g.,
Shattuck, 2006) and Australia (e.g., Graham, 2015). These
challenges for psychologists are seen in assessments that are
used in both educational and medical settings (Graham, 2016).
There are an increasing number of test instruments used
by psychologists. Many instruments purport to ferret-out
processing difficulties that correspond to poorly defined
criteria. A current catalog from a major psychological test
publisher lists hundreds of tests, most commonly with many
subtests that could theoretically be applied to entitlement
decisions. When diagnostic or eligibility criteria demand
a discrepancy score between two or more functions or
processes, the choices are many and examiners can choose

which will meet a specified criterion. This means that a
psychologist may feel pressured to administer a tool that
best illustrates a qualifying discrepancy score. Significant
discrepancies can be obtained by chance alone, if one
administers enough tests. This can result in ‘cherry-picking’
test results from an increasing number of available tests
that will, because of variable levels of functioning that
occur naturally within each individual, frequently yield an
entitlement to some type of support.
There has been an increase in the availability of funding for
those who meet certain diagnostic criteria. Some of this
funding is available to parents directly, some is provided to
school districts to provide support staff for a child. Such
availability has led to improved services for those in need,
but also to improved benefits to individuals who may be
taking advantage of the system.
There are cases of fraud. One parent was overheard by a
teacher to advise other parents on how to train a child to
underperform on psychological tests, and which psychologists
to use to obtain the desired result, so that the child would
qualify for life-long Community Living BC (CLBC) resources
and financial support.
Criteria for certain entitlements have become both more
inclusive and less clear. For example, a psychological
assessment in a medical setting diagnosed a young person,
who had Verbal Comprehension and Perceptual Reasoning
scores (previously referred to as Verbal and Performance
IQs) at the 22nd percentile, as ‘intellectually impaired’. This
decision was based on a rating by the parent of the child’s
adaptive behavior skills as falling in the range of an
intellectual disability, and the psychologist placed greater
emphasis on adaptive skills than on cognitive abilities (as
suggested in the new DSM-5 manual) in making such a
diagnosis. A team of psychologists agreed to the diagnosis
decision. This decision ignores the fact that ratings of
adaptive behavior skills can vary greatly, depending on
BC Psychologist
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motivation, context or environment, and a rater’s attitude,
intention, bias, benefit seeking and understanding of each
item, etc. (for a critique of the DSM-5 sections on Intellectual
Disabilities, see this writer’s previous post, BCPA Forum,
February 26, 2014; Subject: DSM-5).
A second example of problematic flexibility is that of a
discussion with a psychologist from a medical institution
who described the results of an assessment of a student,
claiming that the results would support an educational
designation of a ‘chronic health condition’ because of
diagnoses of ADHD, Tourette’s and Learning Disorder.
When that psychologist was told that those diagnoses
would not necessarily qualify the student under the
‘chronic health’ category for support services in the
school district, the psychologist stated that a diagnosis
of ‘intellectual disability’ could be added, based on low
adaptive behavior skill scores. The colleague questioned
this, and asked for cognitive data. After some prompts
and requests, the institutional psychologist provided a
Perceptual Reasoning standard score of 117 (87 th percentile),
but stated that because of the low adaptive skills, a
diagnosis of an intellectual disability could be applied.
Bending/selecting data and interpretations to meet
entitlement requirements should be considered unethical,
the DSM-5 notwithstanding.
This writer has seen tremendous variances in adaptive
behavior ratings of a student between a parent and a teacher,
as well as between different forms of administration such
as face-to-face interviews versus independent completion of
questionnaires. Adaptive behavior ratings are by no means
as objective as a direct clinical assessment, yet they are
given greater credibility. Adaptive behavior skills are also
more readily taught than cognitive skills, and therefore less
predictive of future abilities.
In the case of children and youth it is important to obtain
direct information from a variety of sources, particularly
from school. A recent neuropsychological assessment
of a child was prepared without input from the school
where a child spends a significant portion of waking life
and where observations by education professionals are
available. The assessment concluded with many education
recommendations without input from the classroom teacher
or the program at school. The assessment findings were
based on examining the child and on the parents’ reports,
and it was concluded that there were no concerns about
anxiety or emotional difficulties. However, the classroom
teacher observed frequent crying and other difficulties
that interfered with learning. It is important that any
10
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psychological assessment of a school-aged child include
direct information from that setting, especially when
offering suggestions for the child’s teacher.
The increasing rate of diagnosis of conditions that give
access to funding from the government should be one
warning that such diagnoses are being sought. Categories
in special education that generate the most funding for
schools (e.g. autism, physical disability) have shown the
greatest increase over the years 2002-2015 (Sherlock, 2015).
Another category that provides increased supports for
students, Learning Disabilities, has also increased as the
definition has changed. The DSM-5 is the current version
of the diagnostic manual for mental and psychiatric
diagnoses. The DSM-5 allows for a diagnosis of a Learning
Disorder to be made by a physician on hearsay evidence
alone. (For more detailed discussion of these issues, see
my article in the Spring 2015 edition of the BC Psychologist:
“Learning Disability: Have Psychologists Forgotten How to
Think?”).
A related DSM-5 problem that contributes to the overdiagnosis of entitling conditions is the allowance of multiple
diagnoses based on the same behaviors. For example, a
child with Down Syndrome may also be diagnosed with
Autism because of symptoms that are similar in the two
conditions. Both conditions include symptoms such as poor
eye contact, repetitive behaviors, poor social reciprocity,
language difficulties, etc. Yet, the child will be characterized
as having two diagnoses. In BC, adding the Autism
diagnosis for a child with Down Syndrome can bring an
additional $6,000 per year to the family and add $18,300
per year to the school district’s claim from the Ministry of
Education for this category.
Psychometrists are sometimes employed by psychologists
to test their clients (and sometimes write their reports),
even though it would seem that good clinical practice
would require careful direct observations of functioning
by the psychologist during testing in order to derive valid
interpretations. A recent psychological report I read listed
primarily test results without interpretation of the scores
involved, but only a description of the final diagnosis and
reasons describing how the scores justified it. This process
was defended by the psychologist on the basis that it would
speed up assessments. If one extrapolates such a process, in
the future psychometrists or online tests could produce the
numbers or scores required to meet a diagnostic criterion,
and circumvent the psychologist’s role entirely. While the
motives for adopting this approach is unknown, it is clearly
poor practice. It was possibly stimulated by economics,

since psychometrists may typically charge the psychologist
$25-50/hour for their service and the psychologist can
then bill $200/hour or more. Some psychologists employ
psychometrists to do the testing and often much of the
report writing, yet do not identify that fact in their written
report which is then only signed off by the psychologist.
This appears to be a deceptive practice.
I have noted an increasing specialization in assessment
services, so that to obtain a specific diagnosis the client
needs to arrange the assessment from specific providers.
Despite claims of a comprehensive assessment in their
reports, some providers refuse to make a diagnosis of
other conditions even though their expertise, clinical
data and observations should clearly be sufficient to do
so. For example, a report from a service designed to assess
Complex Behavior Disorders refused to comment on other
possible diagnoses such as Autism, instead referring the
patient to an autism assessment service. This seemingly
unnecessary compartmentalization of professional services
likely delays services to clients and incurs additional
costs. Assessment specialization also occurs within a
service. In one example, a hospital psychologist did not
comment in a psychological report about findings that
would support/contradict a possible diagnosis of autism
because that diagnosis was relegated to an associated
psychiatrist. Such a report by a psychologist should be
considered to be incomplete. If a child is referred for an
assessment of possible autism, the psychologist should
certainly comment on findings that would support or not
support such a diagnosis, independent of the opinion of a
psychiatrist or other professionals.
In my experience I have seen many problem behaviors in
children that require support yet do not result in a fundable
benefit. By our nature, most psychologists genuinely wish
to bring improvements or assistance to their clients. But if
we adopt poorly-defined criteria or circumvent existing ones
in order to create entitlements, we weaken our credibility,
impose unfairness on the system, and impact the taxpayer.

A supervisory process could assist in addressing some of the
issues in this essay by:

•
•
•

•
•
•

•
•

having an active discussion of assessment practice on
the BCPA Forum;
forming an ad hoc committee aimed at creating a
Practice Advisory paper on assessment issues;
recommending that psychologists include the hours
of direct face-to-face contact with their client in their
report, and identifying other persons who administer
specific tests;
having psychologists include evidence or data in their
report that may contradict their conclusion, i.e. to avoid
‘cherry-picking';
writing reports that also provide evidence for other
potential diagnoses than the one for which the referral
was made;
establishing clear criteria and guidelines for the use
of non-psychologists in the process of assessment, i.e.
limiting their role to administering tests that do not
require clinical observations;
requiring that assessments of school-aged children
normally include current information obtained directly
from that school;
developing a consensus for the definition of diagnoses
that lead to entitlements for Provincial programs, e.g.
intellectual disabilities.

One can speculate on the motivations that would lead
a psychologist to ‘tilt the table’ in favor of providing an
entitlement. These could include attributions such as: a
desire to be helpful to the client or child being assessed,
wanting to be ‘nice’ and liked by the client, increasing
referrals by becoming known for providing easier access to a
preferred diagnosis, personal values related to society’s role
in supporting people with difficulties, genuine interest in
providing assistance to others; etc. Motivations are difficult
to assess. More important, in my view, is the inherent
unfairness and sometimes deceit in ‘tilting the table’. We
need to guard against that for the public good.

R e fe r e n ce s

Graham, L. J. (2015). A little learning is a dangerous thing: Factors influencing the increased identification of special educational needs from the
perspective of education policy-makers and school practitioners. International Journal of Disability, Development and Education, 62, 116-132.
Graham, L. J. (2016, January 27). Children with disabilities risk being misdiagnosed in order to receive school funding support. The Conversation.
Retrieved from https://phys.org/news/2016-01-children-disabilitiesmisdiagnosed-school-fundingsupport.html
Shattuck, P. T. (2006). The contribution of diagnostic substitution to the growing administrative prevalence of autism in US special education.
Pediatrics, 117, 1028-1037.
Sherlock, T. (2015). 2015 Special needs. Retrieved from https://public.tableau.com/profile/tracy.sherlock#!/vizhome/2015SpecialNeeds/
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Wishart, D., & Jahnukainen, M. (2010). Difficulties associated with the coding and categorization of students with emotional and behavioural
disabilities in Alberta. Emotional and Behavioural Difficulties, 15, 118-187.
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Caring for Caregivers:
A Case for Developing and Disseminating Formal Group Psychotherapy for
Caregivers of Terminally Ill Family Members
pATRICK pOYNER- dEL vENTO, PH . D.

Dr. Poyner-Del Vento completed his
graduate degree in clinical psychology
at Simon Fraser University in 2013. He
currently lives in Nanaimo, BC and
works as a psychologist at Campbell &
Fairweather Psychology Group.

e LIZ A B ETH g OY, PH . D.

Dr. Goy completed her graduate degree
in clinical psychology at Northern
Illinois University in 1999. She currently
lives in Portland, Oregon and works as
a psychologist at the Veterans Affairs
Portland Health Care System.

“

Attachment-based
and emotionally
focused group
therapy can
potentially address
common issues in
caregiver burden.”

are among the most
challenging aspects of our life experiences, and grief over the loss of a
loved one can be painful and unavoidable. However, the notion of death
and loss as a sudden, acute experience is misguided—for many, death
comes slowly, and over many years (World Health Organization, 2004).
Whether the losses are physical or cognitive, this gradual process can have
a significant emotional impact on the individuals afflicted, as well as their
loved ones (e.g. Chan, Livingston, & Sampson, 2013; Kubler-Ross, 1973).
D e at h , l os s , a n d b e re av e m e n t

Caregivers of family members with chronic and terminal medical diseases
know this process all too well. The gradual losses experienced in such
diseases as amyotrophic lateral sclerosis (ALS), chronic obstructive
pulmonary disease (COPD), cirrhosis of the liver, dementia, Parkinson’s
disease, or different types of vascular diseases can have a devastating
impact on caregivers’ emotional well-being and quality of life (e.g. Lau
& Au, 2011; Lyons, Stewart, Archibold, & Carter, 2009). Over the course
of these illnesses, family caregivers will devote a continually increasing
level of time, energy, and attention to managing their loved ones’
physical or cognitive limitations. These experiences, often referred to
as caregiver burden (see Zarit, Reever, & Bach-Peterson, 1980), can lead to
emotional difficulties in the caregiver (e.g. depression, anxiety, stress, or
somatization) and significant relationship distress between the caregiver
and loved one (e.g. Schultz & Beach, 1999).
Formal psychological interventions specifically tailored to caregiver
burden are minimal or absent in most community settings (see Sheets,
Black, & Kaye, 2014). A major part of this issue is structural: a lack of
governmental/social support, as well as low accessibility or availability
of the caregiver, all act as prominent barriers toward engagement in
treatment (e.g. Rabow, Hauser, & Adams, 2004). Furthermore, when
caregivers are able to seek treatment, most can only rely on peer-led
community support groups as a means of coping. Although these support
groups can provide invaluable education regarding disease processes or
opportunities for emotional support among caregivers, they are unlikely
to be infused with evidence-based mental health interventions that
psychologists typically provide.
However, here another issue arises: a lack of advancement in psychological
treatment for caregiver burden. That is, we may be sufficiently trained to
deal with some mental health challenges (e.g. depression or anxiety), but
many of the typical tools of our trade may not be the best fit for caregiver
burden. For example, providing a cognitive-behavioral treatment that
encourages more pleasurable activities outside the home (which may
mean leaving a caregiver’s loved one unattended for a short time) may
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not be realistic or practical. Challenging the accuracy of
caregivers’ negative cognitions related to their distress (e.g.
“My husband is getting worse”), especially in the absence
of any depressive cognitions (e.g. “I’m so horrible for
complaining”), may not be helpful either.
Alternatively, a group therapy that integrates models of
attachment theory (e.g. Bowlby, 1969) and emotionally
focused couples therapy (e.g. Johnson, 2004) may be a
better fit for this population. Attachment theory posits that
individuals develop unique bonds in close relationships
with others over time. These attachment figures provide
a secure base for individuals to explore the world, as well
as a safe haven to cope with adversity or distress in their
environment (e.g. Mikulincer & Shaver, 2007). However,
when the attachment figure’s health becomes the source of
distress (e.g. a family member is diagnosed with Parkinson’s
disease), it can become particularly challenging for the
individual whose role is shifting to that of caregiver. The
individual may not feel safe to fully explore the world or
seek support from the attachment figure, especially if the
attachment figure is slowly becoming less physically or
emotionally available. The individual may also experience
continual separation anxiety (possibly manifesting as
anticipatory grief or death anxiety) or worry that the
attachment figure is in danger when left alone.
In the context of chronic and terminal medical illnesses,
these fears, unmet needs, and losses are very real for the
caregiver. Thus, providing an attachment-based and
emotionally focused group therapy can potentially address
issues common in caregiver burden. That is, it may help to
normalize and validate attachment-related losses, facilitate
grief-related reactions, and build empathy for both the
caregiver and loved one (e.g. Tie & Poulson, 2013).
We recently developed and piloted such a group therapy
within the Veterans Health Care System of the United
States (Poyner-Del Vento, Goy, Baddeley, & Libet, 2017). This
group, called the Caregivers’ Attachment and Relationship
Education (C.A.R.E.) Class, emphasizes learning about
attachment bonds, understanding how attachment needs
can be affected in the context of a chronic and terminal
medical illness, and validating grief within a supportive
group environment. Using attachment needs as the
underlying framework, the group also includes building
communication skills (e.g. expressing empathy or asserting
one’s own needs) and practicing self-care.
During the initial outreach effort (occurring in the greater
Charleston, South Carolina area), we enrolled eight

caregivers of veteran spouses with Parkinson’s disease
in the C.A.R.E. Class, and seven caregivers completed
the group. The results of the pilot study were promising:
of the caregivers in the group initially reporting mild or
greater levels of caregiver burden, all experienced clinically
significant declines in psychological distress, marital
distress, or both, at one-month follow-up (Poyner-Del Vento
et al., 2017). It remains to be seen whether these results can
be replicated with larger sample sizes, using randomized
control trials (e.g. using a peer-led support group as a
control), or with caregivers of family members with other
major medical issues.
In conducting this study, we also observed two significant
and formidable problems. First, of the 63 families who were
contacted as part of the outreach effort for the C.A.R.E.
Class, 13 caregivers expressed an interest in participating
but declined because of a lack of tangible resources (i.e.
no time available, lack of transportation, or concerns
about leaving the veteran spouse with Parkinson’s disease
unattended). Many more families declined to participate
without any reason given, and it is possible that at least
some of them could not participate because of similar issues.
This finding alludes to a potential need for government
leaders and community stakeholders to provide better
structural supports for caregivers faced with these issues
(e.g. Rabow et al., 2004). Offering easier access to regular
respite care or financial resources for transportation would
be two good places to start. Psychologists and other mental
health providers should also be more widely trained in the
use of telehealth technology (e.g. Chi & Demiris, 2015) in
order to eliminate the challenges of commuting, sometimes
from remote areas, for face-to-face therapy. Although the
development of these resources may seem costly, if these
types of support can significantly delay the transition of a
family member with medical issues to an institutionalized
care facility, the investments may ultimately prove to be
cost-saving measures for Canadian taxpayers.
We also noted another limitation: our sample of caregivers
within the C.A.R.E. Class was quite homogeneous (i.e.
virtually all caregivers were older, Caucasian, female
spouses of Caucasian male veterans). This was especially
evident when noting how the treatment occurred in a
relatively diverse geographic area of the United States with a
strong presence of African American veterans in the vicinity.
This may speak to cultural barriers regarding perceptions of
mental health, past experiences of discrimination in health
care settings (e.g. Hausmann, Jeong, Bost, & Ibrahim, 2008),
or financial limitations among residents from different
BC Psychologist
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socioeconomic backgrounds. It suggests that, in addition
to changes on a governmental or macroeconomic level, we
must work to ensure that psychological interventions for
caregiver burden are desirable, relevant, and accessible to
caregivers from all backgrounds and diverse identities.
In summary, caregivers of individuals with chronic and
terminal medical illnesses are faced with persistent,
distressing, and exhausting challenges over the many years
of care they provide for their loved ones, and it is both
common and understandable that this experience results
in significant mental health difficulties in caregivers and
relationship distress within the caregiver-patient dyad.
Ultimately, researchers, clinicians, government leaders, and
other relevant stakeholders should continue to develop,
assess, and disseminate the best interventions possible for
caregiver burden. Such actions may help us to move closer
to the goal of providing “psychology for the public good.”

Sponsorship Inquries
M e e t wit h H . R. PROFESSIONALS a n d
psych o l o g is t s at OUR NEXT WORKSHO P
ON WORKPLACE MENTAL HEALTH!

• exhibit at BCPA workshop
• advertise in workshop booklet
www.psychologists.bc.ca
402 - 1177 West Broadway Vancouver, BC V6H 1G3
B CPA

604-730-0501 Fa x 604-730-0502
communications@psychologists.bc.ca

Ph o n e
E m ail

R e fe r e n ce s

Bowlby, J. (1969). Attachment. In Attachment and Loss (vol. 1).New York: Basic Books.
Chi, N., & Demiris, G. (2015). A systematic review of telehealth tools and interventions to support family caregivers. Journal of Telemedicine and
Telecare, 21, 37-44.
Hausmann, L. M., Jeong, K., Bost, J. E., & Ibrahim, S. A. (2008). Perceived discrimination in health care and health status in a racially diverse
sample. Medical Care, 46, 905-914.
Johnson, S. (2004). Creating Connection: The Practice of Emotionally Focused Couple Therapy. New York: Brunner /Routledge.
Kubler-Ross, E. (1973). On Death and Dying. London and New York: Routledge.
Lau, K., & Au, A. (2011). Correlates of informal caregiver distress in Parkinson's disease: A meta-analysis. Clinical Gerontologist: The Journal of Aging
and Mental Health, 34, 117-131.
Livingson, C., Jones, L., & Sampson, E. (2013). Grief reactions in dementia carers: a systematic review. International Journal of Geriatric Psychiatry,
28, 1-17.
Lyons, K., Stewart, B., Archibold, P. & Carter, J. (2009). Optimism, pessimism, mutuality, and gender: Predicting 10-year role strain in Parkinson’s
disease spouses. The Gerontologist, 49, 378-387.
Mikulincer, M., & Shaver, P. R. (2007). Attachment in adulthood: Structure, dynamics, and change. New York, NY: Guilford Press.
Poyner-Del Vento, P., Goy, E., Baddeley, J., & Libet, J. (2017). The Caregivers’ Attachment and Relationship Education Class: A new and promising
group therapy for caregivers of individuals with Parkinson’s disease. Journal of Couple and Relationship Therapy. Advance online 		
publication. http://dx.doi.org/10.1080/15332691.2017.1341356
Rabow, M., Hauser, J., & Adams, J. (2004). Supporting family caregivers at the end of life: “They don’t know what they don’t know.” Journal of
American Medical Association, 291, 483-491.
Sheets, D. J., Black, K., & Kaye, L. W. (2014). Who cares for caregivers? Evidence-based approaches to family support. Journal of Gerontological Social
Work, 57, 525-530.
Shultz, R., & Beach, S. (1999). Caregiving as a risk factor for mortality: The caregiver health effects study. Journal of the American Medical 		
Association, 282, 2215-2219.
Tie, S., & Poulsen, S. (2013). Emotionally focused couple therapy with couples facing terminal illness. Contemporary Family Therapy: An 		
International Journal, 35, 557-567.
World Health Organization (2004). Deaths by cause, sex, and mortality stratum in WHO regions. The World Health Report 2004 – Changing History.
Retrieved online at http://www.who.int/whr/2004/annex/topic/en/annex_2_en.pdf on May 17, 2017.
Zarit, S. H., Reever, K. E., Back-Peterson, J. (1980). Relatives of the impaired elderly: Correlates of feelings of burden. The Gerontologist, 20, 649-655.

14

SUMMER 2017

Addiction in a Small Town: Unique Barriers to Health Care
B ritish Co lu m b ia h a s b e e n e xpe rie n cin g a w e l l-

H a l e y O liv e r, psy. d. , r. psych .

d o cu m e n t e d o pi o id ov e rd os e pu b li c h e a lt h crisis

Dr. Oliver is a registered psychologist
currently focusing her practice on
substance misuse and abuse. She resides in
a “small town” and provides psychological
services to a diverse population through a
not-for-profit society.

since early 2016. A recent BC Coroner’s Report (2017) found 931 illicit drug
overdose deaths in 2016, an 81% increase from 2015. Deaths are rising and
treatment has become both more essential and less accessible than ever
before. Research regarding treatment for substance abuse is ongoing,
however, the issue of how to provide treatment to particular individuals
who abuse substances continues to challenge us, especially in small urban/
rural community contexts, where certain barriers to services emerge
simply as a function of the size of such communities.
Physical Access
The term rural typically refers to persons living outside centres with a
population of 1,000 and 400 persons per square kilometre (Statistics
Canada, 2011). However, for the purposes of this article, rural and
small town will be used to describe centres with populations of 30,000
or less and the outlying areas within their service catchment area. In
these more rural settings, community members may face barriers in
transportation, business hours, and waitlists. A substance-affected
person who works regular business hours would likely not be able to
access services that keep those same hours, unless she enjoys unusual
flexibility in work hours. Socioeconomic variables such as vehicle access,
the cost of private services affect service-seeking in these communities
as well.

“

Most rural or small communities can provide outpatient medical and
counselling services but are likely not able to provide residential treatment
or support recovery/sober/transitional living options. Consequently,
individuals in such communities who need intensive treatments must
leave their community, family, partner, and/or jobs. Often individuals
on Income Assistance must give up housing in order to fund a treatment
program outside of the community and, upon return, often struggle to
find stable housing once again.
Medical and Psychiatric Care
Have you ever been fired by your family physician? If you were to ask an
individual dealing with substance abuse, the answer might be yes. If you
do not follow the recommendations of a physician, they may terminate
you as a patient. For a person with substance abuse problems, it is
complicated to manage physical health concerns along with the mental
and emotional burden of substance use in a non-fragmented manner
(Saitz, Larson, LaBelle, Richardson & Samet, 2008). In a larger urban
centre, finding a new physician can be challenging, but, in a small town
with limited physicians, it can be impossible. Many end up relying on
walk-in clinics and emergency room visits for all treatment needs.

Provider burnout can
result from doing more
with less, that is, to
provide high quality
care without adequate
resources.”
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Privacy
Imagine a sole provider for substance abuse and/or
mental health services; this sole provider could truly be
one person or, more often, one agency. This situation
creates two potential problems: perceived and actual lack
of privacy, respectively. Examples include recognizing an
acquaintance's vehicle in the parking lot, frequent chance
encounters with former romantic partners, using-buddies,
drug dealers, and persons in recovery seeking services
in the same small office on the same day and potentially
participating in the same psychotherapy or counselling
group. Seeking medical and/or psychological services in
a rural community also involves many potential breaches
of privacy, for example, patients are likely to know, more
or less closely, health care providers and/or clinic staff.
Clients in rural settings may not enjoy the anonymity that
characterizes professional relationships in urban centres.
This can be better understood in the context of health care
providers seeking services. Health care professionals are at
risk of managing work stress and work-life balance issues
with substances (Baldisseri, 2007). These professionals
may work with mental health/addiction agencies in their
day job and might need to utilize services personally. The
perceived risk of judgment or damage to reputation and
career may be a heightened in rural communities.
Social Belonging
Finding meaning, purpose, and connection is integral to
the human experience or at least quality of life (Zika &
Chamberlain, 1992). What if you are interested in robotics?
In the urban city setting there is probably a club or store
for that. What if you identify as homosexual, bisexual,
trisexual, or transgender? In the city there is opportunity
to connect. “No man is an island, entire of itself (Donne,
1624),”—but what if you feel like you are on an island?
Isolation is not restricted to rural or small communities, as
it is often a state of mind rather than a physical separation.
However, in a small town, social isolation can be
exacerbated. In the rural context, who, what, where, and
how does one connect? An individual who feels physically,
mentally or emotionally isolated might choose to use
alcohol or substances to connect.
Alcohol culture will bring connection: wine tasting, beer
at BBQs, and drinks at the Pub are all opportunities to
socialize and make new friends. Since alcohol is a social
lubricant, participating in alcohol culture can provide a
uniquely disinhibiting opportunity for social connection.
Similarly, drug culture involves ritual, common language,
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and common concerns that can permit connection with
relative strangers via shared experiences; drug and alcohol
use provides places to be, things to do, and people to be with.
Stigma
The stigmatization of addiction can be observed at the
family, community, and government levels (Room, 2005).
Recent research has identified addiction as a highly
moralized concept, attributing substance abuse to flaws
in character and choice (Frank & Nagel, 2017). This may be
the most significant barrier to accessing care for substance
abuse, whether in rural or urban settings, but its impact
may be most pronounced in settings where there is more
overlap between professional and private relationships.
Without the support of communities and the people living in
them, persons with addiction isues will experience further
marginalization, providing a barrier for accessing services
and preventing help seeking in general.
Burnout
A final issue in care services for the rural substanceabusing persons relates to each of the particular access
barriers identified above: provider burnout. Professional
demoralization can result from vicarious traumatization,
de-sensitization, and ongoing expectations of doing more
with less, that is, of providing high quality care without
adequate resources.
Provider burnout can lead to high turnover in professional
positions, which results in more fragmented, discontinuous
care for clients. When working alongside persons with
addiction issues in a small town, counsellors, psychologists,
social workers, and other mental health professionals bear
witness to the suffering, marginalization, impoverishment,
and abuse of this population (Reynolds, 2008). Despite
high case loads and low pay, we must take on the additional
responsibility of critiquing our public health systems and
resist neutrality by participating in justice-doing (Furlong &
Lipp, 1995; Reynolds, 2011).
In March of this year, an average of almost four people died
per day of an opiate overdose (Statistics Canada, 2017). The
phenomena of provider burnout is often viewed through
the lenses of vicarious traumatization, de-sensitization,
and the familiar adage of doing more with less. In these
discussions, professional burnout, and its prevention, can be
unjustifiably viewed as the sole responsibility of the service
provider. However, burnout in addiction work is not an
individual shortcoming, but the shared impact of a public
health crisis with no clear end in sight.
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Strategies for Helping Chronic Pain Clients
M e ga n H u g h e s , M . A .

Megan Hughes is registered with the
College of Psychologists of BC as a
Psychology Assistant, with BCPA, and with
BCACC. She has been a psychotherapist for
20 years, and is working at Stillwater Studio
primarily in the area of Chronic Pain/Illness
and PTSD. She has published several articles
on trauma and pain management.

“

The goal of therapy
is the reduction of
pain and associated
anxiety—best
accomplished by
humanizing the pain
sufferer rather than
pathologizing the
individual."

there is often a physical cause for pain: when the
damage heals, the pain resolves. Chronic pain may begin as acute pain,
but it continues beyond the normal time expected for resolution of the
problem or persists or recurs for other reasons. Understandably, patients
with excessive levels of physical discomfort and pain are often anxious
and depressed. But the cause and effect relationship between chronic pain
and anxious and/or depressive symptoms is unclear.
Wit h acu t e pain ,

From a cognitive standpoint, high levels of catastrophizing and depressive
symptoms may incerease pain (Edwards, Haythornthwaite, Smith,
Klick & Katz, 2009). In addition, high levels of trait-anxiety in patients
appears to affect the experience of pain by enhancing the memory of pain
levels upon recall. This suggests that those who have a predisposition
to experience anxiety may negatively distort recollections of painful
experiences (Rocha, Marche & von Baeyer, 2009, p. 235).
In addition to a cognitive effect, there appears to be neurological crossover between anxiety and chronic pain. Areas of the brain that regulate
emotion are involved in regulating pain. The amygdala appears to be
involved in the affective component of pain and in the production of
opioids (Grant, 1999; Le Doux, 1997). Both pain and trauma are associated
with increased thalamic activity (Derbyshire, et al., 1997), and regional
concentrations of neurotransmitters produced in states of chronic
pain are strongly correlated with the experience of anxiety in the
cingulate gyrus (Lang & Moscovitz, 2003). Considering this interplay
between anxiety and chronic pain, it would appear that experiences of
stress, depression and anxiety can increase the likelihood of acute pain
developing into longer term chronic pain (Lang & Moscovitz, 2003).
Yet chronic pain remains an obscure subject in the medical field.
The typical response toward a patient experiencing chronic pain is
biomedical in nature. Medical professionals are trained to focus on the
pathophysiological explanations for chronic pain; when the pathology is
treated, the symptoms are relieved (Lang & Moscovitz, 2003). However,
with no identifiable cause for continued pain in the absence of injury, the
biomedical approach breaks down. It is then a small leap to attribute
the cause of pain to the patient’s psychology. This suggests that chronic
pain is simply a physical manifestation of psychological difficulties; it is
somatization, learned behaviour, or due to a personality type, and/or to a
deficiency in coping.
Pain researchers now know that pain-related functioning is too complex to
be understood on the model of learned behaviour and/or a stress response.
The biopsychosocial approach assumes that a person’s response to pain is
shaped by a dynamic interplay between biological, psychological, social,
cultural, and developmental factors (Gatchel, Peng, Peters, Fuchs & Turk,
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2007). For example, the patients’ belief system, culture and
personality influence how he or she engages with pain. Some
patients may ignore the pain, some may increase activity
to work through the pain, and others may stop all activity
until the pain is gone. Some may withdraw, while others may
assume the role of patient. These reactions are affected, in
turn, by responses from significant others. Friends, family
and health professionals may encourage or discourage the
adoption of a patient role; some may promote an active
response, a cautious response, or even no response to the
pain (Rashiq & Dick 2009; Turk & Okifuji, 2002).

Feelings of helplessness and powerlessness can give way
to anger and depression, and ultimately to a sense of lost
identity. And because stress and anxiety can exacerbate the
experience of pain, emotional distress may be both a cause
and an effect of pain.

When we consider the fact that the emotional state of
patients plays a specific role in the experience of pain, it is
not surprising to consider compassion and empathy of value
to the chronic pain sufferer. Drwecki, Moore, Ward, and
Prkachin (2011) studied empathy and perspective taking of
medical professionals toward chronic pain patients. They
report that the compassion that medical professionals
show patients plays a significant role in the treatment they
receive. Therapeutic professionals can be a vital source of
validation for the sufferer: we can clarify an approach to
pain that is at once research-based and compassionate; we
can acknowledge the psychosocial impact of pain on clients;
and we can consider the reduction of pain as one component
in an overall socio-emotional wellness plan. When
considering the experience of chronic pain arising from
pathophysiologies such as cancer, arthritis, stroke, migraine,
injury, or surgery, legitimate reasons for feeling anxious
become clear. Not only has the patient faced a primary
illness in most cases, but when chronic pain develops, he
or she can also face a new set of painful and sometimes
frightening symptoms, divisive relationships to the medical
system, to their bodies and to their lives.

Therapists can and should guide clients with chronic pain
through these themes, as well as assessing for any other
emotional co-morbidities. For the sufferer, chronic pain
can trigger unresolved emotional injuries. Specifically,
experiencing pain that will not abate can bring on feelings
of powerlessness, self-doubt, helplessness, fear or a lack of
hope. As a result, clients may revert to habitual child-like
coping responses. It is also important to treat pre-existing
psychological disorders, particularly those that may involve
a heightened arousal of the sympathetic nervous system.
Disorders such as PTSD, panic attacks, OCD or other
psychiatric disorders can exacerbate experiences of pain
and must be addressed concurrently (Grant, 1999; KabatZinn, 1990; Lang & Moscovitz, 2003; Rothschild, 2000).
EMDR can be used to reduce the co-morbid emotional
effects of chronic pain and there is some evidence to suggest
that EMDR may facilitate the correction of neurological
abnormalities associated with both trauma and pain
(Grant, 1999; Grant & Threlfo, 2002). Clinical hypnosis
and relaxation are particularly effective because remedial
physiological changes occur when a client is in a deeply
relaxed state: serotonin levels increase, blood pressure
decreases and brain wave activity normalizes (Kabat-Zinn,
1990; Sheen & Leak, 2004). Having the client describe the
pain sensation (hot/cold/burning/aching) then create a
hypnotic script using imagery of healing sensations (cool/
warm/calming/flowing) allows more conscious control over
producing these physiological changes.

There are ten fundamental themes that chronic pain
clients typically bring to the therapist’s office (Kelly &
Clifford, 1997). Physical routines and roles in the family,
work, parenting or partnership are typically altered to
adapt to new pain limitations. Lack of appetite and sleep
trouble are common, which difficulties further deplete
internal resources for coping with pain. There is often a
sense of loss over the decline in physical health, the decline
in participation in activities, and consequent alienation
from friends and family. A history of ineffective medical
interventions and/or lack of diagnostic consensus can mean
delayed resolution, frustration, strained relations with
caregivers, marginalization, and negative judgments from
health professionals. The physical body can be strained by
repeated changes in medications or dependence upon them.

Long-term therapeutic work ultimately provides clients
with strategies both to reduce pain and enhance daily
living. Cognitive-behavioural approaches appear to
prevent the development of chronic disability due to pain
when paired with other treatment modalities such as
education and physical therapy (Kabat-Zinn, 1990; Lang &
Moscovitz, 1993; Winterowd, Beck & Gruener, 2003). Goal
setting involves quantifying pain in order to create target
numbers to work toward. It is important to encourage
clients to actively work to distract their focus from their
pain, increase attention to the non-pain-related aspects of
their lives, and to develop adaptive cognitive habits. Such
cognitive reframing often involves developing a repertoire
of images, activities or feelings which moves the client’s
focus off the pain. Clients can actively work on changing
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their relationship to their pain by using a pain journal
to learn to recognize their triggers and to develop a list
of distractions or positive imagery. Exploring self-care
skills, and consciously making a plan for bad days avoids
automatic negative responses, empowers clients, and
amounts to increased coping skills. In this way, clients
reframe themselves in relation to their pain.
Finally, family therapy can be an important part of the
chronic-pain clients’ coping repertoire. The therapist can
take on the roles of patient advocate and educator when
promoting validation and understanding between family
members. The grief associated with chronic pain often
involves multiple family members. Partners may feel
abandoned due to a loss of functioning in their pain-ridden
partner, resulting in decreased intimacy and increased caregiving toward the client. Children may feel loss and sorrow

for the changed parent and fear for the unknown. Therapists
can help to clarify the pain process, redefine family roles,
teach communication skills and promote and model a
positive attitude toward the client.
The goal of therapy for chronic pain clients is, of course,
the reduction of pain and associated anxiety. However,
the suffering of chronic pain clients is complex in
nature, involving attitudes, perspective, culture, support,
background, coping and resources. Reaching that goal
is best accomplished in partnership with the medical
community, but through humanizing the pain sufferer,
rather than pathologizing the individual. Best practice in
such cases typically involves a variety cognitive-behavioural,
hypnosis and relaxation techniques in order to shift the
client’s state of arousal from loss and feeling overwhelmed
to one of empowerment and hope.
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2017 / 2018
Membership Application
FEATURE MEMBER BENEFITS
Regular Rate

BCPA Member Rate

Savings (%)

Liability Insurance **

$1,500

$326

$1,174 (78%)

BCPA Continuing Education
workshops

$270

$200

$70 (26%)

** Averaged non-member pricing from quotes provided by the insurance broker.

		

q

A NEW MEMBER

q

A RENEWAL MEMBER

CONTACT INFORMATION
First Name:

Last Name:

Middle Name:

Degree:

Would you like to participate in the BCPA E-mail Forum?

Yes

No

Mailing Address & Phone Number (not available to the public)
Company:
Address:
City:

Province:

Phone #:

Postal Code:
Fax #:

Email (required):
Referral Service Address & Phone Number (available to the public; for Referral Service members only)
Website address:
Company:
Address:
City:



Business Phone #:

Province:

Postal Code:
Alternative Phone #:



MEMBERSHIP CATEGORIES
q Membership
Open to R. Psychs. & R. Psych. Assocs.
q Membership with Referral Service
Open to R. Psychs. & R. Psych. Assocs.
Includes a free web profile; if you already have
a website, you may list it within your referral settings.

Renewing on Time
(including tax)

Renewing Late
(including tax)

$334.59

$360.84

$504.72

$530.97

q

Retired Membership

$59.54

$59.54

q

Out-of-province Membership

$59.54

$59.54

After August 31st, a late fee of $25 plus tax is added to Full Membership and Full Membership with Referral Service dues. Fees have been updated following the 2009 AGM ballot, which approved an increase in fees for Members,
Members with Referral Service, Retired Members, and Out-of-province Members.

I WOULD LIKE TO ADD THIS DONATION(s):		
q
q

Community Engagement & Public Education
Psychologically Healthy Workplace Awards

q

$50.00

q
q

Advocacy & Government Relations
Division of Consulting Psychologists

q

$100.00

q

$Other $________

TOTAL AMOUNT ENCLOSED BY CHEQUE (PLEASE PRINT): $ ___________
Your membership renewal may be delayed if you include the wrong amount, incomplete or post-dated cheques. It usually
takes two to three business days for your renewal to be processed. However, it might take longer if we are receiving large
numbers of renewals, or if your form or payment information is incomplete. If you want to avoid delays, and you want to
receive a receipt immediately, please renew your membership online.
By signing below, I _________________________ hereby understand and agree to the following terms:

a I am a registrant of the College of Psychologists of BC, or I am a retired registrant of the College of Psychologists of BC.
a If any limitations are put on my practice, or my registration is suspended or cancelled by the College of
Psychologists of BC, I agree to notify BCPA within five working days.
a Referral Members: if there are any limitations, terms or conditions to my registration to practice psychology, I
agree to modify my practice accordingly, and apply these limitations to all referrals received through BCPA.
a Referral Members: I agree to review my referral settings online quarterly for accuracy of contact information,
geographical areas of service, and areas of practice.
a I agree to review and adhere to the E-mail Forum Guidelines, and I understand that they can be found online at
www.psychologists.bc.ca/content/e-mail-forum
I have read, understood, and agreed to all applicable declarations listed above.
Signature: 							

Date:



Complete and mail this form with your cheque to: BC Psychological Association, 402 - 1177 West Broadway, Vancouver, BC V6H 1G3



Mind Over Matter: The Hidden Influence of
Psychology on Well-Being and Performance
Presented by Dr. David Ballard
Friday September 29th, 2017
9:00AM – 4:30PM @ Italian Cultural Centre Society
3075 Slocan Street Vancouver, BC V5M 4P5
Sponsored by:
Chuck Jung Associates
(www.chuckjung.com/home)
Chartered Professionals in Human Resources, BC
(http://cphrbc.ca/)
Continuing Education Credits: 6
About the Workshop
Mystery... Suspense... Shocking plot twists... In every
organization, unseen factors lurk beneath the surface. In the
shadows, just out of view, these aspects of your organization’s
culture have the potential to turn your workplace practices
into either a heartwarming feel-good hit, or a fright fest
of program failures. From issues including organizational
justice, climate, and trust to theories of leadership and how
the exchange between managers and employees affects
organizational outcomes, psychology is the flashlight that
illuminates the darkness and gives you a glimpse of what’s
hiding under the bed or peering out from behind the closet
door. In this session, participants will review psychology
research linked to well-being and performance, explore data
from the American Psychological Association’s 2017 survey
of the U.S. workforce, consider ethical dilemmas and risk
management strategies, and solve “cold cases” of workplace
wellness gone wrong. Those who survive will return to their
organizations better prepared to identify and address oftenoverlooked influencers that drive business success.



Learning Objectives
Following this session, participants will be able to:

1. Describe three psychological issues that affect
employees’ well-being and performance
2. List the five types of workplace practices that foster a
psychologically healthy workplace
3. Discuss how to promote psychological well-being
in their own organizations and the issues that can
enhance or impede their efforts.
4. Identify ethical issues that may arise when addressing
well-being and performance issues in the workplace
and describe risk management strategies.
About the Presenter
David W. Ballard, PsyD, MBA currently serves as
Assistant Executive Director for Marketing and Business
Development at the American Psychological Association and
the APA Practice Organization. In this capacity, he designs
and directs efforts related to health and well-being in the
workplace, works to enhance psychology’s position in the
marketplace, provides research and development and
strategic consultation to further the Practice Directorate’s
marketplace agenda, and oversees the development of
resources to help psychologists build, manage, market, and
diversify their practices. Dr. Ballard also spearheads the
Psychologically Healthy Workplace Program.

The Psychologically Healthy
Workplace Awards will take place
during the lunch hour.
Learn more at: http://phwa.ca
How to register for this workshop
• Mail this form to: BC Psychological Association
402 – 1177 West Broadway Vancouver, BC V6H 1G3
• Fax 604–730–0502 or Call 604–730–0501
• Go online: http://psychologists.bc.ca



Mind Over Matter: The
Hidden Influence of
Psychology Workshop
Registration Form

GST # 899967350. All prices are in CDN funds.
Please include a cheque for the correct amount, not postdated, and made payable to “BCPA” or “BC Psychological
Association”. If you prefer paying by credit card, please
register online. Workshop fee includes handouts, morning &
afternoon coffee, and lunch. Free Parking is available. Participant
information is protected under the BC Personal Information Act.

Regular Registration
(July 1st – Sept 25th, 2017)
q Regular price
$270.90 (incl. GST)
q BCPA Members and Affiliates
$197.40 (incl. GST)
Meal requirements
q Regular meal
q Vegetarian meal
q Special needs or allergies (please include details below)

Cancellation Policy:
Cancellations must be received in writing by
September 22 nd, 2017. A 20% administration fee
will be deducted from all refunds. No refunds
will be given after September 22 nd, 2017.

q

I will attend the Workshop

q

I agree to the Cancellation Policy (required)

Name:
Address:
City:
Postal Code:
Phone:



Email:

BCPA Board Nomination 2017
This year, five positions will be opening on the Board of Directors of the BC Psychological Association (BCPA).
All the directors of the BC Psychological Association are volunteers. The Board of Directors is a group of seven
BCPA members who are elected by the rest of the members of the Association. The directors are responsible for the
Association both financially and legally; their role is to steer the Association and work towards the achievement of
our purposes, as stated in the Constitution.
A volunteer term on the BCPA Board lasts three years. Directors are responsible for attending monthly Board
meetings, as well as for serving as Board liaisons by sitting on one or more BCPA Committees. Although this is a
challenging volunteer position, look no further if you want to have a real impact on how BCPA is run, and more
generally on psychology and mental health care in British Columbia.
H ow t h e n o min ati o n a n d vo tin g pr o ce s s wo rk s

You can nominate yourself, or another psychologist who has explicitly agreed to be nominated for this position. All
nominees must be current BCPA members at the time of nomination. Please ensure that the nominee signs in the
appropriate space to indicate acceptance of your nomination. If you are nominating yourself, please ensure to have a
witness sign the form as well. All nominees must submit a brief statement of intent (100 words or less), which must
be submitted to BCPA with the form below. Board statements should address any prior governance experience and
vision for the profession of psychology in BC.
If more nominations than the number of openings are received for available Board positions, an election will take
place by ballot. Members are entitled to vote in advance by mail, or in person at the Annual General Meeting. If
necessary, ballots will be mailed out thirty days in advance of the Annual General Meeting, in accordance with BCPA
by-laws. The results will be ratified at the Annual General Meeting, which will take place on November 17 th, 2017.
f o r m o re in f o rm ati o n

If you are interested in becoming a Director of BCPA but you need more information, please contact the office at
info@psychologists.bc.ca or call our Executive Director at 604-730-0501.
B o t h t h e f o rm a n d t h e acco m pa n y in g s tat e m e n t m us t b e re ce iv e d by bcpa n o
l at e r t h a n Se p t e m b e r 17 t h , 2017.




I hereby nominate the following BCPA member to stand for election to the Board of Directors of BCPA.
NAME OF THE NOMINEE:					

SIGNATURE:

NAME OF THE NOMINATOR (YOU):				

SIGNATURE:

I hereby nominate myself to stand for election to the Board of Directors of BCPA.
YOUR NAME:							

SIGNATURE:

WITNESS’ NAME:						

SIGNATURE:

Full and Part-time Positions Available at

Chuck Jung Associates

Psychological and Counselling Services
Chuck Jung Associates is a progressive and well established practice in the Vancouver Metropolitan area since 1995. Currently we
have full and part-time positions available. We are in need of associates for our offices in Vancouver, North Vancouver, Langley,
Abbotsford, and Chilliwack.
Our practice provides services for general referrals from the community, with a specialty in rehabilitation. Our work in rehabilitation
involves helping clients with depression, anxiety, PTSD, chronic pain, and traumatic brain injury. In B.C., we are the largest private
providers of psychological services for clients suffering from the sequelae of motor vehicle accidents,
These positions are open to doctoral level registered Psychologists or doctoral students who will be imminently graduating and
eligible for registration with the College. In addition to providing assessments and treatment, the successful candidate will also
learn to work effectively with allied professional and agencies in the community (e.g. occupational therapists, insurance companies,
medical specialists, lawyers, and health authorities). This is an excellent opportunity to develop expertise in the burgeoning practice of
rehabilitation psychology within a supportive collegial atmosphere and with extensive mentorship and consultation from highly experienced
psychologists. We have competitive remuneration with a benefits package. Please feel free to enquire about openings in our other offices.
Send your resume to admin@chuckjung.com or fax # (604) 874-6424.
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BC Psychologist

August 18th to August 20th • Bowen Island, BC
A highly experiential 3-day residential retreat. It will explore the
cultivation of inner resources through mindfulness that promote
presence, compassion, joy, and well-being. No previous mediation
experience needed. The Retreat incorporates both Eastern and
Western mindfulness teachings, such as the well-researched and
evidence-based Mindfulness Based Stress Reduction (MBSR)
program.
The Retreat is facilitated by Dr. Kasim Al-Mashat, a Registered
Psychologist and Certified MBSR Teacher. He has also completed
a six-month silent meditation retreat in a forest meditation centre in
Southeast Asia, and presented a TEDx talk about the topic.
Registration Fee:
Commuter Fee:		

$595 total (All-inclusive)
$495 total (Without accommodations)

For more information/registration:
Please e-mail info@centreformindfulness.ca, visit
www.drkasimalmashat.com, or call 604-771-0579.

The BC Psychologist is the quarterly publication of the BC
Psychological Association. The publication is distributed
to members of the Association who live throughout BC,
and is also mailed to all registrants of the College of
Psychologists of BC every July.
f o r pre vi o us is su e s o f t h e b c
psych o lo g ist, pl e a s e visit:

www.psychologists.bc.ca/content/bc-psychologist

"Presenting is a chance to educate the public
about your profession, debunk some myths, and
challenge yourself to do something good for the
community you live in."
– Kim Dawson, Ph.D., R.Psych., Psychology Month 2017

Seeking
Presenters!

“

Psychology Month 2018

An annual campaign to raise awareness
about the role of Psychology in shaping
mentally healthy communities.
Interested? Contact Priya at
priya.bangar@psychologists.bc.ca

"I think my colleagues in BCPA should
all consider volunteering in the future.
Psychology Month was a steamroller
kind of opportunity; I didn't realize it
would lead to a lot of media interviews
on the radio as well as on TV."
– Kamaljit K. Sidhu, Ph.D., R.Psych., Psychology Month 2016

"Psychology Month was an
opportunity to raise awareness on
topics that I am passionate about.
The media interviews helped me
reach people I would not have
been able to reach otherwise."
– Kasim Al-Mashat, Ph.D., R.Psych,
Psychology Month 2017

