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WELCOME TO OUR WINTER NEWSLETTER
Welcome to the winter edition of the CACBT newsletter! In this newsletter we
are introducing two new sections that we hope you will find interesting and
useful. First, we have two Clinical Corner pieces discussing current topics that
are relevant to the practice of cognitive behavioural therapy. Second, we have a
Standing on the Shoulders of Giants piece in which a leader in the field
discusses their developmental trajectory and mentors who influenced their view
on cognitive behavioural therapy. In this newsletter you will also find a spotlight
on the research being done by the Mood, Anxiety, and Addictions Comorbidity
laboratory at Dalhousie University and information about our upcoming
conference in May. If you are interested in contributing content to future editions
of the newsletter please contact us at communications@cacbt.ca.

JOIN US IN HALIFAX IN 2020 FOR THE
10th ANNUAL CONFERENCE

STANDING ON THE
SHOULDERS OF GIANTS: MY
DEVELOPMENTAL
TRAJECTORY IN BECOMING
A PSYCHOLOGIST
Maureen L. Whittal, Ph.D., R.Psych
Private Practice, Vancouver CBT Centre,
Vancouver
Clinical Associate Professor, Department of
Psychiatry, University of British Columbia
Obtaining a PhD in any field requires a combination of dedication, luck,
perseverance and mentorship. I have felt so grateful for the people who were
my mentors on the long road to becoming a psychologist. The first of these
people goes back to high school in Calgary in the early 1980s. I took a
psychology class and the instructor for that class, Mrs. Marcuk, made it fun and
engaging. There were a group of us that she referred to as ‘her kids’. I was very
happy to be a part of this group. Looking back, what Mrs. Marcuk introduced us
to looks nothing like my professional job. What she taught were the social
psychology type constructs (e.g., obedience to authority as embodied in the
Milgram experiment). Importantly what Mrs. Marcuk did was pique my interest
in psychology.

Fast forward to 1985-1986. I was entering my third year of my psychology
undergraduate degree at UBC. I had narrowed in on clinical psychology as a
sub discipline but not a subject area within clinical. I knew that I wanted to go to
graduate school and that it was competitive. I hit the jackpot in so many ways
when I got a paid job as a research assistant at UBC. Additionally, the summer
of 1986 coincided with the World Exposition in Vancouver and it became a

summer to remember. The opportunity I received that summer was to be an RA
in Jack Rachman’s Fear and Anxiety Lab.

At the time I had no idea who I was working for and this was a good thing! To be
working for an internationally known star in the world of anxiety and obsessive
compulsive disorder would have been too much for me. I cannot say enough
about the influence Jack Rachman had on my life. I may not have gone on to
graduate school and if I did it most certainly would have been in a different
area. Jack taught me so many things, it is difficult to pare it down. Be curious,
research is guided by clinical work and vice versa, let the data tell us what is
happening (as opposed to trying to find what we want in the data) and most
importantly, HAVE FUN. I am a bit of an oenophile, something that can also be
traced back to Jack and the influence of his close colleague Durac. He taught
me that it was all a Matter of Taste. Jack has continued to be a mentor and I
continue to soak it in. When I have difficult cases I feel so fortunate to be able to
call up the master who is always up for cotherapy. He and I are currently seeing
two cases with whom I had been stuck. It should come as no surprise that in
both of these cases he has broken the log jam. It was in one of this difficult
cotherapy cases in the late 90s that he and I saw that sent Jack down the
pathway of mental contamination.

Graduate school in West Virginia was an experience from both an academic
and cultural perspective (cue the banjos). It was also where I met some of the
most amazing people – Mike, my first OCD patient, who was afraid of the
number 13, Norma who at 44 yoa required shoes to go to her mother’s funeral
as she hadn’t been out of the house in 30 years, etc.) The training I received at
WVU continues to be the foundation of my own theoretical leanings. The
importance of understanding theory and assessment and its relationship to
treatment was paramount. For many years I could recite paragraphs of
Campbell and Fiske (1955) and to this day I retain the lessons learned
regarding validity and reliability.

The strength of the Canadian dollar in the early 1990s was similar to the
present day. Going to the school in the US using Canadian student loans was a
challenge despite the tuition waiver and stipend. I took an extra job (because I
had so much time on my hands) working in a psychiatric/geriatric long term care
facility 20 miles off the interstate in WV. Again, meeting wonderful and
interesting people (e.g., the woman who had a delusion that she was the wife of
Muammar Gaddafi) and learning important lessons (don’t point at people who
have paranoid schizophrenia). One would think the latter was common sense ☺
By far the best part of that job was working with and getting to know Barry
Edelstein. Barry continues to be on faculty at WVU and was a font of knowledge
regarding older adults. I truly appreciated Barry’s patience, kindness and sense
of humor. There was one occasion in my first of three years doing this job
where I had two identical interoffice mail envelopes on my desk – one had a
document to be sent across campus and the other was a confidential report on
a Hopemont resident. The hard copy was going to Barry for his review (email
was a very new concept and nobody trusted it). To my horror I thought I had
goofed and sent the confidential report across campus. In fessing up to Barry I
thought I would be in his bad books. He didn’t express a flicker of concern and
said “everybody makes mistakes”. I returned to my office with such relief and of
course found the report! In my own career I have tried to emulate Barry and I
hope to be half the person he is.

Leaping ahead to internship, I caught wind of a new program that was taking
CBT interns at Massachusetts General Hospital. MGH had traditionally been
psychodynamic but they were opening a CBT Track. Fortunately, the Director of
the CBT Track, Michael Otto, thought I was a good fit. I couldn’t believe my
luck! It was like being a kid in a candy store. That year more than any other was
a growth experience and consolidated my professional identity.

For various reasons I decided to return to Canada to complete a second post
doc at UBC Hospital. The position was to run an OCD treatment trial testing
newly developed cognitive treatments for OCD. Little did I know I would
continue to provide workshops on the same topic in the present day. The UBC
post doc was an opportunity to connect again with Jack Rachman who was
across campus and my heart longed for Vancouver and Canada. My direct
supervisor was Peter McLean. Peter, like Jack, had a profound effect on my
professional life. Peter had such powers of persuasion; he could sell sand on
the beach. I learned so many things from Peter including how to multitask, the
importance of loyalty and to never give up. My lessons were sadly cut short with
Peter’s passing in 2009. I continue to miss him every day. I feel like he would be
proud of the organization we co-founded in 1999 (AnxietyBC which is now
Anxiety Canada).

I strongly believe that I would not be where I am today without the influence of
the people I mentioned. What a wonderful opportunity to publicly acknowledge
them. I know there are others who played a role but I have a word limit and I’m
sure I’ve exceeded it! Thank you so much to all of you.
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CALL FOR BOARD NOMINATIONS
CACBT-ACTCC is pleased to issue this call for nominations of candidates for
four positions on its Board of Directors. These are the positions of PresidentElect, Certification Chair, Member at large and Member at large- Chair of
Francophone Relations. Nominees should be current members of CACBTACTCC in good standing, and should submit to the Past- President, who is
Chair of the Elections and Fellows Committee (ksdobson@ucalgary.ca) an
email indicating their intention to stand for a position on the board (please
indicate the specific position in which you are interested), a 200- 400 word
autobiographical statement (to be distributed to voting members in the case of
an election), as well as the names and scanned signatures of two CACBT-

ACTCC Members or Founding Members who wish to nominate you (see below
for a template).

The nomination deadline is 4:00pm Eastern Standard Time, Friday, January 31,
2020.

Under our current bylaws, Student Members are only eligible to stand for and
vote on the Student Representative position. They are neither eligible to stand
for the other positions, nor to nominate potential candidates. Each position
entails a three-year commitment (in the case of the President-Elect, one year
will be served as President-Elect, one year as President, and one year as PastPresident). In cases where more than one candidate is nominated for a
particular position, an election will be held according to the bylaws of the
association.

CACBT-ACTCC has a mandate to seek a Board of Directors whose
membership reflects the multidisciplinary, linguistic and geographical diversity of
Cognitive and Behavioural Therapists in Canada. We particularly encourage
francophone and/or non-psychologist nominees as well as nominees from coast
to coast.

Nomination template:

Dear CACBT-ACTCC,

I am a Member or Founding Member of CACBT-ACTCC in good standing, and I

wish to nominate ______________________________ for the position of:
(Print name of nominee)

(select only one)
❒ President Elect
❒ Certification Chair
❒ Member at large
❒ Member at large: Chair of francophone relations

______________________
Printed name of nominator

_____________ _________
Signature

Date

CLINICAL CORNER: CBT IN
THE AGE OF TRIGGER
WARNINGS
Deborah Dobson, Ph.D., R.Psych.
Private Practice & University of Calgary
Adjunct Professor, Department of
Psychology, University of Calgary
“The world has become dangerous.” We hear the words crises, danger, war,
catastrophe and disaster frequently—environmental crises, the war on terror,
impending natural disasters, the many risks of illness, increased frequency of
assault and violence, just to name a few risks described in the media or by
political leaders. So it would be an understandable error if you concluded that
this statement is correct.
But is our world more dangerous than it used to be? If one looks beyond
popular media reports, however, most available evidence would suggest
otherwise, and the facts are that the world is a far safer place than most people
believe it to be, and compared to the past. Pinker (2011) provides compelling
evidence that the rates of all types of violence have declined dramatically and

that the world is a safer place that it was in past centuries. Crime rates have
fallen throughout the Western world. Transportation systems are relatively safe
and on average, we live longer with better health than our predecessors. Most
of us, and certainly more than in past decades, have access to clean water,
vaccinations and health care. And yet, many people, including some of our
clients see danger lurking around every corner. This viewpoint belies the
evidence and is a cognitive distortion, such as emotional reasoning (“I feel
anxious, therefore, it is dangerous”) or catastrophic thinking (“Bad things are
going to happen to me”).

Certainly, it is easy to witness
dysfunctional thinking related to
safety in many people. As an
example, Hallowe’en has come and
gone for another year and with it, the
fraught decisions about what
costumes are appropriate for
children and adults to wear. The
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range of options has become narrow as most schools have strict rules and the
list of what is considered offensive or too frightening for any of us has become
quite lengthy. Few children walk to school or play in local playground
(according to Pinker, 10 and 30%, respectively) whereas only a generation ago,
most children found their own way to school and had more freedom. By and
large, children are more protected than ever before despite living in safer
environments.
Contemporary society sees many steps taken to minimize exposure to risk, and
to reduce exposure to anxiety or other uncomfortable emotions particularly in
people who are perceived as vulnerable. Vulnerable people can include all

children, or those with a mental health problem or a history of trauma. Common
strategies to minimize exposure include trigger warnings in classrooms, before
a news story with sensitive content, or reduced access to disagreeable or
potentially controversial content. In an essay in the Atlantic, called “The
Coddling of the American Mind”, Lukianoff and Haidt described numerous
cognitive distortions that arise from these strategies, and the paradoxical but
likely outcome of actually increasing mental health problems for youth in the
future. Many campuses in North American have had contentious discussions
about these issues potentially leading to debate and alternative opinions being
censured.
I raise the above issues not for political reasons but for therapeutic ones.
Cognitive behavioural therapy generally has the goals of teaching critical
thinking skills and helping clients look at available evidence for their thoughts.
Equally important, it also works to help clients become aware of and try to
minimize avoidance of anxiety provoking situations, emotions, thoughts or
actions. We “encourage courage” in our clients rather than encourage an
attitude that they require extra protection. When we see excessive reassurance
seeking, we may identify it as such and help our client minimize it. We
encourage clients to take exposure opportunities even when not expecting them
and be mindful of those experiences (Dobson & Dobson, 2017). During these
experiences, it is helpful when the client assumes an attitude of courage and
self-efficacy, thereby trusting themselves to manage scary situations even if
they do not plan ahead. As therapists, we all likely know that despite our best
plans, exposure practice can be unpredictable so it’s helpful to expect the
unexpected.
As CBT therapists, we may be encouraging attitudes and behaviours that are
increasingly less common in society. Clients may label many things, situations
or people as “triggers” and want to avoid them. Sometimes, these “triggers”
may simply be upsetting situations or reminders of a distressing event.
Certainly, prompts for trauma symptoms exist, however, but they are typically
individualized and more specific than general trigger warnings. Further, as we

know from a CBT perspective, avoidance is likely to worsen fear. Thus, in
treatment we likely help clients with trauma histories and symptoms to become
aware of and gradually use evidence- based methods to approach rather than
avoid. Certainly, we have to use judgment about whether or not a work or
personal situation is truly damaging and warrants avoidance. Much of the time,
however, we encourage evidence-based thinking and exposure to anxiety
provoking people, situations, thoughts and emotions.
Is it possible that our work is at odds with popular culture? When we encourage
exposure to “risky” situations or experiences, are we minimizing the danger in
society? Should people simply accept that they must restrict themselves in our
modern “dangerous” world? I don’t have the answer to these questions, but
would like to promote a dialogue. Some suggestions that I have include the
following practices that many are probably already doing.
Identify and challenge both your own and your clients’ thoughts about
risk. Provide data and alternative anecdotes, if possible, as people
sometimes remember stories more than numbers;
Be cautious about the use of the word “trigger”, as it has become
emotionally laden for many people;
Encourage an attitude of taking risks in therapeutically relevant areas;
Encourage data gathering and alternative experiences through
behavioural experiments;
Practice exposure therapy with clients;
Be aware of and challenge your own thoughts about risk. As CBT
therapists, we are prone to the same cognitive biases as our clients, so
we need to sometimes practice exposure with ourselves.
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CLINICAL CORNER:
MAKING THOUGHT
RECORDS MORE
EMOTIONALLY ENGAGING
AND EFFECTIVE
Nina Josefowitz, Ph.D., C.Psych.
Private Practice, Toronto
Lecturer, Counselling and Clinical
Psychology Program, Ontario Institute for
Studies in Education (OISE), University of
Toronto
Research consistently finds that a good therapeutic relationship is essential to
effective therapy (Norcross & Wampold, 2011). In a good therapeutic
relationship a client is emotionally engaged, feels understood and supported
and is not judged. CBT therapists regularly refer to the importance of the
therapeutic relationship, but there is relatively little guidance on how to build a
good therapeutic alliance into CBT interventions (Josefowitz & Myran, 2005). In
this Clinician’s Corner I want to suggest some ways to incorporate factors that
enhance the therapeutic relationship into thought records and increase clients

emotional engagement.

1. Workbooks and Thought Records Have to Be Part of Therapy.
You need to prepare a client before giving them a workbook or any therapy
worksheet. Your client needs to understand why the workbook or worksheet is
relevant to their problems and how to use the workbook. Generally, I don’t give
a client a thought record or any other worksheet to take home unless we have
first completed one in therapy, my client found it helpful and wanted to continue
to use it during the week. If your client is going to do a worksheet as homework,
you want to discuss their reaction to the worksheets in their next therapy
session.
I have known therapists to suggest CBT worksheets or workbooks as additions
to therapy. For example, therapists might suggest that their client start reading
Mind Over Mood or give them a thought record worksheet, without a clear
discussion as to how it is relevant or how to use the workbook or worksheets. I
am never surprised when the worksheets are not used.

2. The Thought You Are Examining Has To Be HOT.
Identifying a negative thought and sharing it with your therapist is an emotional
experience. Clients are often ashamed of their thoughts, thoughts can be
painful and they can be anxiety producing. It is not simple for a client to identify
and share their thoughts. My psychoanalytic colleagues often say “follow the
affect” – that is really great advice – as a CBT therapist you want to “follow the
affect” and discover what thoughts are driving your client’s distressing feelings.

(a) Start with feelings. Thought records usually start with identifying feelings.
Try asking your client to sit with their feelings before they label and rate their
feelings. Don’t rush this section. Remember in both DBT and Mindfulness
Based CBT identifying feelings is a key intervention. There is good evidence

that labelling feelings is an important tool in affect regulation. Take a moment to
acknowledge how sad, bad, overwhelmed your client is feeling. Use your active
listening skills.

After you have paused and your client has identified their feelings, ask them to
note what is happening in their body. Only after I have understood my client’s
feelings and physical reactions do I ask clients what they are thinking. Use a
soft, curious tone. Pause and gently ask what thoughts go with the feeling. It
can take awhile to identify thoughts. Remember you want to identify thoughts
about self, other or the future. Depending on your client’s response you may
want to further explore their thoughts. This is a good time to use additional
questions to identify thoughts, such as what is the worst case scenario? What
does the situation mean to your client. See Josefowitz and Myran (2017) for
additional questions.

(b) Remember Rogers? He was a truly great therapist. When identifying
thoughts use active listening and summarize what you heard. If you listen to
Rogers tapes over 80% of the time he is reflecting thoughts. Don’t be afraid to
“catch” your client’s thoughts and summarize them. When I identify thoughts I
often validate that these thoughts are painful, or sad, or cause anxiety or lead to
other emotions.

3. Evidence For the Negative Thought Has to Be Hot.
If your client believes that they are ugly, stupid or that no one will ever like or
love them, these thoughts don’t come out of the blue. They most likely had very
painful experiences that formed their beliefs. It can be hard, emotional work to
identify the experiences that led to negative automatic thoughts. If your mother
or father were highly critical and you were never good enough, it is painful to
remember these experiences and understandable that you grew up expecting

criticism and believing you were not adequate. Again active listening is helpful.
It is important to validate that your client’s beliefs make sense given their
experience. This is different from validating that your client’s beliefs are true. It
is also important to acknowledge their distress as they share the hurtful
experiences that led to their negative automatic thoughts. When I listen to
client’s evidence for their negative thoughts I try to listen from a compassionate
place inside myself that can hear and hold their pain.

The clinical difficulty is you want to hear enough about the evidence for the
negative thoughts that you understand your client, and your client feels
understood; however, if you spend too much time exploring the evidence for
their negative thoughts, your clients’ negative mood will increase, and it will be
harder for your client to access experiences that do not support their negative
beliefs. I find that after my client has described the experiences that led to their
negative thoughts, writing them down gives my clients some distance from the
experiences, and it is easier to transition to looking for evidence against the
negative thoughts.

4. Evidence Against the Negative
Thought Has to Be Hot
Clients often struggle with finding
evidence against their negative
thoughts, and when they do find
evidence they often dismiss it.
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(a) Don’t be afraid to Cheat. I use a stacked deck. Usually when I embark on
a thought record I am pretty sure that there is evidence against the negative
thought. My knowledge may come from the psycho-social history, sometimes it

comes from other sessions, and sometimes it comes from what I know about
the world. For example I had a client whose mother was highly critical and my
client had a strong belief that no one would like her. She initially assured me
that no one had ever liked her. I found her funny, smart, and engaging. I know
that funny, smart engaging people usually have had some positive social
experiences in their life and decided to risk asking her to look for evidence
against her negative belief. When we looked, there were actually quite a few
people who had seemed to like her, she just didn’t believe them.

(b) Get the details. Once your client has identified an experience that suggests
their negative belief may not be true or not completely true , ask them to
describe the details of the experience. Be genuinely curious. Make the
experience live. What did the other person say? How did they look? What
happened? The more detailed the description, the more emotionally compelling
the evidence against the hot thought. You can also ask your client to actively
remember the evidence against their negative thought by forming an image
(Josefowitz, 2017).

(c) Review. Clients are not used to thinking about evidence that counters their
negative thoughts, and they will have trouble remembering it. Reviewing is one
of the best ways to remember something. Write down the evidence against the
negative thought and say it aloud when you write. Ask clients to review the
evidence, pause and ask if there is anything else. Ask your clients to look at the
evidence and take a moment to just notice it.

5. Creating a Balanced Thought Has to Be Hot
Creating balanced thoughts is an emotional experience. You are asking clients
to dare to think about themselves and the world differently. It takes courage to
examine your beliefs and create new beliefs.

(a) Dare to be happy. I find clients often minimize the evidence against their
negative thought. It is as if they can’t quite dare to fully embrace thinking in a
different way. For example if the automatic thought is “I am a bad therapist”
their balanced thought might be “it is normal for clients to cancel appointments,
I am not a bad therapist”. I see that as a start, but if a balanced thought really
took all the evidence into account it might be “even if a client cancels, there is
lots of evidence to suggest I am a good therapist, or at least an average
therapist”. Let’s look at another one. The automatic thought was “my sister
does not respect me”. The initial balanced thought was “even if my sister
disagrees with me, there is no evidence that my sister does not respect me”.
However, the evidence suggested that a more accurate statement would be “my
sister can sometimes have a different opinion than me, but she respects me
and cares about my opinions.” Make sure that your clients are not minimizing
the evidence against their negative thoughts. “Daring to be happy” is more than
just not being negative.

(b) Bring in Self-Compassion. I ask clients to repeat the balanced thought out
loud in a caring, compassionate, non judgmental tone. We write it down, and
look at it. It is an accomplishment to change your beliefs.

(c) Review. Ask your clients to sit with the balanced thought and allow
themselves to take it in. What would it feel like to really believe the balanced
thought?

Now, before you close this article and move onto something else in your
busy life, take a moment to just sit with what you read and see what if
anything you would like to take with you into your next therapy session.
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CACBT-ACTCC CELEBRATES 10 YEARS
CACBT-ACTCC celebrates 10 years this year. In recognition of the steady
growth of our organization, this year your CACBT-ACTCC Board moved to
consistently offer full 2-day conferences, along with a pre-convention workshop
day, annually. Here, please enjoy a retrospective of the 7 successful CACBTACTCC conventions held since the inception of our organization. Enjoy! We
hope you will join us at the upcoming annual conference in Halifax May
22nd and 23rdand attend the pre-convention workshop offered by Dr. David Tolin
on May 21st, 2020. Look for further details at the end of this Newsletter.
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LAB SPOTLIGHT
Dr. Sherry Stewart's Mood, Anxiety, and Addictions
Comorbidity Laboratory (MAAC Lab)
Dalhousie University

CALL FOR RESEARCH FROM CACBT
MEMBERS
Have you or your lab recently published new and exciting CBT-related
research? If so, we would love to improve the visibility of your research in the
CACBT community. We are looking for interesting papers and books to post
either on the CACBT list serve or social media. If you are interested, please
send us an email at communications@cacbt.ca with your contact information
and any relevant information about the research you would like to post (e.g., the
link to the journal article or the book).

Are you a student member of CACBT-ACTCC? Would you like to
contribute a piece of writing to the next newsletter?
We are looking for student members who want to share an important CBTrelated experience with us! We are open to any great ideas, such as a
practicum/internship experience, your own research findings, or simply some
thoughts on our annual conference.
For more information, please contact communications@cacbt.ca.

Are you the principal investigator of a laboratory conducting research
related to CBT? Do you want to showcase the latest findings from your
lab and share some information abut your team?
We are currently looking for the next lab spotlight of our newsletter!
For more information, please contact communications@cacbt.ca.

CACBT would like to thank the Communications and Advocacy Committee for
working hard on putting together this edition of CACBT's Newsletter.
CACBT's newsletter will be published twice yearly and we encourage the
general membership to submit articles of interest.
Specific thank you's go out to: Dr. Kathryn Sexton, Dr. Michael Best, Dr. Irena
Milosevic, Dr. Catherine Ouellet-Courtois, Jean-Philippe Gagné, Dr. Brenda
Key, Leanne Kane, Joelle Soucy, Kelcie Bowie, & Diana Dunnell.
We welcome your suggestions and feedback on future editions and can be
contacted at: communications@cacbt.ca
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