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WELCOME TO OUR FALL NEWSLETTER
Welcome to our Fall 2020 Newsletter! In this newsletter you will find articles on
the Ontario Structured Psychotherapy Program, CBT for psychosis, and anxiety
during the COVID-19 pandemic. In this newsletter you will also find a lab
spotlight on the research being done by the Obsessive Compulsive Disorders
Laboratory at the University of Montreal. We are always looking for content for
future newsletters, so if you are interested in contributing content to future
editions please contact us at communications@cacbt.ca.

ANNUAL CONFERENCE

COVID-19: HEALTH ANXIETY IN A UNIQUE
AND CONTINUALLY EVOLVING SITUATION
Frédéric Langlois, Ph.D.
Professor,
Université du Québec à Trois-Rivières

Let’s all remember December 2019 during which COVID-19 was, for most of
us, a low-probability threat given its physical distance. Starting in March 2020
though, the situation evolved quickly and Canadians’ adaptation skills were put
to the test. We know that symptoms of anxiety and depression increase during
a pandemic (Bults et al., 2011; Jalloh et al., 2018) and this current pandemic is
no exception. Indeed, a recent meta-analysis has shown elevated rates of
stress, depression, and anxiety during the COVID-19 pandemic (Salari et al.,
2020). Summer 2020 allowed for people to catch their breath but the second
wave will unfortunately require even more effort from people.
Sadly, this pandemic has brought the worrisome theme of “getting sick” in many
individuals’ lives. Despite not having concrete data to support this claim, we can
suppose that rates of health anxiety have increased in the general population.
Also, clinicians who work with individuals suffering from health anxiety need to
adjust their interventions to follow public health guidelines. Public health needs
to highlight risk in order to evoke some sense of anxiety in people as a way to
motivate them to engage in protective behaviours (e.g., handwashing, physical
distancing, being aware of common symptoms). Experiencing very low anxiety
could discourage people from engaging in these protective and health-related
behaviours (Asmundson, Taylor, Carleton, Weeks, & Hadjistavropoulos, 2012).
However, excessively following public health guidelines can reinforce a number
of cognitive process which then feed one’s health anxiety further. These include
hypervigilance of one’s physiological sensations, threat and probability
overestimation, inflated sense of vulnerability, inflated sense of responsibility,
and anxiety sensitivity (Langlois, Pelletier, Ladouceur, & Lapointe, 2005).
Authorities encourage people to be attentive to specific body sensations in an
environment where health anxiety triggers are already omnipresent (e.g., media
coverage and increased body tension caused by elevated stress). This
interaction can be harmful for some individuals. In other words, the current
pandemic becomes a risk factor for experiencing a number of cognitive
processes proposed to play in cognitive-behavioural models of health anxiety:
increased body sensations, threat overestimation, avoidance, excessive
reassurance seeking, etc. (Salkovskis, 1990; Taylor & Asmundson, 2004;
Warwick, 1989).

Health anxiety in the context of the
COVID-19 pandemic is also different
from other common forms of health
anxiety (e.g., fear of having or
developing cancer). First, fear in the
context of COVID-19 resembles
obsessive-compulsive disorder
because of the contamination
component. Second, compared to
fear of cancer, COVID-19 appears to
be an imminent threat and therefore
increases threat overestimation.

Third, some panic symptoms (e.g., shortness of breath, hot flushes, sweating,
dizziness, heart palpitations) resemble COVID-19 symptoms and can thus be
exacerbated and cause further panic attacks because of catastrophic
misinterpretations of such symptoms.
Clinicians currently helping individuals with health anxiety must address the
topic of intolerance of uncertainty (Wright, Lebell, & Carleton, 2016)—in a
context where things are continually changing and evolving. We can even
suggest that this is a context of meta-uncertainty, in which science and
knowledge about COVID-19 are constantly evolving and therefore “normal”
health-related behaviours are unclear. We still don’t know why specific
individuals develop severe symptoms or not. Are reassurance seeking and
avoidance normal in the context of a pandemic? As clinicians, we nonetheless
need to remind clients about the context and need to adjust our strategies to
the current guidelines. These exceptional circumstances come with exceptional
criteria. Exposing oneself to germs is “forbidden” by public health but, at the
same time, guidelines can be vague and are continually changing. This led our
clients to experience some doubt, worries, and sometimes mistrust in our
interventions. For example, implementing exposure and response prevention
treatment plans during COVID-19 can be a challenge in itself. But what will
happen to these treatment plans post-COVID? Difficult to tell. Will individuals
naturally start wearing masks when they have some common flu symptoms—
as we see in Eastern societies? Will frequent handwashing become so natural
that individuals with health anxiety will feel reassured? Our perception of threat
regarding COVID-19 is continually evolving. Similarly, the discovery of new
treatments to prevent symptoms and death can also influence our perception of
threat.

During the COVID-19 pandemic, it is important to remember as clinicians to
offer our cognitive-behavioural protocols with flexibility to our clients with
anxiety disorders. Clinicians must continually use their clinical judgement to
inform treatment, based on factors like new health guidelines, outbreaks in the
client’s environment, and new knowledge about the virus—as these factors can
influence clients’ threat perception, beliefs, and coping strategies. Clinicians
must also practice self-care to be ready to help a number of Canadians who will
need treatment for a newly diagnosed anxiety disorder, the re-emergence of
symptoms, or the worsening of symptoms.

EXPANDING PUBLICLY FUNDED CBT IN
ONTARIO - A NEW STEPPED CARE
PROGRAM
Martin M. Antony, Ph.D., C.Psych
Professor, Department of Psychology, Ryerson
University
Provincial Clinical Lead, Ontario Structured
Psychotherapy Program

About 1 in 10 Canadians seek health care services for anxiety- and moodrelated disorders in a given year (Public Health Agency of Canada, 2016), and
many more struggle with these problems without seeking help. In addition,
among those who do receive treatment, evidence-based psychotherapies (for
example, cognitive-behavioural therapy, or CBT) have not been as well
disseminated as pharmacological treatments, despite the fact that most clients
prefer psychological treatments over medications (McHugh et al., 2013; Prins et
al., 2008).
In 2008, the National Health Service in England addressed the lack of access
to psychological treatments by launching the Improving Access to
Psychological Therapies (IAPT) program (Clark, 2018). By 2021, the IAPT
program will have trained over 10,000 clinicians to deliver evidence-based
treatments for anxiety-related disorders and depression. The most recent IAPT
Annual Report (IAPT Team, NHS Digital, 2020) stated that during the previous
year, over 600,000 clients completed treatment (over an average of about 7
sessions), with 51.1% of clients considered recovered. The IAPT program has
a number of important features. First, it relies on evidence-based treatments
delivered within a stepped-care framework. Most clients begin with a lower cost
treatment (e.g., psychoeducational classes, clinician-supported self-help), and
are stepped up to higher intensity treatments (e.g., face-to-face CBT) if needed.
Second, clinicians receive rigorous training in the delivery of CBT for anxietyrelated disorders and depression, including ongoing supervision/consultation.
Third, all services are measurement-based. Clients complete a variety of
measures at each session. Scores on measures are used in real time to
facilitate treatment-related decisions, measure client progress, and assess
program outcomes. A final core feature is public transparency. Key outcomes
are posted online monthly, ensuring that the program is held accountable to the
public. Through standardized evidence-based treatments and training,
combined with a stepped-care model to manage expenses, the IAPT program
has provided cost-effective access to CBT for millions of individuals who might
not otherwise have received effective treatment. Similar models are currently
being piloted in a number of other countries, including Norway, Israel, Australia,
and Canada.

Inspired by the impact of IAPT in
England, the Ontario Structured
Psychotherapy (OSP) Program was
launched as a 3-year pilot project at
four provincial mental health
specialty hospitals (Centre for
Addiction and Mental Health; Ontario
Shores Centre for Mental Health
Sciences, Royal Ottawa Mental
Health Care Centre, Waypoint
Centre for Mental Health Care) and a
number of their partner sites. With the completion of the pilot in March 2020,
the Ontario Ministry of Health recently announced that the program would
transition to a fully implemented provincial program. When the transition is
complete, OSP will be available throughout Ontario, based on a “hub and
spoke” model, with a smaller number of Network Lead
Organizations coordinating services across a larger number of communitybased, Satellite Delivery Sites. The core components of IAPT mentioned earlier
(evidence-based treatments; rigorous training; stepped-care framework;
measurement-based care; transparency) are all built into OSP as well.
The OSP program currently focuses on treating the following nine problems:
depression and low mood; generalized anxiety and worry; unexpected panic
attacks and agoraphobic fears; social anxiety and performance fears; specific
fears; health anxiety; obsessive-compulsive concerns; posttraumatic stress;
and other anxiety and stress-related problems. Clients receive an initial clinical
assessment to confirm the primary problem and recommend the most
appropriate level of care. The aim is for most clients to begin with a more costeffective approach, which may include clinician- or coach-supported self-help
(e.g., bibliotherapy, internet-delivered CBT), and then to be stepped up to faceto-face CBT as appropriate. In Ontario, psychotherapy is a “controlled act” that
only certain qualified professionals can perform. Clinicians in OSP include
social workers, nurses, occupational therapists, registered psychotherapists,
psychological associates, and psychologists. Clinicians receive intensive
training, including a series of comprehensive online courses and ongoing
clinical consultation. Similar to IAPT, OSP clients complete a range of
measures at each session to assess progress.
Equity and inclusion are high priorities for OSP, given that Canada has one of
the most culturally diverse populations in the world. A core aim of the program
is to ensure that effective treatments are available for individuals who currently
may not access services due to range of systemic barriers. We recognize that
standard CBT treatments may have limited effectiveness and acceptability
among individuals from certain cultural groups or communities. OSP will
engage with stakeholders to ensure that services are adapted as needed. For
example, plans are currently underway to develop culturally appropriate
services for Indigenous clients. Therapists will be taught to incorporate
antiracist and decolonizing approaches in their work.
I am very excited to introduce OSP to CACBT members. The OSP program is
the first of its kind in Canada, though large-scale programs are currently in
various stages of discussion and development in some other provinces. OSP is
still in the early stages of implementation. There are many details still to be
worked out. I look forward to providing updates in the future.
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CACBT-ACTCC ANNOUNCES NEW
ADVERTISING POLICY
The CACBT-ACTCC board of directors has adopted a new advertising policy
for the organization to help raise additional funds to enhance member benefits
and provide engaging new programming,
As we have had numerous organizations express interest in advertising their
services with us, we will now be charging individuals and organizations to post
“for-profit” announcements. Members will receive a 25% discount on the rate.
We hope that this new revenue stream will help highlight useful services,
courses and workshops for members, while also furthering CACBT’s mission to
enhance training, advancement of knowledge, advocacy, and accreditation in
CBT.
Please check out our website for more information coming your way soon.

COGNITIVE BEHAVIOUR THERAPY FOR
PSYCHOSIS (CBTp) IN A CANADIAN
CONTEXT: IMPLEMENTATION AND
RESEARCH
Michael Grossman, PhD
CBT for Psychosis Service, Complex Care &
Recovery Program, Centre for Addiction and
Mental Health

Faye Doell, PhD
CBT for Psychosis Service, Complex Care &
Recovery Program, Centre for Addiction and
Mental Health

With the benefits of Cognitive Behaviour Therapy (CBT) well-established
across a range of psychiatric conditions, it is no surprise that there has been
considerable interest in delivering this therapeutic approach to clients with
severe mental illness. CBT for psychosis (CBTp) is an evidence-based
intervention that yields moderate to large effects beyond medication alone on
reducing the distress and dysfunction associated with psychotic symptoms and
comorbidities (Burns, Erickson, & Brenner, 2014; Jauhar et al., 2014; Wykes et
al., 2008). Compared to CBT for other clinical populations, CBTp often involves
a longer and more intentional initial phase of engagement and assessment
through which both longitudinal and maintenance formulations of an individual’s
difficulties are developed. This phase allows for the exploration of previous life
experiences to better understand the role of individual learning histories and the
development of problematic cognitive and behavioural responses related to
both the emergence and maintenance of psychotic symptoms. Along with this
comprehensive formulation and a heavy emphasis on the collaborative
therapeutic relationship, normalization and acceptance are key components of
CBTp that aim to reduce the stigma of psychotic experiences and help to
promote self-compassion among clients.
A number of treatment guidelines have been published both internationally
(NICE, 2002, 2009) and here in Canada (Health Quality Ontario, 2016; Norman
et al., 2017) that highlight the importance of offering CBTp to all individuals with
schizophrenia spectrum conditions. Nevertheless, Canadian mental health
settings are ill-equipped to meet such recommendations, due in large part to
the lack of funding and resources available to support specialized training and
ongoing supervision in CBTp. As a result, there is a significant gap between
what is recommended and what is actually available in practice. Efforts to
bridge this gap are underway across Canada, but it is of crucial importance that
these efforts consider the appropriate knowledge base and levels of training
required in order to be able to adequately provide CBTp, particularly given both
the complexity of CBTp itself and the variability in clinical presentations and
vulnerability of individuals living with distressing psychosis. To that end, North
American competency standards in CBTp have been established
(https://www.nacbtp.org/cbtp-competence-standards) based on some of the
seminal work that has come out of implementation efforts in the U.K. over the
past two decades (e.g., Ince, Haddock, & Tai, 2016).

The Centre for Addiction and Mental Health (CAMH) CBTp Service, located in
Toronto, Ontario, was established in 2011 and serves as one potential model of
how to address the issue of CBTp implementation in a Canadian mental health
setting. Initially staffed by one part-time clinical psychologist, the service has
grown to provide CBTp and CBTp-informed care to CAMH clients with
schizophrenia spectrum conditions across inpatient, outpatient, and partial
hospitalization settings. In addition to clinical care, the service has become a
substantial Canadian training site for CBTp, providing training and supervision
for doctoral-level psychology students and psychiatry residents, as well as
consultations to other health care settings who are looking to implement CBTp
in a sustainable manner. Within the outpatient stream of the service, a
manualized, 16-week, group-based CBTp intervention is offered as the first-line
treatment to reach the largest number of clients. However, individual,
formulation-driven CBTp is also available with trainees under supervision of a
psychologist for those who either complete or were unable to tolerate groupbased CBTp but continue to experience a high level of distress or dysfunction
associated with their condition.

In recent years, expansion of the CBTp Service
has allowed for the development of a program of
research, with the goal of extending the evidence
base on mechanisms of change underlying the
efficacy of CBTp. All referrals to the outpatient
stream now receive a standardized intake

assessment upon entry to the service. This assessment includes a range of
cognitive, symptom, and functional measures, which are re-administered at
mid- and post-treatment time points to examine whether changes over the
course of CBTp vary as a function of these clinician-rated or self-report
measures, and impact hospital-wide service use. As part of our broader
service-wide research, we are also collecting demographic and clinical
variables associated with dropout rates at different stages of the treatment
process to elucidate predictors of service disengagement, framed within the
larger question of how to maximize client engagement and optimize treatment
outcomes in CBTp.
Our overarching goal from conducting this research is to advance knowledge
and practice of delivering CBTp to individuals with schizophrenia spectrum
conditions. More specifically, we hope to help direct limited resources in
Canada to those most likely to benefit from CBTp, and to better tailor the
intervention to patient characteristics, which will ultimately lead to more
personalized treatment approaches for individuals living with severe and
persistent mental illness.
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OBSESSIVE-COMPULSIVE DISORDER
DURING COVID-19: UNDERSTANDING THE
ROLE OF THE FEARED SELF
Catherine Ouellet-Courtois, PhD

Frederick Aardema, PhD
Associate Professor
University of Montreal

The recent pandemic of COVID-19 has exacerbated the symptoms of many
individuals already struggling with mental health problems, and a similar or
even worse impact has been anticipated for those with obsessive-compulsive
disorder (OCD), especially among those with obsessional fears of
contamination. However, OCD is a highly heterogenous disorder with
considerable variation in symptom presentation, and an obsessional fear of
contamination is only one its many presentations. The stress and emotional
distress associated with the current pandemic is anticipated to add to the
psychological load of many individuals with pre-existing mental health issues,
but not specifically to those with OCD. In fact, OCD is not a disorder that can be
easily explained by a general tendency to overestimate threat, as we see in
those with phobias or other anxiety disorders.
As recently outlined by Aardema (2020), to understand a truly obsessional
reaction to the current pandemic, and to differentiate it from normal, and even
exaggerated fears of contagion, we need to take into account the personal
meaningattached to the idea of contracting viruses and germs. The stimuli
feared by those with OCD are frequently highly selective and do not generate
across situations in the same way. For example, Aardema (2020) describes
how a client with OCD with contamination fears compulsively washed her
hands out of fear of contradicting Hepatitis C, but had no obsessive concerns
about contracting the coronavirus. Those with anxiety disorders and/or phobias
do not show the same level of selectivity, and if fear of contagion applies due to
a tendency to overestimate threat or danger, it will more easily generalize
across situations.
So why are fears in OCD so
selective, and how can the current
pandemic exacerbate symptoms in
OCD beyond the general effects of
the psychological distress that the
current pandemic generates for
many? In his recent article on the
topic, Aardema (2020) argues that for any specific obsessional reaction to
occur, we need to take into account the role of vulnerable self-themes and
feared self-perceptions among those with OCD. Those with obsessional fears
of contamination do not solely fear the potential objective outcomes of
contracting a virus such as death or disease, but rather, they specifically fear
what it might represent in terms of their implications to the self.
Recent findings in a special issue on feared self-perceptions in the Journal of
Obsessive-Compulsive Disorders edited by Aardema and Wong (2020) have
suggested that symptoms of OCD may be driven by feared self-perceptions,
especially those revolving around a fear of inner corruption, where compulsions
predominantly serve to safeguard the self as opposed to only the physical body.
In particular, this work has highlighted the important role of mental
contamination and how it may be driven by these feared self-perceptions, which
consequently may give rise to compulsive washing behaviors (Krause, Wong,
O’Meara, Aardema, & Radomsky, 2020). That is, while it may seem as if the
person with OCD solely fears the objective effects of viruses and germs, what
those with OCD truly fear is what these invisible life forms represent or
symbolize in terms of their imagined effects on the self. Consequently, for any
specific obsessional effect to occur, the feared stimuli have to tap into an
underlying feared self-theme to be perceived as threatening or violating
intangible aspects of the self.

As recently suggested by Aardema (2020), the understanding of the role of
feared selves in OCD has important clinical implications, as it might help
clinicians working with OCD patients during the current pandemic. Therapists
can usefully focus on psychoeducation highlighting the difference between
normal and obsessional contamination fears. Teaching patients how to tell the
difference between normal and obsessional doubts is already an intrinsic part
of inference-based cognitive-behavioral therapy for OCD (O’Connor &
Aardema, 2012). Further, this therapeutic approach allows patients with OCD to
understand the impact of their irrational personal narrative on the development
and maintenance of their obsessional fears, thereby allowing patients to realize
that the true object of fear is not out there in the physical world, but rather in
their imagination. Although inference-based cognitive-behavioral therapy does
not include exposure, this approach might also assist therapist in devising
appropriate exposure exercises during the current pandemic and help to
differentiate between those situations where fears of contamination are based
on actual reality, as opposed to those that arise as the result of an imaginary
feared self-theme. Notably, recent work has demonstrated that improvements in
feared self-perceptions over the course of therapy is significantly associated
with reductions in obsessional fears of contamination (Aardema, Wong, Audet,
Melli, & Baraby, 2019). As such, targeting feared selves in the treatment of
OCD with contamination fear might prove to be helpful to clinicians trying to
help their patients during these difficult times.
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IN CASE YOU MISSED IT...
Please check out these recent webinars hosted by CACBT-ACTCC. Videos
and slides are accessible to members and can be found on our website
at https://cacbt.ca/en/recent-board-initiatives/past-webinars/.
"Culturally Informed Cognitive-Behavioural Therapy"
Speaker: Dr. Monnica Williams
December 8, 2020
« Les TCC à l’épreuve des enjeux raciaux : Clefs et outils pour fournir des
soins antiracistes »
Speaker: Dr. Jude Cénat
November 17, 2020
These webinars are part of a series of initiatives launched by CACBT-ACTCC
aimed at increasing inclusivity and fighting against racism and
discrimination. Please read the Board’s Statement on Racism and
Discrimination at https://cacbt.ca/en/recent-board-initiatives/racism-anddiscrimination/ for information on further goals and initiatives underway at
CACBT-ACTCC.
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MEMBER CERTIFICATION
We would like to congratulate our CACBT members who have become newly
certified in 2020:
Melanie Ducharme (Sudbury, Ontario)
Adele Efendov (Toronto, Ontario)
Heather Fulton (New Westminister, British Columbia)
Syb Pongracic (Mississauga, Ontario)
John Roche (Waterloo, Ontario)
Andréa Shaheen (Sydney, Nova Scotia)
Lindsey Thomson (Ottawa, Ontario)

We would also like to thank all of our members who donated their time to
complete a certification review in 2020:
Melanie Badali
Kristin Buhr
Trish Furer
Sheryl Green
Melanie McConnell
Sarah Newth
Laura O’Neill
Andrea Peterman
Penny Sneddon

MEMBERSHIP COMMITTEE RECRUITING
CACBT-ACTCC wants to grow and be responsive to the needs of its members
and student affiliates across Canada. We are looking
for diverse representatives to support new and ongoing projects with our
membership committee. Volunteers on the Membership Committee are asked
to commit to a 3-year term and can be involved in a variety of tasks of their
choosing. Recent tasks have included development of outreach materials,
networking with new potential members, and development of new member
benefits (discounts, organizational partnerships, researching new
opportunities). If you, as an active member or affiliate, are interested in helping
grow the membership in your area please share our letter to potential new
members. If you would like to get involved in our with the membership
committee or have comments, questions, or suggestions, please get in touch
at membership@cacbt.ca.

COVID-19 RESOURCES
It is wonderful to see practitioners coming together to provide resources to
support each other in adapting to telepsychology and helping our clients
manage the stress and anxiety under these circumstances. We’ve tried to
consolidate the resources that are available: https://cacbt.ca/en/covid-19resources/covid-19-resources/.

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, Maya Atlas, & Diana Dunnell.
We welcome your suggestions and feedback on future editions and can be
contacted at: communications@cacbt.ca
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