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EXECUTIVE SUMMARY

In June 2003, the Victorian Department of Human
Services (DHS) funded the Psychotherapy and
Counselling Federation of Australia (PACFA) to
determine a best practice self-regulation model
for the psychotherapy and counselling professions
in Australia and to explore the feasibility of
developing a joint self-regulatory model with
other self regulating health professions.

Core Activities
The project brief specified a number of core
activities to be undertaken. These were to:

PACFA was established in 1998 as a national peak
body
for
psychotherapy
and
counselling
professional associations. It is governed by a
Council made up of two representatives from each
of the member professional associations and
seeks to provide a unifying self-regulation role for
the field. At June 2007, there were 41 member
associations
and
six
identified
national
associations which were not members of this
Council.
This project was funded in the context of the 2003
Review of Regulation of the Health Professions in
Victoria, as well as a number of policy initiatives
in other states and nationally. These other policy
initiatives
include
the
NSW
Review
of
Complementary Health Professions, the NSW
Review of Unregistered Health Practitioners, the
Australian Government Productivity Commission
Report on the Health Workforce, and the Senate
Inquiry on Mental Health and subsequent mental
health reforms.

To develop a best practice model for selfregulation of the counselling and psychotherapy profession in Australia, based on a
critical review of the literature, consultation
with experts and key stakeholders, and
political/ economic considerations.
To explore the feasibility of establishing
joint self-regulatory arrangements with
other self-regulated health professions.

3.

To work collaboratively with stakeholders to
reach agreement on a plan for implementing key features of an effective and efficient
self-regulatory model that is publicly
accountable and provides adequate protection for consumers.

2.

Assess the feasibility of establishing joint
self-regulatory arrangements with other
self-regulated health professions.

3.

Conduct a national consultation process
with the counselling and psychotherapy
profession and other key stakeholders,
seeking consensus on key features of the
proposed self-regulatory model.

4.

Determine the preferred model
establish implementation plan.

5.

Implement priority activities of plan.

and

Chapter 1 of the report provides an overview of
the project and outlines the Structure of the
Report. Given the complexity of the field of
counselling and psychotherapy, and the diversity
of regulatory models, a range of consultation and
research methods were used to access a broad
range of perspectives. These are briefly described
next.

The project aims were:

2.

Undertake a critical review of the
literature and develop a best practice selfregulatory model/s for the counselling and
psychotherapy professions.

Methodology and Key Results

Aims of Project
1.

1.

Literature Review
An extensive literature review was undertaken of
international models of regulation of the health
professions. The review, reported in Chapter 2 of
the Report, highlighted current and recent activity
internationally with respect to the regulation of
psychotherapy and counselling. Some of the most
relevant examples are those from the United
Kingdom (UK), Canada (e.g. Ontario and British
Columbia), the United States (US), and New
Zealand as outlined below:
•

1

The UK Department of Health funded the
United Kingdom Council for Psychotherapy
(UKCP) and the British Association for
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theoretical approaches and practices.
However, most agree that counselling and
psychotherapy practice is primarily a
talking-based therapy, built on relational
trust and thus requires careful monitoring
of the use of power in the therapeutic
relationship. There are a number of
international efforts to define core training
requirements and core practices (eg. UK,
Ontario, New Zealand).

Counselling and Psychotherapy (BACP) in
2005 to examine the provision of
counselling and psychotherapy training in
the UK and standards of training, as a
basis for understanding regulatory needs.
•

The UK Department of Health also funded
the UKCP in 2005 to strengthen its
regulatory framework and processes in
preparation for the introduction of
statutory regulation of the psychotherapy
profession in the UK.

•

In February 2007, the UK Government
announced that both counselling and
psychotherapy would be regulated by
government within the framework of the
Health Professions Council.

•

In
2006,
the
Health
Professions
Regulatory Advisory Council of Ontario
approved the statutory regulation of
psychotherapy
as
a
practice,
and
psychotherapists as a profession, to be
regulated under a new College of
Psychotherapists. Part of this project has
involved an extensive review of regulatory
arrangements
for
psychotherapy
internationally, and particularly in North
America. Controversial aspects of this
decision are the proposal to include an
enforceable scope of practice in the Act
(to
be
defined),
and
to
exclude
counselling and counsellors from the
regulatory scheme.

•

While the Health Professions Council
(HPC) of British Columbia in 1997
recommended that counselling should be
regulated, it later rejected applications
from
five
Canadian
counselling
associations to be designated a health
profession under the HPC framework on
grounds that they were not yet a unified
health profession, and suggested that
alternative models should be explored.

•

The US has a wide range of regulatory
models. Of 50 US states, 49 states
(California pending) regulate one or more
forms of counselling.

•

The
psychotherapy
profession
was
approved as a regulated profession in
New Zealand in 2005, and the Ministry of
Health, after consultation determined that
the most appropriate regulation model
would be a standalone authority for
Psychotherapists.

Some key issues identified in the review were:
•

Problems in defining counselling and
psychotherapy due to a wide diversity of
2

•

There was widespread agreement that
counselling
and
psychotherapy
are
fundamentally different from most other
health professions in that the focus of the
‘talking
therapy’
practice
is
the
relationship and the process of therapy,
rather than performance of certain
definable procedures. This makes it
difficult to define competencies and
scopes of practice in a narrow legalistic
sense.

•

A wide range of health professionals train
and
practice
as
counsellors
and
psychotherapists. However, the majority
of current practitioners appear not to be
covered by other health profession
regulatory
structures,
and
many
unregulated
practitioners
work
in
relatively unsupervised private practice
settings.

•

The wide range of training bodies,
professional associations, and theoretical
approaches have posed challenges to
regulation of the profession. This diversity
is both a strength and a weakness and
requires a model that respects diversity
while being clear about standards.

•

The wide variation in training standards,
ranging from pre-vocational, vocational
and tertiary levels of training, makes it
important to adequately specify what
types of practice are best undertaken by
practitioners with different levels and
forms of training. This may best be
managed within a self-regulatory model
based on professional colleges, which will
have the necessary expertise to link
training standards and practice. Such a
self-regulatory
model can
only be
successful with widespread support from
the profession.

•

Due to the diversity of models, a
Federation or Council structure was seen
to
provide
a
suitable
overarching
framework for the diverse member
associations with a need to define clear
minimum standards for training and
ethical practice of professionals. It also
requires a flexible regulatory structure to
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arrangements with other self-regulated health
professions. Submissions were invited.

support
development
of
rigorous
processes within the subgroups and
specialities. Such a model has been
adopted internationally by the UKCP, and
the World Council for Psychotherapy, and
nationally by PACFA, and has been
proposed under the new College of
Psychotherapists in Ontario.

This was followed by a consultation process,
involving individual and joint meetings with the
various associations to explore views about
possible joint regulatory arrangements. A
summary of these consultation meetings and the
perceived advantages and disadvantages is
provided in the full report. Some associations
expressed a commitment to pursue the statutory
regulation option, e.g. AASW and NHAA. Other
associations expressed satisfaction with their
current self-regulatory arrangements; e.g. AAOT,
AOB, DAA, SPAA, AACMA, and AROH. A small
number of associations indicated cautious interest
in further discussions about possible joint selfregulation models (e.g. AOPA, AAMT, ANTA, ATMS
and PACFA). From this process, a group of
associations agreed to remain open to future
dialogue on possible joint models, although it was
considered premature to move ahead with this at
this stage in light of rapid policy changes in the
wider
regulatory
environment,
eg.
those
associated with release of the Australian
Government Productivity Commission Report
titled: Australia’s Health Workforce.

Feasibility of a Joint SelfRegulation Model
In line with national and international moves to
regulate health professions by a common
regulatory structure such as the HPC, the
Victorian DHS commissioned this project to
examine the feasibility of a joint self-regulatory
framework that could encompass a range of
unregulated health professions, reported fully in
Chapter 3 of the Report. A brief overview follows.
During 2004, a survey was undertaken of key
national self-regulating professional associations
for the non-registered allied and complementary
health
professions
to
map
self-regulation
arrangements and begin the consultation process
around feasibility of a joint model.

Discussion Paper on SelfRegulatory Models for
Counselling and Psychotherapy

The Allied Health groups surveyed included: the
Australian Association of Occupational Therapists
(AAOT), Australian Association of Social Workers
(AASW), Australian Orthoptic Board (AOB),
Australian Orthotic Prosthetic Association (AOPA),
Dieticians Association of Australia (DAA), and
Speech Pathology Association of Australia (SPAA).

Chapter 4 reports on the discussion paper on
possible models of self-regulation for the
counselling and psychotherapy profession which
was released in January 2004, and circulated
widely. This discussion paper identified several
features of best practice in professional regulation
based on the national and international literature.
These included having a unified regulatory body
with a sound and independent governance
structure, a national registration system with
clear appropriate educational standards, a Code of
Ethics, fair and transparent complaints handling
and
appeals
procedures,
rigorous
course
accreditation processes and a procedure for
monitoring continuing professional development
and fitness to practice.

Complementary Health groups surveyed included:
the Australian Acupuncture & Chinese Medicine
Association (AACMA), Australian Association of
Massage Therapists (AAMT), Australian Natural
Therapists
Association
(ANTA),
Australian
Naturopathic Practitioners Association (ANPA),
Australian Register of Homeopaths (AROH),
Australian Traditional Medicine Society (ATMS),
Federation of Natural and Traditional Therapists
(FNTT), and National Herbalists Association of
Australia (NHAA).
From the survey, the current status of national
self-regulatory arrangements in place for these
unregistered health professions were documented
against key features of the best practice models
of self-regulation. A discussion paper was then
produced which provided a brief literature review
of multidisciplinary models of self-regulation,
perceived advantages and disadvantages of
identified models, and an analysis of current selfregulation arrangements of the Australian selfregulating bodies. This discussion paper was
distributed to all participating associations setting
out key features of a best practice self-regulatory
model and some options for joint self-regulatory

This paper identified two possible best practice
models of self-regulation that sought to address
the
current
context
for
counselling
and
psychotherapy in Australia. The first of these
models represents a strengthened version of the
current PACFA model. This model is currently
governed by the PACFA Board of Management
which is in turn elected from the member
associations of PACFA. The second model
proposes a new legal entity that is separate from
PACFA with its own constitution and governing
body made up of an independently appointed

3
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considered that such a Board is probably only
feasible as a statutory Board, made up of people
independently appointed, or a mix of members
appointed by the profession and externally.
Alternatively, such an independent Board may be
established by a representative group of
professional bodies. For this model to work, it was
considered that there would need to be an
agreement among all major professional bodies
on training and entry to practice requirements.

Board with some members being drawn from
outside the profession.
The paper also suggests that the first PACFA
governed model could evolve into a more
independent structure by separating it from
PACFA, and establishing it as Model 2 at some
future date. Both model one and model two
propose similar functions and principles and the
two models are discussed in relation to the best
practice principles of fairness, transparency,
accountability,
targeting,
consistency,
and
proportionality. Challenges in implementing a
comprehensive self-regulatory model were also
highlighted.

The advantage of this model is that it would be
potentially
more
inclusive.
The
primary
disadvantages are that it duplicates the
administrative and regulatory roles already
established by PACFA as a peak body for the field
and adds another layer of bureaucracy which will
add to costs. It is unclear, without a legislative
mandate, whether sufficient consensus about
standards could be reached between all
associations given that this has already been
attempted but not been fully achieved by PACFA.
Who would coordinate such an independent body?
To whom would it be accountable? How would
major differences be resolved?

Model One recognised the significant work
undertaken to date by PACFA, a Federation of 42
associations, to unify the profession, set
standards, and develop rigorous best practice
self-regulatory structures to cover the member
associations. These included setting standards of
training and practice, maintaining a register of
practitioners, and managing a rigorous and nonadversarial complaints handling and appeals
process for registrants. The advantage of
adopting the PACFA structure as the core
regulatory structure is that it builds on the
substantial body of regulatory work already
undertaken collaboratively by the member
professional associations and represents a
considerable consensus in the professional field.
Model One proposed to further develop the
regulatory functions of PACFA by making the
registration function into a more independent
system modelled on statutory registration boards
and complaints handling processes. In this model,
access to the registration process would be via
member associations. PACFA would serve as the
national self-regulatory and standards body for
the profession. Professional associations currently
not affiliated with PACFA, could gain access to the
registration system for their members by meeting
the consensus standards and joining as a member
association of the PACFA Council. This would then
ensure a voice in the ongoing decision-making
about standards.

The discussion paper served as a basis for the
consultation processes which sought to gather
feedback on the proposed models and determine
the level of support from professional groups
around key self-regulatory issues such as entryto-practice
standards,
course
accreditation,
registration
models,
complaints
handling,
governance, and ethical standards.

National Consultation Process
Chapter 5 outlines the communication strategy
which was developed and consultation meetings
held in each state of Australia and nationally to
discuss the proposed models. Submissions were
invited from stakeholders, and stakeholders were
invited to participate in consultation meetings or
were consulted individually and through written
form. Stakeholders consulted included:
41 PACFA professional associations
•
Adelaide Institute for Psychoanalysis (AIP)a
•
Association of Personal Counsellors (APC)
•
Association of Solution Oriented
Hypnotherapists and Counsellors of
Australia (ASOHCA)
•
Association of Soul Centered
Psychotherapists (ASCP)
•
Australian and New Zealand Association of
Psychotherapy (NSW) (ANZAP)
•
Australian and New Zealand Psychodrama
Association (ANZPA)
•
Australian and New Zealand Society of
Jungian Analysts (ANZSJA)
•
Australian Association of Group
Psychotherapists (AAGP)

The perceived advantage of this model was that it
recognised the regulatory role that PACFA was
established to undertake and the peak status of
PACFA as an association of associations. The
major disadvantage of this model is potential lack
of acceptability to the small number of
associations who have chosen not to participate in
development of the consensus standards.
Model Two proposed an independent model
through establishing a Registration Board as a
separate legal entity, independent of PACFA. This
Board would set standards and regulatory
processes and then invite registration from any
appropriately qualified practitioners regardless of
the association they belonged to. It was
4
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•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

•

Australian Association of Relationship
Counsellors (AARC)
Australian Association of Somatic
Psychotherapists (AASP)
Australian Association of Spiritual Care and
Pastoral Counsellors (AASCPC)
Australian Centre for Psychoanalysis (ACrP)
Australian College of Psychotherapists
(ACP)
Australian Hypnotherapists Association
(AHA)
Australian Radix Body Centered
Psychotherapy Association (Radix)
Australian Somatic Integration Association
(ASIA)
Christian Counsellors Association of
Australia (CCAA)
Clinical Counsellors Association (CCA)
Counselling and Psychotherapy Association
Canberra and Region (CAPACAR)
Counselling Association of South Australia
(CASA)
Counsellors And Psychotherapists
Association of NSW (CAPA NSW)
Counsellors And Psychotherapists
Association of Victoria (CAPA Vic)
Dance Therapy Association of Australia
(DTAA)
Emotional Release Counsellors Association
of Australia (ERCA)
Gestalt Australia New Zealand (GANZ)
Hakomi Australia Association (HAA)
Institute of Clinical Psychotherapy (ICP)
Melbourne College of Contemporary
Psychotherapy (MCCP)
Melbourne Institute of Experiential and
Creative Arts Therapy (MIECAT)
Melbourne Institute for Psychoanalysis
(MIP)a
Music and Imagery Association of Australia
(MIAA)
NSW Institute of Family Psychotherapy
(NSW IFP)
Professional Counsellors Association of
Tasmania (PCATas)
Psychoanalytic Psychotherapy Association
of Australasia (PPAA)
Psychotherapists and Counsellors
Association of WA (PACAWA)
Queensland Association for Family Therapy
(QAFT)
Queensland Counsellors Association (QCA)
Society of Counselling and Psychotherapy
Educators (SCAPE)
Sydney Institute for Psychoanalysis (SIP)a
Victorian Association of Family Therapists
(VAFT)

Western Pacific Association of Transactional
Analysis (WPATA)
a.

These three associations have now become
the Australian Psychoanalytic Association.

Non-PACFA
professional
associations
(national bodies):
• Australian Board of Certified Counsellors
(ABCC),
• Australian Association of Career
Counsellors (AACC),
• Australian Counselling Association (ACA),
• Australian Guidance (AGCA) and
Counselling Association,
• Australian Society of Rehabilitation
Counsellors (ASORC), and
• National Association for Loss and Grief,
Victoria (NALAG Vic).
Other stakeholders from outside the counselling
and psychotherapy profession who were consulted
included:
•
•
•
•

State and Territory Health Care
Commissioners and health complaints
bodies (except Northern Territory),
State Departments of Health and other
relevant departments,
Relevant politicians and government
departments in each state, and
Allied Health advisory bodies.

Most professional associations supported the first
model, that of having PACFA serve as the
regulatory body. They supported the need for
continual strengthening of its self-regulatory
structures through working towards a more
independent Registration Board that included nonprofessional members on the governing body, a
rigorous assessment process, sound complaints
handling, appeals and disciplinary processes,
supported by agreements with Heath Services
Complaints bodies. There was acknowledgment
that it was highly desirable for the whole field to
be united in this approach, and that this remains
a major goal for the profession. The preferred
strategy was thus to consolidate the considerable
work already undertaken by the unified group of
41 member associations, as well as maintaining
dialogue with other professional bodies towards
development of a future consensus.

Consultation with Non-PACFA National
Counselling and Psychotherapy Bodies
Six national counselling professional bodies
outside the PACFA umbrella were invited to
consultations. These were the Australian Board of
Certified Counsellors (ABCC), the Australian
Association of Career Counsellors (AACC), the
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Australian Counselling Association (ACA), The
Australian Guidance and Counselling Association
(AGCA) (and the Queensland Guidance and
Counsellors Association), the Australian Society of
Rehabilitation Counsellors (ASORC), and the
national Association of Loss and Grief (NALAG).
One outcome from the discussions with the ABCC
was an agreement to merge the two registers
under PACFA administration in 2005. This was
possible because of basic agreement on standards
and processes.

Consultations with Relevant
Government Bodies, and Other
Stakeholders
Numerous consultations have been held with a
variety of government departments and politicians
across all states except the Northern Territory
regarding self-regulation of the psychotherapy
and counselling professions. A comprehensive
database of state based health departments,
representatives of other relevant departments,
ministers, shadow ministers and state offices of
the Health Services Commissioners has been
developed.

The AACC reported that their focus was much
broader than counselling and they wished to
retain their primary focus on career development.
They were therefore not interested to pursue a
common approach with PACFA at this time. The
AGCA comprise professionals who work in school
and educational counselling and career guidance
and are closely aligned with the psychology
profession. They indicated that they had well
developed regulatory structures for governing
their members.

The consultations revealed strong and consistent
support from all government bodies for PACFA’s
aim of uniting the profession and strengthening
the self-regulatory structures and processes.
Consultations have occurred throughout and will
continue in the future, with a view to monitoring
regulatory policy changes and maintaining an
ongoing dialogue with governments.

The ACA has maintained its independence as a
national body that is separate from PACFA. Major
differences over standards, governance structures
and processes have made it difficult for consensus
to be reached between the ACA and PACFA, but
both associations state a willingness to maintain a
dialogue to determine a viable basis for
collaboration. In 2002, the ACA formed a
subgroup which became a member association of
PACFA (the Clinical Counsellors Association), so
there is an existing pathway for ACA members
who meet PACFA’s standards and wish to join the
national Register maintained by PACFA. This also
provides the ACA with access to all PACFA
consultation and policy making documents.

Preferred Model and
Implementation Plan
The preferred model which emerged from the
review and consultation process was based on a
recognition of PACFA as the only body in Australia
which has been established with its primary
purpose being to undertake self-regulation of the
broad field of psychotherapy and counselling in
Australia, and which has a mandate from a broad
cross section of professional associations to carry
out this role. The federated structure of
associations was adopted as the preferred selfregulation model in 1998 as a result of three
years of broad consultation. Of 48 identified
independent professional bodies in existence at
June 2007, 41 (85%) have endorsed this model
and agreed to work actively towards a more
unified and accountable model of self-regulation
for the profession. The federated model was seen
as the most suitable accountable structure to
undertake this role while allowing for a healthy
diversity of theoretical orientations and areas of
practice and the creative energy that comes from
relatively autonomous units.

The process of consultation in many ways
confirmed the distinction between PACFA and
non-PACFA bodies. It seems that all associations
that are at present committed to working towards
a unified field for the psychotherapy and
counselling profession have joined PACFA and
participated in the consensus process. Those that
have remained outside PACFA appear to place less
emphasis on the need for a unified approach and
a single national peak body that represents the
whole profession.
It was concluded that agreement with bodies
outside the PACFA umbrella on a self-regulatory
model was unlikely to be reached within the
timeframe of the DHS project. However,
substantial progress had been made in defining
the features of a best practice model,
strengthening the structures and processes of the
existing PACFA self regulatory model, expanding
the reach of this through incorporation of the
ABCC and development of dialogue between other
counselling and psychotherapy bodies.

There are a further six associations that have not
joined this model. Given this context, it is
concluded that self-regulation needs to be viewed
as a developmental process. Stage One has
involved strengthening the PACFA self-regulatory
peak body structure, strengthening self-regulation
among the 41 member associations, and
engaging in wider consultation.
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interests of the public by dealing fairly and
effectively with complaints about poor practice.

Movement to Stage Two would involve gaining
agreement across all other professional bodies for
a more united approach to self-regulation.
However there are a number of core issues which
currently prevent a united model being voluntarily
implemented. These include differences in legal
entities and accountability structures, different
philosophies and constituencies, and different
views about training and practice standards.
Implementation of Model Two would require a
commitment by all associations to work
collaboratively towards the good of the profession
overall.

PACFA provides a structure one-step removed
from the member-based professional associations.
Its National Register of Psychotherapists and
Counsellors has a registrant assessment process
which is separate from the member associations
and undertaken by a single trained registrar.
PACFA also provides an independent person from
outside the member association to chair a
complaints committee established for a complaint
against a registrant. It is proposed that the most
efficient way forward will be to build on and
strengthen
the
self-regulatory
processes
established by the current PACFA national
Register.

Establishment of an independent regulatory body
may
eventuate
either
through
voluntary
profession-wide
agreement,
or
through
government
incentives
and/or
statutory
initiatives. If consensus cannot be reached, a
statutory model of regulation may be the most
effective way of achieving a comprehensive
unified approach.

Plans to further strengthen the regulatory
functions of this body include establishing an
independent Board under a separate legal entity.
As resources allow, it is proposed that the
Registration Board would comprise independently
appointed professional and non-professional
members to ensure greater transparency and
accountability. The Board will initially consist of
at least 7 board members comprising: 1 Chair, 4
psychotherapy and counselling professionals
(eligible for Registration), 1 non-counselling
professional with expertise in regulatory issues
and 1 lay individual.

It is recommended that dialogue is maintained
between key professional bodies to work towards
consensus about key self-regulatory issues such
as appropriate regulatory structures, minimum
training and entry to practice standards, a unified
model of registration, complaints handling and
course accreditation. At the same time, a
watching brief needs to be maintained on the
wider national and international policy context in
order to determine the need for legislated
regulation
of
the
profession.
Given
the
complexities of psychotherapy and counselling
approaches, it is considered that there are
considerable advantages in recognising and
supporting a peak professional body to undertake
the major regulatory roles for the profession. This
is consistent with an approach of using the
minimum interventionist approach needed to
achieve desired outcomes. However, such a selfregulatory model can only be effective to the
extent that it is voluntarily supported by the field.

Appointment of members to the Registration
Board should occur according to a number of
principles. Individuals should be appointed on
merit, their capacity to provide the required skills,
and their capacity to work effectively to achieve
the tasks of the Board rather than act as
representatives of associations. Nominations or
applications for Board positions should be
reviewed by a panel of independent experts such
as Health Services Commissioners or AHMAC and
the selection made independently. Alternatively,
AHMAC may be asked to appoint the lay members
to the Registration Board. To provide greater
accountability, the Board should provide an
annual report to a relevant government body such
as AHMAC, and the Health Care Commissioners.

Registration of Practitioners
The project identified an independent Register of
Practitioners as a crucial element of a sound selfregulatory structure, since the primary purpose of
such a Register of Practitioners is to provide a
publicly accountable system for regulating the
profession, i.e. to serve the public interest. To do
this, the structures and processes must be, and
be seen to be, fair, just and transparent, and not
dominated by professional self-interest. To
achieve this, the Register should have a structure
that achieves a separation of the regulatory
functions from the management of individual
member-based professional associations. Such
separation is necessary to reduce the potential for
conflict between the objectives of representing
the interests of members and protecting the

Entry to Practice Standards
From the review of international literature on
training and entry to practice standards (e.g.
Register eligibility criteria), strong support was
identified for setting the minimum qualification for
counsellors and psychotherapists to be at least an
undergraduate degree or equivalent. Best practice
also indicates that professional courses need to
have undergone a rigorous course accreditation
system by a panel of independent experts. The
literature also supports the need for considerable
supervised professional practice prior to full
registration, to ensure good competence and
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accountability. In line with this review, the PACFA
Council has agreed to changes which are being
introduced over 2007-2009 to make pathways of
entry to the Register clearer and more in line with
international standards.

These sections need to develop clear definitions of
their areas of practice, define appropriate training
and practice standards, and provide professional
expertise to other committees such as the
Complaints and Appeals Committees.

Specialist Counselling and Supervision
Standards

Administration
The administration of a professional Register
requires
an
assessment
process
that
is
independent of member-based associations. The
Registrar’s task is to assess applications against
the entry-to-practice standards. This has been a
complex task given the relatively large number of
alternative pathways demonstrated by people
trained prior to the development of training
standards. The administrative structure needs to
be flexible and expandable, allowing for potential
further inclusion of other professional associations
and an increasing number of registrants. Given
that there are few current tangible incentives for
registration, it was considered that making the
Register totally independent of PACFA at this point
was not financially viable, and could result in a
loss of current registrants who value the
professional credibility that comes from being
associated with the rigour of the PACFA Register.

Feedback
from
governments
within
the
consultation process has indicated a need for the
regulatory
body
to
undertake
specialist
accreditation functions as a guide for employment
of counsellors and psychotherapists within specific
government funded counselling services. The
feasibility is thus being assessed of developing
training standards and specialist recognition in
certain areas of practice for which government
funded programs require recognition e.g. mental
health, drug and alcohol counselling, trauma, or
sexual assault work.
The development of supervisor standards is
another specialist area that is being investigated.
Since
best
practice
in
counselling
and
psychotherapy suggests that clinical supervision is
an important quality assurance component of a
regulatory
system,
it
is
important
that
appropriately trained and competent supervisors
are readily identifiable.

The implementation of the proposed more
independent model for the registration board may
require a longer consultation phase. Thus it is
proposed that there be a gradual move from the
current PACFA managed model to the more
independent Board as greater consensus is
achieved with other bodies on fundamental issues
such as training standards, course accreditation
and good governance. As part of the best practice
model, the Registration body is in the process of
developing official protocols with state Health
Services Commissioners to identify the criteria for
referral from one body to the other. For instance,
serious issues such as sexual misconduct may be
best
referred
to
state
Health
Service
Commissioners or the police, whereas complaints
requiring further professional development or
supervision of practitioners are best managed by
the relevant professional association.

Sections of the Register
To address the challenges posed by the wide
variety of theoretical approaches, the literature
review suggests that there is a need for
professional structures that focus on development
and monitoring of standards within differing
therapeutic modalities, as well as maintaining
some consistency across modalities. Existing
models of such structures include models of
Professional or Specialty Colleges such as adopted
by the medical profession, or a model of Modalitybased Sections on the Register such as adopted
by the UKCP.
As a result of the review and consultation process,
it was decided to further develop the main
sections (divisions) of the PACFA Register. The
current sections cover:
•
•
•
•
•
•
•
•

Ethics and Complaints Procedures
The promotion and monitoring of sound ethical
and competent practice is at the core of any selfregulation model. A model Code of Ethics and
independent Complaints, Conciliation and Appeals
Procedures based on a non-adversarial model
have
been
developed
through
extensive
consultation with ethics experts, the Victorian
Office of the Health Services Commissioner, and
legal advice. It is proposed that this nonadversarial model is used for complaints that are
not at the serious end of the spectrum of
complaints.
Serious
complaints
involving
allegations of criminal activity such as fraud and

General Counselling and Psychotherapy,
Experiential Psychotherapy,
Expressive Arts Therapy,
Family/Relationship Therapy,
Hypnotherapy,
Integrative Psychodynamic
Psychotherapy,
Psychoanalytic/Psychodynamic
Psychotherapy,
Counselling and Psychotherapy Education
and Training.
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bodies in other states. It may be that, with
permission of complainant, the HSC could be
consulted earlier in the assessment process and
take on the conciliation task.

sexual misconduct should clearly be referred to
external bodies such as the police or Health
Service Commissioners.
The Conciliation model proposes that an ad hoc
Case Officer and Complaints Committee be
appointed by the Registration Board each time a
formal written complaint is received. The
appointed Case Officer will undertake initial
interviews with all relevant parties with a primary
aim to understand the perspectives of all parties.
This non-adversarial process parallels good
psychotherapy practice and has been found to
minimise defensiveness and improve potential for
good resolutions. The Case Officer reports to the
Complaints Committee, who, in turn, will make a
recommendation to the Registration Board. When
resolutions
cannot
be
achieved
through
conciliation, the Registration Board will make and
implement determinations or decide to forward
them
to
the
relevant
Health
Service
Commissioners’ Office. The Registration Board
also can receive Appeal requests and appoint an
ad hoc Appeals Committee when necessary who
will report to the Registration Board.

Mapping the Profession
There has been a rapid proliferation of nearly 50
diverse professional associations across the
counselling and psychotherapy spectrum since the
1970s. It is difficult to state the exact number of
associations due to very rapid changes in the
field,
including:
amalgamation
of
smaller
groupings into increasingly larger and more viable
entities; development of subgroups within larger
national associations; and changes to the names
and structures of several professional bodies.
During the course of the project, it became
apparent that there was a need for a more
coherent mapping of the profession in terms of
the number and types of associations and the
members of those associations. To address this, a
survey was undertaken of the historical
development and self-regulatory arrangements of
PACFA member associations and five national
professional associations outside the PACFA
structure. The results of this survey are reported
in Chapter 6, and a more detailed mapping of the
PACFA workforce is presented in Chapter 7.

The procedures provide a number of pathways for
resolution of complaints in ways best suited to the
parties and the nature of the complaint, including
alternative dispute resolution methods where
appropriate. The primary aim is to educate
respondents and improve practice, while affording
practitioners and complainants natural justice.
They provide for imposition of a range of
sanctions on practitioners including caution,
reprimand,
counselling,
supervision,
further
education, refunds, limitations on practice,
suspension or cancellation of registration.

Survey of Professional Counselling
Associations
The project sought to document the historical
development and self-regulatory structures of
identified
professional
associations.
This
information was gathered in 2 main categories.
First, since the 41 PACFA member associations
have undergone an audit of their structures,
training standards and ethics and complaints
handling processes as part of the process of
becoming a member of PACFA, their processes
were documented from existing PACFA records.
However, little was known about the selfregulatory structures and processes of non-PACFA
professional bodies. To gather information about
these associations, a survey was undertaken in
2006 of non-PACFA national bodies (AACC, ACA,
AGCA, ASORC, and NALAG Vic) to document their
development, structures and self-regulation
processes. These findings are also presented in
Chapter 6.

Complaints committees include members from the
respondent’s member association as well as
professionals
from
outside
the
member
association
to
ensure
transparency
and
accountability, as well as to ensure understanding
of modality specific aspects of complaints. The
inclusion of members from outside the member
association is important to address the potential
for conflict of interest between a need to
represent the interests of association members
and to ensure consumers’ rights are protected &
complaints fairly handled for both parties. To date
this process has involved professionals only, but it
is clear that statutory boards are increasingly
requiring
non-practitioner
or
community
representation on such complaints committees to
bring a broader community perspective on what is
acceptable practice. A best practice model thus
should include a non-practitioner member.

The findings highlight the rapid proliferation of
associations over the past 20 years with diverse
origins and purposes. At their heart however, is
an aim to contribute to the professionalisation of
the counselling and psychotherapy profession.
PACFA, established as an association of
associations through a grass-roots consensus

As part of the process of developing protocols
with
state
HSC
offices,
PACFA
will
be
endeavouring to determine the conditions under
which complaints that are suitable for conciliation
could be better handled by the HSC & equivalent
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primary employment titles were Counsellor
(42%), Psychotherapist (33%), and Other (25%).
The full results of the survey are presented in
Chapter 7.

building process, has aimed to provide a unifying
and self-regulatory role for the field. All PACFA
associations have democratic not-for-profit legal
structures and constitutions, meet the consensus
minimum training standard and requirements for
appropriate code of ethics, and complaints
handling procedures. These associations are
moving towards a unified registration system
administered independently by PACFA and
implementation
of
independent
course
accreditation and complaints handling processes.

Course Accreditation Model
Both the literature review and the consultation
process identified a rigorous course accreditation
scheme as an important component of selfregulation. For this reason, the project sought to
determine a consensus model for undertaking
course accreditation of courses in counselling and
psychotherapy. This project is reported in Chapter
7, and a brief summary follows.

Four of the identified associations outside the
PACFA umbrella are long-standing associations
with a specific focus such as career counselling,
guidance counselling, grief and loss counselling
and rehabilitation counselling and a somewhat
defined sector within which their practitioners
work. AACC, AGCA, ASORC and PACFA all require
a minimum graduate or postgraduate level of
training, while NALAG has a minimum of a two
year
Diploma
plus
counselling
training
requirements.

A survey of 143 course providers was undertaken,
and strong support was received for developing
an accreditation scheme from the 48 (34%)
respondents. A model for course accreditation was
developed consistent with the structure of the
profession, based on the model developed by The
Council for Accreditation of Counseling and
Related Educational Programs (CACREP) in the
US, and incorporating feedback received from
Australian course providers. This model has gone
through a total of three consultation rounds with
all identified course providers to refine the model.
The third draft presented in the full report has
now been piloted with four training providers and
implementation is beginning in 2007.

Workforce Survey
Determining the most suitable self-regulatory
models for the psychotherapy and counselling
profession requires a good knowledge of the
workforce characteristics of those professionals
being regulated. Therefore a workforce survey
was undertaken in 2004 to gather information on
training, qualifications, theoretical orientations,
work contexts and practice characteristics. The
sample comprised members of the professional
associations affiliated with PACFA at the time
(N=41). While it would have been desirable to
extend the survey to all professionals, it was not
considered feasible at the time due to tensions in
the field. A total of 316 responses were received
from
a
potential
pool
of
around
3000
practitioners, providing an emerging profile of
practitioners represented by PACFA member
associations. However interpretation of findings is
limited by low participation rate. In future surveys
the sampling needs to be extended to non-PACFA
associations and better participation rates are
needed to enhance the value of findings.

Implementation of Priority
Activities of Self-Regulation
Model
Implementation of the self-regulation model will
use a staged approach that allows for appropriate
consultation and consensual decision-making
throughout. Steps taken to date include:

Key findings of the workforce survey included:
average age was 53 years, 78% were female,
average number of years practising as a
counsellor or psychotherapist was 13 years, 56%
were clinical or register level members, 32% were
listed on the PACFA Register, and 59% had
postgraduate qualifications. The three most
frequently reported specialist qualifications were
family therapy (33%), couples therapy (30%),
and psychoanalytic/psychodynamic (28%). The
primary theoretical orientation used in practice
was
psychodynamic
(30%),
followed
by
eclectic/integrative
(26%),
and
humanistic/
existential/experiential therapies (12%). The
10

•

A Code of Good Governance for
professional associations was adopted in
March 2005 by member associations
forming the PACFA Council. Future meetings
are being arranged with other organisations
to discuss principles of good governance
and future models for collaboration between
associations.

•

The
National
Register
of
Psychotherapists and Counsellors has
been strengthened through implementation
of a more accountable administration
system with assessment by the PACFA
Registrar, and development of sections
which
represent
different
theoretical
modalities. Information and search options
on the website have been expanded to
increase access and information for the
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complaints commissioners) with respect to
cases of misconduct including sexual
misconduct are currently being developed.
Discussions have been held with HSC offices
and with some Associations.

public. The concept of establishing a Board
separate from PACFA has been well received
but there is not yet full consensus nor
sufficient funds available to implement and
maintain this.
•

•

•

Changes
to
entry-to-practice
standards for members of PACFA member
associations have been made to bring
membership of associations into line with
the
consensus
Register
standards.
Implementation of these standards will
occur over 2007-2009, with a consultation
phase from 2005-2007. Further discussion
is required with non-PACFA associations.
A course accreditation scheme has
been developed based on international best
practice
principles
and
widespread
consultation with training bodies. A pilot
accreditation phase has been undertaken
and full implementation of the scheme is
due to begin early in 2007. This will
strengthen accountability around training
standards and competence of registered
practitioners.

PACFA Complaints, Conciliation and
Appeals Procedure for professional
associations was adopted in March 2005
by
all
member
associations.
These
guidelines are designed for use by
professional associations in dealing with
complaints against their members who are
not on the PACFA Register and are intended
to bring a degree of consistency across
associations to complaints processes and
encourage involvement of professionals
from outside the association.

•

Documented protocols for exchange of
information and cooperation between
the self-regulatory body and other statutory
bodies (such as registration boards, health

Information for consumers has been
developed about how to make a complaint,
the processes that apply to investigation
and handling of complaints, and avenues for
appeal. This information is available to the
public via hard copy pamphlets and on the
internet.

•

An Australia-wide Ethics Best Practice
Network is being developed to raise
awareness of ethical issues and complaints
procedures, and to train a network of
professionals to serve as case officers and
members of complaints committees. This
has been implemented progressively from
2005.

This movement towards a more unified structure
is not fully realised, and there are a number of
associations not currently participating in this
process. However, there is a tentative dialogue
occurring to determine how some common ground
can be reached and a more unified approach
realized for the future.

A revised and strengthened Complaints
Procedure for the National Register of
Psychotherapists and Counsellors was
adopted by the PACFA Council in March
2005 for use with complaints against
registrants, and is being refined as
experience
dictates.
For
non-criminal
allegations, this procedure is based on a
non-adversarial
model
of
complaints
handling procedures that ensure fair,
uniform and cost effective processes for
dealing with complaints against registered
practitioners in an objective, prioritised,
timely manner. This has been developed
through consultation with the Health Service
Commissioners Office in Victoria and a
review of best practice. Allegations of
criminal conduct must be referred to the
police.

•

•

Summary
The
Psychotherapy
and
Counselling
SelfRegulation Project has made substantial progress
on the three original objectives. It has undertaken
an extensive review of the literature, explored the
feasibility of a joint self-regulation model for the
unregulated health professions, developed a
discussion paper on models of regulation for
counselling and psychotherapy, consulted widely
on 2 proposed models, further developed the
preferred best practice model and gained the
approval of the majority of associations for the
implementation of the preferred model.
The evaluation of a preferred model of selfregulation for the profession at this point in time
was guided by a number of factors. First, in 2003,
it was considered unlikely that psychotherapy and
counselling would be able to make a case for
statutory regulation in the existing political
context exemplified in the Australian Health
Ministers’ Advisory Council (AHMAC) criteria for
statutory
regulation.
The
AHMAC
criteria
represent a national agreement on criteria for
assessing whether to regulate via legislation any
currently unregulated profession. Second, it was
considered premature to consider statutory
regulation given the complex nature and diversity
of approaches of psychotherapy and counselling
and the stage of development of the profession in
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process and respect the open transparent and
accountable processes expected by government
bodies and external stakeholders.

Australia in 2003. Third, it was considered
important for the profession itself to grapple
further with regulatory issues and move towards a
more unified and well defined self-regulatory
structure and processes. A range of international
and national events that have occurred since the
design of this project, suggest that the feasibility
of a statutory regulation model should be
reconsidered. Although that has been beyond the
scope of this project, it remains a critical issue for
further consideration.

As well as the gains made in understanding,
developing, documenting and implementing best
practice in self-regulation, the project has also
served to highlight some key differences in the
professional community and clarified the priorities
of the different professional associations.
While full consensus has not been reached, there
have been a number of significant gains towards
reducing the differences that divide the
profession. Some of these include:

The project identified 48 independent professional
associations whose primary function was to serve
as a professional body for practitioners in the
counselling and psychotherapy field (some state
based bodies or subgroups of larger national
member-based organisations were subsumed
under the larger organisations). There were two
additional bodies identified at the start of the
project whose primary purpose was to serve as a
self-regulation body for the profession, rather
than
being
an
individual
member-based
professional body. One was the Australian Board
of Certified Counsellors (ABCC) and the second
was PACFA, a federation of member associations.
From discussions between these two bodies in the
context of the current project, an agreement was
reached to merge the ABCC into the PACFA
Register, allowing for greater unification in the
field.

•

Dialogues
and
consultation
processes
occurring where previously there were none.

•

Agreement on the need for very clear and
accountable complaints handling processes.

•

Merging of the ABCC and PACFA Registers.

Future challenges for the profession will include:

It is recognised that six important relevant
associations have not endorsed this model: some
are not exclusively focused on counselling or
psychotherapy and others are happy with their
current processes and wish to maintain a separate
approach. An important feature of the PACFA
model is that it provides an ongoing forum for
grass roots consultation and decision-making
among
the
wide
range
of
professional
associations,
giving
sustainability
to
any
collaborative processes initiated in the course of
the self-regulation project. Its consultation and
consensus-gaining processes are well established,
with a proven track record over the past 10 years.
Establishment of the PACFA Council and other
consultation processes facilitate an ongoing forum
for important professional debates on hot issues
such as minimum training standards, best
practice
complaints
handling
processes,
registration and course accreditation. Its structure
remains open to inclusion of all relevant
associations who wish to participate in this

•

Further dialogue between the PACFA
member associations and the 6 associations
not currently participating in regular
dialogue about professional self-regulation.

•

A governance structure that provides for a
unified
independent
register
with
appropriate standards.

•

Agreement on levels of training and/or
competencies
mapped
against
job
requirements and identified on a public
register.

•

Agreement
on
complaints
handling
processes and notification of de-registered
practitioners.

•

Implementation
of
a
single
course
accreditation scheme for counselling and
psychotherapy courses which meets best
practice standards, and broad recognition of
this from the wider community.

•

Developing the research evidence base to
underpin professional practice and workforce
development.

•

Greater focus on and clarity of consumer
education services.

A fostering of collegial versus competitive
professional practices will allow for a more united
profession.
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CHAPTER 1:
INTRODUCTION
general practice,
practice settings.

Background
In June 2003, the Victorian Department of Human
Services (DHS) funded the Psychotherapy and
Counselling Federation of Australia (PACFA) to
determine a best practice self-regulation model
for the psychotherapy and counselling professions
in Australia and to explore the feasibility of
developing a joint self-regulatory model with
other self-regulating health professions.

mental

health

and

private

This project to develop best practice selfregulatory models for the counselling and
psychotherapy professions was funded by DHS
Victoria in the context of its wider review of health
practitioner legislation. While this wider review
focused predominantly on the 12 statutory
regulated professions in Victoria, it also identified
issues associated with a number of unregulated
professions.
Specifically,
the
DHS
review
identified the need for a study of best practice in
self-regulation
of
the
counselling
and
psychotherapy professions (DHS Vic, 2003).

This Final Report examines issues related to the
regulation of the professions of psychotherapy
and counselling in the context of broader
regulatory trends in Australia and internationally,
as well as the nature of psychotherapy and
counselling, the stage of development of the
profession in Australia, the needs and protection
of consumers, and advancement of the science
underpinning these professional activities.

The primary focus of this project was to map the
counselling and psychotherapy professions in
Australia and determine ways of strengthening
self-regulation. However, this focus was also
considered in light of the alternative option to
determine whether a case could be made for
statutory regulation.
It was recognized that
regulatory trends change over time and across
state and national boundaries, and that while the
current context seemed to favour self-regulation,
international
trends
are
moving
towards
government regulation. In either case, a stronger
self-regulatory framework for the psychotherapy
and counselling professions was considered a
necessary developmental step.

This examination is important and timely for a
number of reasons.
First, there is increasing
demand from consumers for reliable information
about how to identify appropriately trained and
accountable practitioners, and from potential
students for advice about reputable training
courses and the pathways available from training
to practice.
Second, there is demand from
consumers for greater access to affordable
counselling and psychotherapy services, which in
turn requires the profession to adopt a legitimate
and recognized regulatory framework. Third, the
growth and professionalisation of counselling and
psychotherapy has seen unprecedented activity
over the past 10 years in Australia, with many
smaller and medium sized professional bodies, an
increasing number of training programs, and a
diverse range of standards and regulatory
arrangements. This highlights the need for a
stronger
regulatory
framework
to
guide
development
of
standards
and
regulatory
functions and to provide more consistent and
consumer-friendly
information
about
the
profession and its services.

Purpose of this Report
This final report outlines the rationale for and
scope of the self-regulation project, provides a
literature review of regulatory models and trends
for the psychotherapy and counselling profession,
examines the feasibility of a joint crossprofessional self-regulatory framework, describes
options for a best practice model for the
psychotherapy and counselling professions, the
methodology for consultation, and presents
findings from the consultation process. It then
presents a number of studies on the counselling
and psychotherapy professions. These include a
study profiling the range of professional
counselling and psychotherapy associations in
Australia, a project mapping the PACFA
workforce, and the consultative development of a
course accreditation scheme. It then draws
together an analysis of all phases of the project.

Fourth, there is increasing recognition by state
and federal governments of the need for a more
accountable and regulated profession so that it
can make a greater contribution to the provision
of effective and affordable health services (DHS,
2003). Finally, there is growing pressure from
trained practitioners for greater organisation of
the profession, a stronger and more united
professional body to represent the profession and
negotiation of a more equitable role in the
provision and funding of counselling and
psychotherapy services in community, welfare,
13
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Context of the Self-Regulation
Project for the Counselling and
Psychotherapy Profession

Specific Objectives of the SelfRegulation Project
1.

Over the past 10 years, advice from various state
governments in Australia has been that selfregulation was the recommended model for
counselling and psychotherapy, since this
professional group has been seen as a relatively
low risk profession under the Australian Health
Ministers Advisory Council (AHMAC) criteria for
the regulation of unregulated health professions.

2.
3.

This assumption has not been adequately
examined
and
needs
further
exploration.
However, it was this advice that led to the
formation of PACFA as the peak body for
psychotherapy
and
counselling
professional
associations in November 1998 (see Appendix 1.1
for details on PACFA).

To develop a best practice model for selfregulation
of
the
counselling
and
psychotherapy profession in Australia,
based on a critical review of the literature,
consultation with experts and key
stakeholders,
and
political/economic
considerations.
To explore the feasibility of establishing
joint self-regulatory arrangements with
other self-regulated health professions.
To work collaboratively with stakeholders
to reach agreement on a plan for
implementing key features of an effective
and efficient self-regulatory model that is
publicly
accountable
and
provides
adequate protection for consumers.

Core Activities Defined for
the Project

The formation of PACFA followed three years of
intensive and widespread consultation nationally
and concerted efforts to develop self-regulatory
structures and processes for the profession.
PACFA’s mandate was to seek to unite the
profession, and to provide the national peak body
functions such as strengthening regulatory
structures for the profession, while supporting
and respecting the diversity and strengths of the
individual associations who became members of
PACFA. While PACFA cannot claim to embrace the
whole profession, it does represent the vast
majority of professional associations whose
primary focus is counselling and psychotherapy,
with 41 member associations at June 2007 (see
Appendix 1.2). There are currently six identified
independent national associations outside the
PACFA structure. These are: the Australian
Association of Career Counsellors (AACC),
Australian
Counselling
Association
(ACA),
Australian Guidance and Counselling Association
(AGCA), Australian and New Zealand Art Therapy
Association (ANZATA), Australian Society of
Rehabilitation Counsellors (ASORC), and the
National Association of Loss and Grief (NALAG).

1.

Conduct a critical review of the national
and international literature, and report on
models of self-regulation and statutory
regulation with particular emphasis on
regulation of the health professions; and
develop a best practice model/s for the
establishment of a national self-regulatory
authority for the profession of counselling
and psychotherapy in Australia.

2.

Assess the feasibility of establishing joint
self-regulatory arrangements with other
self-regulated health professions.

3.

Conduct a national consultation process
with the counselling and psychotherapy
profession and other key stakeholders,
seeking consensus on the key features of
the proposed self-regulatory model or
models.

4.

Determine the preferred model
establish implementation plan.

5.

Implement priority activities of the plan.

and

DHS Service Aim
Key Activities Undertaken

To strengthen the structures and processes for
self-regulation of the profession of psychotherapy
and counselling, including the mechanisms for
maintenance of the Register of Practitioners,
accreditation of training courses, management of
complaints and discipline, and public education
about the self-regulatory arrangements.
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1.

Literature review on regulation models for
the health professions and for the
regulation of the psychotherapy and
counselling professions was undertaken in
2003;

2.

Discussion paper on self-regulation for the
counselling and psychotherapy profession
was produced in 2003 and widely
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functioning and health, within the
context of an interpersonal relationship
that is designed to facilitate these
changes.

disseminated in early 2004, with request
for submissions and feedback;
3.

Survey
of
unregistered
allied
and
complementary health professions was
undertaken in 2004;

4.

Discussion paper on feasibility of joint
self-regulation model was disseminated in
2004;

5.

Consultation meetings were held with
allied
and
complementary
health
practitioners in 2004-2005, and a report
produced in 2005;

6.

National and state-based consultation
meetings were held in 2004-2005 on
models
of
self-regulation
for
the
psychotherapy and counselling profession;

7.

Workforce survey of PACFA professionals
was undertaken in 2004;

8.

Consultations with non-PACFA counselling
and psychotherapy associations were
undertaken across 2003-2006;

9.

Development of course accreditation
scheme, and survey and consultation
process was undertaken with 143 training
providers in 2004-2006;

Counselling seeks to:
•
Provide relief from emotional distress
and its social consequences
•
Promote longer term coping with
adverse circumstances, and
•
Reduce vulnerability to mental health
and social problems in the future.
(p.36)
The British Columbia Task Force on Counsellor
Regulation acknowledged the overlap clearly in
their use of the term counselling therapy (Bryce &
Cain, 2004, p.7):
“counselling
therapy”
means
assessing, describing, preventing
and treating of intrapsychic and
interpersonal
difficulties
(e.g.
mental or emotional dysfunctions
and disorders), by using scientific,
behavioural,
systemic,
and
expressive theories, methods and
techniques, including but not limited
to
• the use of individual and systemic
diagnostic procedures,
• counselling and psychotherapeutic
principles, theories and
techniques,
• clinical research into
psychotherapeutic modalities,

10. Survey of non-PACFA counselling and
psychotherapy professional associations
was undertaken in 2006;
11. Production of draft final report on best
practice in self-regulation project, was
produced in 2006 and circulated for
consultation.
12. Final report submitted in 2007.

for the purpose of enhancing
mental, emotional, physical and
spiritual health, and growth and
development throughout the human
lifespan.

Defining the Profession of
Counselling and Psychotherapy
A key issue in regulating the practice of
counselling and psychotherapy is the difficulty in
defining the nature and scope of practice and
deciding whether these are two different forms of
professional practice or one (or many). While the
two have been considered separately in many
parts of the world, particularly for regulatory
purposes, an examination of definitions shows
that there is a broad overlap between activities
and increasing calls are being made for the two to
be considered together (eg. Ontarian Coalition of
Mental Health Professionals, 2006).

The United Kingdom Council for Psychotherapy
(UKCP) defines psychotherapy as
the provision by qualified practitioners
of
a
formal
and
professional
relationship
within
which
patients/clients can profitably explore
difficult, and often painful, emotions
and experiences. These may include
feelings
of
anxiety,
depression,
trauma, or perhaps the loss of
meaning of one’s life. It is a process
which seeks to help the person gain an
increased capacity for choice, through
which the individual becomes more
autonomous and self determined.
Psychotherapy may be provided for
individuals
or
children,
couples,
families and groups.

DHS Victoria (DHS, 2005, p.19) has defined
generalist counselling as:
the application of knowledge and a
range of skill, such as reflection,
constructive confrontation and problem
solving, with the goal of reducing
distress or harmful behaviour and
improving quality of life, social
15
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in which trained professionals use
theory, research and practice-based
knowledge and skills with the goal of
reducing distress or harmful behaviour
and improving relationships, quality of
life, social functioning and health, within
the context of an interpersonal
relationship that is designed to facilitate
these changes.

PACFA, through a broad consensus-gaining
process, has defined the combined area of
professional practice in the following way.
Professional psychotherapy/ counselling:
•

•

Utilises counselling, psychotherapeutic, and
psychological theories, and a set of
advanced interpersonal skills which
emphasise processes of facilitation. Such
processes are based on an ethos of respect
for clients, their values, their beliefs, their
uniqueness and the right to selfdetermination;

The training of counsellors and psychotherapists
differs from that of psychologists, social workers,
psychiatrists and doctors in that it contains a
much
greater
emphasis
on
interpersonal
communication,
experiential
learning
and
development of relational and psychotherapeutic
skills. This approach is affirmed by a considerable
body of research demonstrating that the strength
of the therapeutic relationship accounts for 3040% of those factors predicting a successful
therapeutic quality of life, outcome (Hubble,
Duncan, & Miller, 1999).

Requires an in-depth training process to
develop understanding, knowledge about
human behaviour, therapeutic capacities,
and ethical and professional boundaries.
Because it is explicitly contracted and
requires in-depth training to utilise a range
of therapeutic interventions, professional
counselling should be differentiated from
the use of counselling skills by other
professionals;

•

Takes account of the cultural and
sociopolitical context in which the client
lives and how these factors affect the
presenting problem. This includes an
awareness and assessment of cultural
influences such as age, development,
disability, religion, ethnicity, sexual
orientation, socioeconomic status,
indigenous identity, nationality, gender.
Professional psychotherapists and
counsellors value such differences and
avoid discrimination on the basis of such
factors;

•

May involve work with current problems,
immediate crisis, or long-term difficulties.
Depending on the nature of the difficulties,
the work may be short-term or long-term,
and may involve working with an
individual, a couple, a family or a group,
and may occur in a variety of
organisational contexts in the public or
private sectors;

•

Regards the processes of self-monitoring,
self-examination, self-awareness, selfdevelopment, professional development
and on-going clinical supervision as central
to effective practice. Such practices lead to
enhanced capacity to utilise oneself in the
therapeutic endeavour.

While counselling and psychotherapy overlap
considerably,
there
are
some
distinctive
differences. As identified through a consensus
process and adopted by the PACFA Council of 41
associations, the focus of counselling is more
likely to be on specific problems or changes in life
adjustment, while psychotherapists are more
likely to work intensively with deeper issues
and/or more deeply disturbed clients who are
seen more frequently and over a longer period of
time (PACFA 2006a). However, psychotherapy
and counselling are widely understood to fall on a
continuum rather than being two discrete
professions (HPRAC, 2006; PACFA, 2006a).
It is recognised that a wide range of professions
may use a variety of counselling skills as part of
their practice, and that the term counselling is
part of everyday language with different meaning
in different contexts. An effective regulatory
model needs to define more clearly its meaning in
the professional context and determine the
standards for an acceptable knowledge base,
training, experience and skills, for practice as a
counsellor or psychotherapist. This will allow the
profession to present a credible identity and
standard of practice to both the public and other
professionals, and a mechanism through which
professionals are held accountable.

Defining Self-Regulation

(PACFA 2006a, pp.4-5)

Self-regulation of a health profession is defined in
this report as voluntary regulation by the
profession in contrast to statutory regulation
which involves state-based legislative control.
Self-regulation potentially addresses the same
functions as statutory regulation, with three core

The following brief definition was derived for
this project to capture the essence of these
various definitions.
Psychotherapy and counselling are
talking and relationship-based therapies
16
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functions being: registration, course accreditation,
and complaints handling.

Overview of Final Report
A literature review on models of regulation for the
health professions is presented in Chapter 2, with
a particular focus on models of regulation for the
counselling and psychotherapy profession. Both
the international and national literature is
reviewed.
In Chapter 3, a study is presented on the
feasibility of a joint self-regulation model for the
allied and complementary health professions. The
chapter describes the aims of the study, the
methods including a survey of the allied and
complementary health professions, development
of a discussion paper and the consultation process
that followed. The key findings are summarized
and conclusions drawn.
Chapter 4 provides an overview of the Discussion
Paper on Self-Regulation models for the
counselling and psychotherapy profession and
outlines two possible models.
Chapter 5 describes the consultation processes
employed in the investigation of self-regulatory
models for the counselling and psychotherapy
professions, then describes the findings and
conclusions from these consultation processes.
Chapter 6 presents findings from a mapping of
counselling
and
psychotherapy
professional
bodies. It presents an overview of the historical
development of organized professional bodies,
and maps their self-regulatory structures and
processes against the core features of a best
practice self-regulatory model, including issues
such as governance structures, minimum training
and entry-to-practice standards, professional
development requirements, course accreditation
schemes, ethical guidelines and codes of practice,
and complaints handling procedures.
In Chapter 7, the results of the workforce survey
of 361 members of 41 professional associations
are presented and discussed in relation to the
research literature.
Chapter 8 describes the consultation process used
to develop a national course accreditation scheme
for counselling and psychotherapy courses, and
describes features of the proposed accreditation
scheme from the third round of consultation.
Chapter 9 provides an overall analysis of the
issues arising from the various studies undertaken
within this project in relation to a best practice
model for the profession in Australia. A rationale
is provided for the preferred best practice model
and issues arising from this are discussed.
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CHAPTER 2
LITERATURE REVIEW
Why Regulate?
The regulation of health professions has emerged
historically as a process of exerting various forms
of control or influence over the provision of health
services (Baggott, 2002). Johnson (1972)
suggested that professionalisation is a regulatory
strategy employed by occupations to exercise
control over their markets. Moran highlights the
central role of governments in partnership with
professions, in the control of professional services
(2002, p.19). The ultimate goal of regulation is, of
course,
protection
of
consumers
(Better
Regulation Task Force, 2000; National Consumer
Council 1999a).

professionalisation and forms of regulation have
also been impacted by broader societal influences
such as increasing technology replacing human
resources, changing gender relations, and
changes in the nature of professional-client
relations (Moran, 2002).
Regulation has been proposed to address various
aspects of professional practice, including ethical
standards and quality of services or products
(Baggott, 2002), as well as market entry,
competitive practices, market structures, and
remuneration (Moran & Wood, 1993). Baldwin et
al. observe that ‘professionals often make
decisions that are of high importance, low
visibility and high discretion’ (2001, p.5). This
raises the need for scrutiny, but also indicates
why professionals often feel ambivalent about
such scrutiny (Baggott, 2002).

The medical profession provides the primary
model for the health professions (Allsop & Saks,
2002), although there are considerable variations
in the level of autonomy and control across
professions and across jurisdictions (Moran,
2002). The profession-state alliance enacted in
regulatory models brings an inevitable tension
between the needs of the profession to determine
its practices based on its knowledge and
expertise, and the needs of others to hold it
accountable (Stacey, 1992).
The growth of
professional status and responsibility on the one
hand needs to be met by the capacity to serve the
government agenda of ensuring quality services
and accountability on the other hand (Wilding,
1982). Historically, professional regulation has
occurred at the local level, and in Australia, at the
state level, resulting in a lack of consistency
across states and professions.

The major benefit of regulation is to raise the
overall competence and ethical practice standards
of professionals and to help consumers make
knowledgeable and safe choices (Manitoba Law
Reform Commission, 1994). Regulation also
serves to reassure healthcare professionals of the
competence of other practitioners to whom they
refer clients and provides a means of
accountability should there be a complaint against
a health care provider (HPRAC, 2005). The 1994
report of the Manitoba Law Reform Commission,
Regulating Professions and Occupations indicated
that regulation should not be imposed unless the
threat of harm to the public is serious. The report
stated that three factors should be evaluated in
considering the seriousness of a threatened harm:

The traditional models of regulation are currently
being challenged by increasing globalization which
brings a need for greater transportability of
licensing arrangements and a need for greater
consistency
between
regulatory
authorities
(Moran, 2002). Another influence on the current
regulatory environment for the health professions
is the growing burden on the state of healthcare
costs, along with the more turbulent economic
conditions (Moran, 2002). Moran suggested that
these wider contextual issues have led to a
tendency for states to try to restrict the
independence of professional judgment, to more
directly intervene in determining the demarcation
lines between different professional groups, and
to exert more control over the rewards of
professionalism (Freeman & Moran, 2000). The
development of global healthcare organisations
and various state and insurance-based funding
arrangements has contributed to increasing
external control over professional practice of
healthcare
providers.
The
process
of

•
•
•

the likelihood of its occurrence;
the significance of its consequences on
individual victims;
the number of people it threatens.

The Commission proposed that the most
restrictive forms of regulation such as licensing
should only be considered where it can be shown
to substantially reduce the threat of serious harm
to the public. Moderately restrictive forms such as
certification should be used for less serious threat
of harm and when it will result in greater
consumer knowledge of the qualifications of
practitioners enabling them to make better
choices about services. The Commission also
proposed that in many cases a range of less
restrictive mechanisms could be used to protect
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and standards (e.g., a Code of Practice), having
clear,
accessible,
well-publicised
complaints
procedures to deal with breaches of the code,
having sanctions for breaches, and having a
method for maintaining and updating the selfregulatory system and for reporting annually on
the operation of the scheme. A subsequent report
from the National Consumer Council in the UK
(1999b) relating to the health professions
specifically argued for greater transparency and
openness in regulatory procedures, and for a
more integrated system of regulation across the
professions.

the public adequately at less cost. Examples of
these other mechanisms included:
•

Changing civil liability laws or requiring
minimum liability insurance

•

Creating new offences

•

Taxing dangerous practices

•

Subsidizing safe behaviours

•

Providing public education programs

•

Subsidising consumer information
organisations

•

Introducing an inspection system.

Statutory Regulation
Different forms of regulation have emerged in
response to different historical contexts and
political trends, as well as different requirements
and characteristics of particular professions. There
are two primary foci of legislative control.
Legislation which provides ‘protection of title’
means that only those authorized can practice
under the professional title such as medical
doctor, nurse or psychologist. However, others
can potentially perform the same practices as
long as they don’t claim to be the restricted title
of practitioner. If ‘counsellor’ and/or ‘psychotherapist’ were to become restricted titles, then
others could potentially use counselling and
psychotherapeutic skills as long as they did not
call themselves counsellors or psychotherapists.

How to Regulate?
Principles
Baldwin and Cave (1999) identified five principles
that should govern regulatory systems. They
should: have a clear and legitimate purpose; have
an appropriate scheme of accountability, both to
the public in general and to those who are
regulated; be fair, consistent, accessible and
open; operate with sufficient expertise; and be
efficient.
The Better Regulation Task Force
(2000) identified somewhat similar principles, but
with some differences. These principles were
transparency, accountability, targeting, consistency, and proportionality. They suggested that
there is a need for clear definitions of powers and
rules, clear guidance to those affected by
regulation, consultation over regulatory proposals,
and openness about any regulatory failure that
may occur. Accountability needs to be provided to
government, the public and those who are
regulated, along with an appropriate appeals
mechanism. Targeting refers to the appropriate
application of rules to the specific context,
avoidance of universal approaches, flexibility of
enforcement, and modification or elimination of
regulations that are ineffective or outdated.
Consistency involves compatibility of written rules
with activities of other regulators and existing
regulations, consistency with trade practices and
legal precedents, and consistency of enforcement
by appropriate authorities. The principle of
proportionality requires that penalties for breaking
the rules should be appropriate, and the impact of
regulation should achieve a balance between risk
and cost.

Legislation which specifies a ‘Scope of practice’
effectively restricts certain forms of practice to a
defined professional group. The most restrictive
form of legislation combines protection of title and
scope of practice. However, this tends to only be
considered where the particular practices are able
to be clearly defined and where there is a good
case for restricting it to people with certain forms
of training (specifically when there is the potential
for serious harm).
The perceived advantages of statutory regulation
are that it can provide increased recognition of
the profession, has the potential to restrict who
can use the professional title (e.g. counsellor or
psychotherapist), and therefore provides the
public with greater assurance that practising
professionals do meet accepted standards of
training and practice. Disadvantages of statutory
regulation include the loss of autonomy for the
profession, with the rules and structures being
imposed from outside the profession, and higher
administrative and monitoring costs.

A report from the National Consumer Council in
the UK (1999a) set out several principles around
the theme of fairness. These include having a
strong external element built in to the design and
operation of self-regulatory schemes, providing
full representation of consumers and outsiders in
the self-regulatory body, separating the selfregulatory body from the industry as much as
possible, having a clear statement of principles

Matters dealt with by statutory regulatory bodies
include
entry-to-practice
qualifications,
registration, standards of practice, continuing
professional development, complaints, discipline
and enforcement, and health and fitness to
practise.
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expertise. The relevant professionals are able to
use their ‘insider knowledge’ to decide on and
enforce standards, are able to respond more
quickly to changing circumstances (without
waiting for changes in legislation), and involve
lower costs. However, self-regulation models have
been criticized for a perceived lack of openness
and accountability, and doubts about their
effectiveness (Baggott, 2002).

Many of the longer established health professions
(e.g. nursing, medicine, physiotherapy, dentistry,
psychology) are governed in all states of Australia
by statutory legislation, which generally gives title
protection and in some cases protection of
practice techniques.
There are two main
alternatives to statutory regulation: co-regulation
and self-regulation.

Co-Regulation

One of the biggest challenges to a self-regulatory
model is the voluntary nature of participation in
and compliance with the system – how to
persuade professionals to voluntarily comply,
when there may be few incentives to support this
and increased cost to the professional. The Better
Regulation Task Force (2000) suggested that selfregulation is most appropriate where knowledge is
highly specialized and technical; where markets
are fragmented (i.e. where there are a large
number of small operators making it difficult for
an external body to regulate); where the
environment is fast moving; and where there is a
broad range of stakeholders with varying
interests.

There are currently few models of co-regulation
available but a brief summary can be found in the
DHS Discussion Paper (DHS, 2003). Under this
model, the regulatory responsibilities are shared
between the government and the health
professions. For example, each health profession
would still set the eligibility criteria and
professional standards, however the government
would regulate the overarching professional
association to ensure that it acts in the best
interests of the public and consumer. The coregulation of a profession does not exclude those
professionals who are not members of the coregulated organisation from practising but simply
offers a government-endorsed benchmark of
quality processes to those who are members of
the endorsed body. Co-regulation could offer
some advantages to the self-regulated health
professions. For instance, a government-endorsed
model would provide widespread visibility and
credibility to the public and other government and
non-government organisations (e.g. Work Cover,
Insurance providers etc).

From a public interest perspective, self-regulation
is considered by some to be more effective
because it enables expert professional knowledge
to prevail, it can improve compliance because the
requirements are seen as more reasonable and
acceptable to those being regulated, it is
relatively low cost to the state compared with
legislated models, and it may be more responsive
to change as it does not require waiting for
legislative
change
(Moran,
2002).
The
disadvantages of self-regulation are that it may
lack legitimacy because of perceived self-interest,
it may not be successful in protecting the public
and in being accountable, and it may not be fully
endorsed by professionals themselves, and there
may be economic disincentives for professionals
to comply when they are not required to (Moran,
2002).

There are currently no health professions in
Victoria who are subject to co-regulation with
government (DHS, 2003), making it difficult to
know how this would work in practice. However,
statutory regulation can involve varying levels of
self-regulation nested within the legal framework
(Baggott, 2002). The incorporation of selfregulatory components within a regulatory
framework is seen to be useful in building
compliance and improving implementation or
enforcement
of
the
regulatory
processes.
Similarly, models of self-regulation can be viewed
as part of a broader regulatory framework
involving Health Services Commissioners, the
Australian
Competition
and
Consumer
Commission (ACCC), and other state and federal
regulatory structures.

Alternative Forms of Regulation
Several reviews of the adequacy of regulatory
models have highlighted the need to consider
alternative forms of regulation. Fulton (1988)
identifies a number of alternative models:

Self-Regulation
Self-regulation refers to a “model of regulation
where there are no occupational licensing or
registration laws that require members of a
particular profession to be registered with a body
that has statutory powers to regulate the
profession” (DHS, 2003, p.126). Self-regulatory
models are valued as providing for greater
professional autonomy, flexibility, and providing
for governance by those with appropriate
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•

Centralised licensing, such
licensing
board
for
all
occupations;

as a single
health
care

•

Institutional
licensure,
providing
an
interdisciplinary approach to licensing within
an institution, by credentialing;

•

Joint regulation, such as affiliation of an
emerging profession with an established
group, or affiliation of several groups
providing similar patient services;
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•

A liability approach, in which malpractice or
civil suits are a deterrent to future harm;
through
making
liability
insurance
mandatory and making it easier to
commence and carry through with litigation;

•

Health education by government, bypassing
the care provider.

Council (HPC) in the UK, and the Health
Professions Regulatory Advisory Council (HPRAC)
in Ontario, Canada. Each of these models is
described in more detail below.

United Kingdom Health Professions Council (HPC)
The Health Professions Council (HPC) of the
United Kingdom was established in 2003 by a
government initiative to create a new health care
Regulator, replacing the Council for Professions
Supplementary to Medicine. The HPC is an
independent regulatory body, which sets and
maintains standards of professional training,
performance and conduct of the 13 current health
care professions that it regulates: arts therapists,
biomedical scientists, chiropodists and podiatrists,
clinical
scientists,
dietitians,
occupational
therapists, operating department practitioners,
orthoptists,
paramedics,
physiotherapists,
prosthetists and orthotists, radiographers, and
speech and language therapists. The total number
of HPC registrants is over 174,000 (see Table
2.1). In addition to the 13 current;y regulated
professions, over 50 other health professional
associations have applied for statutory regulation
since the HPC was enacted.

International Trends in
Regulation of the Health
Professions
According to the Health Regulation Worldwide
online database, there are potentially thousands
of Regulators and Professional Bodies who may be
involved in the regulation of health care workers
operating in over 190 countries, 30 dependant
territories and 200 smaller regional administrative
areas
such
as
states
and
provinces
(www.healthregulation.org). Different countries
refer to organisations that control the practice of
health care workers by different terms, including:
Boards, Government Departments, both Central
and Local, Licensing Authorities and Regulators.
Views on the value and effectiveness of regulatory
models are varied. Relative to the United States,
the United Kingdom has traditionally favoured
self-regulation over more formalised systems
(Baggott, 1989; Price, 2002), however it has been
criticised for lack of openness and accountability,
and some appalling failures of regulation such as
the recent Shipman and Bristol affairs (Bristol
Inquiry, 2001; Smith, 2005). The US has
traditionally had much stronger and more
formalised regulatory systems, but is now
showing greater interest in self-regulation in some
areas such as environmental regulation because
of its potential for greater cost-effectiveness
(Moran, 2002; Wu & Babcock, 1999). This is not
yet evident in the health sector. The health
professions in both the US and UK tend to be
more heavily regulated than is the case in
Australia.

Role of the HPC.
The HPC has several roles. These are to:
•

Protect the health and wellbeing of people
who use the services of the health
professionals registered with them.

•

Maintain a Register of health professionals
accessible to the public.

•

Set standards that health professionals
must meet in order to become registered
and remain on the Register.

•

Prosecute if an individual uses a protected
title incorrectly.

Structure of the HPC.

Alternative models which attempt to address
some of these issues have emerged more
recently. They involve the formation of a
multidisciplinary structure with some core
structures and processes that service all
professions, and some discipline specific features.
The advantages of such multi-disciplinary bodies
are that they promise greater independence from
professional self-interest, can draw on a much
wider body of expertise, provide some consistency
in processes, are more publicly accountable, and,
through pooling of resources and administrative
functions, are likely to be more efficiently
administered. Two examples of multidisciplinary
regulatory bodies are the Health Professions

The HPC is an independent body reporting to the
Privy Council. The role of the Council is to develop
strategies
and
policies,
which
are
then
implemented by statutory committees, supported
by non-statutory committees. The Council is made
up of 1 President and 26 members including one
representative from each of 13 professions and 13
lay members. There are also 13 alternate
professional members who can attend Council and
Committee meetings in the absence of the 13
professional representatives.
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Table 2.1: 13 Health Care Professions Regulated by the HPC.

1.

Profession

Protected Titles

Arts Therapist

Registrants

2.

Biomedical Scientist

3.

Chiropodist and Podiatrist

Art Psychotherapist
Art Therapist
Dramatherapist
Music Therapist
Biomedical Scientist
Medical Laboratory Technician
Chiropodist / Podiatrist

4.

Clinical Scientist

Clinical Scientist

4,155

5.

Dietician

6,142

6.

Occupational Therapist

Dietitian
Dietician
Occupational Therapist

7.

Operating department practitioner

Operating Department Practitioner

9,013

8.

Orthoptist

Orthoptist

1,283

9.

Paramedic

Paramedic

12,844

10.

Physiotherapist

39,821

11.

Prosthetists and Orthotist

Physiotherapist
Physical Therapist
Prosthetist/Orthotist

12.

Radiographer

23,845

13.

Speech and Language Therapist

Radiographer
Diagnostic Radiographer
Therapeutic Radiographer
Speech and Language Therapist
Speech Therapist

2,237

22,086
12,537

28,313

835

11,245

174,356

Total

Note: Numbers of registrants is accurate as of October 2006 (www.hpc-uk.org/aboutregistration/theregister/stats/)

HPC Council

Statutory
Committees

Non-Statutory
Committees

Conduct &
Competence

Education &
Training

Investigating

Health

Communications

Registration

Figure 2.1: Structure of the HPC
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Finance &
Resources

Audit

Canada - Health Professions
Regulatory Advisory Council
(HPRAC), Ontario

There are 4 statutory committees of the HPC that
regulate the 13 health professions.
Each
statutory committee has differing roles and
number of members and some committee
members hold several positions. The four
Statutory committees are:
•

the Education and Training Committee (18
members) which ensures registrants have
the education and training needed to do
their job safely;

•

the Investigating Committee (9 members)
which looks at complaints first to
determine whether there is a case;

•

the Conduct and Competence Committee
(12 members) which handles complaints
against registrants where their profession
has been affected by their behaviour or
they have been incompetent; and

•

In response to recommendations of the Health
Professions Legislative Review report in 1989, the
Ontario government passed the Regulated Health
Professions Act, 1991 (RHPA) and 21 professionspecific Acts to provide a comprehensive
framework for regulating many of the health
professions in Ontario. Both practitioners and
professional practice are regulated under the Act.
Each profession is governed by a professionspecific Act through a regulatory College
established under the Act.
The HPRAC is an independent agency of the
government of Ontario created in 1993 under the
RHPA to provide independent policy advice to the
Minister of Health and Long-Term Care on matters
related to the regulation of health professions in
Ontario. Specifically its statutory mandate
includes providing advice to the minister on
whether or not to regulate or de-regulate health
professions, suggest amendments to the relevant
acts of parliament, provide advice on quality
assurance programs of the health professional
colleges, and deal with any matters referred by
the Minister. It also has a statutory duty to
evaluate and report on the effectiveness of each
College’s program related to patient relations,
quality assurance, and complaints and discipline
procedures
with
respect
to
professional
misconduct of a sexual nature.

the Health Committee (8 members) which
handles complaints where registrant’s
ability to practise has been affected by
their health.

There are also 4 non-statutory committees that
support the work of the HPC:
•

the
Communications
Committee
(8
members) advises council on all matters
relating to communications;

•

the Registration Committee (12 members)
advises council on matters relating to
registration;

•

the Finance and Resources Committee (12
members) sets and recommend budget to
the council each year; and

•

the Audit Committee (4 members) acts as
a sub-committee of the finance and
resources committee.

The underlying objectives of the RHPA are to:

UK Review of Non-Medical Regulation

•

Protect the public from harm

•

Promote high quality care

•

Make regulated health professions
accountable to the public.

The HPRAC has a statutory mandate under the
RHPA that applied in 2003 to 23 professions and
the 22 colleges that regulated them. The HPRAC
is an overarching advisory council specific to
regulated health professions only. The professions
regulated under this act are however more broad
than those regulated within Australia.
Over
220,000 people belong to the health professions
regulated by the RHPA.

In the context of some regulatory failures and
increasing demand for regulation of a wider group
of health professions, the UK Department of
Health review of non-medical regulation produced
25 recommendations concerning the future
direction of regulation for non-medical health and
social care professionals across the UK (DH,
2006). In particular, it recommended that:

Each of the 22 Health Professions Regulatory
Colleges in Ontario has a Council whose Board of
Directors are expected to:

'Any new profession coming into statutory
regulation should be regulated by one of
the existing regulatory bodies, most likely
the HPC' (Health Professions Council,
www.dh.gov.uk/publications)
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•

serve and protect the public's interest;

•

regulate the practice of one or more
health professions;

•

set entry to practice standards;
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•

make sure their members comply with the
Acts, regulations, codes and by-laws that
apply to their profession;

•

set standards of practice for quality care
and services;

•

promote the continuing competence of
members; and

•

develop codes of ethics for the professions
they regulate.

•

The Ontario model of regulation for the health
professions was seen as a major innovation on its
introduction and has served as a model for others
(Ministry of Health, British Columbia, 2005). The
model has been described as a form of statutory
self-regulation since the regulatory functions are
undertaken by the profession-specific regulatory
Colleges.
In 2006, the HPRAC approved the
statutory regulation of psychotherapy in Ontario
(HPRAC, 2006). This will be discussed more fully
later in this report.

Each College Council must also maintain and
appoint members to the following committees:
•

an Executive Committee;

•

a Registration Committee;

•

a Complaints Committee;

•

a Discipline Committee;

•

a Fitness to Practice Committee;

•

a Quality Assurance Committee; and

•

a Patient Relations Committee

British Columbia
British Columbia provides a different model. The
Health Professions Council is a six-person
advisory body appointed under the Health
Professions Amendment Act, 2003 by the
Government of British Columbia to make
recommendations to the Minister of Health and
Minister Responsible for Seniors about the
regulation of the health professions. There are
currently 22 health professions regulated under
this Act, and they are governed by approved
professional regulatory colleges which are
delegated the authority to govern professional
practice of their members in the public interest.
One of their key functions is to ensure members
practise competently and ethically. All regulatory
bodies administer public complaint processes.

College Councils are required to provide reports
directly to the Minister of Health and Long-Term
Care. As a further accountability measure, College
Councils and their legally required committees
must have both professional and public members.
College Councils have the authority to make
'regulations' under their own profession-specific
Act. College Councils also have the flexibility to
modify
or
streamline
their
internal
and
administrative procedures by passing by-laws
that, for example, set fees and election processes
or change the composition and duties of some
committees.

Under the traditional exclusive model operating in
BC, the various health professions were granted
an exclusive right to practice within a legislatively
defined scope of practice. No one, other than a
member in good standing of that profession, could
perform acts within the profession's scope of
practice unless granted an exemption. The
Commission concluded that exclusive scopes of
practice tended to promote conflicts between the
interests of professionals and the public and
recommended that the public interest was best
served by offering more choice to consumers and
less restriction of services. It also recommended
that greater flexibility should be encouraged in
the allocation of roles between the health
disciplines.

The Health Professions Appeal and Review Board
is a tribunal whose primary responsibility is to
review certain decisions made by College
complaints or registration committees when an
appeal
is
made.
Complaint
reviews
are
proceedings during which the Board considers:
•
•
•

placed terms, conditions or limitations on
the applicant's certificate of registration.

the Complaints Committee's decision;
the Complaints Committee's record of
investigation of the complaint; and
any comments submitted orally or in
writing by the person who made the
complaint and the College member who is
the subject of the complaint.

A new system has been proposed which is based
on broad, non-exclusive scopes of practice and
narrowly defined reserved acts. The HPC Review
argues
that
a
regulatory
framework
of
overlapping scopes of practice and narrowly
defined reserved acts creates a system which
offers greater choice and accessibility to health
care services and at lower costs. It also gives a
greater responsibility to individuals to inform
themselves about the choices available and the
implications of those choices, and reduces the

The Board also conducts reviews or hearings of
registration appeals. These reviews or hearings
occur when an individual seeking membership in a
College believes its Registration Committee has
unfairly:
•
refused
to
issue
a
certificate
of
registration;
•
required the applicant to complete
examinations or additional training before
receiving a certificate of registration; or
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action of an occupational or professional group to
grant recognition, usually in the form of a
certificate, to those practitioners who have met
some stated level of training and experience.
Individuals cannot be prosecuted for practising
without certification, since there is no specific law
covering voluntary certification. This system relies
on adverse publicity and other forms of peer
pressure to discourage a non-certified practitioner
from making unwarranted claims about his or her
certified status.

paternalism of government and the professions
themselves.
This newer Shared Scope of Practice Model
proposed in British Columbia fits with a broader
trend in regulatory policy for the health
professions towards reducing exclusivity in order
to enhance interdisciplinary practice, improve
accessibility for population groups to health care
services and increase consumer choice, while at
the same time maintaining the fundamental
objective of protecting the public (eg. HPRAC).

In the US, the term “registration” usually refers to
a minimal level of regulation involving little more
than maintenance of a listing of practitioner
names. This contrasts with the use of the term in
others countries such as Canada and Australia
where it tends to denote a statutory approach
with title protection or exclusive scope of practice.

Scope of Practice.
The scope of practice statement describes what
the profession does, the methods it uses, and the
purpose for which it does it; it defines the area of
practice for which the governing body must
establish registration requirements and standards
of practice; it defines the parameters of the
profession for members of the profession,
employers, courts and educators; and it informs
the public about the services that practitioners are
qualified to perform (Health Professions Council,
British Columbia, 2005).

Traditionally, regulation of the health professions
in the US has been the responsibility of the 50
individual states, so the structures, processes,
laws and regulations governing health care
practice have varied substantially across the US
(Dower, Gragnola, & Finnocchio, 1998). The 1995
Pew Health Professions Commission Taskforce on
the Health Care Workforce Regulation report
provided a fairly radical challenge to the
regulatory context, recommending a reformed
regulatory system that was standardized across
the 50 states and that aimed to ensure public
access to economical and quality health care
(Giordano,
1996).
There
were
10
key
recommendations from the 1995 report to:

Reserved Acts.
The rationale underlying the granting of reserved
acts is to protect the public by limiting provision
of those particularly dangerous acts to members
of specific professions who are qualified to
perform them. Once an act is reserved in the
provision of health care services, it may only be
performed by members of a regulated health
profession who are authorized to perform that act
under their professional legislation. In contrast, if
an act is not reserved, it may be performed by
regulated or unregulated practitioners. The
Council’s primary concern in developing the list of
reserved acts was whether a particular task or
service presented such a significant risk of harm
that it ought to be reserved to (a) particular
profession(s).

USA
Regulation has a much more complex history in
the US because of the large number of states, a
variety of forms such as registration, licensing
and credentialing procedures, and the existence
of many regulating bodies. According to the
American
Counseling
Association
(2006),
governmentally sanctioned credentialing is usually
called licensure and is based on the legal concept
of the regulatory power of the state. Once a
governmental body has passed a licensure law, it
becomes illegal for any individual who is not
licensed by the state to engage in the activities of
the licensed occupation.

1.

Standardise regulatory terms, eg.
Licensure, certification and registration.

2.

Standarise entry to practice requirements,
linked to demonstrated professional
competence.

3.

State legislators and regulators should
adopt standards that are in the interest of
the public rather than the health
professions or professional associations.

4.

Remove barriers to practice.

5.

Redesign board structure and function.

6.

Inform the public.

7.

Collect data on the health professions.

8.

Assess practitioner competence.

9.

Reform the professional disciplinary
process.

10. Evaluate regulatory effectiveness.
The 1998 Pew Commission report continued this
earlier reform and focused particularly on the
governance processes. At the heart of a good
system of regulation is confidence in the
professional boards and governance procedures
that
guide
the
regulatory
system
(Pew
Commission, 1998). A key feature of the

The non-governmental approach, usually referred
to as certification, is based on the voluntary
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Columbia has been accompanied at times with
establishment of a centralized registering body
such as the HPC in the UK which further
standardizes the core regulatory processes. This
trend has not been without controversy. However,
these changes are relatively recent and there is
little data available to allow us to determine the
relative success of these moves.

regulation process on which public confidence is
based includes: establishing and enforcing
standards of practice that will protect consumers
from incompetent practice. This in turn is
achieved
by
independent
assessment
of
practitioner competence (entry to practice
criteria), defining scopes of practice, ensuring
ongoing competence, and having rigorous
independent processes for handling complaints
and assessing fitness to practice.

Current Trends in Regulation of
the Health Professions
in Australia

New Zealand
In 2003, the New Zealand government passed an
omnibus style of legislation in the form of the
Health Practitioners Competence Assurance Act
(HPCAA, 2003). The stated aim was to provide a
framework for regulation of health practitioners in
order to protect the public where there is a risk of
harm. The legislation repealed 11 occupational
statues governing 13 professions and replaced it
with one framework which was applied to 15
registration authorities at the time the act came
into force. Through legislation the HPCAA
establishes scopes of practice for all health
practitioners, introduces restricted activities, and
mandates regulatory authorities to set standards
of ethical conduct. The Act can be extended to
cover other professional groups in the future. To
date, each profession has maintained a separate
regulatory board that comes under the Act. In
2005, psychotherapy was added to the list of
regulated professions in New Zealand (New
Zealand Ministry of Health, 2005)

Traditionally, in Australia, the regulation of the
health professions has been a state responsibility,
leading to a complex set of arrangements across
the six states and two territories. A number of
national policy initiatives are of relevance to this
review. These include the National Competition
Policy agreement of 1995, the Australian Health
Ministers Advisory Council (AHMAC) adoption of
criteria for assessing the need for statutory
regulation in 1995, and the 2005 Productivity
Commission Report issued by the Australian
Government (Productivity Commission, 2005).

National Competition Policy Agreement
of 1995
The guiding principles established under the
National Competition Policy agreement of 1995
propose that legislation should not restrict
competition unless it can be demonstrated that
the benefits of the restriction to the community as
a whole outweigh the costs, and the objectives of
the legislation can only be achieved by restricting
competition. A case for statutory regulation thus
needs to demonstrate that the benefits to the
community of restricting competition between
professional bodies (such as gaining greater
quality assurance and improving practice)
outweigh the harm of restricting practice to
defined individuals or professional bodies.

The legislation has received mixed reaction. Some
professional groups such as the NZ Medical
Association are concerned that the legislationbased scopes of practices have the potential to
bring about substantial change to practice,
particularly if scopes of practice are narrow and
become highly codified and prescriptive (Briscoe,
2004). They fear that practitioners will be limited
in the activities they can practise by the details of
their scope of practice, irrespective of possible
wider competencies, and disciplined if they step
outside that scope. The Ministry of Health now
has powers to resolve disputes between
authorities over scopes of practice.

The AHMAC Criteria for Regulation
The six specific criteria set by the Australian
Health Ministers Advisory Council (AHMAC) for
assessing whether a profession will be regulated
by legislation are as follows:

Summary of International Trends
There is a clear trend internationally in the major
developed countries to replace totally separate
profession-specific regulatory laws with a more
overarching legislative framework. The needs of
particular professional groups can then be met in
a number of ways, through having professional
colleges or Registration Boards that apply the
common framework to the particulars of each
professional practice. The passing of an omnibus
style of legislation to provide the core regulatory
framework such as in the UK, Ontario and British
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1.

Is it appropriate for health ministers to
exercise responsibility for regulating the
occupation in question, or does the
occupation more appropriately fall within
the domain of another ministry?

2.

Do the activities of the occupation pose a
significant risk of harm to the health and
safety of the public?

3.

Do
existing
regulatory
or
other
mechanisms fail to address health and
safety issues?
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4.

Is regulation possible to implement for the
occupation in question?

5.

Is regulation practical to implement for
the occupation in question?

6.

Do the benefits to the public of regulation
clearly outweigh the potential negative
impact of such regulation?

The report made a number of significant
recommendations which, in the first instance are
likely to be applied to current state-regulated
professions, but which may potentially flow
through to influence all health professional
groups. It proposed a set of national workforce
structures designed to:
•

support local innovations, and objectively
evaluate, facilitate and drive those of
national significance through an advisory
health
workforce
improvement
agency;

•

promote
more
responsive
health
education and training arrangements
through: the creation of an independent
advisory council; and a high-level
taskforce to achieve greater transparency
(and appropriate contestability) of funding
for clinical training;

•

integrate the current profession-based
accreditation of health education and
training
through
an
over-arching
national accreditation board that
could, initially at least, delegate functions
to appropriate existing entities, based on
their capacity to contribute to the
objectives of the new accreditation
regime;

•

provide for national registration standards
for health professions and for the creation
of a national registration board with
supporting professional panels; and

•

improve funding-related incentives for
workforce
change
through:
the
transparent
assessment
by
an
independent committee of proposals to
extend MBS coverage beyond the medical
profession;
the
introduction
of
(discounted) MBS rebates for a wider
range
of
delegated
services;
and
addressing
distortions
in
rebate
relativities.

Productivity Commission Research
Report: Australian Health Workforce
The
Australian
Government
Productivity
Commission published an important report in
December 2005 in which it reviewed the
institutional, regulatory and funding arrangements
for the Australian health workforce. The aim of
this investigation was to examine issues
impacting on the health workforce including
supply of, and demand for, health workforce
professionals, and identify pathways to a more
sustainable and responsive health workforce,
while maintaining a commitment to high quality
and
safe
health
outcomes
(Productivity
Commission, 2005). The report gives due note to
the reality that the commitment, care and
professionalism of the Australian health workforce
is a critical element in ensuring good health
outcomes for the Australian community.
Key issues which can impact on work productivity
include:
•

How the profession is regulated

•

Whether there is cohesion within the
profession and common goals across
organisations

•

The
supply,
attractiveness
effectiveness of training options

•

Workforce participation including access
to the profession, returns to individuals,
professional mobility, skills portability and
recognition

•

Workforce satisfaction

•

Productivity and scope for productivity
enhancements

•

Workforce structure,
responsibilities

•

Current expenditure and supply of clinical
and non-clinical health workers

•

Distribution of health workforce and needs
of rural, remote and outer metropolitan
areas, across public and private sectors

skills

and

mix

for

It also proposed that those living in outer
metropolitan, rural and remote areas and in
Indigenous communities, and others with special
needs, would benefit from these system-wide
initiatives, through better integration of these
groups
into
mainstream
health
workforce
frameworks, as well as targeted initiatives.

and

•

Factors affecting demand
provided by professionals

•

Identification
of
and
planning
healthcare priorities and services

•

Ongoing data needs for future workforce
planning.

Implications of Productivity Commission
Report

service

The Productivity Commission recommendations
have a number of important implications for a
counselling and psychotherapy self-regulation
framework that seeks to be aligned to current
national health workforce policy initiatives. Some
of these implications include:

for
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1.

Victorian Review of the Regulation of
the Health Professions

The need for a more unified selfregulation framework for the profession,
rather than having separate groups all
claiming different standards. To achieve
this requires a structure that can bring
together the disparate counselling and
psychotherapy bodies.

2.

The need for a single course accreditation
scheme to provide an indicator of quality
standards in the training of counsellors
and psychotherapists. Such a scheme
should be based on principles consistent
with the proposed national accreditation
board for the regulated professions.

3.

The need for independence from memberbased professional bodies in the structure
and processes of a registration authority.

4.

The need for an independent centralized
complaints handling process.

5.

The need for regular comprehensive data
collection on workforce characteristics to
inform workforce planning and facilitate
more
equitable
opportunities
for
counselling and psychotherapy in future
integrated
and
effective
consumeroriented health service models.

During the 1990’s, the Department of Human
Services (DHS) reviewed all the Victorian
Registration Acts applicable to the statutory
regulated health professions, to ensure they were
consistent with the requirements of the National
Competition Policy. The aim of the review was to
adopt consistency in the regulatory framework for
all the health professions. A further major review
of all legislation governing the regulated health
professions in Victoria was undertaken by DHS
from 2003-2005, resulting in new legislation, the
Health Professions Registration Act 2005.
This Act repealed the 11 separate acts regulating
the professional groups and introduced a single
overarching piece of legislation covering all the
regulated professions. Under this Act, the
separate Registration Boards were retained, but
the responsibility for handling Appeals against
Registration
Board
findings
of
serious
unprofessional conduct was transferred to a
centralised government body, the Victorian Civil
and Administrative Tribunal (VCAT). The Act also
strengthened the powers of government to
approve board-issued codes and guidelines prior
to their release, appoint up to half the members
of boards from non-practitioners, appoint nonpractitioners to office-bearing positions and
approve changes to qualification requirements. It
also involved considerable reforms to complaints
handling and disciplinary processes of registration
boards to improve accountability and flexibility.

If the counseling and psychotherapy professions
were to incorporate the spirit of these Productivity
Commission recommendations into a unified selfregulatory framework for the professions, they
may be better positioned to achieve greater
recognition within the current health workforce
mix, and for receiving a share of the extended
Medicare coverage. PACFA has begun this process
of consolidation by developing a unified approach
through consensus of 42 associations.

Table 2.2: Self-Regulating Health Professions in Victoria
Allied health professions

Complementary health professions
•

Herbalists
(excluding
Chinese
herbal
medicine practitioners who are regulated)

Counsellors and psychotherapists

•

Homoeopaths

Dietitians

•

Massage and remedial therapists

•

Medical scientists

•

Naturopaths

•

Occupational Therapists

•

Orthoptists

•

Orthotists and Prosthetists

•

Social Workers

•

Speech pathologists

•

Ambulance officers and paramedics

•

Audiologists

•
•

Note: “Self-regulating” refers to health professions that are not under statutory regulation.
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1998-1999
Review
of
the
Health
Services (Conciliation and Review) Act

(BACP) to acknowledge that counsellors and
psychotherapists wished to belong to a united
profession that could meet the commonality of
interests for both counselling and psychotherapy.

The 1998-1999 Review of the Health Services
(Conciliation
and
Review)
Act
highlighted
concerns
about
the
unregistered
health
professions. The major unregulated allied and
complementary health professions in Victoria are
listed in Table 2.2.
A number of these
professional groups are in the process of applying
for statutory regulation such as the Australian
Association of Social Workers, or extension of
scope of practice such as the Orthoptic
Association of Australia. Other professional bodies
have undertaken discussions with government
bodies over a long period of time to determine the
most suitable regulatory framework for their
profession, eg., massage therapy and a range of
complementary health professions (DHS, 2003).

This move did not appear to be accompanied by a
clear definition of the difference between the two
groups nor did it require differing training
standards. The BACP is now the largest
counselling
and
psychotherapy
professional
association for individual members in the UK with
approximately 24,000 members. It focuses on
regulatory
issues
such
as
training
and
supervision,
public
protection
whilst
also
developing and informing its members.
Psychotherapy in the UK has a long history which
was formalized in the founding of the United
Kingdom Standing Conference for Psychotherapy
in 1989. This body became the United Kingdom
Council for Psychotherapy (UKCP) in 1993. In
2004, the UKCP was awarded funding from the
Department of Health to strengthen its voluntary
regulatory framework for psychotherapists. The
UKCP comprises a federation structure of
professional bodies with sections developed which
groups theoretical modalities, much like the
structure adopted by PACFA. There are other
professional psychotherapy bodies that have
remained outside the UKCP structure, such as the
British Psychoanalytic Council and the British
Confederation of Psychotherapists, however the
British Government recognized the UKCP as the
most representative regulatory body in funding a
project to strengthen regulatory structures in light
of possible statutory regulation (Pollard, 2005).

Summary
The wider political and professional environment
has changed in some significant ways over the
past few years. In addition to the national policy
initiatives outlined above, various states have
been reviewing requirements for statutory
regulation of various health professions, with a
view to defining the core components for an
adequate regulation framework. Coupled with this
has been a move to encourage non-regulated
professional bodies to strengthen their selfregulatory structures (DHS, 2003).
The
following
section
reviews
current
developments
in
the
psychotherapy
and
counselling profession and international trends in
regulation of the profession(s).

Gibson and Mitchell (1990) and Rockwell (1991)
outline historical developments of the counselling
profession in the United States. The counselling
profession arose around the turn of the century in
the United States from its career guidance origins
in school contexts and was later influenced by
developments in standardised psychological
testing and mental health assessment and
treatment. In the 1930s, rehabilitation counselling
emerged as a subdiscipline as a result of policies
to fund counselling and guidance services for
World War 1 veterans. After World War 2, the
counselling and guidance movement expanded
outside school and veteran settings and into
community mental health programs.

Development of the Counselling
and Psychotherapy Profession
In many countries, counselling and psychotherapy
emerged as relatively separate professional
groupings, or as subgroups within other
professions such as psychiatry and psychology.
Over time, there has been a growing merging of
some of the traditional boundaries and a
recognition
of
what
counselling
and
psychotherapy have in common, as well as what
is different (Pollard, 2005).

In the 1950s, marriage and family therapy
approaches emerged as a strong movement to
address the growing separation and divorce rates.
School counselling received significantly increased
public funds in the 1950s and 1960s resulting in
an increased number of school counsellors
throughout the country. During the 1960s and
1970s, new areas of counselling developed
including
substance
abuse
counselling,
correctional counselling and counselling of the
elderly. Private practice counsellors also increased

In the UK, for instance, the Standing Conference
for the Advancement of Counselling was formed
from a grouping of organisations in 1970. The
British Association for Counselling (BAC) was
founded from this body as an association of
individual practitioners in 1977 with the aid of a
grant from the Home Office. In September 2000,
the BAC changed its name to the British
Association for Counselling and Psychotherapy
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national umbrella associations, 17 European-wide
associations for psychotherapy from 41 European
countries,
and
more
than
120,000
psychotherapists
(www.europsyche.org).
The
World Council for Psychotherapy was also
established in the early 1990s and has done much
to unite the profession worldwide through its
major international congresses, development of a
Certificate
of
Psychotherapy,
and
other
professional activities (www.worldpsyche.org).

throughout the second half of the twentieth
century, leading to the development of licensing
arrangements for counsellors.
The profession of psychotherapy in the US was
grounded first in the psychiatry profession and
medical model, and practised in the form of
psychoanalysis. Buchanan (2003) analyses the
historical and legislative tug-of war between
psychiatrists and psychologists in the US with
each
making
competing
claims
over
psychotherapy across much of the 20th Century.
He highlights how the campaign to control
psychotherapy was made all the more difficult by
problems of defining psychotherapy and the scope
of the practice, and how these aligned or not with
the core identity of professions such as psychiatry
and clinical psychology.

The Counselling field tended to develop in a broad
range of areas of vocational, educational and
welfare interest such as school and guidance
counselling, substance abuse counselling, marital
counselling and so on. International bodies have
developed since the 1960s to provide for some
unifying identity and to advance the profession of
counselling, e.g. the International Round Table for
the Advancement of Counselling. By 1997, this
body became known as the International
Association for Counselling, a body made up of
nearly 40 professional associations and networks
of associations. Further information can be found
on www.iac-irtac.org/.

From the 1950s onwards, there was a growth of
alternative forms of psychotherapy and a gradual
decline in the dominance of psychoanalysis. Key
players in this broadening of psychotherapy
theory and methods were the humanistic
psychology movement, behavioural and cognitive
psychotherapies,
and
systemic
therapies
(Cushman, 1995).

There is a growing body of research on a range of
specific models of psychotherapy, suggesting that
psychotherapy is efficacious, and cost-effective
(e.g., Hubble et al, 1999), and that there is
significant evidence of core common factors which
are linked to effectiveness, rather than modelspecific factors (Elliott, 2002; Wampold et al.,
1997. However, there is little information about
the actual workforce or the nature of the work
undertaken. This is concerning because a clearly
developed, unified professional identity is the
foundation of any credible and legitimate
profession (Engels & Bradley, 2001; Hanna &
Bemak, 1997; Sweeney, 1995). O'Bryant (1992)
noted that a profession can only be "as strong as
its weakest link" (p. 1). For these reasons, there
has been growing interest within the profession to
establish a clear regulatory structure, whether
through statutory regulation or self-regulation.

Despite attempts by both the psychiatry and
psychology professions to lay restrictive claim to
psychotherapy,
the
reality
was
that
psychotherapy was in demand and provided by a
broad range of practitioners, including social
workers, psychiatric nurses, clergyman, welfare
workers, and volunteer counsellors, i.e., “lay”
practitioners (Buchanan, 2003). Increasingly
professionals have sought to recognize this
breadth of focus as well as the specialised nature
of psychotherapy practice (McLeod, 2003). This
need intensified as psychiatry and psychology
focused its attention strongly on biological and
experimental methodologies (Buchanan, 2003).
As a more coherent professional identity
developed and the need to develop the art and
science of professional practice grew, there have
been increasing moves towards regulation of
counselling and psychotherapy as separate
professions.

International Trends in the
Regulation of Psychotherapy and
Counselling

Over the past decade, there has been an upsurge
of activity worldwide towards professionalisation
of counselling and psychotherapy. The Strasbourg
Declaration on Psychotherapy of 1990 was one
key turning point for the professionalisation of
psychotherapy
internationally,
with
many
European nations agreeing to work towards
developing psychotherapy as an independent
scientific discipline, the practice of which
represents an independent and free profession
(www.psychother.com/eap/stras-decl.htm).

This section reviews some key trends in
regulation of counselling and psychotherapy in
some of the major developed countries, including
the United Kingdom, Canada, the United States of
America and New Zealand. It is clear that there
has been considerable recent activity in terms of
moves to strengthen regulatory arrangements for
counselling and psychotherapy

Emerging from this important agreement was the
European Association for Psychotherapy, which
now represents 128 organisations including 24
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had been developing as separate but closely
associated professions in the UK over many years.
The report suggests that the commonalities were
seen to be sufficient for there to be concern that if
one profession were to be regulated and the other
not, a significant number of counsellors or
psychotherapists might transfer to the nonregulated profession. It was recognised that there
will be those who work in a similar way to
psychotherapists and counsellors who will not
register and will use alternative titles. The basis of
the project was the proposal that there is a public
interest in regulating the titles ‘counsellor’ and
‘psychotherapist’ either used alone or in
combination with other terms.

United Kingdom (UK)
Regulation of psychotherapy has been under
consideration in the UK since the Foster Report in
1971 recommended that psychotherapy be a
regulated registerable profession. This led to the
establishment of the Rugby Conference which
evolved into the United Kingdom Standing
Conference on Psychotherapy. In 1993, the
Standing Conference formed itself into the United
Kingdom Council for Psychotherapy (UKCP), with
over 80 psychotherapy organisations being
members of the UKCP, and representing about
6500 registered psychotherapists. In addition to
its ordinary members, the UKCP has two special
members (the Royal College of Psychiatrists and
the British Psychological Society) and two
institutional
members
(The
University
Psychotherapy and Counselling Association and
Counsellors in Primary Care). The UKCP register is
organized primarily by modalities (theoretical
approaches) of psychotherapy.

The key findings of the joint UKCP/BACP mapping
project are presented in Table 2.3, as drawn from
the Interim Report on the Initial Mapping Project
(Aldridge & Pollard, 2005, pp.7-9). The report
also identified the need for research into many
aspects of the professions of counselling and
psychotherapy to strengthen its scientific base
(Aldridge & Pollard, 2005). There appear to be a
lot of commonalities with the counselling and
psychotherapy context in Australia. These findings
will be discussed in relation to the results of the
DHS project to be reported in later Chapters.

UK Department of Health Project on
Regulation of Counselling and
Psychotherapy
The UK Department of Health (DH) funded two
projects in 2005 to consider issues related to the
possible statutory regulation of the psychotherapy
and counselling professions by the HPC. The
HPC’s approach to regulation uses a system of
indicative registration focusing on the professional
titles that individuals are entitled to use.
Indicative registration refers to registration that
indicates that professionals have met the
registration criteria, rather than being an
endorsement of their competence.

UK Project on Framework for Regulation
of Psychotherapy
The second project funded by the Department of
Health was for the UKCP to further develop a
strategy to achieve a structural reorganisation
within the UKCP that would bring it more in line
with requirements for statutory regulation, and to
contribute to the broader process of regulation.
The process of strengthening the regulation
framework for the profession was guided by the
criteria set out by the HPC for statutory
regulation.

In February 2005, the Department of Health (DH)
jointly funded the BACP and UKCP to carry out
research into the provision of counselling and
psychotherapy training in the UK and the
standards of that training, the codes of ethics,
and practice and conduct processes of all
registering/accrediting
counselling
and
psychotherapy organisations. This joint project
involved all the accrediting and registering bodies
in the field who comprised a wider reference
group. A summary of the principal national
accrediting and registering bodies in the UK is
provided in Appendix 2.1. The project brief was to
consider a range of issues within the framework
of possible regulation by the HPC and potential for
either
joint
or
separate
regulation
of
psychotherapy and counselling.

Specifically the UKCP project aimed:
•

•

•

to improve levels of cooperation between
UKCP and other bodies in the field of
psychotherapy and counselling
separate the regulatory functions that
exist within the UKCP and its member
organisations from the non-regulatory
address any anomalies in structure prior
to handing over voluntary regulatory
functions

The HPC Criteria against which professions are
judged as suitable for statutory regulation are to:

The project was established on the basis that it
would
consider
both
counselling
and
psychotherapy, since there was a widespread
acceptance
that
there
are
significant
commonalities between these two professions.
The professions of psychotherapy and counselling

1.

Cover a discrete area of activity displaying
some homogeneity
2. Apply a defined body of knowledge
3. Practice based on evidence of efficacy
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Table 2.3
Summary of Findings of the Joint UKCP/BACP Mapping Project
1. Training
1.1.

Training is the major entry route into psychotherapy and counselling. 95% of
counsellors and psychotherapists are trained and the majority practise within the
scope of their training.

1.2.

This would support the use of training standards and training requirements as the
basis for regulating the professions.

1.3.

There is no one route of entry to either psychotherapy or counselling in the UK
through training. We have identified 570 different practitioner training courses.
However, 63% do not have professional body recognition although many of these
are validated through the Further or Higher Education system.

1.4.

There are a large number of titles for both training courses and individual
counsellors and psychotherapists. This can only cause confusion to the public.

2. Standards of Education and Training and Standards of Proficiency
2.1.

The HPC’s focus on the Health Service and University education does not closely
match current patterns of practice or of training provision.

2.2.

There are a variety of approving bodies for training – academic, vocational and
professional. There are a significant number of training providers linked to no
external quality assurance systems.

2.3.

There is a spread of training between the sectors and recognised educational levels,
both academic and vocational.

2.4.

The development of psychotherapy and counselling training in Higher Education is
significant but there remains a substantial group of trainings not validated within
Higher Education.

2.5.

30% of counselling training is in the Further Education sector.

2.6.

Consideration would need to be given to the place of a core curriculum and to the
nature of that curriculum.

3. Conduct and Ethics
3.1.

All organisations responding to the research have complaints and conduct processes,
however levels of lay representation and public accountability are low.

3.2.

Codes of conduct and ethics fulfil or exceed HPC requirements.

3.3.

Complaints heard by the HPC are substantively different to those received by
counselling and psychotherapy organisations. Most complaints in this field concern
aspects of interpersonal relationships and the therapeutic process.

3.4.

Many professional bodies carry out both a regulatory and disciplinary function. Best
regulatory practice has the two functions performed by two separate bodies.

3.5.

There is need for a separate regulatory body for psychotherapy and counselling.
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Table 2.3 (Cont.)
Summary of Findings of the Joint UKCP/BACP Mapping Project
4. The size of the occupational field
4.1.

20% of a potential 37,500 members were sent a questionnaire and 44% replied.

4.2.

The level of training activity suggests that the number of counsellors and
psychotherapists in the UK is growing rapidly.

4.3.

There is a large number of small psychotherapy and counselling organisations.

4.4.

90% of counsellors and psychotherapists are in paid work.

4.5.

Over 25% of all psychotherapists and counsellors work with children and may not
necessarily have received appropriate training.

5. Future development
The joint BACP/UKCP research project has looked at existing training and qualifications,
and the standards on which they are based; and codes of ethics and conduct, comparing
these with HPC processes. Further substantive work will need to be undertaken to ensure
that an accurate representation is carried forward into proposals for statutory regulation.
The review recommends:
5.1.

A deeper enquiry into the provision of training, its characteristics and the standards
that are applied.

5.2.

Research into student satisfaction levels in relation to training.

5.3.

Further research into the distinctions within the field.

5.4.

Research into the possibilities and difficulties entailed in linking training standards
with external assessment frameworks.

5.5.

Research into training and practice of those working with children and adolescents.

5.6.

Consideration of the implications of including counselling and psychotherapy within
the Framework for Higher Education Qualifications.

5.7.

Research into the issues raised by the development of a core curriculum for
psychotherapy and counselling.

5.8.

Bringing registers and fitness to practice procedures to acceptable levels.

5.9.

Establishment of a separate body to handle conduct processes for all, achieving best
practice separation.

5.10. Further research into the scope of the professions beyond the framework of the
professional associations.
Adapted from Aldridge & Pollard (2005, pp.7-9)
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4.

5.
6.
7.
8.
9.
10.

create an alternative independent regulator for
the psychological professions (Proposals for a
Psychological Professions Council, 2006). This
proposal was supported by the following main
professional bodies: the Association of Business
Psychologists, the Association of Educational
Psychologists, the Association of Heads of
Psychology Departments, the British Association
for Behavioural and Cognitive Psychotherapies,
the British Association for Counselling and
Psychotherapy, the British Association for Sports
and Exercise Sciences, the British Psychological
Society, the National Association for Principal
Educational Psychologists and the United Kingdom
Council for Psychotherapy
(www.psychotherapy.org.uk/statutory_regulation.
html).

Have at least one established professional
body which accounts for a significant
proportion of that occupational group
Operate a voluntary register
Have defined routes of entry to the
profession
Have independently assessed entry
qualifications
Have standards in relation to conduct,
performance and ethics
Have Fitness to Practice procedures to
enforce those standards
Be committed to continuous professional
development (CPD)

While in many ways the UKCP umbrella structure
and purpose has much in common with the
structure and purpose of PACFA, it needs to be
recognized that the psychotherapy profession in
the UK differs somewhat in terms of the break
down of theoretical influence and historical
divisions. For the purposes of the DH project, the
UKCP proposed 5 modality groupings which
adequately met the HPC criteria at that point in
time, and a number of other groupings that may
meet them following further developmental work.

The proposal was based on a view that the
existing HPC was oriented towards professions
working in the physical health domain and that
the issues and needs of professions working with
psychological based therapies may be better
served by being grouped together under a
separate structure with specific expertise related
to psychological practices. This is because the
psychological professions are dealing with
processes that are not visible or treated in the
same overt way as physical health ailments. The
proposed Register would thus cover a range of
currently unregulated professionals who use a
psychological knowledge base to underpin their
practice. The “psychological professions” included
but were not limited to psychology, counselling
and psychotherapy. Such a Council would also be
able to encompass the many professionals who
work outside the health system, often with
vulnerable populations, in contexts such as
education and occupational settings as well as
private practice. This model has not been
endorsed by the UK government, but may warrant
a careful consideration in the Australian context.

An alternative proposal considered was to divide
the regulated groupings along profession identity
lines, since these have developed relatively
separately in the UK and maintain separate
structures, although the British Association of
Cognitive Behavioural Psychotherapies (BABCP),
after a long history of separation, is now joining
the UKCP. This proposal reflects the current and
historical UK context, although it is recognized
that there may be considerable overlap between
each. The five groupings are:
1.
2.
3.
4.
5.

Cognitive-Behavioural therapy
Counselling
Psychoanalysis
Psychology
Psychotherapy

UK Skills for Health Project
Following the above projects, the UK Department
of Health worked with Skills for Health in 2006 to
identify competencies, national standards and
accreditation
requirements
for
roles
in
counselling, psychotherapy and mental health
(DOH, personal communication, 2006). The aim
was to produce a competency framework for
psychotherapy and counselling roles and to
analyse existing training courses to determine
which roles were supported by training and
whether there were any gaps. Relevant
stakeholders were invited to contribute to the
production of the framework by demonstrating to
Skills for Health where their standards fit within
the framework as well as service users and
providers, to determine whether the competencies
identified are in line with their needs for staff who
will be fit for purpose in providing psychological
therapies. It is also envisaged that the

While these government funded projects have
provided much impetus for review of regulatory
structures
and
processes,
and
increased
consultation between associations, it has also
generated some significant differences of views
about the most desirable regulatory outcomes, or
even whether the profession should be regulated
at all.

Proposal for a Psychological Professions
Council
One additional proposal put forward in the UK
context but not accepted by the UK Department
of Health was a more innovative response to
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Ontario

competencies can be used to produce a career
framework for the whole workforce within
psychological therapies.

In April 2006, after a year of consultation, the
Health Professions Regulatory Advisory Council
(HPRAC) recommended that psychotherapists and
psychotherapy should be regulated in Ontario
under the Regulated Health Professions Act
(http://www.hprac.org/english/default.asp).
It
also recommended that this be undertaken with a
new
profession-specific
statute,
the
Psychotherapy Act, that would include an
enforceable scope of practice and title protection;
and those existing health regulatory colleges
whose members practice psychotherapy should
develop comparable standards of practice for their
members (HPRAC New Directions, 2006).

Statutory Regulation of Psychotherapy
and Counselling Professions
In February 2007, the UK government announced
that it would regulate the professions of
psychotherapy and counselling under the Health
Professions Council (UK White Paper, 2007).

United States of America
In the USA, a much more heavily regulated
approach prevails. Counselling licensure laws
were first passed in Virginia in 1976, and by
1989, 32 states had licensing legislation
governing counsellors. By 2006, 48 of the 50 US
states (excluding California and Nevada), as well
as the Districts of Columbia and Puerto Rico, had
developed state-based licensure legislation, with
most providing a protected title of Licensed
Professional
Counselors
(LPC)
(American
Counseling Association, 2006).

Factors
which
informed
the
HPRAC
recommendation included the risk of harm which
can result from the practice of psychotherapy that
often takes place in private, unsupervised settings
with emotionally vulnerable clients (HPRAC New
Directions, 2006). The HPRAC report observed
that the risk of harm has been supported by
survey data, professional disciplinary cases and
court actions, and the views of regulators and
professionals in the field based on experience,
indicating that serious incidents of abusive and
negligent
behaviour
can
have
serious
consequences for clients. The two main sources of
potential harm for psychotherapy clients were
noted as:

The process of licensure and credentialing has
been so complex that professional bodies have
arisen to manage the inter-state complexity such
as the American Association of State Counseling
Boards
(AASCB).
National
Certification
Organisations include the National Board for
Certified Counselors (NBCC) and the Commission
of Rehabilitation Counselor Certification (CRCC).
Professional
accrediting
organisations
for
accrediting courses include the Commission on
Rehabilitation Counselor Education (CORE), the
Commission on the Accreditation of Marriage and
Family Therapy Education (COAMFTE), the Council
for Higher Education Accreditation (CHEA), and
the Council for the Accreditation of Counseling
and Related Educational Program (CACREP).

•

The nature of the relationship between
patient/client and therapist; and

•

The failure to properly assess or
implement
specific
psychotherapeutic
interventions.

Examples of harm arising from the therapeutic
relationship were observed as:

A review of the regulation of psychotherapy in 11
US states was documented in a literature review
undertaken by the HPRAC (2005).

•

Exploitation and/or abuse of the client;

•

Engaging in sexual contact or any sexual
relationship with the client;

•

Breaching
the
client’s
privacy/
confidentiality
through
unsanctioned
disclosure of clinical information.

Examples of harm arising from failure to properly
assess or implement care include:

Canada
Regulation of psychotherapy in Canada
The province of Ontario in Canada, an innovator
in the regulation of the health professions,
became the first province in Canada to legislate
for the state regulation of psychotherapy in 2006.
The regulation of counselling in Canada will be
discussed later in this chapter.

•

Employing
inappropriate
treatment
approaches, thereby causing delay in
appropriate management or resolution of
the problem, and possible exacerbation of
the client’s condition; and

•

Failure to identify physical or mental
health issues which require other forms of
treatment.

The HPRAC consultation reported that a large
majority of stakeholders perceived a serious risk
of harm associated with psychotherapy practice
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HPRAC Recommendations.

(HPRAC New Directions, 2006). Two groups of
practitioners were identified, through jurisdictional
reviews, as posing an increased risk:
•

•

Unregulated practitioners engaging in
private individual practices, especially
those without professional affiliation,
supervision, or a circle of peers; and
Regulated professionals who practice
psychotherapy without formal training in
psychotherapy.

The HPRAC examined a number of regulatory
options, including:
1.

the creation of a registry

2.

amending the RHPA harm clause;

3.

title protection;

4.

title protection with scope of practice;

5.

regulating unregulated practitioners under
an existing College; and

6.

designating a new controlled
psychotherapy under the RHPA.

act

for

1.

That psychotherapy and psychotherapists
be regulated under the Regulated Health
Professions Act.

2.

That a College of Psychotherapists
Ontario should be established.

3.

That an enforceable scope of practice of
psychotherapy should be defined in the Act,
and that the scope of practice should
restrict the practice of psychotherapy to
certain regulated professionals, and that an
exemption for certain activities should be
included as follows:
a.

Psychotherapy is the provision of a
psychological
intervention
or
interventions, delivered through a
therapeutic
relationship,
for
the
treatment of cognitive, emotional or
behavioural disturbances.

b.

No person other than a member in
good standing of the College, the
College of Psychologists of Ontario,
the
College
of
Physicians
and
Surgeons of Ontario, the Ontario
College of Social Workers and Social
Service Workers, and the College of
Nurses of Ontario who has met the
qualifications specific to the practice
of psychotherapy as established by
their College shall engage at any time
in any of the activities as set out in
(a).

c.

The Act does not apply to counsellors
providing
information,
encouragement, advice or instruction
about emotional, social, educational
or spiritual matters.

d.

Notwithstanding (3), treatment that
goes
beyond
the
bounds
of
counselling should not be exempted.

After weighing the public interest, the need for
professional accountability, and access issues, the
HPRAC concluded that title protection and an
enforceable scope of practice provide the best
balance, and that the most appropriate statutory
vehicle is the RHPA, which provides a
comprehensive
yet
flexible
approach
to
regulation.
Following a reasonable transition period, during
which practitioners would be asked to submit
information to the Transitional Council as part of a
provincial
Registry
or
List,
the
HPRAC
recommended that a permanent regulatory body,
the College of Psychotherapists, be established.
One of the first steps in the regulatory process
would require existing regulatory Colleges whose
members practice psychotherapy (College of
Psychologists of Ontario, College of Physicians and
Surgeons of Ontario, Ontario College of Social
Workers and Social Service Workers, and the
College of Nurses of Ontario) to develop high
minimum
qualifications,
general
practice
guidelines
and
continuing
competence
requirements
specific
to
the
practice
of
psychotherapy for their members who practice
psychotherapy. This could be accomplished by
means of a directive from the Minister under a
provision of the RHPA. The report also suggests
that a collaborative interdisciplinary approach to
the practice of psychotherapy by Colleges is
fundamental to protecting the public interest, and
ensuring that people who need psychotherapeutic
services can rely on qualified practitioners from a
range of disciplines.

of

4. That the Council of the College should be
composed of (a) at least six and no more
than nine persons who are members elected
in accordance with the College’s by-laws;
(b) at least five and no more than eight
persons appointed by the LieutenantGovernor-in-Council who are not members
of the College, another College or Council
under the RHPA.
5. That the Council of the College should
establish an Advisory Committee to include
representatives
of
the
College
of
Psychologists
of
Ontario,
College
of
Physicians and Surgeons of Ontario, Ontario
College of Social Workers and Social Service
Workers, and the College of Nurses of
Ontario.
6. That the Council should have a President
and Vice-President elected annually by
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judged qualified to provide counselling services.
Besides
setting
standards
of
professional
preparation,
this
program
also
mandates
expectations for continuing education, requires
adherence to a formal code of ethics, and
provides for advising and disciplining, when
needed,
those
members
on
matters
of
professional conduct.

Council from among its members.
7. That every member of the College who
practices psychotherapy or resides in
Ontario and who is not in default of
payment of the annual membership fee
should be entitled to vote in an election of
members of the Council.
8. That the use of the title “psychotherapist”
should be restricted to members of the
College and members of the College of
Psychologists of Ontario, the College of
Physicians and Surgeons of Ontario, the
College of Social Workers and Social Service
Workers, and the College of Nurses of
Ontario who are qualified to practice
psychotherapy.

The CCA has also worked closely with professional
bodies in Ontario, British Columbia and Nova
Scotia to put forward a case for statutory
regulation for the profession of counselling in
those provinces. They have acted as the national
body establishing a standard that is offered to
provincial stakeholders as a template for assisting
regulatory boards to set entry criteria and
determine an appropriate scope of practice. To
date, however, there has been no new legislation
enacted to regulate counselling outside of
Quebec.

9. That a person who is not a member of the
College, or a member of the College of
Psychologists of Ontario, the College of
Physicians and Surgeons of Ontario, the
Ontario College of Social Workers and Social
Service Workers, and the College of Nurses
of Ontario who practices psychotherapy
should not represent him or herself as a
person who is qualified to practice
psychotherapy in Ontario.

Following on from these activities, a National
Symposium on Counsellor Regulation was held in
Vancouver in November 2005 to review the
context in Canada and determine future advocacy
policy
around
regulation
issues
(National
Symposium on Counsellor Regulation, 2005). Two
provinces where there has been significant
activity are reviewed next.

10. That the Lieutenant-Governor-in-Council, on
recommendation of the Minister, should
appoint, for a period of three years, a
Transitional Council, Chair and Vice-Chair.

British Columbia
In British Columbia in the mid 1990s, five groups
representing
various
counselling
disciplines
independently applied to the Health Professions
Council (of British Columbia) for designation of
their professions. The five groups were:

Further recommendations related to the functions
of the Transitional Council, and establishment of
standards. While this decision to regulate
psychotherapy has been widely endorsed, there
are concerns expressed about the exclusion of
counselling from this ACT, and the decision to
define enforceable scopes of practice (Ontario
Coalition for Mental Health Professionals, 2006).

• British Columbia Association of Clinical
Counsellors
• British Columbia Art Therapy Association
• British Columbia Association for Marriage &
Family Therapy

Regulation of counselling in Canada

• Canadian Association of Rehabilitation
Personnel, BC Society

In Canada, the counselling profession is not
regulated by a statutory process except in the
Province of Quebec where specific types of
counsellors are regulated: namely guidance
counsellors, psychoeducators, and marital and
family therapists. Recognizing the significant
growth of numbers of counsellors in various public
environments and in private practice, in 1984, the
Canadian
Counselling
Association
(CCA)
established a credentialing service for its
members called the Canadian Certified Counsellor
program.
This
provides
a
non-statutory
certification process which is available to all CCA
members who wish to apply and who fulfill
specific qualification requirements. The purpose of
the CCA counsellor certification program is to
identify to the public those counsellors who,
through a process of credential evaluation, are

• Canadian Professional Counsellors
Association
Despite differences in the education and training
required, and the treatment modalities used by
each applicant, the Council decided that the
applications raised very similar issues and decided
to deal with them together (Epstein et al., 1997).
After reviewing the applications, considering the
submissions made and analyzing the public
interest criteria in relation to each application, the
Council decided that the regulatory model
established under the Act was not an appropriate
way to regulate counselling. The Council was
particularly influenced by the wide diversity
amongst the applicants in terms of education,
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potential for later registration categories reflecting
specialties such as marriage and family therapy,
art therapy, etc.

training and services provided, and was
concerned about whether an effective leadership,
acceptable to all of the various practitioners of
counselling, would emerge as a result of
designation under the Act.

A consortium of professional bodies that were not
part of the Task Group, called the "Consortium for
Counselling Regulation in B.C.", was also formed
and has worked to establish "competency profiles"
for a proposed BC College of Counsellors. These
"competency profiles" have led to agreement on
the "core competencies" recommended for a
Canadian Professional Counsellor, regardless of
educational standing or type. The validation
process is currently in process with counsellors
throughout BC. The "Consortium" will present its
recommendations to the Health Ministry to assist
in the creation of a College of Counsellors for B.C.
(Cane, 2006)

The Council’s report highlighted the problems
associated with the wide variation in training
standards and the difficulties in regulating under
those conditions. Training standards varied
considerably from:
•

The British Columbia Association of
Clinical Counsellors where 70% of the
members have a Masters or Ph.D. as well
as two years of post-graduate supervised
practice in an area of their choice;

•

British Columbia Association for Marriage
and Family Therapy, where members
have one graduate degree plus 300 hours
of face to face supervised counselling and
a post-graduate degree with 1000 hours
of face to face counselling, including 200
hours of supervised face to face
counselling.

•

Canadian Association of Rehabilitation
Personnel - BC Society where practitioners
must have a Masters degree, either in
Rehabilitation Counselling or with related
graduate courses and a combination of
internship/employment experience;

•

Canadian
Professional
Counsellors
Association, where there are no minimum
academic requirements, but members
must successfully complete a qualifying
examination
and
have
two
years
experience in counselling practice.

New Zealand
The profession of psychotherapy was approved by
the New Zealand Minister of Health in November
2005 as a regulated profession under the HPCAA
2003, making this a landmark case for the
regulation of psychotherapy outside North
America. Consultation is currently occurring about
how that regulation will take place (i.e. whether
psychotherapy should be added as a stand alone
authority or added to the auspices of an existing
authority to create a blended authority. In 2005,
a range of restructured activities were also
approved by the HPCAA, including “prescribing a
psychosocial intervention with an expectation for
treating a serious mental illness without the
approval of a registered health practitioner” (NZ
Ministry of Health, 2005). It will be interesting to
follow progress on this regulation scheme. This
decision has also raised concerns about the case
of counselling and how the overlap between the
professions will be dealt with.

As a result, the Council declined to recommend
that any of the applicants, or the applicant group
as a whole, be designated under the Act.
However, the Council concluded there was some
risk of harm in the unregulated practice of
counselling, and that some form of regulation was
necessary. The Council recommended that
consideration be given to alternative regulatory
systems which could be used for counselling as
well as other currently unregulated health related
activities.

Alternative Forms of Regulating
Counselling and Psychotherapy
A number of alternative forms of regulation for
counselling and psychotherapy have also been
proposed. For instance, the UKCP put forward a
proposal for the Psychological Professions Council
outlined earlier, although this was not taken up.

Since this decision, there has been a greater
degree of cooperation among professional bodies
in British Columbia. A Task Group for Counsellor
Regulation was formed involving six professional
associations and representing around 2,500
practising counsellors and therapists in B.C.
(www.cpca-rpc.ca/content/view/17/31/).
The
Task Group, in consultation with the BC
government, has proposed that the new regulated
profession would be called Counselling Therapy,
and that all therapists would first be registered as
entry-level generalist counsellors, with the

The HPC in British Columbia reviewed models for
regulating counselling across North America and
noted two alternative models which they thought
warranted further consideration. These were
models being used in Nebraska and Washington in
the United States. Each of these is briefly
described.
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practice. "Counselling" and "Marriage and Family
Therapy" are two areas of specialty. A person who
is licensed as a mental health practitioner may
practice within the specified area but, unless
certified, cannot use the title reserved for that
specialty. In this way, consumers still have some
choice but know that certified specialists have met
certain qualifications. The Board of Examiners in
Mental Health sets the requirements for speciality
certification and approves education and training
programs.

Nebraska Model for Regulating
Counselling
The state of Nebraska has a Uniform Licensing
Law for regulating all health professions and their
practitioners. Mental health practice is now
considered a health profession in Nebraska, with a
very broad definition:
Mental health practice shall mean the
provision of treatment, assessment,
psychotherapy,
counselling,
or
equivalent activities to individuals,
couples, families, or groups for
behavioral, cognitive, social, mental,
or emotional disorders, including
interpersonal or personal situations.
...
Mental health practice shall include the
initial assessment of organic mental or
emotional disorders for the purpose of
referral or consultation.

Washington State's Approach to
Regulating Counselling
Like Nebraska, Washington has a centralized
approach to regulating health professions, with
three forms of professional "credentialling":
Registration.
This is the least restrictive form of regulation and
requires only that the practitioner of a health
profession be identified to the department (i.e.,
registered), and does not require a qualifying
examination. No person may practice or represent
himself or herself as a practitioner of a health
profession by the use of any title or description of
services without being registered to practice by
the department, unless otherwise exempted. The
state maintains a roster of practitioners in the
profession and the location, nature and operation
of the health activity practice. A registrant is
subject to the Uniform Disciplinary Act, the state
law that provides for the disciplining of
practitioners for unprofessional conduct. The main
sanction is that if registration is denied or
cancelled the person is prohibited from carrying
on the practice for remuneration.

The definition excludes several services including
practising psychology or medicine, prescribing
drugs or electroconvulsive therapy, treating
physical disease, injury or deformity, diagnosing
major mental illness or disorder (except in
consultation with a qualified physician or licensed
clinical psychologist) measuring personality or
intelligence for the purposes of diagnosis or
treatment planning, and using psychotherapy to
treat persons with major mental or emotional
problems or organic illnesses (except in
consultation with a qualified physician or licensed
clinical psychologist).
Licensure.
For mental health practitioners, the law combines
two
forms
of
regulation:
licensure
and
certification. Licensing under this system means
permission to practice certain health professions
which would otherwise be unlawful, although
certain individuals are exempted from the
prohibition including those qualified under other
legislation, persons employed in government and
members of the clergy. The law also sets out the
requirements for licensure including a master's
degree in therapeutic mental health which
includes a practicum or internship, three thousand
hours of supervised mental health experience and
an examination. The system is regulated through
the Department of Health which issues licences
and through boards of examiners for each health
profession which are appointed by the State
Board of Health.

Certification.
Certification is a voluntary process by which the
state grants recognition to an individual who has
qualified by examination and met established
educational prerequisites. A non-certified person
may perform the same tasks, but may not use
"certified" in the title. Marriage and family
therapists are among professionals who are
eligible for certification. Certified practitioners are
subject to the state's Uniform Disciplinary Act.
Licensure.
Licensure is a method of regulation by which the
state grants permission to persons who meet
predetermined qualifications to engage in a health
profession which would otherwise be unlawful in
the absence of the permission. Licensure protects
the scope of practice and the title. Licensed health
professionals are also subject to the Uniform
Disciplinary Act.

Certification.
The law also provides for certification of certain
specialty areas within mental health practice.
Practitioners who meet the qualifications for
speciality certification are given the exclusive
right to use certain titles and hold themselves out
as specialists in a particular area of mental health

Generally, Washington's practice is to employ the
least restrictive level of regulation consistent with
the public interest which includes a balance
between consumer choice and protection of the
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health professions such as medicine
and psychology, and the public, to
determine the speciality groups and
qualifications and training required for
certification;

public. Under Washington's Counsellor Law, the
only levels of credentialling for "counsellors" are
registration and certification. The law prohibits
anyone from engaging in the practice of
counselling for a fee unless they are registered
with the State Department of Health. Certain
classes of individuals are exempted from the law
including anyone registered, certified or licensed
under another law, employees of certain
government institutions and persons practising
counselling
within
religious
organisations.
Counselling is defined as follows:

b.

Counselling
means
employing
therapeutic techniques, including but
not limited to social work, mental
health counselling, marriage and
family therapy, and hypnotherapy, for
a fee, that offer, assist, or attempt to
assist an individual or groups of
individuals in the amelioration or
adjustment of mental, emotional or
behavioural problems ...

define counselling broadly to include
all services which relate in any way to
assisting individuals in dealing with
mental, emotional or behavioural
problems
prohibit unregistered practice;
require all registrants to provide a
description of their qualifications, area
of practice and the professional title
under which they practice.

A certification system to give certain
specialist practitioners the exclusive right
to use a descriptive title, and for this
purpose:
a.

4.

A list of categories of exemptions from the
registration system, for example, for
persons already regulated under another
statute, persons employed by government
or government supported agencies such
as hospitals, schools or universities.

This chapter has provided an overview of
regulatory issues for the health professions and
considered a number of models that may be
relevant for the psychotherapy and counselling
profession in Australia. In particular, the review
highlights the importance of having cohesion in
the professional group to be regulated and agreed
training standards and code of ethics governing
practice. A Canadian study of the counselling
profession noted the need for an encompassing
centralized registration system, with certification
of specialist qualifications, a centralized complaint
and discipline process and clear definition of
exemptions. The Pew Commission in the US has
highlighted the importance of standardizing
regulatory
terms
and
entry
to
practice
requirements linked to demonstrated professional
competence, and having standards that are in the
public interest rather than the interest of
professional associations or training bodies.

1. A registration system for anyone engaged
in the practice of counselling, which will:

2.

A centralized complaint and discipline
process, and a common code of ethics
which would apply to all registered
practitioners.

Summary

A report of the HPC in British Columbia strongly
recommended investigation of alternative forms
of regulation and suggested four issues to be
considered in any alternative system (Logan,
1998).

b.
c.

3.

The report also notes that the importance of title
protection for the certification of specialist
practitioners and the corresponding exclusive
right to use a descriptive title. Therefore, it is
important that there be a mechanism for
controlling the use of descriptive titles, since
unregulated use of titles such as registered,
licensed or certified is not in the public interest as
it may imply government sanction.

The law also provides for certification of certain
mental health specialties including counselling and
marriage and family therapy which give qualified
applicants the exclusive right to use the titles
"certified mental health counsellors" and "certified
marriage and family therapists". The law sets out
the requirements for certification as a specialist
which generally include a masters degree, two
years of post-graduate training in the chosen field
and an examination.

a.

limit certification to specialities which
require a minimum of a masters
degree and two years of supervised
clinical work.

Psychotherapy is in the process of being regulated
in New Zealand, Ontario and the UK, as well as in
many states of the US. Counselling is regulated
in almost all states of the US, and partially in
Quebec, Canada. It has also been approved for
statutory regulation in the UK. While there has

create
a
board
with
members
representing the various counselling
disciplines, members of existing
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been considerable regulatory activity in many
countries, no other statutory regulation of
counselling was identified. Many have argued that
the two professions should be regulated together.
The following chapter will explore professionspecific issues such as definitions for the
profession, minimum training standards, entry to
practice standards, registration models and
complaints handling in the regulation counselling
and psychotherapy.
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CHAPTER 3
JOINT SELF-REGULATORY MODELS FOR SELF-REGULATING
HEALTH PROFESSIONS

made seven recommendations which included the
need
to
provide
the
Health
Complaints
Commissioner with the legislative power to
publicly name unregistered practitioners who had
defrauded or endangered their clients and the
introduction of a generic form of registration for
all alternative health practitioners. However, none
of these recommendations were implemented.

BACKGROUND
The 1998-1999 Review of the Health Services
(Conciliation
and
Review)
Act
(Victoria)
highlighted concerns about the unregistered
health professions, as did the recent review of
health practitioner legislation in Victoria. The DHS
Victoria Discussion Paper (DHS, 2003) suggested
there was a need to strengthen the structures and
processes
of
the
self-regulating
health
professions. Specifically, DHS Victoria was
interested to explore the potential within the
Australian context for a more coordinated,
collaborative, efficient and cost-effective approach
to self-regulation among the self-regulated allied
and complementary health professions. The
intention behind such an approach would be to
facilitate the establishment of a best practice
model of self-regulation which combined expertise
and resources across professional groups where
appropriate, and which also preserved the
diversity and unique aspects of specific disciplines
with respect to specific bodies of knowledge, skills
and professional practice standards.

In 2006, the NSW government undertook a
further review of the 1998 Report into
Unregistered Health Practitioners: The Adequacy
and Appropriateness of Current Mechanisms for
Resolving Complaints. The Final Report released
in September 2006 recommended statutory
regulation of Traditional Chinese Medicine, as has
been previously enacted in Victoria, and further
consideration of the regulation of Naturopathy
and Western Herbal Medicine subject to the
outcome
of
Victorian
projects
in
these
professional groups.
In terms of the unregistered health practitioners
more generally, there were recommendations for
development of a Code of Conduct to govern all
unregistered practitioners in NSW, which would
cover, as a minimum, standards relating to:
sexual misconduct, fraud, informed consent,
record-keeping, privacy and the provision of
accurate information to the consumer. The report
also recommended that the Health Care
Complaints Commission develop a formal referral
procedure to facilitate complaints referrals
between health professional associations and the
Commission and that the Health Care Complaints
Commission establish relationships with the
professional
associations
representing
unregistered health professions, focusing initially
on the peak representative bodies. It was also
recommended that they host an annual meeting
of regulatory bodies for the unregistered
professions with representation from each of the
major modalities. This report thus highlighted
growing recognition that unregistered health
practitioners pose a potential risk to health, and
that consumers require appropriate information
and complaint pathways. It also highlighted the
need for greater collaboration between the Health
Care Complaints Commissioner’s Office and selfregulatory
bodies
for
unregistered
health
practitioners.

Previous studies which examined a joint approach
to regulation include a proposal for establishment
of an Australian Council of Complementary
Medicine (National Herbalists Association of
Australia, 2002). Another more recent study
examined the risks, benefits and regulatory
requirements of naturopathy and western herbal
medicine (Lin, Bensoussan, Myers, et al., 2005).
The Department of Health in Western Australia, in
a
discussion
paper
on
regulation
of
complementary health practitioners, noted the
expense and difficulties associated with each state
developing a separate regulatory approach for
each profession and suggested that it was time to
consider cross-jurisdictional approaches (WA
Health, 2005).
A similar concern about unregistered health
practitioners has been evident in reviews
undertaken by the NSW government (NSW
Health, 1998). The 1998 Report into Unregistered
Health
Practitioners:
The
Adequacy
and
Appropriateness of Current Mechanisms for
Resolving Complaints concluded that there was
real cause for concern about the lack of regulation
of unregistered health practitioners and the
resulting lack of mechanisms by which they could
be sanctioned for unprofessional behaviour (NSW
Parliament Joint Committee on the Health Care
Complaints Commission. The NSW Committee

In the context of these earlier reviews, the DHS
funded The Psychotherapy and Counselling
Federation of Australia (PACFA) to assess the
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feasibility of developing joint self-regulatory
arrangements between the unregulated allied and
complementary health professions. This chapter
describes a survey undertaken of regulatory
processes among the key self-regulating allied
and complementary health bodies in Australia, the
consultation process which followed the survey
and the outcomes of the survey and consultation.

The specific activities undertaken in the current
project included:

During the period of the study, a number of other
relevant activities took place. The Australian
Health Ministers Advisory Council (AHMAC)
established a working group to investigate
methods for nationally consistent medical
registration in 2004-2005. AHMAC also formed a
standing committee called the Practitioner
Regulation Sub-Committee of the Australian
Health Workforce Officials Committee (AHWOC),
to provide a national forum for states to promote
consistency
in
regulation
of
the
health
professions,
discuss
issues
and
assess
applications for statutory regulation. A recent
application from the social work profession has
been under review. In 2006, the work of the
Practitioner Regulation Sub-Committee came
under the Health Workforce Principal Committee
of
Health
Workforce
Australia
(www.health.nsw.gov.au/amwac/nat_sec.html).
In March 2005, the Council of Australian
Governments (COAG, 2005) acknowledged the
need for a research study on issues impacting on
the health workforce, including supply of and
demand for health professionals and proposed
solutions. The Productivity Commission Report
released in December 2005 made a number of
recommendations relevant to this consideration of
a joint self-regulation model for the unregulated
health professions (Productivity Commission,
2005).
Specifically,
it
recommended
the
establishment of a single national crossprofessional accreditation board to assume
accreditation
functions
(such
as
course
accreditation and examination of practitioners) for
the regulated health professions. It also proposed
that this national accreditation board could
undertake
accreditation
functions
for
the
unregulated health professions on a national
cross-professional basis.

¾

Establishing a reference group consisting of
representatives nominated by interested peak
professional associations to provide advice on
the development of regulatory model/s and
implementation plans.

¾

Developing and undertaking a survey to
document the current status of national selfregulatory arrangements in place for a
number of unregistered health professions,
(for
example,
Occupational
Therapists,
Speech Therapists, Social Workers, Massage
Therapists,
Western
Herbal
Medicine
practitioners, Naturopaths, Homoeopaths),
against key features of the best practice
model or models of self-regulation.

¾

Preparing a discussion paper for public release
setting out key features of a best practice
self-regulatory model and options (if any) for
joint self-regulatory arrangements with other
self-regulated health professions.

¾

Undertaking consultations with the Reference
Group of interested allied and complementary
health practitioners to determine which
professional associations were interested to
guide further work on a joint approach to the
establishment
of
self-regulatory
arrangements, including joint consultation
arrangements where possible.

PHASE 1:
SURVEY OF PROFESSIONAL
ASSOCIATIONS
Aim
The aim of the survey was to determine the basic
structures of self-regulation already in place
within Australia’s most prominent unregulated
health professions.

Method

More recently, the COAG agreement in July 2006
made a further commitment to this policy
direction (COAG, 2006), representing a significant
policy shift in the regulatory environment towards
a more centralised national model with greater
independence from the professions and more
cross-disciplinary
and
cross-jurisdictional
involvement in core functions such as registration,
course accreditation, and workforce flexibility.

Sample
The major national peak bodies or organisations
were identified for each allied and complementary
health profession. A comprehensive list of the
organisations’ contact details and a representative
most suitable to contact was prepared.
The allied health organisations contacted were:
Speech Pathology Association of Australia,
Australian
Association
of
Social
Workers,
Australian Association of Occupational Therapists,
Australian
Orthotic
Prosthetic
Association,

It is clear then, that there are substantial policy
moves
towards
more
centralised,
crossprofessional and cross-jurisdiction systems of
regulation.
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•

Australia Orthoptic Board, and the Dietititians
Association of Australia.

•

The complementary health associations included:
the National Herbalists Association of Australia,
the Australian Association of Massage Therapists,
the Australian Natural Therapist Association, the
Australian Traditional Medicine Society, the
Australian Naturopathic Practitioners Association,
the Australian Register of Homeopaths, the
Australian Acupuncture and Chinese Medicine
Association Ltd, and the Federation of Natural and
Traditional Therapists.

The organisation’s affiliation with a journal
or professional publication
Whether the organisation would be willing
to meet with other self-regulating health
professions to discuss the feasibility of
developing joint self-regulatory arrangements

Results
Responses were tabulated and are presented in
Table 3.1 for the allied health professions and
Table 3.2 for the complementary health
professions.

Procedure
Each organisation was initially contacted by phone
or email to invite participation in a reference
group from the major unregistered health
professions in Australia to discuss the feasibility of
developing joint self-regulatory arrangements.
Each representative contacted was asked if they
would complete a short survey that would detail
the current status of their organisation’s national
self-regulatory
arrangements,
prior
to
a
consultation phase of the project.

Characteristics of the Self-Regulating
Bodies
The results revealed a range of governing
structures but a high degree of consistency on
provision of core professional functions such as
having a register or listing of practitioners,
accrediting courses in the profession, having a
complaints process and a publication specific to
the profession.

Survey
The survey consisted of 16 questions (See
Appendix 3.1) that covered the following areas:

•

A national peak organisation usually
established as an incorporated body, or
not-for-profit company structure.

•

Aims to protect the public by setting
quality standards, promote and advance
the profession within Australia and aim to
maintain and update the skills and
knowledge of the practitioners of the
profession.

•

The organisation’s most current contact
details

•

Contact
details
of
a
suitable
representative to discuss self-regulation
issues

•

The stated purpose of the organisation

•

The professional groups covered by the
organisation

•

Has several categories of membership and
varying membership fees for each

•

The membership categories, fees and
number of members per category

•

•

The eligibility requirements for
specified membership category

Has a method of accrediting courses in
the profession

•

•

The organisation’s method for assessing
qualifications

Has a national register of practitioners
available to the public

•

•

The
existence
of
procedures
and
documents such as a code of ethics, a
complaints
procedure,
a
training
standards document, practice guidelines,
professional development requirements
and or programs, a national directory or
register and methods of accrediting
courses

Has Continued Professional Development
(CPD) requirements and/or programs

•

Has
official
complaints
procedures in place

•

Is associated with a publication specific to
the profession

each

•

Fees for appearing in a national directory
or register

•

The organisation’s affiliation with other
allied or complementary health organisations

handling

The survey also helped define a broad list of
facilitators and barriers that may influence the
feasibility of developing joint self-regulatory
arrangements within Australian unregulated
health professions.
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Table 3.1 : Peak Allied Health Associations Within Australia: Current Status of Self-Regulatory Arrangements
Australian Orthoptic
Board (AOB)

Australian Orthotic
Prosthetic Association
(AOPA)
1975
www.aopa.org.au

OT Australia (OTA)

Dietitians Association
of Australia (DAA)

1945
www.ausot.com.au

1976
www.daa.asn.au

Speech Pathology
Association of
Australia (SPAA)
1949
www.speechpathologyau
stralia.org.au

Australian
Association of Social
Workers (AASW)
1946
www.aasw.asn.au
None

Year Established
Website

1938
www.australianorthopti
cboard.org.au

Previous names if
any

Orthoptic Board of
Australia (1938-1999)

None

Australian Association of
Occupational Therapists

The Australian
Association of Dietitians

How was
organisation
established?
* protect public by
quality standards
of professional
practice/ code of
conduct
* maintain/
support updated
skills/knowledge/
education of
practitioners or
CPD
*
promote/advance
the profession(s)
Regulate practice
by requiring
specific training/
qualifications
The professional
group (s) covered
Total Number of
Members
Membership
Categories and
(number of such
members)

As a company under
the Companies Act

As an incorporated
association

As an incorporated
association

As a company under the
Companies Act

Australian Association of
Speech and Hearing;
Australian College of
Speech Therapists
As a corporation under
the Corporations Act

Yes

Not stated

Yes

Yes

Yes

Yes

Not stated

Yes

Not stated

Yes

Not stated

Yes

Not stated

Yes

Yes

Yes

Yes

Yes

Yes

Not stated

Not stated

Yes

Orthoptists

Orthotists and
Prosthetists
Approx. 217

Occupational Therapists

Dietitians and
Nutritionists
Approx. 2,560

Speech Pathologists

Social workers

Not Stated

6100

Registrant

Member (163)
Assoc. Member (21)
Member, Part-Time (12)
Member, Retired (3)
Member, Leave-ofabsence (16)
Member, Life (2)

Full-Time (3,200)
Part-Time (1,200)
Not-Working (400)
Honorary Member (10)
Student (300)

Practicing
Non Practising
Full-time Postgraduate
Overseas
Re-entry
Students
Associate

Full Fee
Reduced Fee
Fully Retired
Student
Life Members
Accredited members

Annual
Membership Fees

General Registration
$152 biannually
Provisional Registration
$152 biannually

Member $380 annually
Assoc. Member $38
annually
Member, Part-time

Membership fees vary
from state to state.
Full-time $300-$430.
Less for other categories

Member (2,164)
Assoc. Member (8)
Student Member (322)
Honorary Life Member
(9)
Honorary Member (2)
Assoc. Student Member
(55)
Member (FT) $517.00
Member (PT 1-20 hrs/
week) $390.50
Not Currently Employed

Practising $412.50
Non Practising $286.00
Full-time Postgraduate
$209.00

Full Fee $431.00
Reduced Fee $286.00
Fully Retired $143.00
Student Fee $72.00

Approx. 276

Approx. 5,110
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Australian Orthoptic
Board (AOB)

Membership
requirements

General Registration
Hold a degree in
orthoptics issued by an
Australian University
Or
An equivalent overseas
qualification that meets
the competencies of
the AOB
Or
Passes an examination
set by the Board
Provisional Registration
Satisfied the
requirements of the
above degree, not
graduated and enrolled
in an accredited
honours degree

Australian Orthotic
Prosthetic Association
(AOPA)
hrs/38 x $380 annually
Member, retired $38
annually
Member, Leave of
Absence $38 annually
Member, Life $0

OT Australia (OTA)

Member
Bachelor of Prosthetics
and Orthotics from La
Trobe University
Australia or an
equivalent tertiary
Prosthetic and Orthotic
qualification as
determined by the AOPA
Inc Certification
Committee
Life Member
The National Council
may with a majority of
at least three fourths
(3/4) elect as a life
member any member
who has rendered
conspicuous service to
the public, the
profession or the
Association
Assoc. Member
Those working in
orthotic and/or
prosthetic employment
recognized by the
Executive committee
and who do not qualify
for other classifications
of membership.
Student
Those involved with
orthotics and/or
prosthetics by way of
courses recognized by
the National Council

Full-time, part-time,
not-working and
honorary member’s
must be:
* Qualified to practice in
all states/territories of
Australia
* A graduate of an
accredited Australian
Occupational Program,
or have overseas
qualifications which
satisfy the requirements
specified by OT
AUSTRALIA.
Students must be in an
OT entry level program

Dietitians Association
of Australia (DAA)
$236.50
Assoc. Member (FT)
$396.00
Student Member
$104.50
Assoc. Student Member
$104.50
Two classes of
membership: Members
with Dietetic
Qualifications and
Members without
Dietetic Qualifications
Members with
Dietetic Qualifications
* An approved Bachelor
of Science Degree (or
equivalent) plus a postgraduate degree in
nutrition and dietetics
from a DAA accredited
institution
* Approved undergrad.
degree in nutrition and
dietetics from a DAA
accredited institution
* Student undertaking a
DAA accredited nutrition
and dietetic course
* Successful completion
of the dietetics
examination
administered by DAA
Members without
Dietetic Qualifications
(Associate Member)
* Human nutrition
qualification from any
Australian university or
equivalent organisation
in Australia deemed
appropriate by DAA
* A degree in a related
field and evidence of a
significant contribution
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Speech Pathology
Association of
Australia (SPAA)
Overseas $260.00
Re-entry $209.00
Students $88.00
Associate $286.00

Australian
Association of Social
Workers (AASW)

Practicing
Completed recognized
course, submitted
evidence of training or
undertaken additional
work and has been
practising/training to
satisfaction of Council.
Non Practicing
Completed recognized
course, submitted
evidence of training not
currently receiving
remuneration from
Full-time Postgraduate
Eligible to be a member
and engaged in fulltime
postgraduate study
leading towards
Postgraduate diploma,
Masters or PhD.
Overseas
Eligible for membership
yet resides outside
Australia
Re-entry
Wishes to update skills
by undertaking re-entry
program, has completed
an entry level speech
pathology course but
not eligible for member
status
Students
Attending a course
recognized by the
council
Associate
Person with
qualifications in allied

Four-year Bachelor of
Social Work (BSW)
degree is required for
occupation social
worker, by the AASW,
which approves social
work courses.
Eligibility for
membership of AASW
for Australian-trained
social workers is decided
on basis of applicant's
completed Bachelor of
Social Work program.
Overseas Qualifications
Since 1 July 1999 the
AASW has been
gazetted by the Minister
for Immigration and
Multicultural Affairs, in
accordance with
Migration Regulations as
the relevant assessing
authority for the
assessment of
qualifications of
overseas social workers
seeking to migrate to
Australia. Assessments
for both residents and
non-residents are
undertaken using the
AASW membership
eligibility criteria
outlined in Part III of
the document Policy and
Procedures for
Establishing Eligibility
for Membership of
AASW
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Australian Orthoptic
Board (AOB)

Australian Orthotic
Prosthetic Association
(AOPA)

OT Australia (OTA)

Dietitians Association
of Australia (DAA)
to food and human
nutrition in Australia
* A student with
evidence of enrolment in
a human nutrition
degree at an Australian
university as deemed
appropriate by DAA

Methods of
assessing
qualifications

* Comparison to the
National competencies
set by the Orthoptic
Association of Australia
(OAA) and equivalence
to Australian academic
qualifications
* May conduct a viva
voce examination
* May require applicant
to undergo written and
practical examination

Membership requires:
* Certified copy of La
Trobe University degree
qualification
* Expanded curriculum
vitae including:
• Formal qualifications
• Clinical experience
• Continuing education
* Written references
from AOPA members.
Affiliate Status
* Provide details of
employment. Student
status will be verified.

Speech Pathology
Association of
Australia (SPAA)
profession who is not
eligible to be a member.

Australian
Association of Social
Workers (AASW)

Membership applicants
must provide evidence
of their OT qualification.
All OTs trained overseas
must undergo an
assessment conducted
by the Council of
Occupational Therapy
Registration Board.
NZ registered OTs are
automatically eligible to
practice in Australia due
to Trans Tasmania
Mutual Recognition
Agreement.
OTA accredits the
Australian OT courses.

Qualifications accepted
if from DAA accredited
course. Otherwise
assessed on a case-bycase basis by
Committee in
accordance with criteria.

Review degree –
Australian courses are
accredited by SPAA.
If studied and graduated
overseas, the individual
must undergo an
assessment procedure.

Membership Requires
A certified copy of
transcript or BSW
degree from accredited
university.
Certified copies for
overseas.

Code of Ethics

No

Yes

Yes

Yes

Yes

Yes

Complaints
Procedure

Yes

Yes

Yes

Yes

Yes

Yes

Training
Standards
Document
Practice
Guidelines or
related statement
Continuing
Education/ PD
Requirements
Continuing
Education/ PD
Programs
Accrediting
Courses within
Australia

No

Not stated

Not stated

Yes

Not stated

Yes

No

Yes

Yes

Yes (developing)

Yes

Yes

Yes

Yes

Not stated

Yes, 30 hours per year
minimum

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes
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Australian Orthoptic
Board (AOB)
National Register
or Directory
Fee for
registration or
appearing in
directory
How well code of
ethics meets
members needs
Associated
Journal or
Newsletter
Affiliation with
other associations

Yes

Australian Orthotic
Prosthetic Association
(AOPA)
Yes

OT Australia (OTA)

Dietitians Association
of Australia (DAA)

Yes

$152

Not stated

Ranges between $60$300

Not Applicable

Not stated

N/A

Not applicable

Not stated

Well

Well

Well

Well

No

Publish a newsletter
quarterly

Journal, Nutrition and
Dietetics

Advances in Speech
Language Pathology

Yes
National and States

No

Allied Health Professions
Australia

Journal, Australian
Association of
Occupational Therapists
Allied Health Professions
Australia

Allied Health Professions
Australia

Allied Health Professions
Australia

Is your
organisation
willing to meet to
discuss selfregulation
models?
Additional
Comments

Yes

Yes

Yes

Allied Health Professions
Australia;
Federation of Australian
Nutrition Organisations
Yes

Yes

Yes

AOB is a registration
board only. The
Orthoptic Association of
Australia is the member
based association that
provides many of the
functions above.

Not stated

We would be happy to
explain the
establishment,
operations, promotion
and benefits of our
accredited OT program

Not stated

Not stated

We have Branch SubCommittee’s, National
Working Group, Special
Interest Groups, Locum
Service and Supervision
Register.

49

Yes

Speech Pathology
Association of
Australia (SPAA)
Not stated

Australian
Association of Social
Workers (AASW)
Yes
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Table 3.2 : Peak Complementary Health Associations Within Australia: Current Status of Self-Regulatory Arrangements
Survey Questions

Year Established

Website

Australian
Australian
Acupuncture and
Association of
Chinese Medicine
Massage Therapy
Association Ltd
(AAMT)
(AACMA)
1973
2003
www.acupuncture.or • www.aamt.com.au
g.au

Previous names if
any

Australian
Acupuncture
Association Ltd
merged with
Acupuncture Ethics
and Standards
Organisation Ltd in
1995; and with
Acupuncture
Association of South
Australia Inc in
1996.

How was the
organisation
established?

As a company under
the Corporations
Law
Yes

* protect the public
by setting quality
standards of
professional
practice/code of
conduct
* maintain/
support updated
skills/knowledge/
education of
practitioners or
CPD
* promote/
advance the
profession(s)
within Australia
Regulate practice
by requiring
specific training/
qualifications
The professional
group (s) covered

• Association of
Massage Therapists
Australia
• Society of Clinical
Masseurs
• Professional
Massage &
Remedial
Therapists Society
• WA Association of
Massage
• Qld Association of
Massage Therapists
Independent notfor-profit Company
Ltd by Guarantee;
Yes

National Herbalist
Association of
Australia (NHAA)

Australian Natural
Therapist
Association
(ANTA)

1920
www.nhaa.org.au

1955
www.anta.com.au

National Herbalists
Association of NSW,
NSW Herbal Union

None

As an incorporated
association

Australian
Naturopathic
Practitioners
Association
(ANPA)
1975
www.anpa.asn.au

Australian
Register of
Homeopaths
(AROH)

Australian
Traditional
Medicine Society
(ATMS)

1999
www.aroh.com.au

1984
www.atms.com.au

Australian
Naturopathic
Practitioners and
Chiropractors
Association

None

None

As a company under
the Companies Act

As an incorporated
association

As a company under
the Companies Act

An incorporated notfor-profit company

Yes

Yes

Not stated

Yes

Yes

Yes

Yes

Yes

Yes

Not stated

Yes

Yes

Yes

Yes

Yes

Yes

Not stated

No

Yes

Yes

Yes

Yes

Yes

Not stated

Yes

Yes

Traditional Chinese
Medicine
Practitioners

Massage and
Remedial Massage
Therapists

Western Herbalists
Naturopaths who
specialise in Western

Aromatherapy
Remedial Therapy
Oriental Remedial

Naturopaths

Homeopaths

Acupuncture
Alexander Technique
Chinese Herbal
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Survey Questions

Australian
Acupuncture and
Chinese Medicine
Association Ltd
(AACMA)
Acupuncturists
Chinese Herbal
Medicine
Practitioners
Traditional Chinese
Medicine Remedial
Massage
Practitioners

Australian
Association of
Massage Therapy
(AAMT)

National Herbalist
Association of
Australia (NHAA)

Australian Natural
Therapist
Association
(ANTA)

Total Number of
Members
Membership
Categories and
(number of such
members)

Approx. 1,750

Annual Fee of
Membership
Categories

Herbal Medicine

Therapy
Herbal Medicine
(Western)
Naturopathy
Traditional Chinese
Herbalism
Ayurvedic Medicine
Homoeopathy
Nutrition
Traditional Chinese
Medicine
Chiropractic
Osteopathy

Approx. 5,500

Approx. 1,600

Not Stated

Approx. 500

Approx. 700

Accredited Members
(Fellow, Associate
Fellow, Member,
Provisional Member,
Non-Practising
Member): 1550
Student Members
(200)

Massage Therapists
(1,555)
Remedial Massage
Therapists (2,255)
Student Therapists
(715)

Fellow (not stated)
Member: 2nd year
graduate (not
stated)
Member: not 2nd
year graduate (not
stated)
Associate

Full Members
(Approx. 500)

Registered
Practitioner (633)

Standard
membership fee
Fellow/Assoc Fellow
$505
Member/Provisional
Member $450.00
Non practising
member $98
Student Member

$187.00 for both

Fellow (12)
Full Practitioner
Members (950)
Companion Members
(220)
Student Members
(420)
Corporate Members
(3)
Fellow $235.00
Full Practitioner
$235.00
Companion Members
$148.50
Student Members
$58.00
Corporate Members
$2,500

Fellow $495.00
Member 1st year
graduate $110.00
Member: 2nd year
graduate $220.00
Member: not 1st or
2nd year graduate
$330.00

Full Member $300

Annual Membership
$70.00
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Australian
Naturopathic
Practitioners
Association
(ANPA)

Australian
Register of
Homeopaths
(AROH)

Australian
Traditional
Medicine Society
(ATMS)
Therapy; Counselling;
Herbal Medicine;
Homoeopathy;
Hypnotherapy;
Iridology; Nutrition;
Natural Fertility
Management; Natural
Vision Improvement;
Natural Therapist;
Naturopathy;
Chiropractic;
Osteopathy;
Aromatherapy;
Chinese Massage;
Integration Therapy;
Ka-Tone; Kinesiology;
Myofascial Release;
Reflexognosy;
Reflexology; Remedial
and Swedish
Massage;
Remedial Therapies;
Rolfing; Shiatsu;
Sports Therapies;
Touch for Health;
Traditional Thai
Massage

Approx. 11,078 at
November 2006
Accredited (10,822)
Associate (35)
Student (221)

Accredited $187.00
Associate $110.00
Student $77.00
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Survey Questions

Membership
requirements

Methods of
assessing
qualifications

Australian
Acupuncture and
Chinese Medicine
Association Ltd
(AACMA)
$75.00

Australian
Association of
Massage Therapy
(AAMT)

Member,
Provisional & NonPracticing Member
Graduation from
recognised program
of study or
examination
Fellow
Additional
requirements are 10
years safe & ethical
practice and 10
years membership –
not automatic –
must apply and be
passed by
unanimous decision
of the board
Associate Fellow
As for Fellow but
based on 5 years
practice and
membership
Student Member
Enrolled in a
program of study in
TCM

Massage Therapist
Certificate IV in
Massage according
to Australian
National Training
Authority Guidelines
(745 hours)
Remedial Massage
Therapist
Diploma in Remedial
Massage according
to Australian
National Training
Authority (1,480
hours)

Current
Application assessed
using AACMA
Practitioner
Accreditation
Guidelines by
Accreditation
Committee, an
independent

Check qualification
against the
Australian National
Training Authority
Guidelines

National Herbalist
Association of
Australia (NHAA)

Australian Natural
Therapist
Association
(ANTA)

Australian
Naturopathic
Practitioners
Association
(ANPA)

Australian
Register of
Homeopaths
(AROH)

Australian
Traditional
Medicine Society
(ATMS)

Full
Qualified from NHAA
accredited course
OR
Individual
assessment based
on education,
experience and CPE
Student
Undertaking study in
field of herbal med.
Companion
Company, library or
individual with an
interest in herbal
medicine
Corporate
Company with
values & standards
similar to NHAA with
a desire to further
interests of NHAA.
Fellow
Full member in bona
fide practice as
herbalist for no less
than 10 years, has
done commendable
work in profession or
Association, and who
the Board of
Directors believes
deserves such
consideration.
Full Members must
have completed a
course accredited by
the NHAA.

Fellow
Degree – ANTA
Recognised Course
Member
Registration:
Chiropractors and
Osteopaths
Member
Degree – ANTA
Recognised Course:
Acupuncture
Member
Advanced Diploma –
ANTA Recognised
Course:
Aromatherapy,
Herbal Medicine,
Naturopathy,
Oriental Remedial
Therapy, Traditional
Chinese Herbalism,
Ayurvedic Medicine,
Homoeopathy,
Nutrition, Remedial
Therapy, Traditional
Chinese Medicine
Associate
Diploma – ANTA
Recognised Course:
Aromatherapy,
Remedial Therapy,
Oriental Remedial
Therapy

* Have completed
an Advanced
Diploma of
Naturopathy (or
equivalent)
(other qualifications
completed prior to
1998 may be eligible
under
Grandparenting
arrangements)
* Current First Aid
Certificate
* Currrent
Professional Liability
Insurance
(Malpractice
Insurance)

* Practitioners who
have completed a
qualification at a
college whose
homoeopathic
course is accredited
by AROH
* Practitioners who
have not studied a
homoeopathic
course accredited by
AROH, is to
undertake an
assessment of their
competency.
Practitioners who
demonstrate
competency may
then register with
AROH.

Ingestive
Professions
Require advanced
diploma or degree
Hands On
Professions
Require a Certificate
IV minimum entry
level

Courses are
assessed by the
ANTA academic
committee.

Not stated

If an individual has
not completed a
course accredited by
NHAA they may still

Membership
applicants are
assessed by The
Australian Natural

Joining Fee $30.00
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Additionally member
must:
*Maintain annual
professional
indemnity insurance.
* Hold a current first
aid certificate.
* Meet continuing
professional
development
requirements

Must have
completed a
qualification at a
college whose
homoeopathic
course is accredited
by AROH. These are
Registered Training
Organisations

Members
Practitioner level
qualification in a
recognized modality
from an ATMS
accredited course or
be a current full
member of an
affiliated association.
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Survey Questions

Continuing educ/
PD requirements

Australian
Acupuncture and
Chinese Medicine
Association Ltd
(AACMA)
committee of
consultants; Accred.
Committee
recommendation
ratified by AACMA
Board
Future
Applications referred
to Aust. Traditional
Chinese Medicine
Practitioner Accred.
Board; must also be
passed by AACMA
Board.
Yes

Australian
Association of
Massage Therapy
(AAMT)

National Herbalist
Association of
Australia (NHAA)

Australian Natural
Therapist
Association
(ANTA)

gain full member
status if the NHAA
approve of their
education,
experience and CPE.

Australian
Naturopathic
Practitioners
Association
(ANPA)

Australian
Register of
Homeopaths
(AROH)

Australian
Traditional
Medicine Society
(ATMS)

Therapists
Accreditation Board
(ANTAB)

(RTOs)

20 points annually
(1 point = 1 hour)

For practitioners
trained elsewhere a
submission providing
FULL curriculum
details of training
and certified copies
of academic
transcripts.
Students
Open to all students
studying accredited
practitioner courses
at participating
colleges.
20 points annually
(1 point = 1 hour)

Those who have not
completed an
accredited course
must undertake an
assessment of their
competency.

Code of Ethics
Complaints
Procedure
Training Standards
Document
Practice Guidelines
or related
statement
Continuing Educ/
PD Requirements
Continuing Educ/
PD Programs
A method of
accrediting Courses
within Australia
A National Register
or Directory
Fee for registration
or appearing in
directory

Yes
Yes

Massage Therapist –
90 points annually
Remedial Therapist
120 points annually
Yes
Yes

50 points annually

20 points annually
(1 point = 1 hour)

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes
Yes

Yes

Yes

Yes

Yes

Not stated

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

No

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Not stated

Yes

Yes

Included in
membership fee

Included in
membership fee

Included in
membership fee

Included in
membership fee

N/A

$70.00 annually

How well does
code of ethics meet
member needs
Associated Journal
or Newsletter

Well – revised in
2005/2006

Well (revised 2004)

Well

Well (revised Feb
2004)

Well

Well

$40 processing fee
for applications. No
fee for appearing in
Directory.
Well

Quarterly newsletter
Jinq-Luo; Bi-annual
peer reviewed
journal - Australian

Journal, Massage
Therapists and
Newsletter, Touch
text

Australian Journal of
Medical Herbalism
and Access
newsletter

The Natural
Therapist

Yes

None.
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Journal of the
Australian
Traditional-Medicine
Society
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Survey Questions

Affiliation with
other associations

Is organisation
willing to meet to
discuss selfregulation models?
Additional
Comments

Australian
Acupuncture and
Chinese Medicine
Association Ltd
(AACMA)
Journal of
Acupuncture and
Chinese Medicine
Member of Aust.
Traditional Chinese
Medicine Practitioner
Accreditation Board
Ltd; Member of
Organising
Committee of
Australian Council
for Chinese Medicine
Education;
Mutual recognition
agreement with NZ
Register of
Acupuncturists Inc;
Member of World
Federation of
Acupuncture-Moxibustion Societies;
Member of World
Fed. of Chinese
Medicine Societies
Yes

None

Australian
Association of
Massage Therapy
(AAMT)

National Herbalist
Association of
Australia (NHAA)

Australian Natural
Therapist
Association
(ANTA)

Australian
Naturopathic
Practitioners
Association
(ANPA)

Australian
Register of
Homeopaths
(AROH)

Australian
Traditional
Medicine Society
(ATMS)

No

No

Member of the
Complementary
Medicine
Practitioners
Association Council

Member of the
Federation of
Natural and
Traditional
Therapists (FNTT)

Australian
Association of
Professional
Homoeopaths

Complementary
Medicine
Practitioners
Association Council

Australian
Homoeopathic
Association
Homoeopathic
Education and
Research Association
Professional
Association of
Classical
Homoeopaths

Yes

Yes

Yes

Yes

Yes

Yes

The future of
complementary
health relies on the
collaboration of
stakeholders to
ensure ongoing
success!

None

None

None

As a registration
board, AROH does
not have practitioner
members. AROH has
4 member
association affiliates,
who are members of
the company.
Corporate members
can appoint directors
to the Board, and
Board also elects
independent
directors, who
should be no less
than 30% of the
Board membership.

None
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Facilitators for Joint Self-Regulation

but would need to accommodate differing
arrangements by state, and differing national
versus state-based organisation of the individual
professions.

Professional aim.
All professional organisations had specific aims
and objectives they wished to achieve when
representing their profession(s). Essentially each
organisation aims to regulate and maintain
standards of their practitioners in order to provide
quality services to the public and protect the
integrity of the profession. Despite the wide range
of professions and the differing schools of
thought, many regulatory commonalities exist,
both explicitly and implicitly, that would suggest
that allied and complementary health professions
are indeed working towards the same goals within
their chosen professions.
Generally these
organisations aim to protect the public by setting
quality standards, they work towards promoting
and advancing their professions and aim to
maintain and update the skills and knowledge of
practitioners. These similar goals and functions
are likely to facilitate, not inhibit, a joint approach
to self- regulation.

Breadth of professions covered.
These initial consultations of the unregulated
health professions within Australia cover a range
of professions from very different schools of
thought.
The breadth of professions being
consulted provides a challenge when entering
discussions about the possibility of coming to
agreed upon standards of self-regulation. This is
not to suggest that joint self-regulation is
impossible within the Australian context however
future joint arrangements may require a more
thorough examination of other options not
examined during this initial exploratory phase. At
this stage we are exploring the potential within
two broad groups: allied health professionals and
complementary health professions.
Range of membership
qualification levels.

CPD, professional conduct standards,
ethics & complaints procedures.

categories

and

The vast range of membership levels within
organisations and the associated professional
qualifications that each profession requires for
each membership level may create difficulties in
attempting to standardize regulation across such
a vast range of categories and requirements.
Generalized terminology may be able to overcome
this
barrier
however
each
organisation’s
membership categories and specific requirements
will need to be considered on a case by case
basis.

The majority of peak allied and complementary
health organisations require their members to
maintain their skills through CPD programs or
activities, have ethical guidelines and standards of
conduct that members must abide by, and have
an official protocol in place to handle complaints
against members.

Barriers to Joint Self-Regulation

Proposed Models

State versus National Co-Ordination: All the
organisations contacted were national peak bodies
that represent their specific profession(s) at a
national level. Some of these organisations (e.g.
AASW), however, have state based groups who
are very much responsible for the organisation’s
activities and decision making at a state level. It
is anticipated that the more complex structures of
organisations that operate in this manner would
create more difficulties in considering joint selfregulatory arrangements at a national level, since
agreements would have to be reached within each
state as well as nationally.

Following the survey, two possible models of joint
self-regulatory arrangements were tentatively
proposed for discussion at the consultation
meetings between the non-regulated allied and
complementary health peak organisations within
Australia. These models are:

Australian context: regulated and nonregulated allied and complementary
health professions.
The regulation of health professions within
Australia is split between those regulated by
statutory legislation and those that self-regulate,
however, this can vary across states with some
professions being regulated in some states and
not others (e.g. Chinese Medicine in Victoria
only). A model of “joint” self-regulation would
most logically be undertaken on a national level,
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1.

A Council of self-regulating allied health
and
complementary
health
peak
organisations (Combined Self-Regulating
Model).

2.

Two independent Councils of selfregulating allied health peak organisations
(Allied Health Model) and Complementary
Health Model (Complementary Health
Model)
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PHASE 2:
CONSULTATION MEETINGS

professions. The discussion paper was distributed
to all participating associations and submissions
were invited.

Three initial consultation meetings were held; one
meeting of the allied health representatives on
31st August 2004, and two meetings with the
complementary health representatives, one in
Melbourne on 23 June 2004, and one in Sydney
on 8 July 2004. The meetings offered each
representative the opportunity to voice their ideas
regarding the proposition of joint self-regulatory
arrangements the allied and complementary
health professions in Australia.

This was followed by a consultation process,
involving meetings with individual associations
and joint meetings to explore views about
possible joint regulatory arrangements. A
summary of these consultation meetings and the
perceived advantages and disadvantages is
provided in the full report. Some associations
expressed a commitment to pursue the statutory
regulation option, e.g. AASW, ANA and NHAA.
Other associations expressed a satisfaction with
their current self-regulatory arrangements; e.g.
AAOT, AOB, DAA, SPAA, AACMA, and AROH. A
small number of associations indicated cautious
interest in further discussions about possible joint
self-regulation models (e.g. AOPA, AAMT, ANTA,
ATMS and PACFA). From this process, a group of
associations agreed to remain open to future
dialogue on possible joint models, although it was
considered premature to move ahead with this at
this stage.

Participants
The Allied Health groups participating in the
consultation phase included:
•
•
•
•
•

Australian Association of Occupational
Therapists (AAOT)
Australian Orthoptic Board (AOB)
Australian Orthotic Prosthetic Association
(AOPA)
Dieticians Association of Australia (DAA),
and
Speech Pathology Association of Australia
(SPAA)

Complementary
included:
•
•
•
•
•
•

Health

groups

Consultation Findings
Discussions covered issues such as the feasibility
of shared support functions, how such shared
functions would be managed, where registration
and course accreditation functions would sit (e.g.,
separate college, registering authority), and ideas
about governance and function of a joint
registering authority.

participating

Australian Acupuncture & Chinese
Medicine Association (AACMA)
Australian Association of Massage
Therapists (AAMT)
Australian Naturopathic Practitioners
Association (ANPA)
Australian Natural Therapist Association
(ANTA)
Australian Traditional Medicine Society
(ATMS),
Federation of Natural and Traditional
Therapists (FNTT)

Key Themes
A number of key themes emerged from the
consultation process, and included the following.
Standards and self-regulation already in
place.
•
•

From the survey, the current status of national
self-regulatory arrangements in place for these
unregistered health professions were documented
against key features of the best practice models
of self-regulation. A discussion paper was then
produced which provided a brief literature review
of multidisciplinary models of self-regulation,
perceived advantages and disadvantages of
identified models, and an analysis of current selfregulation arrangements of the Australian selfregulating bodies. The discussion paper set out
key features of a best practice self-regulatory
model and some options for joint self-regulatory
arrangements with other self-regulated health

•

Concern was expressed about creating yet
another organisation.
Other noted that models have already been
developed yet not implemented due to lack
of support and cohesion between different
professional associations.
Any moves towards joint self-regulation
between the unregulated health professions,
must be new, innovative and realistic, in
order to gain support.
Incentives for joint self-regulation.

A number of incentives were identified, including:
•
Funding being provided by government.
•
It was thought that funding is more likely to
be achieved once a reasonable model is
designed, implemented and has institutional
recognition (E.g., Insurance companies,
health rebates etc.).
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•

It was thought that some benefits of the
introduction
of
a
joint
self-regulation
organisation would include being able to provide
a united professional front for consumers,
institutions and government; providing joint
registration and administration structures; and
running a well developed, accountable and
transparent system of complaints handling.

Implementation will need to take time to
ensure
professionals
are
thoroughly
informed of the rationale for the introduction
of a new organisation, the benefits it has to
offer them and that the model is effective
and realistic.
Challenging the AHMAC criteria for
statutory registration.

Roles of the professions.

It was clear that many of the self-regulating
associations disagreed with the fundamental
thrust of the AHMAC criteria for regulation of
health professions and considered that this should
be challenged rather than just accepted. Specific
themes noted were:
•
Health professions should not be defined
primarily around risk, but rather around
maximising quality assurance outcomes.
•
Institutional frameworks were preferred that
could ensure quality assurance, standards of
practice
and
public
and
institutional
recognition.
•
It was thought that the AHMAC Criteria
could only be challenged by a cohesive
profession, which has established effective
channels of dialogue between separate
professional associations.
•
A challenge to the criteria will need to occur
state by state and by united professions.
This later point may be less relevant as a result of
more recent policy shifts such as the COAG
decisions (COAG, 2006).

There was considerable agreement on the core
roles to be undertaken by the professions in such
a joint model. These included:
•
Setting standards
•
Monitoring Continued Professional Education
•
Filtering complaints
•
Undertaking course accreditation
•
Nominating Professional Members of the
Registration Board
•
Nominating Professional Members of the
Complaints Board
•
Advising the Registration Board
Roles of the registration board.
The consultation group identified the key roles
to be undertaken by a joint self-regulation
board as:
•
Determining registration process
•
Applying standards set by professional
associations
•
Handling disputes regarding standards
required
•
Examining overseas trained practitioners
•
Establishing complaints process
•
Administering/Hearing Complaints and
Appeals
•
Setting up and administering the Register of
practitioners
•
Setting educational standards
•
Assessing practitioners are fit and proper
person to practice
•
Differentiating between a list of all
practitioners and an official Register of
Practitioners

Ideas regarding implementation.
A range of ideas were canvassed about how to
ensure an effective implementation process.
These included:
•
Having an appropriate implementation
strategy rolled out over a period of time.
•
Having a step-by-step process of informing
practitioners,
organisations,
institutions,
government, and the public of the new
structure and its purpose.
•
Implementing a new model will require the
agreement and participation of numerous
associations, which make up the majority of
any specific profession.
•
Implementation does not require agreement
or participation from every professional
organisation or body – need to start with a
small group who have sound structures
already in place, others can apply to join
later.
•
The professional organisations involved will
need to meet a certain level of professional
maturity in order to meet the administration
and membership requirements – audit
required to determine this.
•
Need to minimise duplication of functions
between professions and the Self-Regulatory
Board.

Areas of Agreement
There was good agreement that a self-regulation
model needs to be For the profession, By the
Profession. Key issues to be addressed in
development of such a model included:
• Key issue is to get agreement within
professional disciplines on clear standards,
to yield strong and united professional
groupings.
• There was strong support for making a
degree level the minimum standard, but
recognised that this needed to be decided
within professional groups.
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•

•

were many common elements in terms of roles
and functions undertaken by these professions.

Some complementary health groups are
pursuing statutory regulation, others may
not yet ready.
Any model needs to have teeth/incentives.

The second phase of the project involved mapping
the consultation phase. This discussion paper was
distributed to all participating associations setting
out key features of a best practice self-regulatory
model and some options for joint self-regulatory
arrangements with other self-regulated health
professions. This provided a useful basis on which
to consult across professions and explore the
potential for cross-disciplinary approaches. Almost
all associations approached participated actively
and promptly and expressed interest in
participating in the consultation process.

Areas of Concern
Concerns were expressed as follows:
•

•
•
•

•

Potential for more control by government. It
was noted that controls are necessary, issue
is to determine appropriate level of
control/incentive.
Self-regulation
has
potential to place more control with
professions.
Concern regarding creating yet another
organisation and potential for duplication.
Want a model that helps to prevent people
jumping from one association to another.
Models have already been developed yet not
implemented due to lack of support and
cohesion between different professional
associations.
Trust is a big issue due to past processes.

The consultation process involved meetings with
individual associations as well as joint meetings to
explore views about possible joint regulatory
arrangements. Some associations expressed a
commitment to pursue the statutory regulation
option, e.g. AASW, ANA and NHAA. Other
associations expressed a satisfaction with their
current self-regulatory arrangements; e.g. AAOT,
AOB, DAA, SPAA, AACMA, and AROH. A small
number of associations indicated cautious interest
in further discussions about possible joint selfregulation models (e.g. AOPA, AAMT, ANTA, ATMS
and PACFA). From this process, a group of
associations agreed to remain open to future
dialogue on possible joint models, although it was
considered premature to move ahead with this at
this stage.

Proposed Steering Committee
The following organisations expressed interest in
forming a steering committee in the future to
further consider a joint self-regulation or possible
co-regulation model. Formal memorandum has
however not been reached as yet as further
discussions are needed.
•
•
•
•
•
•

In particular, participants were interested to learn
more about the potential for government
endorsement of a joint model of regulation. Coregulation was seen as potentially the most
appropriate and effective means of regulating
such a broad array of health care professions.
Under this model, the regulatory responsibilities
would be shared between the government and the
health professions.
For example, each health
profession would still set the eligibility criteria and
professional standards, however the government
would regulate the overarching professional
association to ensure that it acts in the best
interests of the public. The co-regulation of a
profession does not exclude those professionals
who are not members of the co-regulated
organisation from practising but simply offers a
government-endorsed benchmark of quality care.
There are currently no health professions in
Victoria who are subject to co-regulation via
government (DHS, 2003).

Australian Association of Occupational
Therapists
Australian Orthotic Prosthetic Association
Australia Orthoptic Board
Australian Association of Massage Therapists
Australian Association of Social Workers
PACFA

DISCUSSION
This chapter has described two phases of the
study which examined the feasibility of a joint
self-regulation
model
for
the
allied
and
complementary health professions. First a survey
was undertaken of the self-regulating professions
and the findings represent the first documentation
of self-regulation arrangements across the allied
and
complementary
health
professions
in
Australia. In all, 6 allied and 7 complementary
health professions participated. From the survey,
the current status of national self-regulatory
arrangements in place for these unregistered
health professions were documented against key
features of the best practice models of selfregulation. As shown in Tables 3.1 and 3.2, there

Co-regulation may offer a number of advantages
to the currently self-regulated health professions.
A government-endorsed model would provide
widespread visibility and credibility to the public
and other government and non-government
organisations (e.g. Work Cover, Insurance
providers etc). Furthermore, such a model may
offer greater opportunities for government
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funding and have the potential of tying standards
set by the health professions to government
funded positions in health care. This could be a
valuable development as the government seeks to
find an alternative and more effective model to
address a serious crisis in mental health care and
the need to improve social and emotional wellbeing at the community level.

Summary
This study examined the feasibility of joint selfregulation arrangements by mapping the current
self-regulation arrangements of the unregulated
allied and complementary health professions,
preparing a discussion paper of issues and
possible models for joint self-regulation and
engaging in a consultation process with interested
associations. The findings of the project suggest a
cautious interest in further dialogue, and have
identified a number of potential barriers and
facilitators of such a proposal. There was general
consensus that a model of co-regulation that
provided
some
significant
incentives
by
government may be more effective than relying
on self-regulation alone. Such incentives would
include GST-exemption for services, availability of
Medicare rebates, and recognition by various
government funded services.
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CHAPTER 4
DEVELOPING A BEST PRACTICE SELF-REGULATION MODEL
FOR COUNSELLING AND PSYCHOTHERAPY

Some of these issues can be addressed within a
self-regulation structure by having external
representation on the governing body (such as
legal and consumer members), and clearer
documentation of processes and decision-making.
This opens the body up to greater transparency
and accountability in processes. However, if
external members are there at the invitation of
the professional body, they may be limited in
their capacity to challenge processes.

This project started with a review of the literature
on regulation of the health professions (Chapter
2). It then examined the feasibility of a joint selfregulation approach that included other selfregulating allied and complementary health
professions. This broader model was presented
and discussed in Chapter 3, along with the
findings and conclusions from the consultation
process on this joint model.
This chapter outlines the development of two
possible profession-specific models for selfregulation of the counselling and psychotherapy
professions in Australia. These models were
developed from the review of best practice in the
field and applied to the Australian professional
context. The models were presented in a
discussion paper that was released by PACFA in
January 2004 (Schofield & Collins, 2004), and
circulated widely via email. It was also placed on
the PACFA website (www.pacfa.org.au). The
purpose of this discussion paper was to provide
an overview of regulatory issues, and identify
possible best practice models of self-regulation in
Australia.

For these reasons, the literature review strongly
supported having a more independent and
accountable structure. Thus the model of
individual professional associations being solely
responsible for their own self-regulation was not
considered as a best practice model for the
purpose of this project. Alternative models which
attempt to address some of these issues include
the formation of a peak body structure that
encompasses a range of individual associations or
professions, with some core structures and
processes that service all professional bodies, and
some discipline-specific features. The advantages
of such a peak body are that it promises greater
independence from professional self-interest
through being one step removed, and it can draw
on a much wider body of expertise, provide some
consistency in processes, is more publicly
accountable. Also, through pooling of resources
and administrative functions, it is likely to be
more efficiently administered.

The next section provides an overview of the
Discussion Paper and outlines the two proposed
models. It also reviews some key features of a
best practice model.

DISCUSSION PAPER ON
BEST PRACTICE MODELS

Two
examples
of
peak
bodies
for
the
psychotherapy
profession
are
the
UKCP
(www.ukcp.org.uk) and the World Council for
Psychotherapy
(www.worldpsyche.org).
As
described in Chapter 2, the UKCP is a peak body
for psychotherapy with over 80 member
psychotherapy organisations. The advantage of
such a peak body model is that it allows
development of consensus standards while at the
same time preserving the unique identity and
traditions of different therapeutic approaches.

The most common form of self-regulation is
carried out by individual professional bodies who
develop their own structures for regulating their
members. This involves developing their training
standards, a course accreditation scheme to
determine acceptable qualifications, entry to
practice criteria for registration which typically
involve a period of post-qualification supervised
practice, and a complaints handling process. One
of the criticisms of a regulatory model undertaken
by an association of members, is that it may be
less open to public scrutiny, and there is a
potential conflict of interest between protecting
the members of the association and protecting the
public against incompetent or unethical practice
(DHS, 2003). This is particularly an issue for
smaller professional associations and associations
which are closely identified with a particular
training course or where membership is limited to
graduates of its own training course.

More centralized cross-professional regulatory
structures have also been developed for the
regulated professions. Two examples are the UK
Health Professions Council (HPC) (www.hpcuk.org), and the Health Professions Regulatory
Advisory Council (HPRAC) in Ontario, Canada
(www.hprac.org).
In the absence of government support to date for
a statutory regulation approach for counselling
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The Role of PACFA

and psychotherapy in Australia, it was considered
that a best practice self-regulation model would
ideally encompass some independence from the
members of member associations, and ensure a
high level and diversity of professional expertise.
This decision was in keeping with the review of
regulatory structures which suggested a high
value being placed on greater independence of
the registration body from direct control by
individual member associations (DHS, 2003). The
structure of the Registration Board and its
relationship to the professional body are issues
that are seen to influence perceptions of
accountability, transparency, and fairness (DHS,
2003). For this reason, it is argued that the
Registration Body be structured to have some
independence from the core functions of memberbased associations. One such model is a peak
body of professional associations. Ideally, in a
self-regulatory model, this would work from a
consensus approach. Where consensus is not
possible, then there probably needs to be some
government intervention that sets the key
parameters and standards, and controls some key
processes.

The most comprehensive attempt to bring the
broad field together in Australia under a common
regulatory structure has been undertaken by
PACFA. The current PACFA model is outlined in
more detail below (see Figure 4.1). It is important
to acknowledge that there are a small number of
professional bodies in Australia with a large
membership base outside the PACFA structure
that have implemented their own processes
and/or who may not accept the need for a body
such as PACFA. Alternatively they may see a
need, but think it is not relevant to their particular
association or area of practice. For instance, the
Australian Association of Career Counsellors is
focused more specifically on career development
than counselling, and has aligned itself with a
more specific regulatory structure, the Career
Industry Council of Australia.
Currently PACFA operates via its Council and
Board of Management (see Figure 4.1). The
Council is made up of 2 delegates from each
member association (MA) and thus currently
comprises nearly 90 council members, mostly
senior professionals from a broad spectrum of the
therapeutic field. It meets twice a year to debate
policy and make decisions on standards for and
regulation of the profession.

Options for a Model of
Self-Regulation

The Board of Management is elected from, and by
the Council, and is currently made up of 10
members including the four chairpersons of
Standing Committees. A larger number of
additional Council members serve on the Standing
Committees and ad hoc committees such as
complaints committees and education and
professional development committees. The Board
meets face-to-face 5-6 times a year. A four
member Executive Committee meets more
regularly to ensure good governance of the
organisation, and directly communicates with the
Board of Management regarding PACFA business.
Regular two-way communication between PACFA
and the member associations is maintained
throughout the year by a variety of means.
Details of the history of PACFA, its functions,
member
organisations
and
register
of
practitioners are available in Appendix 1.1, and on
the website: www.pacfa.org.au.

Three models were considered in some detail.
One was a cross-professional model of selfregulation involving a single regulatory structure
that served a number of unregulated allied and/or
complementary health professions, including
counselling and psychotherapy. This model is
reported separately in the Chapter 3.
Two major models for self-regulation of the
counselling and psychotherapy professions were
presented in the discussion paper. The first of
these was a modification of the current PACFA
model to build in greater independence and
accountability of the Registration Board, and to
strengthen the key regulatory functions of
governance,
independent
assessment
of
applications to the Register, review of entry to
practice
standards,
development
and
implementation of a course accreditation scheme,
and implementation of a sound complaints
handling process. The second model proposed a
fully independent registration board that could
potentially serve the whole field and would be
accountable to an external authority. A number of
best practice principles were discussed in relation
to the two models, including principles of fairness,
transparency,
accountability,
targeting,
consistency,
and
proportionality
(Better
Regulation Task Force, 2000). The Discussion
paper invited feedback and submissions and
served as the basis for consultations with
professional bodies.

Following extensive consultation and a review of
best practice methods, PACFA established a
National Register of
Psychotherapists and
Counsellors. This is published on its website and
maintained on a weekly basis. The requirements
for admission to the Register are rigorous, as the
national Register serves as recognition that
registrants are approved as
appropriately
qualified
and
experienced
to
engage
in
independent practice. The minimum training
standards for registration (entry to practice
criteria) were determined through extensive
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The Psychotherapy and
Counselling Federation
of Australia
(PACFA)

PACFA Member
Associations
40+ Counselling and
Psychotherapy Associations
within Australia

PACFA Council
2 Delegates from each
Member Association +
elected Board Members

Management
Committee

Elected from and by the Council
President
Vice President
Secretary
Treasurer
Immediate Past President (ex-officio)
Chairpersons from each of the 4
Standing Committees
1 Member from the Society of
Counselling and Psychotherapy
Education Inc. (SCAPE)

PACFA Standing Committees

Training
Standards and
Professional
Development
Committee

Ethics
Committee

Course
Accreditation
Committee

Register
Committee

Figure 4.1
Current Structure of PACFA as a Self-Regulatory Body for Psychotherapy and Counselling in
Australia
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The Psychotherapy and
Counselling Federation of
Australia (PACFA)

The Australian
Community

PACFA Member
Associations
(MA)

A Legal
Representative

A Lay
Representative

Council

Case
Officer

2 Delegates per MA

Board of
Management

Registration
Board

Complaints
Committee

(Executive Committee)
Appeals
Committee
Training
Standards &
Professional
Development
Committee

Ethics
Committee

Course
Accreditation
Committee

NATIONAL
REGISTER

Figure 4.2: Model 1 (PACFA Model): Proposed Structure of a more Independent Registration Board.
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associations, and the Board and Council function
as a centralized body for the whole profession
rather than as representatives of individual
associations. Second, the Registration Board
would include representatives external to the
profession to ensure greater transparency and
accountability. Third, the professional members
would be appointed based on expertise and
capacity to serve the profession as a whole,
rather than a particular segment of the profession
or a particular association. Fourth, the current
structure of PACFA makes it very broadly
representative of the wide range of counselling
and psychotherapy modalities and expertise.
Further, it is supported by a large proportion of
training bodies. The perceived advantage of this
model was that it recognised and strengthened
the regulatory role that PACFA was established to
undertake as an association of associations.

consultation over several years. The minimum
standards acknowledge the diverse pathways
through which current professionals have been
trained, and entry requirements have recently
been reviewed and clarified.
The PACFA structure is similar in many ways to
the UKCP model, a peak body in the selfregulation of psychotherapy in the UK. While the
UK Government has decided to regulate
psychotherapy most probably through the HPC
structure, it has nevertheless recognised the
important role the UKCP has played in fostering
self-regulation and preparing the profession for
statutory regulation by providing funding to
strengthen its self-regulation framework for
psychotherapy (Pollard, 2005). The process of
defining a consensus model has not been without
controversy however (see
www.psychotherapy.org.uk/statutory_regulation.h
tml)

This model (Figure 4.2) proposes that the
Registration Board would function as a semiautonomous board. In the establishment phase,
PACFA would provide the coordinating function,
nomination of professional board members and
review of the functioning of the Board, along with
external advice and accountability (form yet to be
determined). The composition of the Board would
be prescribed with wider lay and legal
representation to achieve greater independence
and accountability. The actual appointment
process could be undertaken by an external
authority to achieve greater independence. Under
this model, the Registration Board would appoint
a Complaints Committee, a Complaints Case
Officer and an Appeals Committee when
necessary. The committee members and case
officer would be accountable to the Registration
Board.
The structure and function of the
complaints committee and the complaints process
is discussed in the section on Ethics and
Complaints Handling.

Model One: The PACFA Self-Regulation
Model
Model One recognised and built on the significant
work undertaken to date by PACFA, as an
association of associations, to unify the
profession, set standards, and develop best
practice regulatory structures to cover the
member associations (Figure 4.2). What makes
PACFA uniquely suitable for this task is that it is
the only body established without individual
members, primarily for the purpose of regulating
the profession and acting in the public interest. It
has sought to do this by establishing responsible
and well justified standards, developing a set of
best practice complaints handling procedures,
having a thorough, independent and accountable
assessment process for Registrants, and providing
a mentoring service to professional associations in
meeting the self-regulation requirements. It is
very broadly representative of the profession, and
is supported by a majority of senior professionals
and training bodies in the field as well as the 41
professional associations. It is recognised that this
model has served past efforts to unite the field,
but that it has not encompassed the whole field
and it may be necessary to consider how to move
towards a new level of regulation that will
encompass the whole field. Nevertheless, it seems
to be the most viable current model on which to
build such discussions.

Access to Registration would be via member
associations
that
had
passed
an
audit
demonstrating that they were bona fide, not-for
profit professional associations, had defined a
membership
level
that
clearly
identified
practitioners who met the minimum entry-topractice standard, and had appropriate ethics and
complaints procedures. Professional associations
currently not affiliated with PACFA, could gain
access to the Registration system by meeting the
consensus standards and by joining as a member
association. This is potentially a fully inclusive
model based on consensus standards, for all who
are committed to work towards a consensus
position.

Model One proposed to further develop the
regulatory functions of PACFA by making the
registration function into a more independent
system modeled on statutory registration boards
and complaints handling processes (see Figure
4.2). The Registration Board in this model would
have a reasonable degree of independence
through four factors. First, PACFA is already one
step removed from the members of member

The major disadvantage of this model is its
potential lack of acceptability to the small number
of associations that may not wish to adopt the
consensus standards, or join as member
associations. However, the existing reasons for
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substantial
differences
in
standards
and
processes. For this model to work, there would
need to be an agreement among all major
professional bodies on training and entry to
practice requirements. The advantage of this
model is that it would be potentially more
inclusive and that it may be more independent if
the Board was determined externally from
professional bodies. The primary disadvantages
are that it duplicates the administrative and
regulatory roles already established by PACFA as
a peak body for the field and adds another layer
of bureaucracy which will add to costs. Without a
legislative mandate, it is also unclear whether
sufficient consensus about standards could be
reached between all associations to enable such a
model to be successful.

not joining the current federation structure are
likely to influence the potential success of any
alternative models of self-regulation. Without a
statutory requirement, it will always remain
difficult to achieve a complete self-regulatory
structure. This takes us to the next option which
is establishment of a more independent selfregulatory or co-regulatory structure

Model Two: Independent Registration
Board
Model Two proposed an independent model for
encompassing all professional associations (those
inside and outside the PACFA umbrella), through
establishing a separate Registration Board that
would set standards and regulatory processes and
then invite registration from any appropriately
qualified
practitioners
regardless
of
the
association they belonged to (see Figure 4.3).
Associations that can demonstrate that they apply
rigorous assessments of the core eligibility criteria
would provide a smoother pathway onto the
register for their members. However, there would
need to be an independent assessment process of
applicants to ensure standards are maintained
and achieve consistency. It was also proposed
that the Registration Board appoint a Complaints
Committee, a Complaints Case Officer and an
Appeals Committee when necessary as for Model
One.

There are a number of difficult questions to be
addressed for such a model. These include:

The Board could be conceptualised as made up
either of totally independent people appointed
from outside the professional bodies, or as a
representative group of professional bodies. As a
result of some of the feedback received, it seems
unlikely that having representatives of the various
existing bodies on the Registration Board would
be a viable model, and that members would need
to be appointed by some external process. Thus,
the Registration Board and Register would operate
independently of the affiliated organisations and
would need to be accountable to an external body
rather than professional associations.

•

How would the Board be appointed? It is
unlikely that this could be undertaken by
representatives appointed by existing
associations,
given
differences
in
standards and views. Furthermore, a
representative model does not address
the need for people to be appointed based
on expertise, impartiality, and capacity to
contribute to a well functioning board. The
Board therefore would need to be
appointed by some external body or
government
committee
or
office.
Currently there is no mechanism to cover
such a model, and it would begin to look
more like a model of co-regulation or
statutory regulation. Nevertheless, there
are a number of interesting possibilities
that could be explored should this model
gain support.

•

How would the Board ensure sufficient
expertise to regulate such a complex
field? Given the wide diversity of
approaches
to
counselling
and
psychotherapy and the very different
levels of training and experience (eg.
some training programs are up to 6 or 7
years in length with extensive supervised
practice requirements, whereas others
may be only one to two years in length
with much less supervised practice), such
a Board would need to find a way of
ensuring that it had access to sufficient
professional expertise across the broad
range of approaches, and avoid getting
embroiled in turf wars. It is likely that
such a Board would benefit from having
some
members
from
outside
the
profession to moderate professional
differences.

•

Who would the Board be accountable to?
It seems that the only viable answer

Model Two would require a standardisation of
training and ethical requirements across all the
affiliated organisations. This would be achieved
via an auditing process of the training standards
and ethical guidelines of all the associated
organisations, not unlike the process used to
affiliate PACFA MAs. This auditing process would
bring congruence to the training and ethical
requirements of counsellors and psychotherapists
across Australia which is key to establishing the
credibility and accountability of the National
Register.
There are some significant problems with
envisioning how such a model would work in
practice, without a legislative mandate, given
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one, rather than an independent regulatory body
working consensually for the public interest.

would once again be some external body
or government committee, suggesting
that this is perhaps more an example of
co-regulation.
•

•

•

Features of a Best Practice
Model for Registration

Would legislation be required to underpin
such a structure? Given the lack of
existing models, and the complex federal
and state arrangements, it is likely that
some form of legislation would be
required. Decisions would need to be
made about whether this covered title
protection and/or scopes of practice.

The discussion paper also reviewed some core
regulatory issues such as the role, membership,
size and functioning of the board, assessment
processes for registration, qualifications and entry
to
practice
eligibility
criteria,
professional
development
requirements
and
complaints
handling processes.

Would it be useful to consider a broader
function of such a Board to address the
mental health field more broadly, as
proposed by the UKCP? In the UK, a
model
has
been
proposed
for
a
Psychological
Professions
Council
Registration with Colleges representing
relevant a range of “psychological”
professions
such
as
psychiatry,
psychology,
psychiatric
nursing,
counselling and psychotherapy, social
work and so on. This may have
advantages in terms of service planning
and delivery for the mental health field.
However, it is problematic in that many of
these professional groups are already
regulated under their primary profession.

Also noted in the discussion paper was the
problem of considerable differences across states
in Australia in the way Registration Boards are
established and managed. For this reason, it was
decided to focus in this report on the Victorian
model.
Under the Victorian model (DHS, 2003), there are
a number of core functions a professional register
should perform:

Could government appoint or endorse an
existing professional body such as PACFA
to undertake the role of the Regulatory
Body for the profession? This model would
function much as proposed under Model
One, but would have the additional level
of government endorsement and possibly
legislation. It would have the advantage
of drawing on the considerable expertise
of the professional body. However, this
option may not be well accepted by all
parts of the profession, and may stunt the
innovation
and
consensus
building
approach that is evident in a substantial
section of the profession.

•

to register suitably qualified persons
and/or
persons
meeting
approved
competency standards;

•

to investigate complaints about, and
inquire into, the conduct, ability to
practise and professional performance of
persons registered by the board;

•

to regulate the standards of practice of
the profession in the public interest;

•

to issue guidelines about
standards of practice;

•

to collect data on workforce issues and
monitor practice patterns; and

•

to carry out other functions as determined
by the Board in consultation with relevant
bodies.

Membership
Composition

Given the current state of the field, it could be
argued that PACFA was established to function as
a relatively independent body which could
encompass the whole field, since it has no
allegiance to any one sector and has developed
through extensive consultation with the whole
field. However, a number of professional bodies
exist outside PACFA, so, for this model to work,
there would need to be agreement by all bodies
on the current standards and processes, or the
renegotiation of mutually agreeable standards.

of

Board:

appropriate

Size

and

Existing statutory registration boards generally
have between 7 and 12 members. In Victoria, all
boards have two members who are not registered
practitioners, and one member who is a lawyer.
All appointments to registration boards are made
by the Victorian Governor in Council, on the
recommendation of the Minister for Health. To
preserve independence of functioning of the
Board, members are neither elected nor
nominated by stakeholders.
All boards must
cover their costs including members’ sitting fees
from registration fees paid by registrants.

Alternatively there would have to be another body
set up to bring together the major players within
the field. The danger of this latter model would be
that it became a factional body that suited no-
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All Psychotherapy and
Counselling
Associations Within
Australia

Accountability Body

A Legal
Representative

A Lay
Representative

Registration Board

Australian
Register of
Psychotherapists
and Counsellors

Figure 4.3: Model 2: Proposed Structure of Independent Registration Board
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•

Terms of appointment are set by the Governor
in Council and do not exceed 3 years. It is
administrative practice for initial appointments
to a new registration board to be made for 1, 2
or 3 years (depending upon the size of the
Board) to allow reappointments to be staggered.
A Board member may resign, or may be
removed by the Governor in Council.

•
•
•

Under the NSW model, registration boards include
a Ministerially nominated officer of the Department
of Health or employee of an area health service,
statutory health corporation or affiliated health
organisation. This arrangement could improve the
communication
and
linkages
between
the
Department and the registration boards, and
provide a mechanism for the Department to
monitor the performance of registration boards
and respond to emerging issues more rapidly.
Another option to achieve these benefits would be
to appoint a Departmental officer to each board
either as an ex officio member, or to attend
meetings as a liaison officer.

Meetings of the Board
Since the proposed size of the Psychotherapy
and Counselling Registration Board is at the
lower end of the range compared with other
registration boards, incentives and methods of
accountability would be needed to ensure
adequate continuity, high attendance rates at
meetings, and commitment to the tasks of the
Board. A best practice model would actively
liaise with relevant state government authorities
to improve the structure, credibility and
efficiency of the Registration Board, and ensure
good linkages with Health Care Commissioners.

On the basis of the earlier review of best
practice in regulation of health professions, a
number of specific recommendations were
proposed in the discussion paper for a selfregulatory Board to register counselling and
psychotherapy
professionals.
These
recommendations included:
•

In keeping with the need to demonstrate
independence, it is proposed that
members of the Board would not be
elected by the professional association,
but appointed due to their perceived
expertise, integrity, and to gain a range
of skills and perspectives.

•

It is recommended that an expert group
nominate a range of suitable individuals
within the specified categories, checking
their availability and willingness to serve
in this capacity. These nominations could
then be reviewed by a key external
independent
eminent
person
or
committee (to be defined), who would
select the required members from the
nominees.

•

Remuneration of Board Members
In keeping with the practice of Statutory
Registration Boards, the proposed Registration
Board for psychotherapists and counsellors must
be self-funded, with all running costs, sitting
fees and Board member expenses being
generated from registration fees.

The registration board should consist of
7 members; comprising 1 chair and 4
psychotherapy
and
counselling
professionals who are eligible for
registration by the Board, as well as 1
legal
representative,
and
1
lay
individual.

•

a sound knowledge of the profession
of counselling and psychotherapy;
good skills in chairing meetings;
a thorough knowledge of principles
of procedural fairness and natural
justice; and
an ability to achieve consensus and
resolve conflicts.

Registration Fee
Registration
fees
for
health
profession
registration boards in Victoria range from $80
for nurses to $450 for osteopaths. Currently,
the numbers of member voluntarily registering
for counselling and psychotherapy would put it
at the higher end of this range, if a cost
recovery method was used. It is likely that a
starting budget for the register would need to be
around $100,000 per year. This would allow the
registration board to meet at least 4 times a
year to discuss matters of the register and any
complaints lodged. As the number of registrants
and budget grows, this would increase to
monthly meetings. While the register remains a
voluntary register, the functioning and budget
needs to be accommodated to the size and
income of the register.

Protection of the Board and its
Members
The Registration Board should be covered for the
three types of insurance: Association Liability
Insurance, Association Public and Products
Liability Insurance and Personal Accident
Insurance.

The Chair of the Board should be a
senior professional in the field and
appointed based on experience and skills
in running a Board and chairing its
meetings. The chair would need to have:
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Accountability to the Profession and
the Public

areas in terms of reaching consensus. Some
groups argue for a Diploma level to be
acceptable,
while
others
argue
for
an
undergraduate degree, or even postgraduate
level, as the minimum qualification.

The registration board should ensure that the
process of making decisions and the decisions
themselves are open, clear and understandable
to professionals and consumers. The Register
Administrator would attend and take minutes at
the meetings of the Registration Board and
ensure a good record of all meetings. It was also
proposed that disciplinary decisions for serious
cases regarding the professional practice of
Registered practitioners be made available to
the public via the website.

Another distinguishing aspect of counselling and
psychotherapy training is a requirement for selfawareness, personal development, and, in some
modalities, a requirement for personal therapy.
Some
courses
such
as
psychoanalytic
psychotherapy, require personal therapy as an
essential part of the training, whereas other
courses such as many counselling courses,
might recommend it, but not require it.

Register Application Procedures

A requirement for substantial supervised
counselling or
psychotherapy
practice
is
common for full recognition as an independent
practitioner by most professional and regulating
bodies (e.g. NBCC, UKCP, PACFA). Typically, this
is over a minimum of two years post-training to
allow adequate time for complex professional
learning and development.

Register
applications
would
be
assessed
centrally by an independent assessor. Applicants
would
submit
applications
through
their
association which would verify the applicant’s
current membership status and good standing.

Minimum Qualifications and
Entry to Practice Standards

Curriculum and Course Contact Hours

Table 4.1 provides a review of eligibility criteria
for registration in seven international counselling
and psychotherapy bodies. These are: PACFA,
the National Board of Certified Counsellors
(NBCC) in the United States, the United
Kingdom Council of Psychotherapy (UKCP), the
Irish
Association
of
Counselling
and
Psychotherapy (IACP), the Canadian Counselling
Association (CCA), the British Association of
Counselling and Psychotherapy (BACP), and the
New Zealand Association of Counselling (NZAC).

Most training courses specify the number of
contact hours over a defined period of time
because of the recognition that counsellor
training involves a developmental process of
skills training and the integration of theory and
skills in applied professional contexts (Damasio,
1999; Holmes, 2006). Such complex applied
skills cannot be effectively developed through
intensive short-term modes of training delivery,
but rather over extended cycles of learning,
practising and reflecting (Damasio, 1999;
Ericsson, 2003; Henggler & Sheidow, 2002;
Holmes, 2004, 2006; Salas & Klein, 2001;
Zsambok & Klein, 1997). Generally speaking,
two years of part-time training is considered
preferable to one year full-time training because
the
skills-based
learning
and
personal
development required in counsellor training
takes time irrespective of the intensity of
training.

Norms in the profession suggest the need to
provide specific definitions of the key eligibility
components, including concepts of level of
training as well as number of hours or years of
training, course contact hours, client contact
hours, supervision hours, core curriculum, etc.

Level of Training for Registration
A standard feature of most allied health
professions is the requirement for at least a
graduate level of training. It can be seen in
Table 4.1 that there is considerable variation in
level of training required for counsellors and
psychotherapists. North America and the UKCP
specify a masters level qualification, PACFA
specifies a graduate or postgraduate degree
level, and three counselling bodies do not clearly
specify the level (BACP, IACT and NZAC).
However, all require specific training in
counselling or psychotherapy, as well as
substantial post-training supervised direct client
experience. The issue of level of training
qualification is one of the more contentious

It is recommended that training standards
documents specify the duration of training, and
the minimum time frame over which training
could occur, whether or not it is undertaken in a
part time or full time capacity. Such
specifications need to be linked also to levels of
training, since the required length and intensity
of training may vary depending on level.
Someone with no prior tertiary level training will
require a longer education period than someone
entering a post-graduate training program in
counselling or psychotherapy, having completed
a related undergraduate course.
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Core Curriculum

Post-Training Supervision
Requirements for Registration

Fundamental to most professional registration
systems is a need to define a core curriculum.
The PACFA training standards document defines
the following core curriculum: assessment and
intervention, systems of social contexts, referral
and referral options, ethics of clinical practice
and clinical supervision and ongoing professional
development.
By
comparison,
many
international bodies, as well as other health
professional groups define core curriculum more
specifically. The CCA and NBCC require that
individuals applying for registration must have
completed a specific number of, or number of
hours of, subjects approved by the organisation.
The IACT state that ‘course hours’ must include
“skills, theory and self-development”. If the core
course is not an IACT recognised course, the
IACT require that applicants submit a course
brochure of the course details.

Entry to practice requirements typically include a
detailed statement of amount of supervision
hours required in relation to a required number
of client contact hours, and over a specific
period, since this is the most reliable way to
monitor and improve the practice of trainees and
early career therapists, and ensure protection
for the public (Grant & Schofield, 2006;
Schofield & Pelling, 2001).

Ongoing Supervision Requirements for
Renewal of Registration
A
mandatory
requirement
for
ongoing
supervision of practice is common to maintain
registration status. PACFA requires 10 hours of
supervision each year. There is a need to
consider whether highly experienced therapists
who are leaders in their field and have extensive
training and supervision experience require this.
There is also a need to consider the
appropriateness of this requirement for those
who may not have much client contact work
because of a more administrative, teaching or
research role.

Personal Therapy/Self Development
Development of self-awareness and emotional
maturity is widely regarded as an important
aspect
of
training
for
counsellors
and
psychotherapists. It encourages the use of one’s
self in therapy and dealing with personal
problems that emerge in training. Some
associations require trainees to complete a
specified level of personal therapy or selfawareness training. For instance, the IACT
requires registered members to complete 50
hours of personal therapy during training. The
NZAC also requires registered members to
complete a self-awareness and personal growth
component including counsellor as client and
group therapeutic process. Most psychotherapy
training programs require some personal
therapy as part of training, whereas this is less
likely to be mandated in counsellor training
programs, despite being strongly encouraged.

Supervisor Requirements
A best practice regulatory system needs to
include a clear framework for clinical supervision
of practitioners and formal accreditation of
supervisors within the registration system. While
some professional associations have a clear set
of criteria for determining or accrediting
supervisors, most do not. There is a need to
establish and promote minimum standards of
training and experience for supervisors, and
distinguish between the supervision needs of
trainees and experienced therapists.

Professional Development
Requirements for Renewal of
Registration

Client Contact Requirements for
Registration
A specific number of client contact hours is a
common
professional
entry-to-practice
requirement, as shown in Table 4.1. The IACP
describes this requirement as “supervised
counselling practicum with direct client contact”,
while the NZAC describes it as “face to face
practice as a counsellor”. PACFA requires a
minimum of 950 hours (200 hours during
training and 750 hours post-training) of
supervised
client
contact
prior
to
full
registration. This requirement falls somewhere
in the middle of international requirements. For
instance, the NBCC requires 3000 hours of work
as a counsellor over at least two years, the
BACP requires 450 hours of supervised
counselling practice over at least three years
and no more than five years, and the NZAC
requires 400 hours of counselling practice.

Most professional associations require ongoing
professional development hours or activities.
The Discussion Paper reviewed professional
development requirements of five international
and Australian psychotherapy and counselling
related
associations.
PACFA
professional
development requirement, at 15 hours per year
for registrants, is comparable to other
organisations if not somewhat more lenient.
The BACP require 30 hours per year for
registered members and the AASW require 150
hours over two years.
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Table 4.1: Categories of Registration and Eligibility Criteria for International Professional
Peak Body Organisations
National Board for
United Kingdom
Psychotherapy and
Irish
Certified Counsellors
Council for
Counselling
Association for
(NBCC - USA)
Psychotherapy (UKCP) Counselling
Federation of
Australia (PACFA)
and
Psychotherapy
(IACP)
Pathway 1:
Undergraduate
Equivalent
3 years' Training in
Psychotherapy or
Counselling (3 years 300 teaching contact
hours min, + 50 hrs
supervision)
+ 750 hours' client
contact
+ 75 hours' post-training
supervision (minimum)
over two years
(minimum)
Pathway 2:
Postgraduate
Equivalent
Relevant Degree (as
defined by Applicant's
Professional
Association)
+ Specialist Training in
Psychotherapy or
Counselling (2 years 200 teaching contact
hours min + 50 hrs
supervision)
+ 750 hours' client
contact with 75 hours'
post-training supervision
(minimum) over two
years (minimum)
Pathway 3: RPL
Recognition of Prior
learning. Where an
applicant's professional

Option A
Satisfactory performance on
National Counsellor Exam.
Option B
Graduates of counselling
programs approved by
CACREP.
Option C
A practising counsellor with
2 or more years experience
and counselling supervision
after date the advanced
degree (master’s or higher)
with a major study in
counselling was conferred.
Must answer yes for:
(A) In your degree
program, were more than
half the courses you
completed and at least 24
semester hours
representative of a course
in each of following areas:
* Human Growth and
Development
* Social/Cultural
Foundations
* Helping Relationships
(Counselling Theories and
Techniques)
* Group Work
* Career and Lifestyle
Development
* Appraisal (Tests and
Measurements for
Individuals and Groups)
* Research and Program
Evaluation

As the UKCP is a peak body
organisation, entry and
curriculum requirements
refer to members of
member organisations.
Entry Requirements
1.1 Entry at a
postgraduate level of
competence.
1.2 Personal qualities that
make them suitable for
the profession of
psychotherapy
1.3 Relevant experience of
working with people in a
responsible role.
The length of training shall
be appropriate to permit
the consolidation and
integration of theoretical
knowledge and clinical
experience and shall not
normally be shorter than
four years.
The Minimum Curriculum
1.4 Study of theory and
practice of
psychotherapy from
assessment to
termination, including:
• A model of the person
& mind.
• a model of gendered &
culturally influenced
human development
• a model of human
change and ways in
which change can be

An applicant
must:
* Have completed
a one year fulltime or two/three
years part time
counselling course
which provides:
Have completed a
Core Counselling
Course, minimum
of at least two
years full or part
time duration,
which satisfies the
criteria for course
recognition by
IACT including the
following:
* A minimum of
100 hours of
supervised
individual client
work during core
course.
* A minimum of
350 course hours
including skills,
theory and selfdevelopment.
A minimum of 450
course hours of
staff-student
contact, including
skills, theory and
self-development
* A detailed study
of at least one
major school of
counselling with an
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Associations
Professional or Member Organisations
New Zealand
British
Canadian
Association of
Association for
Counselling
Counsellors
Counselling
Association
(NZAC)
and
(CCA)
Psychotherapy
(BACP)
Category A: Full
Member
Individuals with
a masters
degree in
counselling or
related field
from an
institution
recognized by
AUCC
Must show
evidence of
GRADUATE course
work in
* Counselling
Theory
(compulsory)
* Supervised
Counselling
Practicum with
at least 120
hours of direct
client contact
(compulsory)
And GRADUATE
course work in
six (6) of the
following:
* Communication
and
Relationship
Skills
* Group
Counselling
* Theory of Career
Development
* Assessment and
Testing

Routes to
Accreditation

(A) Through Approved
Training

1) Completed a
BACP Accredited
Counsellor
Training Course
and has 450 hours
of supervised
counselling practice
over at least 3
years and not more
than 5 years.

A person who has:
* Completed cohesive and
comprehensive
counselling training
through a program
approved by NZAC.
* A record of bi-cultural
learning and / or
experience, including
marae experience, has
sensitivity to Treaty of
Waitangi issues and can
demonstrate an
understanding of Tikanga
Maori.
* Completed a self
awareness and personal
growth component
including counsellor as
client and group
therapeutic process.
* Completed face to face
practice as a counsellor
(400 hours).
* Submitted a recent
satisfactory report from
a supervisor acceptable
to NZAC, who has been
the candidate's
supervisor for at least 6
months.
* Had their suitability for
Membership confirmed in
an interview by a panel
of Members on behalf of
the Membership
Committee.

2) Individual has
undertaken 450
hours of
counselling training
comprising of two
elements
a) 200 hours of
skills development
b) 250 hours of
theory and has 450
hours of supervised
counselling practice
over at least 3
years and no more
than 5 years.
3) Individual can
provide evidence of
a) some formal
counselling training
and
b) several years of
practice (of 150
hrs minimum per
year, under formal
supervision). This
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Psychotherapy and
Counselling
Federation of
Australia (PACFA)
training and formation
does not fit the above
pathways, but is based on
extensive training,
practice and supervision
over several years, it may
be possible to be
admitted to the Register
based on recognition of
this prior learning

Peak Body Organisations
United Kingdom
National Board for
Council for
Certified Counsellors
Psychotherapy (UKCP)
(NBCC - USA)

* Professional Orientation
(to counselling)
* Field experiences in
counselling for academic
credit
(B) 48 semester hours (or
72 quarter hours) of
graduate coursework in
counselling including a
course in each of the above
area(s) and two academic
terms of field experience in
counselling for graduate
credit?
(C) 3,000 hours of work as
counsellor over at least two
years since the date
advanced degree with a
major study in counselling
was conferred.
(D) 100 hours of face-toface counselling supervision
over minimum of 2 years
since date of advanced
degree with a major study
in counselling was
conferred? Counselling
supervisor(s) must hold
advanced degree in
counselling or a closely
related field (social work,
psychology, marriage &
family therapy) and must
not be related by blood,
marriage, dating, etc.
Option D
State credentialed for

facilitated.
• a set of clinical
concepts to relate
theory to practice.
• an extensive literature
which includes a
critique of the model.
1.5 Acquisition of a critical
understanding of the
relevance of studies and
research findings in
human development,
psychopathology,
sexuality, ethics and
social science.
1.6 Supervised practice of
psychotherapy.
1.7 Arrangements to
ensure that the trainees
can identify and manage
appropriately their
personal involvement in
and contribution to the
processes of the
psychotherapies that
they practice.
1.8 Introduction to the
range of psychotherapies
and counselling so that
trainees may have an
awareness of alternative
treatments.
1.9 Opportunity for trainees
to develop the capacity
to recognise severely
disturbed clients.
1.10
Development of
ability to recognise when
the practitioner should
seek other professional
advice.

Irish
Association for
Counselling
and
Psychotherapy
(IACP)
introduction to
other
schools/models of
counselling for
comparison and
contrast
* A minimum of 50
hours of personal
therapy during
training
* Assessment of
applicants for
suitability before
being selected onto
course
* Certification of
having
satisfactorily
completed course
After training, an
applicant must:
Have completed
450 hours of
individual client
work with evidence
of one hour of
supervision for
every 10 hours of
counselling, of
which at least 75%
must have been in
one-to-one
supervision.
Supervision of
these 450 hours of
work must not be
undertaken with a
supervisor, who
either supervised
the applicant while
a student during

73

Professional or Member Organisations
New Zealand
British
Canadian
Association of
Association for
Counselling
Counsellors
Counselling
Association
(NZAC)
and
(CCA)
Psychotherapy
(BACP)
* Research and
Evaluation
* Consultation
Methods
* Learning and
Human
Development
* Psychological
Education
* Counselling
Intervention
Strategies
* Gender Issues
* Multicultural
Counselling
* Counselling in
Specialized
Settings
* Professional
Ethics

includes
requirement for at
least 450 hours of
supervised
counselling practice
over at least 3 yrs.
* 75 hours of
completed
counsellor training
= 1 unit
* 1 year of
supervised practice
= 1 unit
Total must add up
to 10 units.
Applicants claiming
two or more
training units must
show a balance of
theory and sills
approximately in
line with that
stated in route
number 1).
4) Can provide
evidence of:
a) having obtained
S/NVQ Level III in
counselling (= 4
units)
b) 4-5 years of
supervised practice
(150 hours min.
per year under
formal supervision.
This includes a
requirement for at
least 450 hours of
counselling practice

Notes
Approved training
programs are minimum of
one year full-time
equivalence, and
integrate relevant cultural
and social awareness and
sensitivity; theoretical
knowledge; skills
training; personal
awareness; professional
practice; and practice
supervision components.
Of the total 400 hours of
counselling practice a
min. of 100 hours is to be
completed and supervised
during training and min.
200 hours post-training.
Internship students who,
during training, complete
more than 400 hours of
face-to-face supervised
counselling (not including
counselling skills
practice), confirmed by a
statement from their
trainers, may apply for
consideration for
membership on the
recommendation of their
trainers, without
completing further post
training counselling hrs.
Any such application
would be for the
equivalent of 200 hours of
post training practice
e.g.; long standing
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Psychotherapy and
Counselling
Federation of
Australia (PACFA)

Peak Body Organisations
United Kingdom
National Board for
Council for
Certified Counsellors
Psychotherapy (UKCP)
(NBCC - USA)

independent practice in
counselling and can answer
yes to each of following:
A) Are you fully credentialed
for independent general
counselling practice by
one of the state boards
B) Do you hold an advanced
degree (master’s or
higher) in a mental health
field from a regionally
accredited college or
university?
Option E
Advanced degree (master’s
or higher) with major study
in counselling from a
regionally accredited college
or university but are unable
to document at least 3,000
hours of work as a
counsellor and/or 100 hours
of face-to-face counselling
supervision over at least
two years since the date
advanced degree with a
major study in counselling
was conferred?
IF YES, answer following
questions:
A) In your degree program,
were more than half the
courses you completed and
at least 24 semester hours
clearly representative of a
course in each of following
areas:
* Human Growth and
Development
* Social/Cultural

1.11
Understanding of
basic research
techniques and their
application to
investigation and
evaluation of
psychotherapeutic
interventions from
assessment to
termination of
treatment.
Qualification and
Registration.
5.1 Training organisations
shall specify whether
qualification coincides
with recognition of
candidates as eligible for
Registration by UKCP.
5.2 Where qualification and
registration do not
coincide, organisations
are to specify what
further professional
development is required
for registration.
5.3 The definition of such
further professional
development might
include considerations
relating to the nature of
supervision and the
range, quantity and
intensity of practice
and/or study.
5.4 Where qualification
and Registration do not
coincide, the process of
assessment of readiness
for Registration shall

Irish
Association for
Counselling
and
Psychotherapy
(IACP)
training, or was
involved as a core
trainer or assessor
on the core course
Have been in
ongoing
supervision in
Ireland with the
same supervisor
for one year
immediately
preceding
application.
Non Recognised
Course Criteria:
If the core course
is not an IACT
recognised course,
it is essential to
include with the
application the
course brochure
giving the course
details, which show
that its criteria are
equivalent to the
IACT current
criteria for course
recognition. The
details required of
the applicant's core
course include:
* Name of the
course and the
training
organisation
* Starting and
ending date of
course
* Entry
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Professional or Member Organisations
New Zealand
British
Canadian
Association of
Association for
Counselling
Counsellors
Counselling
Association
(NZAC)
and
(CCA)
Psychotherapy
(BACP)
supervised over 3
years.
At least two year
must be
subsequent to
obtaining S/NVQ
Level III qual.
Total must add up
to 10 units.
One year of
supervised practice
= 1 unit
75 hours of CPF =
1 unit
In addition to the
above, an applicant
must meet the
following criteria:
* has agreed to
formal
arrangement for
counselling
supervision of a
minimum of 1 hour
monthly during the
accreditation
period
* Gives evidence of
serious
commitment to
professional and
personal
development
* Is a current
member of BACP
* Has a philosophy
of counselling
which integrates
training,

practice in a particular
counselling position or
internship.
The post training face-toface counselling is to
have been supervised for
at least 20 (1 hour)
sessions with a supervisor
acceptable to NZAC.
(B) Through Particular
Circumstances
* Granted Membership
based on particular
circumstances and
presents with qualities,
knowledge, skills and
experience of a
candidate who qualifies
under 1.
* A record of bi-cultural
learning and/or
experience, including
marae experience, has
sensitivity to Treaty of
Waitangi issues, and can
demonstrate
understanding of Tikanga
Maori.
* Completed a selfawareness and personal
growth component
including counsellor as
client and group
therapeutic process.
* A record of satisfactory
face to face practice as a
counsellor.
* Submitted a recent
satisfactory report from
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Psychotherapy and
Counselling
Federation of
Australia (PACFA)

Peak Body Organisations
United Kingdom
National Board for
Council for
Certified Counsellors
Psychotherapy (UKCP)
(NBCC - USA)

*
*
*
*
*
*

Foundations
* Helping Relationships
(Counselling Theories
and Techniques)
Group Work
Career and Lifestyle
Development
Appraisal (Tests and
Measurements for
Individuals and Groups)
Research and Program
Evaluation
Professional Orientation
(to counselling)
Field experiences in
counselling for academic
credit

(B) Completed at least 48
semester (or 72 quarter
hours) of graduate
coursework in counselling
including a course in each of
above areas + 2 academic
terms of field experience in
counselling? (Coursework
outside degree program
completed for graduate
credit at a regionally
accredited college or
university is acceptable).

correspond in general to
the requirements of
Section 3 above.
6.
Continued
Professional
Development.

Irish
Association for
Counselling
and
Psychotherapy
(IACP)
*
*
*

6.1 Training organisations
shall bear in mind a
commitment to life
long learning and the
need for monitoring
practice for the best
protection of the
public.
6.2 Each training
organisation should
make provision for an
ongoing graduate body
either as an integral
part of the
organisation or clearly
linked to it.
6.3 Training organisations
should encourage their
graduates actively to
consider their
continuing professional
development needs.
6.4 Training Organisations
must make provision
for the continued
professional
development of their
graduates.

*

*

requirements
for the course
Qualification of
staff
Number of hours
of theory and
skills training
Number of
contact hours
on the course
Number of
supervised
client hours as
part of the
course
Assessment
methods used
by the course
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Professional or Member Organisations
New Zealand
British
Canadian
Association of
Association for
Counselling
Counsellors
Counselling
Association
(NZAC)
and
(CCA)
Psychotherapy
(BACP)
experience,
further
development and
practice.
Evidence of one
core theoretical
model should be
demonstrated.
* Demonstrates
practice which
adheres to the
BACP Ethical
Framework.
* 40 hours of
personal
counselling or an
equivalent activity
consistent with
applicant’s core
theoretical model.
* Serious
commitment to
working with
issues of
difference and
equality in
counselling
practice.

a supervisor acceptable
to NZAC who has been
candidate's supervisor
for at least 6 months.
* Suitability confirmed in
an interview by a panel
of Members on behalf of
Membership Committee.
Notes: This option
recognises personal
development, learning
and experience from a
variety of sources,
including extensive
supervised counselling
practice, which candidate
has been able to integrate
to form their own
professional foundation
for counselling work.
Onus is on candidate to
demonstrate they have
acquired the awareness,
theoretical knowledge,
skills and experience
normally found in an
approved training
program, achieved
appropriate levels of
competency and
integrated different
sources of learning.
Detailed information and
evidence must be
provided.
Special Invitation
Invited to become a
Member by resolution of
the National Executive.
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Professional Development Activities

set of eligibility criteria for all level membership,
across
counselling
and
psychotherapy
professional associations. This issue is currently
being addressed within PACFA, and further
consultation is required to engage with the wider
profession on this issue.

A review of how international and Australian
professional associations define professional
development and assign scores to specific
activities
that
constitute
professional
development reveals a complex picture across
associations.
The Australian Association of
Social Workers (AASW) and the Australian
Psychological Society (APS) use points systems
that allocate different points to different
activities e.g. reading a journal article would be
allocated a different number of points than
attending a conference.
Furthermore, some
organisations require that a certain number of
hours be completed across a variety of
categories of activities to ensure that the
activities completed cover a broad range of skills
and benefits.

Code of Good Governance
As a result of this review on self-regulation and
good
governance,
and
the
widespread
consultation undertaken for this project, it
became clear that there were very diverse
models operating for governance of associations
and that there was a need for a Code of Good
Governance to guide the management and
governance of professional associations. This
was considered all the more important because
of the large number of associations of varying
sizes and capacities. Such a code can assist
smaller and newer associations to develop and
monitor their processes. It also helps to bring
some
common
understandings
across
associations about good governance. Such
common understandings are valuable in
developing a sense of community and quality
assurance within the profession, as well as
providing a higher level of transparency,
accountability and consistency.

Given the wide spectrum of approaches in the
counselling and psychotherapy field, the
discussion paper proposed that a self-regulation
model should: 1) more clearly define the kinds
of activities that can be considered professional
development, 2) develop several categories of
professional development activities, and 3)
provide guidance or recommendations about
how professional development activities should
be balanced or spread across different
categories of activities.

A Code of Good Governance was developed
(PACFA, 2005), based on resources such as the
report on good governance practice for
voluntary committees of management (Bradfield
Nyland Group, 2002). It defined the values
relevant
to
professional
associations
for
counselling and psychotherapy, the principles of
good governance, and indicators of good
governance (see Appendix 4.1). The framework
for good governance consisted of five principles.
These included:

Monitoring Professional Development
for Renewal of Registration
Using the Australian Association of Social
Workers (AASW) model, it is recommended that
the registration body monitor registered
members’ professional development over a twoyear period via a logbook that members keep.
The booklet could provide members with
information regarding what is professional
development, what is required, the types of
activities
that
constitute
professional
development, a table of the points allocated to
activities (or hours) and a log of activities
completed. It is also proposed that up to 10% of
renewals should be audited for their professional
development activities.

•

being a competent and viable group based
in
its
constituent
community
of
professionals,

•

having a clear understanding of the
individual roles and collective roles and
tasks as a group,

•

working on behalf of its members within
external
requirements,
implementing
decisions and policies made at meetings,
in a spirit congruent with the collective
history and identity of the association;

•

working in the best interests of the
organisation and actively protecting the
integrity of their relationship with their
members and the wider community;

•

conducting its business in a transparent,
accountable,
efficient
and
effective
manner.

Membership Terminology
The terminology for categorizing membership
within different associations varies enormously
in Australia. For instance, being an associate
member, a full member or a clinical member can
have
different
meanings
for
different
associations. This lack of clarity around
membership categories is confusing to the public
and potential clients, and it was recommended
that consultation occur to explore the potential
for development of a common terminology and

76

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

authorities (DHS, Victoria 2005; Productivity
Commission, 2005).

The PACFA Code of Good Governance was
developed from best practice principles and
underwent an extended period of consultation
with member associations. It was adopted by
the PACFA Council in March 2005.

In keeping with this trend, Registration Boards
require an official protocol for lodging and
processing
complaints
against
registered
practitioners. The discussion paper on best
practice self-regulation for counselling and
psychotherapy reviewed some key issues in
complaints handling and outlined a best practice
process which could be applied. This model is
described in Figure 4.4.

Ethics and Complaint Handling
Within
self-regulating
associations

professional

A core function of any professional selfregulatory body is to enhance the ethical
functioning of professionals and provide an
independent, accountable complaints handling
and appeals process. This can be undertaken at
the level of member associations, or at the more
centralized level of a registering authority.

The PACFA complaints handling model
Under the current PACFA model, the National
Registration Board deals only with complaints
against those who voluntarily list on the National
Register. For non-registered members of the
individual associations, any complaints are dealt
by the member’s association, unless the
association voluntarily chooses to refer the
complaint on to PACFA. This decision has been
necessary in the early stages of the voluntary
PACFA model to preserve a sense of autonomy
within the member associations. However, given
the need to promote consistency across
associations, the national self-regulation body
has a role to provide guidelines about ethical
and complaints handling standards for individual
associations. It is also recognized that there may
be cases where a professional association
considers it necessary or desirable for the
complaint
to
be
managed
outside
the
professional body and the regulatory body may
undertake such a role, or develop protocols with
the HSC offices for referral.

Key components of a professional complaints
policy include specifying: who can bring the
complaint, the maximum time permitted
between the occurrence of the event and when
the complaint can be made, where (to whom)
the complaint can be made, how to lodge a
complaint, who receives the complaint and the
processes for initial acceptance or rejection of
the complaint, the process to be followed for
complaints that are to be investigated, the time
frame for recipients to respond, what happens
after the response is received, the type of
hearings that can be held, the composition of
the hearings panel, what sanctions are available,
how results are notified, what is the appeals
process, and what happens with respect to
publication or not of adverse findings.

In the longer term, it would be desirable to
move towards a more independent model and
have all complaints against psychotherapy and
counselling professionals handled by one
independent body. This could be a more
independent Registration Board, or a separate
complaints handling body. Separation of formal
investigation of practitioners from professioncontrolled bodies is seen as desirable in recent
government policy moves. For instance, under
recent legislative changes in Victoria, formal
hearings against registered health practitioners
are to be heard by the Victorian Civil and
Administrative Tribunal (DHS, 2005). Such a
complete separation would be difficult to
accomplish
for
the
unregistered
health
professions without some significant policy shifts
by government to provide statutory support and
protection, or significant financial incentives and
recognition.

Table 4.2 gives an overview of the complaints
procedures and sanctions available for five
Australian and international counselling and
psychotherapy associations. The table shows
that while all associations address most of these
areas, there are considerable differences across
associations in how this is done. This complexity
may
reflect
specific
needs
of
different
professional disciplines, or it may simply be lack
of coordination and agreement about best
practice.

Complaints handling by independent
Registration Boards
Despite the long-standing context of individual
associations handling their own complaints, a
more
recent
trend
is
towards
greater
independence and transparency of complaints
handling processes. This requires a process that
is external to membership-based professional
bodies and run by a more independent body. For
statutory registered professional bodies this is
being increasingly moved to more independent
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Table 4.2
Comparison of 5 International and Australian Organisations’ Complaints Procedures

Who Can Bring a
Complaint?

Maximum time
between complaint
and occurrence
Lodging a
complaint (prior to
it being accepted
or rejected)

British Association For
Counselling and
Psychotherapy (BACP)

National Board for
Certified Counsellors
(NBCC)

Psychologist
Registration Board of
Victoria (PRBV)

Australian Association
of Social Workers
(AASW)

Member of public or another
member can bring a
complaint

Any person, group or the
NBCC can initiate an ethics
case and act as a
complainant

Not clearly stated in
Information for
Complainants, but implies
client. States:
“Another person may make
the complaint on your
behalf but this will make
the investigation process
more difficult.”

The AASW upholds the
right of clients or others
to consult about concerns
regarding the conduct or
standards of practice of
social workers.

3 years

Not stated

“As soon as possible after
the incident”.

2 years

Not stated

Complaint must be in
writing and submitted to
Head of Professional
Conduct

Ethics officer assesses the
complaint and ensures there
is enough information
available to pursue complaint

PRBV requires complaints
to be lodged in writing on
Complaints Form. Upon
receipt, Board is required to
notify the Health Services
Commissioner (HSC) and
provide the HSC with a
copy of the complaint.
Board will then discuss
complaint with HSC to
determine whether
complaint is required to be
investigated by the Board
or the HSC. The HSC deals
with matters that are
suitable for conciliation.
Allegations of professional
misconduct will be referred
for a preliminary
investigation. If the
complaint does not relate
to allegations concerning
professional conduct, then

Delegate discusses
process of complaints,
the complaint, assesses
potential for negotiated
resolution, offer advice
regarding next move.
Delegate can help
prepare complaint

Complaint is submitted in
writing on the form, assistance
is provided to complainant by
separate support person, if
requested.
PACFA Ethics Committee
informs relevant MA.
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Psychotherapy and
Counselling Federation of
Australia (PACFA)
A client or former client of a
counsellor or psychotherapist;
A formally appointed guardian
of a person who is deemed to
be unable to make reasoned
judgments in their best
interest;
Health professional on basis of
direct information received from
a client or other reliable source;
Member of the public concerned
about the actions of a
counsellor or psychotherapist
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British Association For
Counselling and
Psychotherapy (BACP)

National Board for
Certified Counsellors
(NBCC)

Who do they go to
first?

Complainant expected to
attempt to resolve issue
with recipient. Must
illustrate that informal
process of resolution have
been exhausted

Ethics Officer

Recipient notified
of complaint

Yes
Copy of complaint
Details of complaints
process

Yes
Notified that complaint has
been lodged and were
accepted or rejected for
formal ethics investigation

Time frame for
recipient to
respond

28 days

30 days

Accepting or
rejecting initial
complaint

Complaint submitted to a
Pre-Hearing Assessment
Panel

Ethics officer determines
whether the charge should go
ahead.

Complaint must
Breach a specific clause or
the ethics code
Be brought by a member of
the public or another
member

Criteria for accepting or
rejecting
* Must be member
* If proven, would charge be
a violation of Code of Ethics
* Passage of time sufficient
* Enough information/proof
* Complainant willing to
provide proof
*Charge justifiable
considering proof available

Psychologist
Registration Board of
Victoria (PRBV)
Board may refer complaint
to HSC for further action.
Complaint acknowledged
within 7 days.
Preliminary investigation is
undertaken by the Board’s
Investigations Officer in
consultation with an
assigned Board member.
Yes
Psychologist receives a
copy of written complaint
and any other documents
and is requested to provide
a response in writing within
28 days of receipt of the
Board’s notification. In
some instances, extensions
of time may be granted.
28 days

Australian Association
of Social Workers
(AASW)

Psychotherapy and
Counselling Federation of
Australia (PACFA)

Convener/delegate of
branch of ethics
committee that recipient
belongs to.

Chair of the PACFA Ethics
Committee;
PACFA Office provides
Complaint Form or
downloadable from website.

Yes
Copy of complaint
Code of ethics
Details of complaints
process

Yes
Informed of substance of
complaint, receive a copy of
complaint procedure, be
referred to Code of Ethics of
their MA, and at discretion of
Complaints Committee, be
requested to write a response
to the complaint.

20 working days

In a timely manner.
Case officer has 4 weeks after
collection of relevant
information and documentation
to prepare summary and
recommendations to Complaints
Committee
Within 2 weeks of receiving
complaint, Ethics Committee
appoints a Case Officer and
Complaints Committee;
Respondent and complainant
informed of Case Officer;
Case Officer will meet with
respondent and complainant
separately;
Case Officer submits to
Complaints Committee all
material, summary and
recommendation as to whether
there is (i) a cause for
complaint and (ii) a case for
respondent to answer.

Complainant receives copy of
response within 10 days.
May submit a reply within 10
days.

Pre-Hearing Panel decide
whether to accept and refer
to a professional conduct
hearing
Refer for more information

On receipt of psychologist’s
written response, the
Investigations Officer and
Board member will assess
the complaint and response
and consider options. This
may include interviews with
the complainant and
psychologist, interviewing
other potential witnesses,
requesting further
information and necessary
documentation from the
complainant and
psychologist and, if deemed
necessary, obtaining access
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If delegate decides
negotiation is possible
they will attempt to
resolve or involve
professional mediator
Delegate decides whether
case should go ahead to
complaints committee
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British Association For
Counselling and
Psychotherapy (BACP)

National Board for
Certified Counsellors
(NBCC)

Reject

If initial complaint
is rejected

If rejected both parties are
notified in writing. Decision
is final

Complaint
Accepted for
Investigation

Both parties notified in
writing that the complaint
will proceed to a
Professional Conduct
Hearing
Hearing held within 120
days of receipt of complaint

After response

The Chair of the Association
may suspend recipients
membership pending
finalization

Psychologist
Registration Board of
Victoria (PRBV)

Australian Association
of Social Workers
(AASW)

to treatment records,
clinical files and notes.
A report is submitted to the
Board which then decides
on 3 possible actions:
1) No further investigation
and case closed
2) Informal Hearing
3) Formal Hearing

If charge rejected,
complainant and recipient
notified within 21 days.
Option for appeal.
Ethics Officer issues a formal
Ethics Complaint and
Investigation Notice
Ethics Complaint and
Investigation notice identifies
each code breached and facts
of complaint

Recipient may be asked to
agree to a voluntary
temporary suspension of
certification pending final
resolution
Fail to agree, they can be
places under an involuntary
suspension of certification
Recipient can choose between

Both parties receive written
notification.
Complaints of intermediate
level of seriousness are
referred to an informal
hearing, and usually
completed within 4 months
of completion of
preliminary investigation.
Formal hearings are
conducted for more serious
complaints. The Board will
instruct its solicitors to
prepare the complaint for
hearing. This may take 612 months following
completion of preliminary
investigation.

Already received
information. Delegate
refers case to the
complaints panel

Approximately 4 weeks
prior to informal hearing,
the psychologist will receive
notice of informal hearing.
The notice will state the
allegations under
investigation, the date,
time and place of hearing,
informal hearing
procedures, psychologist’s
rights at hearing, and the

20 working days after
response, delegate meets
with the branch of ethics
committee and decides
whether to proceed to a
hearing by the complaints
panel.

80

Hearing held within 20
working days

If respondent does not
reply, the BEC meeting
will be held 20 days after

Psychotherapy and
Counselling Federation of
Australia (PACFA)
Complaints Committee reports
course of action in writing to
the PACFA Ethics Committee;
Complaints Committee informs
complainant and respondent in
writing of:
• what is to occur,
• specific dates for meetings,
• approximate dates for the
conciliation, final findings and
determinations.
Complainant and respondent
informed by Chair of Complaints
Committee and this decision is
final.
Complaints Committee, in a
timely manner, will;
• map out a course of action
appropriate to complaint,
• set dates for meetings,
• arrange any additional
submissions or further
meetings,
• inform complainant and
respondent of all relevant
decisions and procedural
details;
Course of action may include
mediation and/or conciliation
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British Association For
Counselling and
Psychotherapy (BACP)

Type of Hearing

The Professional Conduct
Hearing
3 Members of a Panel

National Board for
Certified Counsellors
(NBCC)

Psychologist
Registration Board of
Victoria (PRBV)

Australian Association
of Social Workers
(AASW)

having an ethics officer
resolve complaint or
complaint being dealt with by
a hearing of the Ethics
Hearing Committee

possible findings and
determinations open to the
informal hearing panel.
Psychologists will receive
approximately 8 weeks
notice of a formal hearing.
The notice will state the
allegations, date, time and
place of hearing, formal
hearing procedures, the
psychologist’s rights at the
hearing, and the possible
findings and determinations
open to the formal hearing
panel, and copies of all
material.
Informal Hearing
* Used for intermediate
level of seriousness
* Closed to community and
media, including name of
recipient
* 2-3 members of informal
hearing panel
* No legal representation
for either party
Formal Hearing
Used for most serious
allegation of unprofessional
conduct. Proceedings are
formal, similar to those in a
court of law. The formal
hearing panel is bound by
rules of natural justice,
which require fairness in
hearing and decision
making process. Witnesses
give their evidence under
oath & are cross-examined.
Formal hearing panels must
determine whether a
psychologist has:

the expiry date.

Recipient can choose between
* Ethics officer resolving
complaint
* A hearing of the Ethics
Hearing Committee
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Hearing of the
Complaints Panel

Psychotherapy and
Counselling Federation of
Australia (PACFA)

May include:
•
Mediation and
conciliation;
•
Adjudication by
Complaints Committee;
•
Informal hearing;
•
Formal hearing; or
•
Referred to State HSC.
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British Association For
Counselling and
Psychotherapy (BACP)

Panel Compositions

3 panel members

National Board for
Certified Counsellors
(NBCC)

4 panel members
•
•
•
•

Sanctions available

* A requirement to
demonstrate specific
change/improvement in
practice by a specific date.
* Suspension of any
professional status such as
Accreditation and/or
Registration and/or
membership rights for
specific period and/or until
conditions have been
satisfied.
Termination of professional
status or membership of

Ethics Hearing Committee
Chair
Vice Chair
at least 2 ethics hearing
committee members –
including a permanent
ethics officer

* Ineligible for recertification
* Must take corrective action
* Private reprimand
* Public reprimand
* Probation period
* Suspension
* Revocation of any
certification

Psychologist
Registration Board of
Victoria (PRBV)
* engaged in
unprofessional conduct of
serious nature
* engaged in
unprofessional conduct,
not of a serious nature
* not engaged in
unprofessional conduct
Formal hearings are
conducted by a panel of
three or four Board
members.

Informal Hearing
* Counselling
* Caution
* Reprimand
* Further Education
Formal Hearing
* counselling
* caution
* reprimand
* further education
* imposition of restrictions
on registration
* imposition of a fine of not
more than $2,000
* suspension of registration
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Australian Association
of Social Workers
(AASW)

Psychotherapy and
Counselling Federation of
Australia (PACFA)

3 panel members
* 2 AASW members
* 1 independent expert
Process of Appointing
Board
Ethics branch call for
nominations to
complaints panel
Convener is appointed
Investigator appointed
Panel members must
have:
* seniority (at least 7
years of practice)
* good standing
* expertise in ethics,
complaints management
and adjudication of
disciplinary matters

Usually 3 panel members,
usually two members from
respondent’s MA, and one
independent professional.

Possible Outcomes
* Complaint non
substantiated
* Complaint
substantiated,
membership status not
affected
* Complaint
substantiated,
membership status
affected
* Relinquished
membership
Appeals for
reconsideration of cases

May include a number of
measures depending on the
severity of allegations and
context of the case, including
removal from Register and
expulsion from MA.
Sanctions will be directly
related to specifics and context
of complaint, and focused on:
ensuring safety and wellbeing
of complainant and other
members of community; and
ensuring safety wellbeing and
future credibility of the
practitioner where complaint is

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

British Association For
Counselling and
Psychotherapy (BACP)

National Board for
Certified Counsellors
(NBCC)

Association.
Such other sanction as may
be appropriate to particular
circumstances of the case.
Notification of
results

28 days

30 days

Appeals

Within 28 days of decision

Within 30 days of decision

Appeal may be by way of
re-hearing or the
Professional Conduct Panel
meeting again

3 or more directors
Held within 180 of submission
of complete appeal

Psychologist
Registration Board of
Victoria (PRBV)

May publish the details of
complaints.
Have right to distribute any
findings upheld against
member.
Any membership
termination is published in
the Association’s journal.

Publish adverse decisions
Notification of government
and professional bodies

Psychotherapy and
Counselling Federation of
Australia (PACFA)

for a period
* cancellation of
registration

not severe;
Ensuring that standards, quality
and credibility of professional
practice is maintained.

Parties advised in writing of
outcome as soon as
possible.
Informal Hearing
Appeal to Formal Hearing
Panel
Formal Hearing
Victorian Civil and
Administrative Tribunal
within 28 days

Both parties notified in a timely
manner

Notification of Appeal
decision within 14 days

Details of adverse
findings

Australian Association
of Social Workers
(AASW)

Formal hearings are open
to the public and the media
and notices about
forthcoming formal
hearings are published in
The Age Law List.
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Appeals from complainant or
respondent must be made in
writing on Appeal Form.
Grounds for appeal include:
Key material overlooked or not
included in report on basis of
which findings and
determinations were made;
Complaints Committee did not
follow either detail or principles
of complaints procedure.
Outcomes recorded by PACFA
Registrar and Member Assoc.
Ethics Committee;
Recorded in way that protects
privacy of complainant and
respondent, and allows for
monitoring of application of
sanctions.
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Registration Board

Chair of Ethics Committee

Complaints
Committee

Case Officer

Appeals Committee
(Independent)

Figure 4.4: Proposed Structure of Complaints Handling Process for the Registration Board
by the Chair of the Ethics Committee. If it is
decided that there is a case to answer, a course of
action is mapped out and communicated to all
parties. The course of action may include
mediation or conciliation, an informal hearing for
less serious cases, or a formal hearing for the
most serious cases. Serious complaints may also
be referred to the relevant State HSC office.

The Roles of Case Officer, Complaints
Committee and Appeals Committee
The proposed structures for the complaints
handling procedure involve the following: The
Registration Board delegates to the Chair of the
Ethics Committee the role of appointing a Case
Officer and separate Complaints Committee for
each complaint received. The Registration Board
maintains the role of appointing independent
Appeals Committees as needed.

After either formal or informal hearings, the
Complaints Committee will make a ruling based
on the investigation and recommend to the
Registration Board that certain actions or
sanctions be implemented. The Registration
Board,
or
an
appointed
independent
subcommittee, will be responsible for carrying out
the recommended sanctions of the Complaints
Committee and communicating with both parties
regarding the outcome of the case.

It is proposed that a Case Officer is appointed for
every complaint inquiry, which may or may not
lead to a formal complaint.
If an official
complaint is made without an initial inquiry, a
case officer would also be assigned to that
complaint. The role of the Case Officer is to
communicate
with
the
complainant
and
respondent in an informal manner and establish
the context of the complaint and its details.

Under this model, the Chair of the Registration
Board would be responsible for receiving appeals
about processes of Chair of Ethics, the Complaints
Committees or the Case Officer, or about the
decisions reached or sanctions imposed. When
necessary, the Chair of the Registration Board
would appoint an independent ad hoc Appeals
Committee to conduct the appeal. It is important
that
the
Appeals
Committee
be
totally
independent from the previous Complaints
Committee and Case Officer. The Appeals
Committee is responsible for reviewing all the
material presented, further investigating the case
if deemed appropriate, and ruling on the basis of
all the material received. The Registration Board
will accept the decision of the Appeals Committee,
and communicate this to all parties. The Appeals
Committee decision is final.

Except where the complaint is a very serious
allegation such as sexual misconduct, it is
suggested that the Case Officer be given the
power to mediate an agreed upon resolution. If no
resolution can be reached, the Case Officer will be
required to present the case to the Complaints
Committee, and recommend a course of action
such
as
additional
mediation,
detailed
investigation or other processes.
The Chair of the Ethics Committee, under
delegation of the Registration Board, will appoint
an ad hoc Complaints Committee for each specific
complaint.
The Complaints Committee will
receive the report of the Case Officer, seek
further information as required, and determine
whether there is a cause for complaint, and
whether the respondent has a case to answer.
The
recommendations
of
the
Complaint
Committee are presented by the Chair of the
Ethics Committee to the Registration Board. If
there is no case to answer, all parties are notified

Sanctions
The sanctions available to the Registration Board
and ad hoc Complaints Committees include the
following:
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•
•
•
•
•
•

•

and
the
Office
of
the
Health
Services
Commissioner (HSC) or the like in each state or
territory, to formalize the processes of exchanging
information regarding rulings on complaints.

Suspension of registration
Termination of registration
Corrective action requirement
Further education or training
Probationary period of registration
Reprimand – public or private
Monetary fines.

Furthermore, it is proposed that if a complaint is
of a very serious nature (e.g. sexual misconduct)
and believed to be beyond the resources of the
Registration Board, the complaint be referred to
the HSC or similar body. Similarly, if the HSC
receives a complaint of a less serious nature
regarding a Register Member, the complaint may
be referred to the relevant Registration Board for
further investigation.

A Complaints Committee for each
Professional Association
The previous section outlined the proposed
structure of the complaints handling process
under the Registration Board.
Under a selfregulation model it is important to note that
listing on the register is a voluntary process and
consequently there may be practising members of
professional associations who are not listed on the
register. The Registration Board, under a selfregulation model, has no authority to deal with
complaints against professionals not listed on the
Register. In such cases there will need to be
agreements between professional associations
and the registration Board about how complaints
against non-registered members will be handled.

Negative Licensing
One concern in the field of counselling and
psychotherapy has been that professionals such
as doctors, psychiatrists or psychologists who are
removed from other registration boards could still
practise as a psychotherapist or counsellor. A
negative licensing approach involves passing
legislation to prohibit those who are deregistered
from one health profession from practising in any
related field. This issue has recently been
addressed in legislation passed by the Victorian
government which prohibits deregistered health
professionals from practising in a related field
such as counselling or psychotherapy (Health
Professions Registration Act [Victoria], 2005). A
similar negative licensing approach has also been
recommended by the NSW Joint Parliamentary
Committee on the Health Care Complaints
Commission in its review of the adequacy and
appropriateness of mechanisms for resolving
complaints
against
unregistered
health
practitioners (NSW Parliament, 2006).

The options available are that the member
association handles these complaints, or refers
them to the Registration Board or the relevant
HSC Office. Where associations choose to handle
the complaint themselves, it is desirable that
there is consistency in complaints handling
processes across associations and consistent with
those adopted by the Registration Board.
It is thus proposed that associations linked with
the Registration body would need to align their
ethics and complaints processes. Thus, each
association’s
Ethics
Committee
would
be
responsible for receiving the initial inquiry and
appointing a Case Officer, Complaints Committee
and Appeals Committee when necessary (see
Figure 4.5). The process of handling the
complaints and the roles of the Case Officer,
Complaints Committee and Appeals Committee
would function in the same way already described
however the association’s Ethics Committee would
ultimately enforce the sanctions. An alternative to
this duplication of structures and processes would
be for professional associations to voluntarily
agree for any complaints against members to be
handled by the Ethics and Complaints Committees
of the central Registration Board.

The establishment of protocols between the state
Offices of Health Services Commissioners and a
registering body for the counselling and
psychotherapy
professions
will
facilitate
communication about such issues.

Summary
This chapter has outlined two options for a best
practice self-regulation model for the counselling
and psychotherapy profession in Australia. The
first of these builds on the existing PACFA model
which involves a consensual self-regulation model
adopted by member professional associations in
Australia. The second model option provides for a
registration board structure that is independent of
all existing associations. Features of a best
practice model are reviewed, particularly in
relation to entry-to-practice requirements and
requirements for ongoing supervision and
professional development.

Protocols with Government Health
Service Commissioners
It is proposed that the Registration Board
establish
protocols
with
other
relevant
Registration
Boards
(e.g.
Psychologists
Registration Board, Medical Registration Board)
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Inquiry

Registration
Board
Case Closed
No Action
Case Officer
appointed to
investigate

Mediated
Resolution
Recommendations
to Complaints
Committee

No Action
Complaints
Committee

Case Closed

More
Investigation

Mediated
Resolution
Recommend Sanctions
to Registration
Committee

Registration
Board

Appoints Appeal Committee
when necessary

Enforce
Sanctions

Case Closed

Appeals Committee Investigates and
makes final decision;
Reports to Registration Board

Figure 4.5
Complaints Handling Procedure and Outcomes
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CHAPTER 5
METHODOLOGY AND CONSULTATION PROCESS
Board of Certified Counsellors (ABCC),
Australian
Association
of
Career
Counsellors (AACC), Australian Guidance
and Counselling Association (AGCA) and
their
state
association
Queensland
Guidance and Counselling Association
(AGCA), and the National Association of
Loss and Grief Victoria (NALAG Vic) were
held over this period from February 2004
to August 2006.

One aim of the study was to conduct a national
consultation process with the counselling and
psychotherapy
profession
and
other
key
stakeholders to generate understanding and
discussion of key features of a best practice selfregulation model and to determine whether
consensus could be gained on a best practice
models for the counselling and psychotherapy
profession. This chapter outlines the main
strategies used to consult the profession and
stakeholders on these issues.

•

Several meetings of counselling and
psychotherapy educators and trainers
representing most of the education and
training programs were held over the
course of the project, in conjunction with
annual meetings of Society for Counselling
and Psychotherapy Educators (SCAPE)
and at a meeting of WA educators.

•

Three rounds of consultation with all
identified counselling and psychotherapy
course directors on the proposal for a
national course accreditation scheme,
using a survey, and two rounds of
discussion
paper
with
request
for
feedback.

Consultation Methods for
Counselling and Psychotherapy
Professions

•

Presentations at a meeting of Australian
counselling associations organised by the
University of South Australia in Adelaide –
participants included AACC, ACA, AGCA,
PACFA and their state-based associations.

Counselling and psychotherapy associations and
other key stakeholders were consulted using the
following methods:

•

Survey of the self-regulation profile of all
identified counselling and psychotherapy
professional associations.

•

Two further DHS coordinated meetings
were held in 2005 and 2006 involving
AACC, ACA, AGCA, FVC, NALAG Vic, and
the Victorian Association of Family
Therapists (VAFT), including opportunity
to review and comment on the draft final
report prior to its release.

The
consultation
included
all
identified
professional
counselling
and
psychotherapy
associations, with a focus on key national bodies
when such bodies represented state based
associations, all identified counselling and
psychotherapy education and training bodies,
allied and complementary health professional
bodies, health care complaints commissioners,
and government departments. This chapter
describes the groups consulted, the process of
consultation,
and
the
key
findings
and
conclusions.

•

•

The official consultation period began with
a briefing and consultation meeting at
DHS Offices in December 2003 attended
by two DHS representatives, three
representatives
of
the
Australian
Counselling Association (ACA) including
the President of their newly-formed statebased association, Victorian Federation of
Counsellors (FVC), and two PACFA
representatives.

The 41 member associations of PACFA were
consulted using the following methods:

Best Practice Self-Regulation Model for
Psychotherapy
and
Counselling
in
Australia: A Discussion Paper (Schofield &
Collins, 2004), was released in January
2004, widely circulated, placed on the
PACFA website and submissions invited.

•

Open state consultation meetings were
held in all states from February 2004 to
August 2005.

•

Meetings, phone calls and/or email
contact with Executives of Australian
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•

National Conferences with workshops or
panel devoted to self-regulation themes
were held in August 2003, 2004, 2005,
2006.

•

Guest
presenters
at
professional
association conferences and meetings
included Anne-Louise Carlton, Senior
Policy Analyst, DHS Victoria, and Beth
Wilson,
Victorian
Health
Services
Commissioner,
Assoc.
Prof.
Carolyn
Quadrio
on
ethical
violations
by
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DHS, and Prof. Carla Lipsig-Mumme from Monash
University.

psychiatrists, and Prof. Carla LipsigMumme on the sociology of regulation.
Several state-based associations also
invited speakers from the HSC office in
their state to discuss regulatory issues.
•

Discussion paper released January 2004.

•

State Consultations with professionals in
all states and territories except Northern
Territory from December 2003 to July
2005.

•

Workforce Survey
profile and needs

•

Meetings, phone calls and email contact
with Executives as needed

•

eNews Bulletins,
PACFA website.

to

map

reports

A number of presentations and workshops were
held
at
other
professional
meetings
or
conferences. Some of these include:
•
Counsellors
and
Psychotherapists
Association of New South Wales (CAPA
NSW) Executive May-June 2003, January
2004.

workforce

available

on

A number of these methods are now described in
more detail, and attendance at consultation
forums is summarised in Table 5.1.

National and State Conferences
The Inaugural PACFA Conference was held at the
Melbourne Town Hall on 22-23 August with 156
delegates, followed by the Annual General
meeting of the PACFA Council on August 24
comprising 2 representatives from each of the
member associations (MAs) (41 MAs in 2003).
Key note speakers at the conference included
Beth
Wilson,
Victorian
Health
Services
Commissioner speaking on complaints handling
processes, and Anne-Louise Carlton, Senior Policy
Analyst, DHS Victoria, speaking on regulation of
the health professions, issues arising in the review
of Victorian health practitioner legislation, and
requirements for a good self-regulation model.
The conference raised awareness of the selfregulation issues and engaged members in
dialogue around key review topics such as
structure and processes of the Register of
Practitioners, the need for clear entry to practice
criteria, complaints handling procedures, course
accreditation, the need for research and education
of the public.

•

Australian Association of Marriage and
Family
Counsellors
(AAMFC,
now
Australian Association of Relationship
Counsellors – AARC) Conference July
2003; AAMFC Victorian branch meeting in
September 2003.

•

Queensland state network of associations
in July 2003, March 2004

•

Counselling Association of South Australia
Inc (CASA) Annual General Meeting July
2003, State Consultation meeting in April
2004.

•

Victorian Association of Family Therapists
(VAFT) meetings 2003, 2004, 2005

•

Professional Counsellors Association (PCA)
Tasmania AGM 2003, 2004.

•

Workshop on training standards for
Indigenous Counsellors at the First
National
Conference
for
Indigenous
Counsellors, Psychologists and Healers in
Armidale in July 2004, attended by
approximately 85 indigenous counsellors
and healers.

State Consultation Meetings with the
Profession on the Proposed Best
Practice Models
Following release of the discussion paper, a series
of state-based consultation meetings were held in
all states of Australia and the ACT between
February 2004 and July 2005 to discuss the
models. Over 400 professionals attended these
state consultation meetings. Attendance and a
summary of key issues raised at the meetings is
provided by state in Table 5.1.
Much of the meeting content focused on
clarification and discussion of the models and best
practice issues. In general, the majority present
supported the first model because it seemed most
feasible and built on existing structures. It was
felt that a great deal of commitment, consultation
and practical development had gone into
development of the PACFA national register and
that it had the advantage of being potentially
open to all who met the standards. There was a
reluctance to start again the process of building a
viable register. A large number of participants felt
that
the
second
model
was
desirable
philosophically, but had difficulty understanding

The second PACFA Conference was held in August
2004, and provided an opportunity to review what
has been accomplished through the first year of
the project, disseminate information gathered
through the project, and consult about further
development
and
implementation
of
selfregulation issues. There were approximately 170
delegates. A keynote speaker was Associate
Professor Caroline Quadrio (University of New
South Wales) speaking on her research on
psychiatrist violations of professional boundaries.
A forum on self-regulation issues was held and
guest speakers included Anne-Louise Carlton,
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Considerable discussion also centered on the issue
of standards and entry to practice requirements,
as well as ongoing supervision requirements.
There was strong support for maintaining at least
a graduate standard and for clarification of
pathways onto the register. There were mixed
views about the supervision requirements, with
those from the psychotherapy field believing it is
mandatory as a life-long requirement and some
from the counselling field questioning whether it
should be a life-long requirement. The clear
majority, however, were highly supportive of this
requirement.

how it could work in practice without a legislative
mandate.
The need for incentives for professionals to
voluntarily submit for registration was also a
common theme. In particular the incentives
identified included a strong request for GST
exemption to be granted to those on the register,
health fund rebates to be available, and greater
employment opportunities, particularly in the
public sector. Such incentives were thought to
increase
the
attractiveness
of
voluntary
registration, and having a higher proportion of
practitioners on one centralized register was
thought to make the self-regulation system more
effective.
Table 5.1: State Consultation meetings
State Consultation
Open meetings
ACT State Consult

Numbers
attending
5

Keys issues
Concerns were expressed about lack of incentives for voluntary
regulation, and the need to work more closely with government
to achieve this.

NSW State Consult

70

Queensland
State meeting
AAMFC Conf

70
80

Noted value of a model that could embrace whole profession,
and difficulties in achieving this when associations compete with
each other. Concerns expressed over current variations among
professions in training and entry to practice standards.

Victoria

24
22
14
19

Difficulties of persuading members to register when no perceived
incentives/rewards. Issues around aligning membership criteria
for member associations with criteria for registration to avoid
confusion.

South Australia

26

Need for cooperation rather than competition between
associations.
Need for information for clients, consumers and trainees.

Tasmania 2003
2004

23
20

Need for connection with national body. Need to understand
regulatory structures and processes.

Western Australia

42

Strong support for Model One, identified need to build on
existing structures rather than invent new ones.

Total

Strong need identified for open forums on regulatory issues,
need for more discussion on pros and cons of models. Strong
interest in further development of the existing national Register
as basis for self-regulation – need to maintain clear standards.

420

well as posters and materials to be distributed
through training bodies.

A theme that emerged often was the need for
cooperation between associations, particularly
between PACFA and non-PACFA bodies. Concern
was also expressed about public confusion over
standards and competing claims about the
required minimum standards and the desirability
of having a united position on standards.

The State consultations were widely seen as a
valuable process and requests received for them
to occur on a regular basis. The perceived
benefits related to the value of gaining
information
about
the
wider
profession,
government views on the regulation of the
profession,
and
leadership
support
for
associations.

Another theme was the need for public
education
material
such
as
information
brochures for clients and potential clients, as
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developing a consensus model for course
accreditation. This process will be described
more fully in Chapter 8 on course accreditation,
but includes a three phase process to date,
involving: developing a database of training
courses and undertaking a survey of those
courses; developing a discussion paper with
proposed models and issues raised for seeking
feedback; and a further development of that
model recirculated for further feedback.

Consultations were held in 2003-2005 with a
number of counselling bodies outside the PACFA
umbrella. These included the Australian Board of
Certified
Counsellors
(ABCC)
who
were
established in 1997 to undertake the task of
certifying postgraduate level counsellors. The
discussions acknowledged that it was not in the
best interest of the public to have competing
bodies with a complex range of registers or
certification systems, and that it was in the
public interest to merge these. As a result of
these discussions, it was agreed in 2005 to
merge the two systems, and the ABCC
recommended a transfer for its members to the
PACFA register, and has voluntarily ceased to
function.

Consultation Meetings Coordinated by
DHS
During the project, DHS organised a number of
joint consultations between PACFA and other
counselling associations. The first of these was
held in December 2003 and attended by PACFA,
ACA and their Victorian association, FVC. The
second meeting was held in August 2005 and
the third in August 2006, attended by AACC,
ACA, AGCA, PACFA, and NALAG Vic.

A range of phone and face-to-face discussions
were also held with executives and office holders
of the AACC, AGCA, ACA and NALAG Vic. These
are documented in Appendix 5.1.

Consultations
counsellors

with

A range of issues were raised at these meetings,
and different views were expressed. At their
core, these differences appeared to be about
what should constitute appropriate minimum
qualifications
and
entry
to
practice
requirements. ACA also expressed opposition to
aspects of PACFA’s role in pursuing selfregulatory arrangements on behalf of the
profession.

Indigenous

Of particular note is the growing interest in
training
practice
issues
for
Indigenous
counsellors. The First National Conference for
Indigenous
Counsellors,
Psychologists
and
Healers was held in Armidale in July 2004, and
was attended by 85 indigenous counsellors,
psychologists and healers from around Australia,
with a wide range of papers and workshops
presented around models of practice. About 30
of these participants attended a workshop on
training standards and identified the strong
demand for clear pathways for Indigenous
counsellors to gain accreditation. There was also
strong interest expressed in developing models
of counselling that addressed the specific and
complex needs of Indigenous communities,
while aligning with the mainstream.

It is recognised that further dialogue is needed
on these issues, but it is a positive step forward
that the issues are now being discussed and
positions clearly stated. This will be an important
step towards reaching consensus on a way
forward. Further discussions are ongoing
between PACFA and ACA.
It has been a primary focus of PACFA’s mission
and processes since its establishment, to work
towards providing a place for all, while
maintaining transparency and quality standards.
It is hoped that the consultation process will
continue to advance towards a new level of
consensus in the field while respecting diversity
and the significant commitment undertaken by
professional bodies to date. Ultimately, the
decision about what is a best model, must be
made in terms of how consumers and the public
are best served, not by what is best for
members of a particular group. At the heart of
regulation is the standards and training issue,
and these must be addressed through dialogue
and analysis of research and best practice, as
well as by a thorough understanding of
community and employer needs, rather than by
the views of particular training or professional
bodies.

Consultation with Educators
and Trainers
A number of consultation meetings were held
with a wide range of counselling and
psychotherapy
educators
and
trainers,
particularly around issues of minimum entry to
practice standards, core curriculum, and course
accreditation. These occurred in three ways.
First, there was extensive consultation with
members of SCAPE, the only professional
association for counselling and psychotherapy
educators. Second, there were state-based
meetings of educators and trainers in Perth and
Adelaide, and consultations with specific
programs on invitation. Third, an extensive
consultation
process
occurred
towards
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Psychiatrists). All Commissioners supported the
need for external representation on the
Registration Board, and suggested that this did
not necessarily need to be a lawyer. A suitable
academic or experienced executive might be
appropriate. Some states had a requirement for
a defined number of members on their statutory
registration boards, and it was suggested that
there needs to be a good mix of professional and
non-professional members.

Consultations with Health Service
Commissioners
Meetings were held with the Health Care
Complaints Commissioners or members of their
staff in all states and in the ACT. Most
commissioners
expressed
interest
in
the
discussion paper and the models proposed. A
number of key themes emerged from the
consultations.

They also supported the need for a wellinformed Consumer Representative such as from
the Health Consumers Forum. They suggested
that such a registration board could consider
having
a
representative
of
the
Health
Commissioners/ Health Review Office on the
Complaints Sub-Committees. WA has a State
Appeals Tribunal which the profession might
consider working with in relation to appeals
involving WA cases. Increasingly, HSC Offices
are
providing
education,
training
and
consultation
services
for
members
of
professional associations involved in complaints
handling processes, although this was not widely
known among associations.

A key issue identified by state-based Health Care
Complaints Commissioners was that they had
very limited if any legislative authority to apply
sanctions for non-statutory regulated health
practitioners against whom serious complaints
had been made. This was particularly problematic
if those practitioners refused to cooperative with
an investigation or conciliation attempt. The only
options identified for situations where the public
contacted the HCC with a complaint, even a
serious complaint, were either to refer the
complaint back to the relevant professional
association if the practitioner was a member of an
association, or to recommend the complainant
take the complaint to the relevant Consumer
Complaints body. These powers have now been
strengthened in several states as a result of
legislative reviews (eg. New South Wales
Parliament, 2006; DHS Victoria, 2005).

It was agreed by most that for self-regulation to
be effective, non-statutory bodies need to be
better
linked
to
the
Health
Service
Commissioners’ Offices in each state. This may
require some legislative change, or may be
undertaken through development of protocols
between the professional associations and HSC
offices. However, this was complicated by
differences in legislation around the powers of the
Health Care Complaints Commissioners across
states.

The Health Complaints Commissioners noted
that, overall, there was a low number of
complaints made to their offices about
counsellors or psychotherapists, although it is
difficult to determine the reasons for this. This
could be partly due to them having had limited
powers.

It was suggested that there was a need for a
National Peer Review Panel of senior practitioners
to be identified who could be consulted about
professional issues such as appropriateness of
treatments. Several Commissioners made it clear
that members of such a panel for dealing with
complex ethical complaints would need to be very
well qualified with 15-20 years experience. A
National Register was seen as a potentially
appropriate structure to identify and resource
such a panel, providing information about senior
practitioners in different geographical areas.

They also discussed a range of issues related to
provision of counselling services in special
circumstances, such as the need for ongoing
counselling/therapy following traumatic events
such as the Port Arthur massacre, the possibility
of re-activating a trauma when inappropriately
managed, and a need for guidelines for
practitioners about informed financial consent
before beginning work/treatment was noted,
especially for those practising outside an
agency. Some counselling-related ethical issues
that the Health Care Complaints Commissioners
had faced included: providing treatment in
exchange for favours from clients, dealing with
sexual abuse issues, and lack of clarity about
who is the client in Family Court work.

Consultations with Government
Departments, Ministers and
Senior Advisers

All favoured a self-regulatory model in which the
Registration
Board
had
a
degree
of
independence from professional associations.
For some professional groups this has gone as
far as having all complaints handled by the HCC,
with expertise offered by the profession (e.g.
Royal Australian and New Zealand College of

A range of consultation meetings were held with
government departments such as human
services, workforce planning, and mental health.
One area of discussion centered around the need
for further studies on the counselling and
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associations and five from individuals. A further
two responses from associations were received
in late 2005. One individual later asked to have
their comments removed from consideration,
therefore this summary is based on the 11
remaining responses. A range of issues from the
discussion paper were addressed by these
responses.

psychotherapy workforce. Particular needs were
noted in rural health and for primary as well as
secondary mental health care.
Discussions also considered how counsellors and
psychotherapists could be accredited to practice
in mental health areas. It was noted that
training standards would need to be mapped
against the National Practice Standards for the
Mental Health Workforce (Department of Health
and Ageing, 2002), and there is a need to
demonstrate how training standards will provide
equivalence with the National Standards. As it is
likely that some courses would not meet the
National Standards, there may be a need to
consider other options such as a process for
recognising individuals who can demonstrate
they meet the standards. Alternatively, a set of
training standards for a specialty group of
Mental Health Counsellors could be developed
that met the National Practice Standards for the
Mental Health Workforce. This could become a
specialty group on the Register.

Models for a Registration Board
Respondents noted that the two models for
governance of a Registration Board had both
advantages and disadvantages associated with
them and that any evaluation of models needed
to consider not only what the preferred model
was under ideal circumstances, but also what
was seen as a preferred model in the current
political and professional environment. Analysis
of responses from the consultation process
suggested that, when viewed in an ideal context,
there was good support for Model Two as the
preferred model, since most people favoured a
unified and inclusive approach.

There was widespread acknowledgement of a
need for good counselling services and a lack of
information about how to identify appropriately
trained practitioners. The need for a more robust
self-regulatory model was also emphasized by
government representatives. In particular, they
indicated that the profession needs to convince
government
that
training
standards
are
rigorously assessed and that not all members of
the member associations can automatically be
registered
without
some
independent
assessment process in place and good quality
assurance procedures.

However, there were strong views expressed
that attempts in the profession over the past 10
years to create such an ideal model have not
fully achieved this aim and that it may not be
realistic in the current climate and without
significant incentives from government. Many
stated that the preference for a fully inclusive
model may need to be counter-balanced by what
is feasible. Issues which have prevented full
support for a consensus-driven unified approach
include: differing levels of training and entry-topractice requirements, differing levels of
perceived need for a unified approach, a lack of
perceived benefits for belonging to a more
collective body, and the inevitable conflicting
interests of professional bodies legally structured
as not-for-profit versus for-profit entities and
run by democratic versus non-democratic and
transparent versus non-transparent processes.

Discussions were held on issues of providing
incentives for voluntary registration. It was seen
as
inequitable
that
counsellors
and
psychotherapists did not have GST-exempt
status
for
supplying
counselling
and
psychotherapy services, despite these falling
clearly within the area of “psychological
services”. It was suggested that a case should
be made to extend the GST exempt status for
“psychological
services”
provided
by
appropriately
trained
counsellors
and
psychotherapists as a matter of equity. To
achieve this would require agreement of all
Federal, State and Territory Health Ministers and
Treasurers.

Model One was considered by the majority of
responses received to represent the most
feasible approach in the current climate and one
which attempted to model itself on currently
known best practice principles including legal
structure,
training
and
entry-to-practice
standards, registration and complaints handling
processes, and course accreditation. There was
general
satisfaction
among
the
PACFA
associations with the way this model was
working and support for building on the existing
model, rather than starting again from scratch.

Responses to Discussion Paper
on Best Practice Self-Regulatory
Model

The recommended method of appointing the
board was deemed appropriate. It was noted
that
the
Registration
Board
should
be
accountable to the Australian public, as well as
to the PACFA Board. A key issue raised was

Ten written responses were received between
March and June 2004 in response to the
discussion
paper,
five
from
professional
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more often or use teleconferencing for more
regular meetings.

concern that restructuring the Register at this
point may stifle its momentum and confuse the
public and practitioners. Another comment
suggested that the PACFA self-regulation model
should appear stable and thus it may not be
wise to make too many changes, but rather
focus on building a stable well regulated entity.

Pathways to Register
Consultations also highlighted the changing
policy and training environments in terms of
pathways towards becoming a fully qualified
practitioner. When pathways to the PACFA
Register were first developed, there was a need
to cater for a wide variety of pathways, since
historically there had not been an agreed
minimum qualification, nor a clear pathway or
process for recognizing who was an approved
counsellor
or
psychotherapist,
except
in
specialised areas. Rather, many counsellors had
trained via in-house training programs and on
the
job,
especially
in
non-government
counselling agencies.

There was some concern expressed about the
possibility that the standards of practice could
be dominated by a particular theoretical
perspective. Models such as the PACFA one, and
the UKCP internationally, provide a model of
how differences in theoretical orientation can be
included and respected within such a structure.
While there was general support for an
independent registration board, one comment
illustrated some underlying concerns about the
cost of either model, and the need for
appropriate funds to ensure that the registration
board functions effectively in carrying out the
functions of the registration board. The cost of
managing complaints was highlighted as a
concern with an expected rising number of
litigations. It was suggested that funding could
be sought for managing serious complaints,
although a potential source was not identified. It
was also suggested that the profession should
explore the possibility of involving health care
complaints units within each state.

Along with a general shift over the past 15 years
from the in-house training programs to a
requirement for tertiary qualified staff, there
was considerable support for better defining the
minimum acceptable standard of education as
well as the overall minimum entry-to-practice
requirements.
Most associations considered that a diploma
level of training on its own was not adequate to
become
a
fully
qualified
counsellor
or
psychotherapist. However, there was support
expressed for considering having different levels
on the Register reflecting different training
standards.
This
may
be
one
way
of
accommodating differences in training, while
preserving the integrity of the register. This
might lead to a system akin to the levels
adopted in the registration of nurses, where the
level of registration reflects the nature of
training completed and competencies or skills
base achieved at each level. This is in turn
connected to job specifications.

The Make-Up of the Board
Regarding the roles of registration boards, it was
suggested that its focus should be on
registration and management of complaints, and
that the establishment of standards of practice
and practice guidelines should be performed by
the peak professional body. Further to this it
was suggested that functions of professional
development and promotion of the profession
should be the responsibility of the professional
associations rather than the Registration Board.
Conversely, however, one respondent believed
that the Registration Board should undertake
effective marketing and publicity.

It was believed that the promotion of the
Register should not rest solely with the
Registration Board, but rather that the
professional bodies should be responsible for
publicising
the
Register
to
practitioners,
consumers and other stakeholders.

A board of seven members seemed appropriate
in the current context, with a couple of
suggestions for a small increase, possibly to
nine. The suggested sitting fees of $150 for
Board members and $200 for the Chair were
considered appropriate, however the notion of
waiving it for the first year was not supported.
There was support for the inclusion of at least 2
non-practitioners, possibly more. A government
or health commission representative or liaison
was seen to be very beneficial. The 2-year
appointment period was strongly supported
along with having quarterly meetings. There
were some suggestions for the Board to meet

Minimum Qualifications
It was noted that academic qualifications alone
do not necessarily make a good counsellor or
psychotherapist, but rather a much more
complex combination of training, life and
supervised work experiences is required.
Traditionally, counsellor training has tended to
occur at the postgraduate level in tertiary
institutions, or within the Vocational Education
sector. However, it was also recognized that
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concern was raised that introducing another
bureaucratic process will stifle diversity and
excellence in training courses and once
entrenched, the process of implementing change
might require excessive amounts of negotiation
and time.

there was an increasingly important need to
demonstrate some equivalence in level of
training to other allied health professions in
order to gain public credibility and acceptance
into health and community sectors. Recognition
as an allied health profession in Australia
requires a minimum four year tertiary
qualification.

Client Contact and Supervision
Requirements

Given the complex pathways through which
people come to counsellor training, and the fact
that most students are mature aged students,
there was strong support for recognizing both an
undergraduate and postgraduate pathway, with
an undergraduate level training being considered
the minimum acceptable qualification. However,
it was broadly suggested that an undergraduate
level
qualification
in
counselling
or
psychotherapy
(such
as
a
Bachelor
of
Counselling), required a greater number of
training hours spread over a longer period of
time, than did those training at a postgraduate
level.

The proposed requirement for verification of
client contact hours and supervision hours by
submitting signed declarations were generally
supported. The current number of post-training
supervision hours was viewed as adequate and it
was believed that supervision should be a lifelong requirement. Some suggested that the
required amount of supervision for maintenance
on the register be staggered, reducing with
years of experience. It was also suggested that
documented peer supervision may be sufficient
for
well
experienced
counsellors
and
psychotherapists.

Training and Qualifications of
Supervisors

Some support was offered for diploma and
advanced diploma levels of training to be
considered the acceptable minimum level,
however, the majority strongly favoured an
undergraduate degree or equivalent as the most
appropriate minimum academic level required
for full registration. The undergraduate and
postgraduate
pathways
were
viewed
as
equivalent levels of registration and some
expressed the view that one should not be
considered “more qualified” or “higher” than the
other.

There were mixed views regarding whether
supervisors should have higher standards of
training than the normal entry to the Register.
One suggestion was the need to develop a
register of supervisors. The proposed years of
experience required for supervisors ranged from
5 to 10 years of clinical experience. A training
requirement for supervisors was proposed as the
equivalent of one unit of study or 100 hours of
weekend based workshops.

Course Accreditation and Core
Curriculum

There were mixed reactions to the suggestion
that supervisors should require supervision. It
was suggested this should be a recommendation
or that there should be some arena available for
supervisors to share their work.

There was fairly strong support for the need for
the profession to specify core areas of study
necessary for entry to the Register, while
acknowledging the diversity of orientations.
Others suggested that having different courses
providing different methods and content from
which prospective students may choose was
very valuable and that it was important to
preserve diversity and choice.

The suggestion of an accreditation process for
supervisors met with some support, while others
strongly rejected it. Those in support suggested
that supervisors must meet certain criteria such
as: having completed some supervision training,
receiving supervision for their supervision, have
had a minimum number of years of clinical
experience, and would meet the register
requirements. Another view shared was that
introducing another level of regulation upon
supervisors might reduce the limited number of
supervisors currently available.

There was strong support for making personal
counselling/psychotherapy or a self- awareness
component a requirement.
There was some
suggestion that self-awareness should be a
required content area and that personal therapy
remain
a
recommendation
rather
than
mandatory.

Professional Development

There was some support for the accreditation of
courses, with the suggestion that some units be
accredited and not the entire course. PACFA
was seen to be the appropriate body to accredit
such courses with the suggestion of including
some independent assessors. Conversely, some

There was general consensus that 15 hours per
year
of
professional
development
was
appropriate for Registrants. There was support
for professional development to be completed
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from the primary purpose of the register, which
was to recognize having met the minimum entry
to
practice
requirement
for
independent
practitioners. It should also be noted that
several other Directories already exist, for
example the on-line Directory maintained by the
journal
Psychotherapy
in
Australia
(web
address: www.psychotherapy.org.au)

over a range of categories, combining active
(eg., workshops, conferences) and passive
training options (eg. reading journals).
One
suggestion was that the spread of professional
development over a range of categories be a
recommendation rather than a requirement.
The proposals, to increase the Registration
period from 1 to 2 years and provide a logbook
for Registrants to record their professional
development
activities,
were
generally
supported. The introduction of an auditing
system was generally viewed as appropriate. It
was agreed that a practitioner audit system was
required that involved random selection pf
practitioners for audit to verify the accuracy of
their professional development claims. An audit
of 10% every 2 years was felt to be appropriate,
although one individual felt this was slightly
excessive.

Membership Categories
A strong need was noted for establishing
standardised
terminology
for
membership
categories across professional associations. It
was felt a common language would reduce the
confusion and discrepancies that currently exist
across associations, provide a more informative
and consistent picture for the public, and assist
their ability to make informed decisions.
Conversely there were concerns raised that a
common terminology may lead to papering over
the differences that exist between the different
modalities and their theoretical underpinnings,
and that this issue needed much more in-depth
exploration, perhaps as part of a study on
training standards, entry-to-practice standards
and associated terminology.

Complaints
The proposed model of complaints handling was
met with general support. This involved
appointment of a Case Officer and Complaints
Committee (and Appeals Committee as needed)
for each complaint received, drawing from a pool
of appropriate professionals, and including
practitioners from the theoretical orientation and
member association of the respondent.
The
appointment of a Complaints Officer and ad hoc
committees was seen to be the most viable
method of handling complaints.
There was
support expressed for a range of sanctions
including:
•
Suspension of membership/registration etc
•
Termination of membership/registration
etc
•
Corrective action requirement
•
Further education or training
•
Probationary period of membership/
•
register status

Summary
There were mixed responses provided to the
discussion paper. Generally speaking there was
consensus on the need for a fair and well
regulated registration process that could
encompass the whole profession but that was
also clearly built on appropriate standards for
the field. Views differed on how this could be
best achieved and what those standards should
be. Within the PACFA associations, there was a
strong feeling that the basic structure and
standards of the PACFA register were solid and
credible, and that this work should be
developed, rather than abandoned to start
again. However, there was also recognition that
it was important that the regulation model be
able to embrace the field. The concept of moving
to a more independent registration board was
well supported, however, a model of how to
achieve
consensus
over
standards
and
governance of the Board was not clearly
addressed.

However, there was not general support for
sanctions
such
as
public
reprimand
of
practitioners and monetary fines.
Suggestions for the process of appointing the
Committees were to call for nominations by the
professional
associations
involved
or
Registration Board. There was not a clear
consensus on this.

Consumer Concerns
One important group which was not formally
consulted about the models of self-regulation
was the consumer group. However, the
consumer perspective is acknowledged in this
report as a crucial one. In a 2002 survey of
public attitudes towards counsellors and
counselling, about 80% of 226 participants
thought there needed to be more counsellors

Register versus Directory
There was some suggestion that a directory
should be produced which included all members
of
member
associations
but
clearly
distinguishing
between
those
who
were
registrants and those who were non-registered
members. Others felt that this would take away
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to determine whether a course meets acceptable
professional standards.

available, and counsellors were preferred over
psychiatrists, psychologists and social workers
for consultation about 13 out of 20 specific
problems (Sharpley, Bond, & Agnew, 2004). The
study found that 75% of the public surveyed
believed that counsellors should be tertiary
trained.

One initiative which would clearly assist the
public would be to have a course accreditation
program which would provide clear information
about which courses had passed a rigorous
accreditation process. A second strategy would
be
to
standardise
terminology
across
associations, and develop clear descriptions of
levels of training and what this means in terms
of competencies and scope of practice.

According to Sharpley et al. (2005), respondents
expressed a clear preference (88%) that
counsellors should be registered with a
recognised professional association or statutory
body. Of concern, the major perceived barriers
to accessing counselling were the cost and
concerns about counsellor competence including
inadequate training and registration (Sharpley et
al., 2004; Rogers & Sharpley, 1983).

These anecdotal reports and limited surveys
need to be followed up with more systematic
research
around
consumer
knowledge,
perspectives, experiences and needs. There is a
clear need for accurate consistent information
and accessible pathways to effective and
accountable counselling and psychotherapy
services.

The PACFA Office staff report that a consistently
high proportion of phone calls over the past 8
years were from the public wanting information
relevant to self-regulatory issues, such as how
to find and assess the standing of a counsellor
training course, how to find and choose an
accredited counsellor, and general information
such as “What’s the difference between a
counsellor and psychotherapist?”.
There has
also been a growing interest from the public
wanting advice about ethical and professional
issues including how to make a complaint
against a therapist, and whether they had a
right to see their written records.

Summary
This chapter has outlined a wide range of
consultation processes undertaken as part of
this self-regulation project. While it needs to be
acknowledged that there is always more that
could be done in this regard, in total, a wide
range of methods have been employed to cast
different angles on the subject, and a wide
range of groups and stakeholder have been
consulted. The process must continue.

This anecdotal report suggests that there is a
clear need among the public for authoritative
information about professional issues. Calls from
the public suggest that they find the field
difficult to understand, especially how to
determine who is a trained professional and how
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CHAPTER 6
Profile of Counselling and Psychotherapy Professional
Associations
In this Chapter, an historical descriptive overview
of the main counselling and psychotherapy
associations and stakeholders in Australia is
provided. The Chapter then describes a survey of
6 large national professional associations and
analyses their self-regulatory structures. The
methodology for mapping the profession is
described and the results of that mapping are
discussed within a framework of the features of
best practice in self-regulation.

It is important to note that the development of
professional bodies has seen very rapid change
over the past 20 years, so it is difficult to be
precise about number of associations at any one
point in time. Many have evolved, some with
several
changes
of
name,
some
have
amalgamated, others split, and several have state
branches or affiliated bodies. The tables attempt
to describe the current context as accurately as
possible in within a rapidly changing field.

Historical Overview of
Psychotherapy and Counselling
Professional Bodies in Australia

Psychotherapy and Counselling
Federation of Australia (PACFA)
The rapid growth accompanied by widely varying
standards prompted the first moves to bring the
existing field of professional associations together
within a self-regulatory framework. This initiative,
known as the Standing Conference of Counsellors
and Psychotherapists, first met in Armidale, NSW
in 1996. After 3 years of intensive and widespread
consultation
across
the
counselling
and
psychotherapy profession and with all relevant
identified training bodies, it resulted in the
formation of the Psychotherapy And Counselling
Federation of Australia (PACFA) in 1998, as a selfregulatory peak body for the broad field.

In Australia, the professionalisation of counselling
and psychotherapy began slowly in the 1940s and
escalated throughout the second half of the
twentieth
century.
Only
two
professional
associations were identified prior to 1950: the
Melbourne Institute of Psychoanalysis (MIP) which
formed in 1940, and The Australian Hypnotherapy
Association (AHA) which formed in 1949. These
were followed closely by the Sydney Institute of
Psychoanalysis formed in 1951, with the
Melbourne and Sydney Institutes being part of a
national professional body, the Australian Society
of Psychoanalysts established in 1952. The
National Marriage Guidance Council (now known
as Relationships Australia), was established in
1948, leading to the development of a
professional association for marriage guidance
counsellor in the 1960s. This in turn evolved into
the
Australian
Association
of
Relationship
Counsellors (AARC).

PACFA’s structure, training standards and ethical
guidelines were developed through consensus of
the majority of established professional bodies at
that time. It is a not-for-profit body, incorporated
in the Australian Capital Territory (A03266), to
serve as an umbrella association. PACFA was
made up of 41 professional member associations
(MAs) in December 2006, which represent a wide
range of modalities within the disciplines of
psychotherapy and counselling. Its primary
purpose is to establish and monitor standards for
the profession, support development and cohesion
in the profession, and work with the member
associations to protect and serve the public.

By
1980,
there
were
approximately
12
professional associations, and through the 1980s
a further nine associations were established (see
Tables 6.1 – 6.3). By the year 2000, a further 21
professional associations had been established
(see Tables 6.3 to 6.6). Since then at least five
new associations have been established (see
Table 6.6), paralleled by a rapid growth of
training bodies (Schofield et al., 2006). Thus,
there are currently around 50 professional bodies
identified through professional networks, and
searches on the internet. Tables 6.1 to 6.6
describe some of the history and diversity of the
professional associations established for individual
professional members in the field of counselling
and psychotherapy, and describes them in
relation to some key self-regulatory criteria.

A list of the 41 MAs is provided in Appendix 1.2. It
is important to note that each MA has undergone
an audit to confirm that it is an appropriately
constituted, not-for-profit and democratically run
professional body, that its full members meet the
consensus-derived PACFA minimum standards,
and that they endorse the PACFA standard of
ethical guidelines. These MAs represent over three
thousand members who meet PACFA minimum
standards, as well as several hundred associate
and student members.
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Table 6.1: Psychotherapy and Counselling Associations in Australia formed 1940-1976: History and structures
Australian
Psychoanalytic
Society (APAS)a

Australian
Hypnotherapists
Association
(AHA)

Counsellors and
Psychotherapists
Association of NSW
(CAPA NSW)

Queensland
Counsellors
Association (QCA)

Australian
Association of Group
Psychotherapists
(AAGP)

Australian Society of
Rehabilitation
Counsellors (ASORC)

National Association
for Loss and Grief
(NALAG) (Vic)

Website

www.psychoanalysis.as
n.au

www.ahahypnotherapy.org.au

www.capa.asn.au

www.qca.can.au

www.groupanalysis.net
.au

www.asorc.org.au

www.nalagciv.org.au

Year
Established

1940

1949

1972

1973

1973

1976

1976

Previous
names if any

Australian Society
of Psychoanalysts
(1952):
Incorporates 3 state
groups:

None

NSW Counsellors
Association

None

None

Society of
Rehabilitation
Counsellors

Established by a
small group of
clinical
hypnotherapists.

Became CAPA NSW
in 1997 and was
incorporated in
1999

By interested
professionals

Began with a small
group of
psychoanalysts and
psychiatrists
interested in
applying
psychoanalytic
principles to groups.

By Rehab.
Counselling
students,
Cumberland College
of Health Science,
Glebe

Established by Loss
and Grief
Practitioners, Royal
Melbourne Hospital,
PANCH, Austin
Hospital, Hospital,
Royal Children’s
Hospital, St
Vincent’s Hospital,
Prince Henry
Hospital, Alfred
Hospital, Uniting
Church, RDNS,
Peter MacCallum,
Tobin Brothers
Funerals, Parkville
Psychiatric Hospital,
Lincoln Institute,
Melbourne Uni.

Established as
Melbourne Institute
for Psychoanalysis

The Melbourne
(1940), Sydney
(1951) and Adelaide
(1979) Institutes for
Psychoanalysis.
How was the
organisation
established?

By early overseas
trained
psychoanalysts.
Recognized as a
component society
of the International
Psychoanalytical
Association (IPA) in
1973

Legal entity

Not-for-profit
incorporated
association

Aust Public
Company Limited by
Guarantee 1957

Not-for-profit
incorporated
association NSW
1999

Not-for-profit
incorporated
association

Not-for-profit
incorporated
association 1991

Not-for-profit
incorporated
association

Not-for-profit
Incorporated
Association

Governing

APAS has Exec.

Board of Directors-

Elected Executive

Elected Committee

Elected Committee

Council of 16

Governing Body:
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Australian
Psychoanalytic
Society (APAS)a

Australian
Hypnotherapists
Association
(AHA)

Counsellors and
Psychotherapists
Association of NSW
(CAPA NSW)

Queensland
Counsellors
Association (QCA)

Australian
Association of Group
Psychotherapists
(AAGP)

Australian Society of
Rehabilitation
Counsellors (ASORC)

National Association
for Loss and Grief
(NALAG) (Vic)

Body and
Management
Structure

Committee and
standing
committees which
ensure that
standards of
training, clinical and
ethical practice
meet the
requirements for
Component Society
status within IPA.

elected each year
by members

Committee of 8
members.

of Management

of Management at
national level.

elected Councillors,
from all states

Elected Committee
of Management –
Board.
Management
Structure: EO,
advisory
committees,
accreditation board,
staff.

PACFA Member

Joining. Current
members are AIP,
MIP, and SIP.

Yes

Yes

Yes

Yes

No

No

Established
purpose (e.g.
flag statement)

Purpose is to
advance study and
diffusion of
psychoanalysis
through the training
and qualification of
psychoanalysts and
through the
promotion and
development of
psychoanalytic ideas
in the community.
Training is provided
through Branches in
Sydney, Melb., and
Adelaide.

To set high ethical
and professional
standards for
the hypnotherapy
profession in
Australia.

Peak NSW Counselling
& Psychotherapy
Association; PD;

Improve quality of
counselling
services; promote
the profession;
ongoing education
and supervision;

To promote the
development,
training in, and
practice of
psychoanalytic
group
psychotherapy in
Australia.

Peak professional
body in Australia
supporting the
Rehabilitation
Counselling
profession; sets
standards of
training and
practice; course
development and
accreditation.

NALAG is a not-forprofit association of
individuals and
organisations that in
partnership with
Government and
other organisations
works to facilitate
and improve the
community's
awareness of loss
and grief issues and
its capacity to
effectively respond
to loss and grief
including
bereavement.
NALAG also
accredits loss and
grief practitioners
who meet NALAG
standards.

Number of
Fully qualified
Members

77

18

Not stated

Total
Membership
Numbers

77

formulate, review
and monitor ethical
behaviour,
standards of
training and
education;
Represent
members.

Promote ethics;
provide resources;
enable path-way to
PACFA Register.

400

135

40

746

262

52
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Australian
Psychoanalytic
Society (APAS)a

Australian
Hypnotherapists
Association
(AHA)

Counsellors and
Psychotherapists
Association of NSW
(CAPA NSW)

Queensland
Counsellors
Association (QCA)

Australian
Association of Group
Psychotherapists
(AAGP)

Australian Society of
Rehabilitation
Counsellors (ASORC)

National Association
for Loss and Grief
(NALAG) (Vic)

Professional
qualification in
psychology,
psychiatry, social
work or other
relevant allied
health profession;
minimum two years
clinical experience
prior to formal
AAGP training (5
yrs+)

Full Member

2 year Diploma in
relevant area,
including
40 hrs counselling
theory; 200 hours
counselling practice
40 hours of loss and
grief theory
40 hours of loss and
grief counselling
techniques
OR Research (PG)
with focus on loss
and grief, plus min
40 hrs in loss &
grief counselling
techniques.
Min 80 hours within
18 mths of direct
loss & grief
counselling.
Min 20 hours of
individual
supervision with
recognised
practitioner.

Yes

Yes

Yes

Yes

Contact, quarterly
newsletter

Annual Bulletin
Mins. of Scientific
meetings (3 per
year).

Australian Journal of
Rehabilitation
Counselling

NALAG Newsletter 3
times a year,
educational videos.

members
Minimum
qualification

University Degree
and psychoanalytic
training to
standards set by
IPA

PACFA minimum
standards

A Public
Register or
Directory

International
Register: IPA Roster

Yes

Journal or
Newsletter

Online Journal
“Psychoanalysis
Down Under”
www.psychoanalysis
.asn.au

Bi-monthly
newsletter

PACFA minimum
standards

Yes

PACFA minimum
standards

• approv. tertiary
qual. in rehab
counselling &
• work in approv.
Rehabilitation
Counsellor or equiv.
position for 1 FT
year supervised by
ASORC member;
• Competency
based supervision.

a. The Australian Psychoanalytic Society represents three member associations (the Adelaide, Melbourne and Sydney Institutes for Psychoanalysis).

100

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

Table 6.2: Psychotherapy and Counselling Associations in Australia formed 1978-1986: History and structures
Australian
Association of
Relationship
Counsellors
(AARC)

Australian and
New Zealand
Society of Jungian
Analysts

Victorian
Association of
Family Therapists
(VAFT)

Psychoanalytic
Psychotherapy
Association of
Australasia

(ANZSJA)

(PPAA)

Australian and
New Zealand
Psychodrama
Association
(ANZPA)

Australian
Guidance and
Counselling
Association
(AGCA)

Western Pacific
Association of
Transactional
Analysis

Australian Centre
for
Psychoanalysis
Inc.

(WPATA)

(ACrP)

Website

www.aarc.org.au

www

www.vaft.asn.au

www.ppaa.net

www.anzpa.org

www.agca.com.au

www.wpata.com.au

www.psychoanalysis
.org /

Year
Established

1978

1978

1979

1980

1980

1985

1985

1986

Previous
names if any

Australian
Association of
Marriage and
Family
Counsellors

None

none

None

None

Queensland
guidance and
Counsellors
Association
(QGCA); Also has
state branches:
School
Schologists Assoc
of WA; Branches
in NSW,SA, VIC,
Tas, NT, ACT.

None

Australian Centre
for
Psychoanalysis in
the Freudian Field

Established by
trained
practitioners in
Australia and NZ
who were
certificated by
the American
Society of Group
Psychotherapy &
Psychodrama

Establishment
initiated by
Queensland
Guidance &
Counselling
Association which
was established
in 1985.

Founded in 1982
by Margaret and
Jeff White and 10
others to meet
need for a TA
training and
examining body
in the Western
Pacific region and
sustain Eric
Berne’s theory &
philosophy of TA.

By trained
psychoanalysts in
the Lacanian
tradition.

Precursor was the
Australian Council
of Marriage and
Guidance Officers
(ACOMGO)
established 1965
How was the
organisation
established?

Professionals &
volunteers
associated with
early Marriage
Guidance Council

Under auspices of
International
Assoc. of
Analytical
Psychology, peak
international
body authorizing
training. Training
arm called CG
Jung Institute of
ANZSJA

By family therapy
study group
starting in 1975.
Dr Geoff Goding
was first
President.

Legal entity

Not-for-profit
incorporated
association.

Not-for-profit
incorporated
association since
1989

Not-for-profit
incorporated
association since
1986

Not-for-profit
incorporated
association in SA
and NZ

Public Company
Limited by
guarantee,reg. in
Vic since 1991

Not-for-profit
incorporated
association in
WA

Not-for-profit
incorporated
association in VIC
1989

Governing
Body and
Management
Structure

Elected Council of
5 Office Bearers
& 5 state reps

Not for profit
incorporated
assoc. Associated
in WA. Currently
under review as
part of new
constitution
Elected Executive
of 4. Currently
under review as
part of new
constitution

Elected
committee of
management 17
members

Federated of 7
member
organisations
governed by
Federal Council
with reps. from

Executive elected
from certified
members every 2
years

National
Executive with
state association
reps.

Elected Board of
Management.
Mutually
recognised by
International and
Certification Body

Committee of
Management (3
exec. Members, 2
ordinary
members elected,
2 other members
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Australian
Association of
Relationship
Counsellors

Australian and
New Zealand
Society of Jungian
Analysts

(AARC)

(ANZSJA)

Victorian
Association of
Family Therapists
(VAFT)

Psychoanalytic
Psychotherapy
Association of
Australasia
(PPAA)

Australian and
New Zealand
Psychodrama
Association
(ANZPA)

Australian
Guidance and
Counselling
Association
(AGCA)

member
Organisations
and Accredited
Training
Programs.
Yes

Yes

Yes

Yes

Yes

No

Established
purpose (e.g.
flag statement)

Set high
standards in
specialised field
of relationship
counselling

Committed to
maintaining high
standards of
practice, training,
continuing
education,
research, and
reflection in
Jungian or
analytical
psychology, a
method which
attends to and
interprets a
person's dreams
and/or symbolic
imagery, the way
this material and
other thoughts
and feelings are
expressed, and
the nature of the
intricate
dynamics
encountered in
the relationship
with the analyst,
and between
individuals and
society, including
the cultures of
groups and
institutions

Committed to
development and
advancement of
leadership and
excellence in
Family Therapy
through fostering
professional
competency and
integrity

Maintain high
standards of
practice, training,
and ethics in
psychoanalytic
psychotherapy and
to provide a forum
for exchange of
ideas and
information about
psychotherapy.

Promote
spontaneity in
members and
through them the
spontaneity,
creativity and cocreation of
progressive
relationships that
strengthen the
well- bring of
society.

Work for the
professional
development and
welfare of
members;

Professional
assoc. of those
qualified in
psychodrama
sociodrama,
sociometry and
role training:

Promotes
research in
school
psychology,
guidance and
counselling;

39 in AUST & NZ

549

171

Maintain
standards;
Certify
individuals;
Accredit institutes
for training;
Promote
psychodrama,
sociodrama,
sociometry and
role training in
Aust/NZ.
249

90

102

Promotes the
guidance/
counselling/
school
psychologist
position in
education;

Affiliates with
national and
international
school
psychology,
guidance and
counselling
organisations

Australian Centre
for
Psychoanalysis
Inc.

(WPATA)

for TA.

PACFA Member

Number of
Fully Qualified

Western Pacific
Association of
Transactional
Analysis

Yes

(ACrP)

co-opted)

Yes

WPATA is
dedicated to
understanding
and acceptance
of TA and its
theories and
practice. WPATA
is committed to
promotion of TA
nationally and
internationally
through liaison
and cooperation
with ITAA, EATA,
with other
associations
worldwide, and
adhering to a
stated strict code
of professional

Established with
the aims of
furthering the
practice of
psychoanalysis,
making
psychoanalysis
available in the
community,
researching in
the field of
psychoanalysis
and training
psychoanalysts.

46

19
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Australian
Association of
Relationship
Counsellors

Australian and
New Zealand
Society of Jungian
Analysts

(AARC)

(ANZSJA)

Victorian
Association of
Family Therapists
(VAFT)

Psychoanalytic
Psychotherapy
Association of
Australasia
(PPAA)

Australian and
New Zealand
Psychodrama
Association
(ANZPA)

Australian
Guidance and
Counselling
Association

Western Pacific
Association of
Transactional
Analysis

Australian Centre
for
Psychoanalysis
Inc.

(AGCA)

(WPATA)

(ACrP)

Members
Total
Membership
Numbers

404

51

Minimum
qualification

Meets PACFA
minimum
standards, and
assessing
individually for
clinical
competence.

Meets PACFA
standards for
Psychoanalytic
Section

A Public
Register or
Directory

Yes - website

Journal or
Newsletter

Quarterly
Newsletter

901

265

270

Approx 1200

192

38

Post-graduate
level training in
psychoanalytic
psychotherapy
over several
years, based on
PPAA training
guidelines.

Graduate degree
or equivalent plus
2,400 hours of
training,
supervised
practice and
writing over a
minimum of 3
years

Teacher training
and a major
study in
psychology or
equivalent and an
accredited
postgraduate
training which is
recognised by the
national
executive as
suitable training
for guidance
and counselling
activities

Certified
Transactional
Analyst (CTA)
training in one of
4 fields requires
2000 hrs over 35 years part-time
study supervised
by accredited TA
supervisor,
before written
and oral exams.

Rigorous training
over 4 years that
involves detailed
study of Lacanian
psychoanalytic
theory, clinical
experience under
supervision with
a more
experienced
analyst &
personal
psychoanalysis.

Yes

Yes, for members

VAFT News
Bi-monthly
newsletter

Australian Journal
of Psychotherapy
First published in
1982
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ANZPA Journal

Australian Journal
of Guidance and
Counselling

WPATA is
mutually
recognized body
in TA Certification
Council Assoc.
Yes - website

Yes

TA Times

Analysis ACP
Journal
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Table 6.3: Psychotherapy and Counselling Associations in Australia formed 1986-1993: History and structures
Christian
Counsellors
Association of
Australia
(CCAA)

Australian and
New Zealand
Association of
Psychotherapy
(ANZAP)

Australian and
New Zealand Art
Therapy
Association
(ANZATA)

Australian
Association of
Somatic
Psychotherapists
(AASP)

Australian
Association of
Career
Counsellors
(AACC)

Australian Radix
Body Centered
Psychotherapy
Association
(RADIX)

Queensland
Association of
Family Therapists
(QAFT)

Association of
Transpersonal
and Emotional
Release
Counsellors
(ATERC)

Website

www.ccaa.net.au

www.anzapweb.co
m

www.anzata.org/m
ambo

www.somaticpsych.
org.au

www.aacc.org.au

www.radixaustralia.
com.au

Year
Established

1986

1987

1987

1987

1989

1990

1991

1993

Previous
names if any

None

Australian and
New Zealand
Association of
Psychotherapy
(NSW Branch)

Australian
National Art
Therapy
Association
(ANATA)

None

None

Australian Radix
Teachers
Association

None

Emotional
Release
Counsellors
Assoc. of NSW
Inc (1995);
Queensland
Transpersonal &
Emotional
Release
Counsellors
Association

How was the
organisation
established?

CCAA is a
nationwide
federation of 6
State based
CCAA's who join
together to
promote and
maintain
professional
standards of
quality
counselling
across Australia.

Established in
1987 by
psychotherapists
associated with
the Department
of Psychiatry,
University of
Sydney,
Westmead
Hospital, who
had an interest in
contemporary
models of Self in
psychotherapy.

Established by
10 art therapists
who had been
trained and
registered in
either the USA or
UK.

By a group of
somatic
therapists who
established the
early trainings in
somatic
psychotherapy in
the 1980's which
provided
grounding in
Biodynamic
Psychology and
Neo Reichian
work

Established by
career
counsellors &
advisors in
schools

Established as an
independent
offshoot of the
Radix Institute
USA.

Br trained family
therapists in QLD
who wished to
promote the
study, practice,
research and
teaching of
family therapy.

Amalgamation of
Emotional
Release
Counsellors
Assoc. of NSW
Inc and
Queensland
Transpersonal &
Emotional
Release
Counsellors
Association

Legal entity

Not-for--profit
association
incorporated in
1999, as
Federation of 6
state-based
associations

Aust. Public
Company Limited
by guarantee,
Reg. 2005.
Previously
incorporated in
NSW 1988.

Not-for-profit
Incorporated
Association

Not-for-profit
incorporated
association in
1987

Not-for-profit
incorporated
association in
NSW (1993) and
SA.

Not-for--profit
association
incorporated in
QLD in 1991

Not-for-profit
incorporated
association in
NSW

Governing
Body and

Elected
Committee of

Elected
Committee

Elected
Committee of 9

Elected
Committee of

National
Executive

Elected
Committee of

Elected
Committee of
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Committee of

N/A
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Christian
Counsellors
Association of
Australia
(CCAA)

Australian and
New Zealand
Association of
Psychotherapy
(ANZAP)

Australian and
New Zealand Art
Therapy
Association
(ANZATA)

Australian
Association of
Somatic
Psychotherapists
(AASP)

Australian
Association of
Career
Counsellors
(AACC)

Australian Radix
Body Centered
Psychotherapy
Association
(RADIX)

Queensland
Association of
Family Therapists
(QAFT)

Association of
Transpersonal
and Emotional
Release
Counsellors
(ATERC)

Management
Structure

PACFA Member
Established
purpose (e.g.
flag statement)

Management in
each State and 2
representatives
from each State
form the National
Council.
Yes
Be ‘inclusive’,
welcoming
students,
counsellors of all
levels of
experience and
those in ministry
to be identified
with CCAA out of
commitment to
Christ; Enhance
‘integrity’ and
professional
excellence
through
registering
professional
counsellors, and
promoting
supervision,
accountability
and ethical
practice;
promote
‘integration’ of
Christian faith
and clinical
practice by
hosting and
facilitating
conferences and
seminars for PD;
provide
‘influence’ and

Yes
ANZAP was
founded to
further the
understanding of
treating the more
severely
disturbed
patient. The
"Conversational
Model" has
developed out of
these efforts,
bringing to
fruition the
pioneering work
of Russell Meares
and the late
Robert Hobson.
ANZAP continues
in this role of
advancing
psychotherapy
and providing
education
for trainees,
experienced
therapists and
supervisors.

members.

Management

Committee with
Sub-Committees
and State
Division
Committees

Management

Management.

Management

Withdrew in late
2006
Promote the
development of
standards of
practice and
ethical
responsibility in
Art Therapy;
Provide
opportunities for
exchange of
ideas;
Professional
training
opportunities and
training criteria;
Improve
therapist
effectiveness
through PD;
Encourage
research in Art
Therapy;
Establish a
register;
Provide
information;
Encourage
development of
Regional Groups.

Yes

No

Yes

Yes

Yes

Committed to an
integration of
somatic, psychodynamic & intersubjective
principals of
therapeutic
practice and to
foster debate and
exploration
across a diverse
body of relevant
theory, eg:
attachment
theory, self
psychology and
intersubjectivity
theory, object
relations,
neurobiology,
acad.
psychoanalytic
studies, infant
observation,
meditation &
various
movement &
body-work
disciplines.

To provide
professional
development to
members and
promote
provision of
quality career
development
services to
community.
Practitioner
members provide
careers services
for people
seeking to enter
the workforce or
change work-life
direction.
Members work in
education,
employment,
rehabilitation,
human
resources,
government
service,
community
settings and
private practice.

ARBPA strives to
be a vibrant and
alive organisation
that promotes
the professional
development of
the knowledge
and practice of
Radix.

To promote the
study, practice,
research and
teaching of
family therapy
and to bring
together
professional
disciplines
concerned with
the care and
treatment of
families.

ATERC promotes
quality of service
to clients through
ongoing support
of practitioners.
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Members of the
organisation are
committed to
bringing life and
energy into their
professional lives
and the lives of
the broader
community
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Christian
Counsellors
Association of
Australia
(CCAA)

Australian and
New Zealand
Association of
Psychotherapy
(ANZAP)

Australian and
New Zealand Art
Therapy
Association
(ANZATA)

Australian
Association of
Somatic
Psychotherapists
(AASP)

Australian
Association of
Career
Counsellors
(AACC)

Australian Radix
Body Centered
Psychotherapy
Association
(RADIX)

Queensland
Association of
Family Therapists
(QAFT)

Association of
Transpersonal
and Emotional
Release
Counsellors
(ATERC)

leadership
through building
relationships and
community, and
partnering with
Christian
organisations
and PACFA.
102

123

28

1000

11

51

49

Total
Membership
Numbers

582

135

79

Over 1400

14

205

59

Minimum
qualification

Min. PACFA
training, and
supervised
experience;
Min 126 contact
hrs of approved
theological
training.
Demonstrated
competence in
clinical exam.

Postgraduate
training in
psychoanalytic
psychotherapy
through, or
equivalent to,
the ANZAP 3
year clinical and
theoretical
training course.

Professional
members require
recognised
Masters level
qualification

Min 3 years
training (540
hrs) and 80 hrs
of post-training
supervision. Min
200 hrs of
individual
personal
psychotherapy.

Professional
Member: a
tertiary
qualification;
and, currently
work in career
counselling
position for at
least ONE year
OR have worked
in career
counselling for
minimum of 5
years.

Minimum 1,500
hrs training with
The Australian
Radix Training
Centre in
Adelaide or the
Radix Institute
USA or Europe:
Personal Work,
Theoretical &
Conceptual
Work, Practice
Teaching,
Supervision.

QAFT accredited
Tertiary Degree
and specialised
training in family
psychotherapy
that meets
PACFA minimum
standards

1200 hour
diploma training
program over
three years, with
50 hours of
supervision on
clinical practice.

A Public
Register or
Directory

Yes - website

Yes

Yes

Yes

Yes

Yes

No

No

Journal or
Newsletter

CCAA eNews

ANZAP Bulletin, 3
a year. Self in
Conversation Ed.
Vol published
annually.

Australian and
New Zealand
Journal of Art
Therapy

Number of
Fully Qualified
Members

Australian Career
Practitioner
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QAFT Newsletter
– 6 issues a year
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Table 6.4: Psychotherapy and Counselling Associations in Australia formed 1993-1995: History and structures
Association of
Personal
Counsellors (APC)

Psychotherapists
and Counsellors
Association of
Western Australia

Dance Therapy
Association
Australia
(DTAA)

(PACAWA)

Counselling and
Psychotherapy
Association
Canberra and
Region
(CAPACAR)

Institute of
Clinical
Psychotherapy
(ICP)

Professional
Counselling
Association,
(Tasmania) Inc
(PCATAS)

Music and
Imagery
Association
Australia
(MIAA)

Australian
Somatic
Integration
Association
(ASIA)

Website

www.apc.asn.au

www.pacawa.iinet.n
et.au

www.dtaa.org

www.capacar.org.a
u

N/A

www.pcatas.org.au

www.musicandimag
ery.org.au

www.somaticassoci
ation.org.au

Year
Established

1993

1993

1994

1994

1994

1994

1994

1995

Previous names
if any

None

None

None

Australian
National Network
of Counsellors

Aust Association
of Independent
Dream Analysts
Inc. 1994.

Association of
Professional
Counsellors Inc
1995.

None

None

Formed by an
interest group
comprising
mainly Music
Therapists with
other health
professionals.

Br trained
somatic
therapists to
provide a
national and
professional
organisation to
support and
advance the
practice of
somatic
psychotherapy.

Aust & NZ Assoc.
Independent
Dream Analysts
inc 1996;
Aust & NZ
Association of
Dream Analysts
Inc. Incorp 2003
How was the
organisation
established?

Established to
create a
representative
body for
counsellors,
trained by the
former Anglican
Counselling
Centre of
Sydney, who
began work as
“personal” rather
than relationship
counsellors.

By professionals
to provide the
peak body
broadly
representing
counsellors &
psychotherapists
in WA across a
broad spectrum
of models,
trainings, and
clinical
experience.

Through many
years of hard
work by a
steering
committee
operating as the
Dance Therapy
Working Party, a
sub-committee of
Ausdance.

Legal entity

Not-for-profit
incorporated
association in
NSW (1998)

Not-for-profit
incorporated
association
(1993)

Incorporated
Association
(1994)

Elected
Committee of 7

Elected
Committee of

Elected
committee of

Governing Body
and
Management

By a group of
independent
dream analysts
from a variety of
theoretical
traditions.

Not-for-profit
incorporated
association

Elected
Committee of
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Not-for-profit
incorporated
association NSW
2004.

Not-for--profit
association
incorporated in
Tas in 1995

Not-for-profit
incorporated
association
1997 Victoria.

Not-for-profit
incorporated
association NSW
1995

Elected
Committee of

Elected
Management
Committee

National Council
elected annually

Elected
Committee of
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Association of
Personal
Counsellors (APC)

Psychotherapists
and Counsellors
Association of
Western Australia

Dance Therapy
Association
Australia
(DTAA)

(PACAWA)

Counselling and
Psychotherapy
Association
Canberra and
Region
(CAPACAR)

Institute of
Clinical
Psychotherapy
(ICP)

Professional
Counselling
Association,
(Tasmania) Inc
(PCATAS)

Music and
Imagery
Association
Australia

Australian
Somatic
Integration
Association
(ASIA)

(MIAA)

Structure

members

Management

management

Management

Management

by the members.

Management

PACFA Member

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Established
purpose (e.g.
flag statement)

Dedicated to
promotion and
support of
counselling which
is professional
and exemplary in
standard.
Membership is
open to all
Christian
counsellors who
seek to integrate
their
understanding of
faith with clinical
practice

To provide a
state based
collegial
association for
psycho-therapists
& counsellors
across broad
spectrum of
professional
models, trainings
and clinical
experience.

Promotes growth
and development
of the dancemovement
therapy
profession;
Establishes and
maintains
standards for
training, research
and professional
practice in Aust.;
Provides means
of communication
and networking
for therapists;
and Provides
information and
resources for
dance-movement
therapy
practitioners, and
community.

To support and
advance the
conduct and
standing of the
counselling
profession in
Australia by:
Provide a forum
for exchange of
information,
knowledge, best
practice and
research on
counselling;
Encourage
appropriate
qualifications and
experience
amongst
counsellors;
Foster awareness
in community of
the place of
counselling in
individual, group
& organisational
settings; and
Support
appropriate
standards and
practice for
counsellors.

To promote the
clinical practice of
psychotherapy in
regional, rural
and outer
suburban areas
of Australia. ICP
draws upon a
wide variety of
perspectives in
understanding
dreams, the
unconscious, the
therapeutic
relationship and
process, and the
"sacred"
dimension of
human existence,
including
Psychoanalysis,
Jungian
Analytical
Psychology,
Humanistic
Psychology,
Systemic
Therapy,
Transpersonal
Theory, Eastern
and Western
Philosophies and
Indigenous
Cultures.

PCA exists to
promote
professional and
ethical standards
of counselling in
Tasmania.

To promote the
Bonny Method of
Guided Imagery
and Music (GIM),
to organise
training in the
method, to
establish
standards of
practice and
ethical conduct,
and to monitor
practitioners’
compliance with
the established
standards.

To provide a
stimulating and
creative forum
which fosters
professional
identity,
exchange of
ideas and
experiences,
support, public
accountability
and excellence in
the practice of
somatic
psychotherapy.

20

85

18

15

20

97

35

47

• To uphold
standards of
training and
practice.
• To foster
collegial support
and ongoing PD.
• To provide code
of ethics.
• To advance
awareness in
community.
• To facilitate
availability of
professionals
• To support
PACFA in
developing
counselling &
psychotherapy in
Australia.

Number of Fully
Qualified
Members

34

105

15

Total

45

185

120

Over 100
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Association of
Personal
Counsellors (APC)

Psychotherapists
and Counsellors
Association of
Western Australia

Dance Therapy
Association
Australia
(DTAA)

(PACAWA)

Counselling and
Psychotherapy
Association
Canberra and
Region
(CAPACAR)

Institute of
Clinical
Psychotherapy
(ICP)

Professional
Counselling
Association,
(Tasmania) Inc
(PCATAS)

Music and
Imagery
Association
Australia
(MIAA)

Australian
Somatic
Integration
Association
(ASIA)

Membership
Numbers
PACFA standards;
Plus 150 hours
training with
approved body;
includes
component which
integrates
Christian faith
with Counselling
practice; 400
hours of
supervised
counselling.

PACFA minimum
standards

A Public
Register or
Directory

Yes

Journal or
Newsletter

Connecting
published 2-3
times a year.

Minimum
qualification

Minimum
Standards of
Dance-Movement
Therapy Training
AND fulfill the
requirements
within their
specific Category
of Application.

PACFA minimum
standards

Yes

Yes

Yes

The PACAWA
Newsletter,
published 3 times
a year.

Moving on
DTAA’s quarterly
journal

CAPACAR
Newsletter
published 2-4
times a year

Psychotherapy &
Dream Analysis
(930 hrs over 6
yrs), Adult
Psychotherapy &
Buddhist
Psychotherapy (4
yrs).

PACFA minimum
standards

Graduate
Diploma in
Guided Imagery
and Music.

500 hrs training
over 4 years in
Somatic
Psychotherapy
training which
involves
bodywork in
combination with
psychodynamicall
y informed
verbal therapy,
and min. 120 hrs
supervision and
120 hrs personal
therapy.

Yes

Yes: online only.

Yes

Training must
comprise clinical
theory and
supervision
group, individual
clinical
supervision,
individual
psychotherapy, a
dream group and
toddler and infant
observations.
No
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TRAVELLING
NOTES
Newsletter
published
quarterly.
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Table 6.5: Psychotherapy and Counselling Associations in Australia formed 1995-1998: History and structures
Melbourne
College of
Contemporary
Psychotherapy

Australian College
of
Psychotherapists
(ACP)

Counselling
Association of
South Australia
(CASA)

(MCCP)

Melbourne
Institute for
Experiential and
Creative Arts
Therapy
(MIECAT)

Gestalt Australia
and New Zealand
(GANZ)

Association of
Soul Centred
Psychotherapists
(ASCP)

Society of
Counselling and
Psychotherapist
Educators
(SCAPE)

Australian Assoc.
of Spiritual Care
and Pastoral
Counselling
(AASCPC)

Website

www.mccp.com.au

www.austcolpsych.o
rg

www.casa.asn.au

www.miecat.org.au

www.ganz.org.au

www.kairoscentre.c
om

www.scape.org.au

None

Year
Established

1995

1996

1997

1997

1998

1998

1998

1998

Previous
names if any

None

None

None

None

None

None

Standing
Conference of
Educators and
Trainers in
Counselling and
Psychotherapy

Australian
Association of
Pastoral
Counsellors Inc

How was the
organisation
established?

Formed by a
group of Victorian
Psychotherapists
who had
completed the
ANZAP (NSW)
training in selfpsychology
modality.

Established 1994
as training and
research
organisation in
the theory and
practice of
contemporary
psychodynamic
approaches to
psychotherapy,
which include
Self Psychology,
Intersubjectivity,
Motivational
Systems and
Developmentallybased
Psychotherapy.

Due to the
emerging of the
profession and
the lack of any
such organisation
within SA, a two
year consultative
process by a
steering
committee of
like-minded
counselling
professionals,
resulted in the
formation of the
association and
its incorporation

Established by a
group that had
been involved
with the La Trobe
University
Creative Arts
Therapy Masters
programme from
1990 to 1996

Established at
the 1st 'Down
Under' Gestalt
Therapy
Conference in
Perth in 1998,
following
meetings in
Sydney 1996,
Melbourne 1997,
& Brisbane 1998,
attended by
representatives
of training
centres across
Aust. & NZ,
practitioners and
interested others.

By graduates of
the Kairos Centre
to: provide a
forum for Soul
Centred
counsellors and
psychotherapists;
promote ethical
standards for
Soul Centred
counsellors &
psychotherapists;
encouraging PD
of Soul Centred
counsellors and
psychotherapists.

Evolved from the
Standing
Conference of
Educators and
Trainers in
Counselling and
Psychotherapy
which began in
Armidale in 1996
with 30
educators from
around Australia.

Established
originally by
professionals and
students
associated with
the Australian
Catholic
University
Pastoral
Counselling
Course.

Legal entity

Not-for-profit
incorporated
association

Not-for-profit
incorporated
association NSW
1996

Not-for-profit
incorporated
association

Not-for-profit
incorporated
association 1998

Not-for-profit
incorporated
association 1998

Not-for-profit
incorporated
association in VIC
2003

Not-for-profit
incorporated
association in
ACT 1999

Not-for-profit
incorporated
association

Elected
Committee of
Management

Executive
committee
elected annually
by members.

Elected
Committee of
Management

Elected
Committee of
Management

Elected
Committee of
Management

1995 Victoria.
Governing
Body and
Management
Structure

Elected Board of
Honorary Officers

May 1997 in SA
Elected every 3
years:
Executive;
Ethics Ctee;
Education Ctee
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Council elected at
biennial AGM,
committee chairs
– Ethics, Training
Standards,
Membership,
Communications.

1999
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Melbourne
College of
Contemporary
Psychotherapy

Australian College
of
Psychotherapists
(ACP)

Counselling
Association of
South Australia
(CASA)

(MCCP)

Melbourne
Institute for
Experiential and
Creative Arts
Therapy
(MIECAT)

Gestalt Australia
and New Zealand
(GANZ)

Association of
Soul Centred
Psychotherapists
(ASCP)

Society of
Counselling and
Psychotherapist
Educators
(SCAPE)

Australian Assoc.
of Spiritual Care
and Pastoral
Counselling
(AASCPC)

PACFA Member

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Established
purpose (e.g.
flag
statement)

To promote a
broad Psychology
of Self orientation
to Contemporary
Psychotherapy in
field of
psychiatry,
psychology,
philosophy,
medicine, social
work and mental
health fields;
provide training
& PD for
established
mental health
professionals,
based on a broad
Psychology of
Self mode of
psychoanalytic
psychotherapy;
provide reference
library; set
standards and
provide peer
review; provide
fellowship for
members to give
critically reflect
on diversity of
theory and
practice in
contemporary
psychotherapy.

ACP offers a
thorough training
in Self
Psychology and
Intersubjectivity
psychoanalytically based
approaches that
are at the
forefront of
psychotherapy.

To provide a
professional
association for
counsellors
across a broad
spectrum of
professional
training,
approaches and
experience

To promote a
multimodal,
experiential arts
approach to the
psychotherapeuti
c exploration of
significant life
meanings. This
involves
a purposeful
search for
authentic
knowing that is
found in lived
experience,
and uses our
thinking
processes, our
imagination, felt
body sensing,
memories,
feelings and
emotions.

Association of
practitioners
committed to
advancing the
development of
Gestalt approach
thro’ education,
training, research
and practice.
Central to the
assoc. is the care
of members, the
cultivation of a
dynamic prof.
community and
governance of
the organisation
through
experiences and
practices
congruent with
philosophy of
Gestalt. Special
attention is given
to evolving the
philosophy,
theory and
method of the
approach and its
specific
application to
counselling,
psychotherapy
and consulting
contexts as well
as its broader
application to
organisational,
community,
social and
ecological issues.

To support
ongoing
professional
development in
the practice and
theory of Soul
Centred
psychotherapy,
and to represent
Soul Centred
psychotherapy to
the wider
community.

To provide a
creative
environment
where counselling
and
psychotherapy
educators can
continue to learn
from and with
each other; To
promote
excellence in
counselling and
psychotherapy
education; To
promote ethical
practice for
educators; and,
To enhance
professional
recognition
through
consultation and
liaison with
relevant bodies.

To raise
awareness of the
need for the
proper handling
of spiritual issues
and are available
to organisations
and to other
practitioners for
consultation.
They also provide
assistance in the
development of
educational and
pastoral
programs.

• To define,
maintain and
expand standards
of ethical
practice, training
and supervision
• To promote
understanding
and awareness of
counselling in
South Australia
• To contribute to
the counselling
profession by
supporting
research and
education
• To further the
interests of
counselling,
clients and the
community
through proactive sociopolitical activities
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Melbourne
College of
Contemporary
Psychotherapy

Australian College
of
Psychotherapists
(ACP)

Counselling
Association of
South Australia
(CASA)

(MCCP)

Melbourne
Institute for
Experiential and
Creative Arts
Therapy
(MIECAT)

Gestalt Australia
and New Zealand
(GANZ)

Association of
Soul Centred
Psychotherapists
(ASCP)

Society of
Counselling and
Psychotherapist
Educators
(SCAPE)

Australian Assoc.
of Spiritual Care
and Pastoral
Counselling
(AASCPC)

Number of
Fully Qualified
Members

16

15

145

17

194

35

86

20

Total
Membership
Numbers

24

15

192

65

358

45

89

35

Minimum
qualification

3 year Diploma in
individual adult
psychotherapy
based on broad
Psychology of
Self
psychoanalytic
model; +

3 year Dip. Adult
Psychodynamic
Psychotherapy
based on Self
Psychology and
intersubjectivity
approach to the
diagnosis and
psychotherapeuti
c treatment of
mild, moderate
and severe
disorders of self.

PACFA minimum
standards

PACFA Minimum
standards

GANZ accred.
Gestalt Therapy
training course:
600 hrs over min.
of 4 years, with
at least 360
hours of
experiential
practice-based
methods.

Min 400 training
hrs over 3 years,
with 150 hrs of
supervised
practice

PACFA Minimum
standards and 3
years experience
as educator.

Members are
trained in critical
social theory,
practical theology
philosophy of
ethics, & the
psychological
foundations of
counselling.
including the
major schools of
psychotherapy.

Yes

No

No

Supervision of
one case of 200
hours twice
weekly
psychotherapy
and one case of
at least 100
hours of twice
weekly
psychotherapy.

A Public
Register or
Directory
Journal or
Newsletter

Yes

Strongly
recommends 50
hours of personal
therapy with
Gestalt Therapist
during training.

Supervision of 1
case of 150 hours
and 1 case of at
least 75 hours;
and 250 hrs of
personal therapy.
Yes

Supervised
clinical practice
in later part of
course.
Yes

No

No

CASA Newsletter
published
quarterly

Gestalt Journal of
Australia and
New Zealand
(Biannual);
GANZ
Community
Newsletter
(Quarterly)
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Table 6.6: Psychotherapy and Counselling Associations in Australia formed 1998-2002: History and structures
Australian Counselling
Association Pty Ltd

NSW Institute of Family
Psychotherapy Inc
(IFP)

Website

www.theacanet.net.au

None

Association of Solution
Oriented Counsellors &
Hypotherapists of
Australia (ASOCHA)
www.asocha.org.au

Year
Established
Previous
names if any

1998

1998

2000

2000

2000

2002

None. Nested
associations with dual
members:

None

None

None

None

None

Originated from
supervision groups in
the object relations
family therapy field
established in the 1980s
by Charles Enfield,
Tavistock trained and
supervised by
distinguished analysts
including Anna Freud
and John Bowlby.
Not-for-profit
association incorporated
in NSW in 1998
Elected Committee of
Management.

Emerged from a strong
tradition of Solution
Oriented training in
Australia, in Ericksonian
tradition, provided by
Ampersand Australia
and Centre of Effective
Therapy (CET),
Melbourne , since the
late 1980's.

Established by a
working party of ACA
members keen to forge
links between PACFA
and ACA.

Through graduates of
the first Hakomi
Professional training.

Not-for--profit
association incorporated
in 2000
Elected Committee of
Management

Not-for-profit
incorporated association
(2000)
Elected committee of
management

Not-for-profit
association incorporated
in NSW in 2001
Elected Committee of
Management

By graduates of tertiary
training programs in
response to need for
Victoria to have a nonaligned, general,
Counsellors and
Psychotherapists
professional body to
promote their goals &
represent their
interests.
Not-for--profit
association incorporated
in VIC in 2001
Elected Committee of
Management.

Yes

Yes

Yes

Yes

To provide a national

Formed out of a desire

Hakomi is a Hopi Indian

CAPAV provides a

(ACA)

Clinical Counsellors
Association

Hakomi Australia
Association

None

(HAA)
www.hakomi.org.au

Counsellors and
Psychotherapists
Association of Victoria
(CAPAV)
www.capav.org.au

(CCA)

Clinical Counsellors
Assoc. (CCA);
Federation of
Psychotherapists and
Counsellors of Qld
(FPCQ);
Federation of Victorian
Counsellors (FVC);
NSW Counsellors
Association (NSWCA);
Professional Counsellors
Association of WA
(PCAWA)
How was the
organisation
established?

Proprietary company
owned by Director of
the Australian Institute
for Professional
Counsellors, a private
training body offering
counselling courses by
correspondence.

Legal entity

For profit Proprietary
Company

Governing
Body and
Management
Structure

Governing Body:
Owner/President and
National Manager.
ACA policy and
procedures is guided by
a board of member
association executives.

PACFA Member

No

Established

To monitor, maintain, set

Yes
To promote and
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Australian Counselling
Association Pty Ltd
(ACA)

NSW Institute of Family
Psychotherapy Inc
(IFP)

Association of Solution
Oriented Counsellors &
Hypotherapists of
Australia (ASOCHA)

Clinical Counsellors
Association

Hakomi Australia
Association

(CCA)

(HAA)

Counsellors and
Psychotherapists
Association of Victoria
(CAPAV)

purpose (e.g.
flag statement)

& improve prof. standards
in counsellor education
and practice;
To provide industry-based
assoc. for persons
engaged in counsellor
education and practice;
To be a self-regulatory
body to provide for
registration of members
and mechanism for
dealing with complaints;
To liaise with Gov. for
benefit of members &
public;
To provide a single
unified voice for the
counselling industry;
To provide a consistent
Code of Conduct and
Practitioner Standards;
To promote PD of
practicing counsellors;
To provide a National
Complaints Tribunal;
To assess, review and
recognise counsellor
education courses;
To maintain a register of
qualified practicing
counsellors;
To identify counsellors
that meet nationallyapproved standards of
practice;
To help the public
become more aware of
counselling profession
and the availability of
reputable counsellors;
To help create
employment for
counsellors.

advance the clinical
practice of family
therapy through
professional practice
standards, ethical
guidelines for clinical
practice, professional
education and training,
public education and
communication with
public and private
bodies on matters of
concern to Family
Psychotherapists.

and professional
organization to support
and advance the
practice of Solution
Oriented counselling
and hypnotherapy;
to provide a respectful,
stimulating and creative
forum for Solution
Oriented counsellors
and hypnotherapists, in
which professional
identity, support, public
accountability and
excellence in the
practice and education
of therapeutic
endeavour is fostered;
to highlight, expand
upon and share the
diverse application of
the principles of
Solution Oriented
therapy among its
members and the
broader professional
community.

for the practicing
Certified Clinical
Counsellors of the
Australian Counselling
Association to network
together to address
their own unique
concerns and to form
an alliance with PACFA
through establishing
and maintaining
Member Association
status with that body,
while still maintaining
their wider links with
the ACA

word, describing the
distinctive approach to
body-inclusive
psychotherapy
developed in the USA in
the mid-1970’s. Hakomi
is a way of looking at
the world that is subtle,
powerful, humorous and
kind.
The HAA’s principal
aims are: to act as a
peak body to represent
Hakomi practitioners in
Australia; to provide a
vehicle for Hakomi
graduates, trainees and
other interested parties
to network and
exchange information;
and to be guardian of
ethical standards for
Hakomi in Australia.

professional association
for Counsellors and
Psychotherapists in
Victoria and is
dedicated to supporting
their professional
development and
welfare.
CAPAV is also
committed to promoting
Counselling and
Psychotherapy in the
community;
Promoting selfregulation, ethical
standards, professional
development; and
improving the quality of
counselling and
psychotherapy provision
to the community.

Number of
Fully Qualified
Members

Unstated

13

40

41

8

37

FVC reports 150:
members of which:
31% Clinical
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Australian Counselling
Association Pty Ltd
(ACA)

NSW Institute of Family
Psychotherapy Inc
(IFP)

Association of Solution
Oriented Counsellors &
Hypotherapists of
Australia (ASOCHA)

Clinical Counsellors
Association

Hakomi Australia
Association

(CCA)

(HAA)

Counsellors and
Psychotherapists
Association of Victoria
(CAPAV)

14% Professional
36% Qualified
19% Students
Total
Membership
Numbers
Minimum
qualification

A Public
Register or
Directory
Journal or
Newsletter

Approx 2500

Clin, Prof, and Qual
categories:
• Accredited Dip.
Counselling or ACA
approved course.
• References fr.
employer/peer, job
description, CV.
• Agree to abide by
ACA code of conduct,
objectives and
constitution.
Assessed against ACA
training standards &
AQF
• JP Verified quals
• Character ref
• Proof of supervision.
• Verify insurance
Listing of accredited
practitioners in private
practice on the web.
Yes,

Qual in psychiatry,
psychology or social
work +
Min 2 years of
supervised experience
by accredited training
body; completion of
prescribed reading
course supervised and
examined by
accred.trainer;
2 training cases
examined;
1 year infant
observation & seminars;
3 yrs personal therapy;
professional and
theoretical seminars.

PACFA Minimum
standards

41

73

Highest level of ACA
membership (currently
Certified Clinical
Practicing) and the
highest level of PACFA
association (currently
Registry level).

Hakomi Professional
Training consisting of
570 hours tuition over 3
years, including 329
hours of experiential
practice and
supervision.

No

No

ANZPA Journal

Counselling Australia
and Counselling,
Psychotherapy and
Health.
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CCA Newsletter
published 4 times
annually

PACFA minimum
standards

Yes

No

CAPAV Newsletter

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

Table 6.7: Major National Counselling Associations in Australia: Key Features of Self-Regulatory Arrangements
National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

Australian Guidance
and Counselling
Association Ltd
(AGCA)

Contact details

Suite 4, level 1, 182
Victoria Pde, East
Melbourne, VIC 3002
Ph: (03) 9650 3000
Fax: (03) 9650 5777
info@nalagvic.org.au

GPO Box 1978, Brisbane
QLD 4001
Ph: 1800 643 155
Fax: (07) 3256-1922
admin@asorc.org.au
www.asorc.org.au

Year
Established
Governing
Body and
Management
Structure

1976

1978

P.O Box 5084, Alberton,
SA 5014
Ph: 1800 222 390
Fax: 08 8341 1635
aaccnational@ozemail.c
om.au
www.aacc.org.au
1989

12 Nichols Retreat,
Pretty Pool, Port
Hedland, WA 6721
Ph: 08 9173 3686 (hm)
paulinerobinson@optusn
et.com.au
www.agca.com.au
1991

Governing Body: Elected
Committee of
Management – Board.
Management Structure:
EO, advisory
committees,
accreditation board,
staff.
Not stated

ASORC Council with 16
elected Councillors with
representation from
each state and territory:

National Executive
Committee with SubCommittees and State
Division Committees

* protect the
public by
setting quality
standards of
professional
practice/code
of conduct
* maintain/
support skills/
knowledge/
education of
practitioners or
CPD
*
promote/adva
nce the
profession(s)
within
Australia
Regulate
practice by
requiring
specific
training/
qualifications

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)
PO Box 481, Carlton
South VIC 3053
Ph: (03) 9639 8330
Fax: (03) 9639 9340
admin@pacfa.org.au
www.pacfa.org.au

Australian Counselling
Association Pty Ltd
(ACA)

1998

Suite 4, 638 Lutwyche,
PO Box 33, Kedron QLD
4031
Ph: 1300 784 333
Fax: (07) 3857-1777
admin@theaca.net.au
www.theaca.net.au
1998

Governing Body:
National Executive with
state association
representatives.

PACFA Council made up
of 2 delegates from
each member
association and the
elected PACFA Board of
Management. National
office in Melbourne.

Governing Body:
Owner/President and
National Manager.
ACA policy and procedures
is guided by a board of
member association
executives.

Yes

Not stated

Yes.

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Yes

Not stated

Yes

Yes

Yes

Yes
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National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

The
professional
group (s)
covered

Membership open to any
individual, service or
organisation interested
or involved in loss and
grief matters and issues.

Rehabilitation
Counsellors

Career Counsellors and
Career Advisors

School psychologists,
guidance officers in
school settings.

Total Number
of Fully
qualified
Members
Membership
Categories

Approx.
300 Individual Members
57 Organisational
members
General Counselling
Member:
Minimum 3 year degree
or 2 year diploma in
health, social sciences,
social welfare, social
work, psychology,
nursing, education,
theology, medicine;
40 hrs counselling
theory in primary or
later qual.
200 hrs counselling
practice (min. 80hrs in
loss & Grief
counselling).
20 hrs individual
supervision

Approx. 1030

Approx. 1200

Professional Member:
have a tertiary
qualification AND
currently working in a
career counselling
position held for at least
ONE year OR have been
working in an area of
career counselling for a
minimum of FIVE years.
Assoc. Member: work
as career counsellors
OR who have an
interest in this field and
not eligible initially to
become professional
members.
Student: Full-time
students at a recognised
tertiary institution at
either undergraduate or
postgraduate level.
Sector spread of
members
Education
34.3%
Business:
33.8%
Government 10.5%
Community
8.8%
Rehabilitation 8.5%
Other
4.1%

Ordinary Member: has
teacher training and a
major study in
psychology or
equivalent and an
accredited postgraduate
training which is
recognised by the
national executive as
suitable training for
guidance
and counselling
activities
Associate: Ineligible for
ordinary membership.
Student/Provisional
Member: currently
enrolled in relevant
postgraduate training
program.
Life Member: selected
from ordinary members
Honorary member:
selected from ordinary
members

Full Member
• An approved tertiary
qualification in
rehabilitation
counselling; and
• Have worked in an
approved position
titled as
Rehabilitation
Counsellor or its
equivalent for one
year on full time
basis under
supervision of a Full
financial member of
ASORC; and
• Completed the
national practical
competency based
supervision program.
Associate Member
• Possess the required
academic
qualification;
and
• Working as a
Rehabilitation
Counsellor or its
equivalent; and
• Undergoing the
required national
practical competency
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Australian Guidance
and Counselling
Association Ltd
(AGCA)

Numbers not supplied
by membership
category.

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)
All counsellors and
psychotherapists from a
wide range of theoretical
modalities, work
settings and client
groups.
Approximately 3000
fully qualified.

Register level
Undergraduate
Equivalent: 3 years
Training in
Psychotherapy or
Counselling (3 yrs - 400
hrs min) + 750 hours
client contact with 75
hours post-training
supervision (minimum)
over 2 years (min)
Postgraduate
Equivalent: Relevant
Degree (as defined by
Applicant's Professional
Association)
+ Specialist Training in
Psychotherapy or
Counselling (2 years 250 hours min)
+ 750 hours client
contact with 75 hours
post-training supervision
(minimum) over two
years (minimum)
Member Association
membership
From 2007: At least
Bachelor degree or
equivalent, and at least
200 hours of person-to-

Australian Counselling
Association Pty Ltd
(ACA)

Counsellors and
psychotherapists

Not provided

Clinical member:
Completed approved
training and has more
than 50 hrs professional
supervision within the last
2 years.
Professional member:
Completed approved
training and has more
than 25 but less than 50
hours professional
supervision within last 2
years.
Qualified member:
Completed recognized
course but has less than
25 hours professional
supervision within last 2
years.
Student member:
currently undertaking a
course of study in
counselling with an ACA
recognised educator.
Volunteer member:
letter from the
agency/organisation that
you work for to outline
contribution and work
within that
agency/organisation as a
recognised volunteer
counsellor.

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia
National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

Australian Guidance
and Counselling
Association Ltd
(AGCA)

based supervision
program of (one)
year by a Full
financial member of
ASORC.

Professional Member
(1000)
Assoc. Member (387)
Affiliate Member (12)
Student (5)
Retired (3)
Fellow (22)
Member, Life (8)

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)
person psychotherapy
&/or counselling training
over minimum of 2
years, and 50 hours of
supervision relating to
200 hours of client
contact (min of 10 hours
of supervision relating
to 40 hours of client
contact must take place
during training
program).

Member by association:
someone who has an
interest in counselling due
to contact with other
counsellors, a personal
interest or contact with
others within their
workplace. They do not
meet any of the criteria.

Annual
Membership
Fees

General Member
individual $49.50
General Member
concession $27.50
Organisation Member
$88/$165

Full Member
$160
Associate member $160
Fellow Member $160
Student member $ 50

Prof member $194.00
Includes $10 million Prof
Indemnity coverage with
AON.
Assoc Member $154.50
One-off applic. fee $40

Membership fees may
vary from state to state.
Ordinary & Associate
Members $60.
Student member $40.00

Varies by association,
levy to PACFA of $100
per fully qualified
member.

Number of clinical
members not provided.
2500 financial members all categories.
Federation of Victorian
Counsellors reports 150
full members.
31% Clinical members
14% Professional
members
36% Qualified members
19% Student members
Clinical Member $160
Professional member $140
Qualified Member $120
Student member $80

Minimum
qualification

General Counselling

Full Member
• An approved tertiary
qualification in
rehabilitation
counselling; and
• Have worked in an
approved position
titled as
Rehabilitation
Counsellor or its
equivalent for one

Professional Member:
tertiary qual. AND
currently working in a
career counselling
position for at least ONE
year OR have worked in
area of career
counselling for min. 5
years.

Postgraduate
counselling qualification
&/or a registered
psychologist.
Work as school
psychologist or guidance
officer in a school.

Bachelor degree or
equivalent and at least
200 hours of person-toperson psychotherapy
&/or counselling training
over minimum of 2
years, and
50 hours of supervision
relating to 200 hours of
client contact (min of 10
hours of supervision

Clin,, Prof, and Qual
categories:
• Min. Qual. Accredited
Diploma in Counselling
or an ACA approved
course.
• References from
employer/peer to
support application,
job description, CV.
• Agreement to abide by

Membership
Numbers

General Member
individual (267)
General Member
concession (37)
Organisation Member
(57)

Registrants 287
Qualified members of
member associations
meeting entry to
practice standard:
Approx 3000.
Approximately 1200
associate and student
members.

Australian Counselling
Association Pty Ltd
(ACA)

Accredited practitioners
(265)

• 2 year Diploma in
relevant area, incl.
• 40 hours of
counselling theory

From 1st Jan 2006
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Methods of
assessing
qualifications

National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

• Minimum of 200 hours
of counselling
practice
• Min 40 hours of loss
and grief theory
• 40 hours of loss and
grief counselling
techniques
• OR Research (PG)
with focus on loss
and grief, plus min
40 hrs in loss & grief
counselling
techniques.
• Min 80 hours within
18 mths of direct
loss & grief
counselling.
• Min 20 hours of
individual
supervision with
recognised
practitioner.
•
Police Name Check
•
Verify Prof.
Indemnity Insurance
for 2 million per
claim, 4 million in
aggregate
•
Character Reference
•
Letter of
recommendation as
a loss & grief
counsellor from work
setting
•
Copy of official
transcripts of
educational
qualifications
•
Evid. hours of pract.
•
Supervisor-verified
hours of supervision
•
Current CV

year on a full time
basis under the
supervision of a Full
financial member of
ASORC; and
• Completed the
national practical
competency based
supervision program

adopted Professional
Standards for Australian
Career Development
Practitioners, agreed by
members of Career
Industry Council of
Australia Inc. (CICA).
Minimum standard for
professional members:
Graduate Certificate
of Career Development or equiv., and
work in the field of
career development,
with 6 year phasing-in
period, from 1st January
2012.

Alternative Route:
Completion of
undergraduate degree
or equiv. And a
Minimum of 3 years
experience at
professional level in a
Rehabilitation Counsellor
role – assessed by
Special Assessment
Committee.

Not stated

Australian Guidance
and Counselling
Association Ltd
(AGCA)

Not stated

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)
relating to 40 hours of
client contact must take
place during training
program).

According to member
association policy,
includes verification of
qualification, counselling
experience and
supervision.

Australian Counselling
Association Pty Ltd
(ACA)

ACA code of conduct,
objectives and
constitution

•
•
•
•
•
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Assessed against ACA
training standards
policy and AQF
Verification of
qualifications by JP
Character reference
Proof of supervision
hours
Verification of
insurance where
applicable
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National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

•

•
Code of Ethics

Yes

Complaints
Procedure
Training
Standards
Document
Practice
Guidelines or
related
statement

Continuing
Education/
Professional
Development
Requirements
CE/PD
Programs
A method of
accrediting
Courses
A National
Register or
Directory

Yes

Fee for
registration or
appearing in
directory
How well does
code of ethics

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

Australian Guidance
and Counselling
Association Ltd
(AGCA)

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)

Australian Counselling
Association Pty Ltd
(ACA)

Evidence of 3
NALAG workshops
for accredited
practitioners
Signed copy of
NALAG code of
ethics
Yes

Yes

Yes

Yes

Yes
As defined by CICA.
Yes

Not stated

Yes

Yes

Yes

Yes

No, working on this.

Yes

Yes

Yes

Yes. Competency
Guidelines defined by
CICA for Certificate IV in
Career Development
and also career
development-specific
vocational graduate
certificates.
Yes
30 points pa. required.
Complies with CPD
requirements of CICA.

Yes

Yes

Yes

Not stated.

Yes, 15 hours per year
for register

Yes, 20 hours per renewal
year
Minimum of 40 points per
year for Clinical Certified

Yes

Yes

Yes

Yes

Yes

Yes

Not stated

Approved UniversityCourses – details not
supplied

Yes (still developing)

No

In development, to start
in 2007

Course recognition scheme

Listing of accredited
practitioners

Yes

No

Yes

$82.50

Covered by membership
fee.

NA

$125 + GST

Listing of accredited
practitioners in private
practice on the web and
hard copy of all registered
members kept at AC.
Covered by membership
fee.

Well

“Adequate but could be
improved”

Well
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National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

No

Australian Journal of
Rehabilitation
Counselling

Australian Journal of
Guidance and
Counselling

Quarterly eNews from
PACFA. Members
associations also have
newsletters and
journals.

Yes, ACA journals
Counselling Australia and
Counselling,
Psychotherapy and Health.

Affiliation with
other
independent
associations

Yes, other state-based
NALAG associations

No

Australian Career
Practitioner, published
by APN. Circulation to
1300 career
practitioners, 3 times
per year from 2006
Career Industry Council
of Australia (CICA).
Number of international
affiliations.

Peak body for statebased associations

Yes

Is organisation
willing to
discuss selfregulation
models?
Additional
Comments

Yes

Yes, but have a set of
national Standards and
Accreditation Process in
place, and linked to
CICA standards.
Focus of standards is on
career development.
Counselling is a
relatively minor focus of
core competencies, but
can be an area of
specialisation (6.3.3.f –
Specialisation –
counselling skills).
Specialised
competencies required
are:
• Explain major theories
and models
pertaining to
counselling
• Apply counselling
theory to career
development
counselling
• Demonstrate
theoretically-driven
career counselling
practice.

Yes

39 associations affiliated
with PACFA. PACFA
major sponsor of World
Council for Psychotherapy, 2001 WCP
Congress in Sydney.
Yes

meet needs
Journal or
Newsletter

“I support the
introduction of a
regulatory process that
can provide people with
some assurance that
they are accessing a
good standard of service
for the service mode of
their choice and that
they have appropriate
redress should the
service be of a poor
standard or inappropriately delivered.
Specifically I suggest
that increased
consideration should be
given to a regulation
framework and system
that:
• Is inclusive and
recognises the
diversity of service
modes and the
variation of education
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Australian Guidance
and Counselling
Association Ltd
(AGCA)

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)

Australian Counselling
Association Pty Ltd
(ACA)

Yes, 5 member
associations with dual
membership, 3 affiliates.

“There is no proven move
to regulate outside the
profession”.
P Armstrong.
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National Association
for Loss and Grief Vic
Inc. (NALAG Vic)

State-based
branches/chap
ters/
associations

and training
standards required to
practice in the
various service
modes.
• Focuses on providing
people with
protection against
poor and/or
inappropriate
services.
In operational terms the
approach would require
legislation and/or
regulation for
accrediting bodies to be
registered and a
requirement for sole
practitioners to be
accredited by a
registered accreditation
body.” J Edwards, EO
State-based associations

Australian Society for
Rehabilitation
Counselling
Association (ASORC)

Australian
Association of Career
Counsellors Inc
(AACC)

State-based branches

Divisions in each state
and territory
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Australian Guidance
and Counselling
Association Ltd
(AGCA)

Psychotherapy and
Counselling
Federation of
Australia, Inc
(PACFA)

Australian Counselling
Association Pty Ltd
(ACA)

ACT branch of AGCA;
NSW Chapter of AGCA;
AGCA Nth Territory;
Qld Guidance &
Counselling Association;
AGCA South Australia;
AGCA Tasmania;
Victorian branch of
AGCA;
School Psychologists’
Association of WA.

39 member associations
some national bodies,
others state-based.

Clinical Counsellors
Association (PACFA
member association)
Federation of
Psychotherapists and
Counsellors of Qld (FPCQ);
Federation of Victorian
Counsellors (FVC);
NSW Counsellors
Association (NSWCA);
Professional Counsellors
Assoc. of WA (PCAWA).
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Study of Self-Regulatory Models
for 6 Large National Associations
The next study aimed to map the characteristics
of the main national professional bodies in
Australia against best practice criteria. All PACFA
member associations are subsumed under the
PACFA umbrella since all adhere to the minimum
regulatory standards established by PACFA. Data
on individual associations is available. Specifically,
the study aimed to map associations against the
following criteria: year of establishment, history
of development, governing body and structure,
established purpose, training standards and entry
to practice standards, methods of assessing
qualifications,
code
of
ethics,
complaints
procedure,
practice
guidelines,
continuing
professional development requirements, course
accreditation criteria, registration requirements,
and affiliation with other bodies.

Victorian member association of ACA, the
Federation of Victorian Counsellors (FVC).

Counsellors and Psychotherapists
Association of Victoria (CAPAV),

•

Melbourne College for Contemporary
Psychotherapy (MCCP),

•

Victorian Family Therapists Association
(VAFT),

•

Victorian branch of the Christian
Counsellors Association of Australia
(CCAA), and

•

Victorian branch of the Australian
Association of Relationship Counsellors

The data on these six national associations or
peak bodies are shown in Table 6.7. It can be
seen from data that there are a range of
approaches to regulation. Most associations
appear to have a clear minimum standard of
training (although these differ from a Diploma
level for two associations, tertiary qualification for
3 and a postgraduate qualification for one
association, the AGCA). They also have a code of
ethics, a complaints handling procedure, require
ongoing professional development, and maintain a
register or directory of accredited practitioners.
The AGCA, AACC and PACFA are currently in the

And eight associations affiliated with PACFA:
•

Victorian Child Psychotherapists’
Association (VCPA),

Responses were received from all associations
sampled, except the ASGC. Some of the
respondents referred to their website rather than
supplying documentation, so some information
was compiled from this source. Responses were
also received from the School Psychologists
Association of WA, the Victorian branch of the
AGCA and the Victorian member association of
the ACA – the Victorian Federation of Counsellors,
having been referred on by the national bodies.
These have not been included in the tables since
they are subgroups of the national bodies. NALAG
Victoria is included since it is a large association
with no national body.

State based member associations of the above
bodies include:

•

•

Results

Most of the above national bodies have branches
or member associations in Victoria and it was not
intended to include these separately due to
overlapping
membership.
One
Victorian
association was included, the National Association
for Loss and Grief, Victoria (NALAG Vic), since
there was no legal entity at the national level.

Victorian branch of the Australian
Guidance and Counselling Association,

Melbourne Institute for Experiential and
Creative Arts Therapy (MIECAT),

A four page survey was emailed to all associations
along with a cover letter explaining the purpose of
the survey (see Appendix 6.2). Phone contact was
made with several associations to provide further
explanations. Responses were returned by postal
mail or email, and responses were collated and
mapped against criteria for a best practice selfregulatory model. These criteria included purpose
of association, governance structures, size,
minimum training standard, course accreditation
processes, registration requirements (entry-topractice standard), professional development
requirement, complaints procedure.

The national sample comprised all identified
national counselling or psychotherapy associations
or peak bodies, including the Australian
Association of Career Counsellors (AACC), the
Australian Counselling Association (ACA), the
Australian Guidance and Counselling Association
(AGCA), the Australasian Society of Genetic
Counsellors (ASGC), the Australian Society of
Rehabilitation Counsellors ASORC), and the
Psychotherapy And Counselling Federation of
Australia (PACFA).

•

•

Procedures

Sample

Victorian branch of the Australian
Association of Career Counsellors,

Melbourne Institute of Psychoanalysis
(MIP),

(AARC).

Methods

•

•
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process of developing a course accreditation
scheme. The ACA has a course recognition
scheme and ASORC approves university based
courses.

professional bodies. Furthermore, because of the
recent development of many training programs,
most bodies have made provision for alternative
pathways towards recognition as a practitioner,
resulting in a complicated picture. All require
some post-training supervised experience.

Structures and Governance
In terms of governance structures, all except the
ACA appear to have been established as not-forprofit professional bodies run democratically by
elected members. The AGCA is a public company
limited by guarantee, and governed by a council
made up of elected state representatives. The
ASORC is an incorporated association with its
governing body being a council made up of state
representatives. PACFA is an incorporated
association governed by a council comprising two
delegates from each of the member associations
and has a Board of Management elected from and
by the Council. All member associations have
been through an independent audit which requires
them to demonstrate that they are an
appropriately
constituted
not-for-profit
professional association. A number of these
associations were required to make changes to
their structures, processes and standards to meet
the PACFA consensus standards, prior to joining.

From 2012, the AGCA will require a postgraduate
level qualification in guidance counselling, or
psychologist
qualifications.
Post-training
experience is not specified, but presumably
equivalent to the two years of supervised
experience required of psychologists. The ASORC
accepts relevant tertiary training in rehabilitation
counselling at either graduate or postgraduate
level and requires a minimum of one year fulltime supervised experience.
PACFA member associations accept training at
either graduate or postgraduate level if it meets
the detailed training standards requirements for
counselling or psychotherapy. In recognition that
much psychotherapy training occurs outside the
university sector, it also accepts a range of
training from non-university courses, where it is
demonstrated that the course meets the training
standards requirements. In terms of counsellor
specific training, from 2009, PACFA specifies the
following training requirements:

The ACA differs from other professional bodies in
terms of its structure and legal entity. It was
established in 1998 by directors of a private,
largely correspondence-based training provider,
as a Proprietary Company. The owner of the
company has served as the non-elected national
president of the association since its inception.
The ACA advises that it is currently working to
restructure the association. The ACA has sought
to support its members through professional
development, publications and other services. No
data are publicly available about the number of
members by membership categories, although the
national manager has noted that no more than
30% of members would be student members
(personal communication).

•

Postgraduate level qualification, must be
completed over a minimum of two years,
involving 200 hours of person-to-person
training
in
psychotherapy
and/or
counselling and 50 hours of supervision
relating to 200 hours of client contact.

•

Undergraduate level qualification, must be
completed over a minimum of three
years, involving 300 hours of person-toperson training in psychotherapy and/or
counselling and 50 hours of supervision
relating to 200 hours of client contact.

The current requirement does not distinguish
between undergraduate and postgraduate level
qualification but requires the 200 training hours of
minimum of two years for both levels. A minimum
of 10 hours of supervision relating to 40 client
contact hours must have taken place within the
training program. A course accreditation program
is being implemented to provide further quality
assurance in this area.

NALAG Vic was established by a large consortium
of professional and employment bodies as a notfor-profit
body
incorporated
in
Victoria.
Governance is carried out by its elected
committee of management. NALAG’s stated role is
to facilitate and improve the community’s
awareness of loss and grief issues and its capacity
to effectively respond to loss and grief including
bereavement. Its mission is thus much broader
than counselling. NALAG also accredits loss and
grief counsellors who meet NALAG standards. Its
membership is drawn from a large cross-section
of professions and an unknown proportion of the
300 members would be qualified counsellors.

The AACC will require a minimum qualification of
a Graduate Certificate of Career Development
from 2012, under an agreed national framework
of Professional Standards for Australian Career
Development Practitioners, agreed to by members
of the Career Industry Council of Australia (CICA).
This Graduate Certificate will allow for a
specialization in career counselling and will result
in a higher level of standardisation of
qualification. It needs to be determined how this

Training and Entry to Practice Standards
The minimum qualification and entry to practice
requirements vary substantially across these six
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qualification would map against other standards in
the counselling and psychotherapy areas. The
AACC currently requires a tertiary qualification
plus one year's experience, or 5 years experience
(without a qualification). Some AACC members
would currently be graduate and postgraduate
qualified counsellors, but the number is unknown.

A
public
register
of
counsellors
or
psychotherapists is provided by PACFA, where
registrants have been assessed independently of
their member association. To be listed, registrants
must demonstrate 750 hours of supervised
counselling practice with a minimum of 75 hours
of supervision on this practice, over a minimum of
two years. The PACFA register also identifies
practitioners by modality of practice and provides
information about the nature of each of these
modalities, as a public information service.

The ACA sets its minimum training standard for
clinical, professional and qualified member
categories as the equivalent of a vocational
diploma (length of training not specified). There is
limited information available about how many
members are trained at different levels. The only
publicly available information is published in a
survey of a sample of ACA members (Pelling,
2005), in which 43% of members surveyed did
not possess a tertiary level qualification. The ACA
membership levels specify a requirement for
supervision but do not specify amount of actual
client contact required.

Discussion
In summary, the AGCA, ASORC and PACFA
affiliated associations represent a large number of
graduate
qualified
counsellors
and
psychotherapists with substantial supervised
experience. On the basis of documentation
available, these associations appear to have made
substantial progress towards defining accountable
self-regulatory processes.

NALAG accepts a minimum two year Diploma level
of training plus additional 120 hours of training in
counselling and loss and grief theory and practice.
It also requires counsellors to have at least 200
hours of direct counselling experience and 20
hours of supervision for full membership as a
General Counselling member.

The AACC and NALAG have a much broader
purpose than counselling, rather counselling
seems to be a specialisation undertaken by a
subgroup of practitioners. Some of these will
meet graduate qualification standards and have
considerable post-training counselling experience,
although this is not currently identifiable to the
public, and further dialogue is needed to
determine ways to reach agreement on
acceptable minimum standards and how this
would be identified to the public. Such agreement
would be required in order to move towards a
single self-regulatory structure. It may be
desirable to examine ways in which membership
levels could be structured to have common levels
across associations so that those practitioners
who meet a common register standard could be
clearly identified, and that this be adopted as the
goal for practitioners who wish to practice
independently.

Course Accreditation
Most associations have some form of course
recognition program, however there is little
evidence
available
of
a
formal
course
accreditation process involving a panel of
assessors who make a site visit and thorough
assessment
against
established
course
accreditation standards. PACFA and AGCA are
currently in the process of developing such a
system. See Chapter 8 for more detail about the
PACFA course accreditation proposal.

Ongoing Professional Development
All associations require some ongoing professional
development
and
provide
professional
development activities. Details vary considerably
across associations.

It is recommended that further discussions should
be held between these three bodies to review
possible self-regulation models which may
encompass all graduate trained psychotherapy
and counselling professionals.

Ethics and Complaints Handling
All associations reported that they have a code of
ethics. Most reported having a complaints
handling procedure. These vary from adversarial
to non-adversarial models.

The ACA fulfils many of the member service
functions of a national professional association
providing a number of significant benefits for its
members. Its governance structure is a
proprietary company and it does not appear to
have a governing board elected by its members.
Its minimum entry-to-practice criteria are lower
than those required by PACFA, and the number of
members at different membership levels is
unknown. The FVC (Victorian member association

Registration or Directory of Members
The AACC provides a national listing of career
development professionals on its website, but
does not identify counsellors specifically. The ACA
maintains a web-based register for those in
private practice. ASORC has a searchable
directory online.
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Finally,
through
mapping
the
profile
of
associations, the study sought to determine the
potential for developing a best practice selfregulation model for the profession. Currently the
differences in standards and entry to practice
requirements are probably the biggest block to
achieving this. However, the progress made by
PACFA over the past nine years in bringing a
consensus on minimum standards among most
professional associations holds promise for the
profession. This is all the more significant given
that many PACFA member associations are longstanding associations with high standards of
training and practice, and their membership
includes many of the most senior professionals in
the field in Australia. It is perhaps timely to
continue this dialogue between all relevant
associations with the aim of seeking a model that
will be in the best interests of consumers. There is
no doubt that the current situation is confusing
and difficult for the public to make informed
decisions about services offered. This is a concern
since a profession can only be as strong as its
weakest link. The public interest is clearly best
served by a more unified and consistent standard,
justified by research and accumulated clinical
wisdom. If the profession is not able to achieve
this through self-regulation, then it may be that
other forms of regulation will be required.

of the ACA) reported 150 full members in 2005
with around 31% being Clinical members.
As noted by the Pew Health Professions
Commission Taskforce (1995), the public interest
is best served by having standardised regulatory
terms, and standardized entry to practice
requirements linked to demonstrated professional
competence.
International
standards
for
government recognition of health professions in
general, and counsellors and psychotherapists in
particular, strongly suggest the need for a
graduate standard of training and considerable
post-training supervised experience, prior to
accrediting
counselling
and
psychotherapy
professionals
as
independent
practitioners
(American Counseling Association, 1997; HPC,
1997; HPRAC). However, the context in both the
UK and Australia suggests that there is
considerable variability in this standard, and this
is a key point of contention within the profession
(Aldridge & Pollard, 2005; Schofield & Collins,
2003). Research may be needed to determine the
effectiveness of practice at different levels of
training and for what type of work and for which
types of clients and problems. There is also a
need for more dialogue among the various bodies
to determine whether a greater consensus on
standards can be reached. This is clearly in the
public interest.

Summary

Currently there are large variations in terminology
used and what they mean in terms of training and
supervised
clinical
experience.
One
clear
recommendation emerging from this analysis is
the need for greater consistency in terminology
applied to different levels of training, and
membership categories. It seems that it would be
in the public interest for all professional bodies to
reach agreement on entry to practice standards
for independent practice, and adopt a common
terminology.

This chapter provides an historical overview of the
development of professional counselling and
psychotherapy associations in Australia, and then
maps a number of the main professional bodies in
counselling and psychotherapy against key
regulatory
criteria.
It
demonstrates
that
substantial progress has been made towards selfregulation of the field. However, there are also
substantial differences between those bodies that
endorse at least a graduate level of training and
strong entry to practice criteria and those that
accept a diploma level qualification and
considerably lower supervised practice. Given that
a
large
proportion
of
counsellors
and
psychotherapists practice in solo private practice,
this is an important matter of public interest and
the difference in standards needs to be addressed
through further consultation. An overview of
governance structures demonstrated that most
but not all associations have adopted an
accountable governance model.

The review of these associations suggests a need
to thoroughly map the range of training
programs, length, content, objectives and
competencies. This may open up an examination
of the relationship between levels and types of
training and general versus specific competencies.
There is also a need for a comprehensive course
accreditation scheme. To maximize effectiveness,
this process would need to be applied across all
education and training bodies offering counselling
and psychotherapy courses in counselling and
psychotherapy.

All have adopted complaints handling processes
and have some form of registration or listing of
members, however, more detail is required about
the independence of processes governing these
self-regulatory functions, and the mapping of
actual standards against membership levels.

A third area that requires greater detailed study
are the complaints handling processes used by
different associations, and an exploration of
potential for collaboration in this important area.
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CHAPTER 7:
MAPPING THE PSYCHOTHERAPY AND COUNSELLING
PROFESSION WORKFORCE

structures and processes and ultimately result in
the provision of more rigorous, systematic and
accountable services to clients.

Background
As part of the self-regulation project, we sought
to develop a profile of the counselling and
psychotherapy workforce represented by PACFA.
This chapter presents a report on the First PACFA
Workforce Survey undertaken in 2004. The aims
and methodology are outlined, then the results
presented. The findings are discussed in relation
to regulation and implications for strengthening
regulation of the profession in the future.

Aims
The broad objective of this study was to map the
counselling
and
psychotherapy
professional
workforce represented by the 41 members
associations affiliated with PACFA in 2004, to
describe the characteristics of the workforce in
terms of demographics, training, theoretical
orientation, professional identity, work settings
and practices.

In considering models of regulation and selfregulation, it is important to have systematic
information on the workforce and practices that
are the subject of regulation.
This helps to
ensure that development of a best practice model
of self-regulation can be attuned to specific
characteristics
of
the
counselling
and
psychotherapy workforce in Australia. Such
workforce surveys have recently been undertaken
in the United Kingdom by the United Kingdom
Council for Psychotherapy (UKCP) (Pollard, 2005)
and the British Association for Counselling and
Psychotherapy (BACP) (Aldridge & Pollard, 2005),
and through the Collaborative Research Network
of the Society for Psychotherapy Research (SPR)
in the form of International Study of the
Development of Counsellors and Psychotherapists
(Orlinsky, Rønnestad, Gerin, et al., 1999).

Methods
Participants
All professional and clinical members of 41 PACFA
members associations were eligible for this
workforce survey, approximately 3000 members.
It was recognized that there are a small number
of counselling associations not affiliated with
PACFA, however it was not considered feasible at
the time to sample more broadly. This is an
important goal to pursue in future workforce
surveys.

Design

Only a small number of Australian studies have
examined workforce characteristics of counsellors
and psychotherapists, and most of these have
focused on psychologists (eg. Poznanski &
McLennan, 1998; Reid & Lord, 1990). At the time
of planning this workforce study, there had been
no systematic studies published on the broader
psychotherapy and counselling workforce in
Australia to facilitate appropriate planning for the
profession, although two other workforce surveys
have since been published: a study of members of
the Australian Counselling Association (Pelling,
2005), and a study of counsellors advertising in
the Yellow Pages (Pelling, Brear, & Lau, 2006).

The research design was a cross-sectional postal
survey designed for completion by practising
counsellors and psychotherapists.

Survey
The workforce survey included 48 questions,
covering 10 topic areas; (1) demographics, (2)
priorities, (3) current work setting, (4) training
and experience, (5) professional affiliations, (6)
supervision, (7) professional development, (8)
work practices, (9) characteristics of private
practice, and (10) challenging client problems in
professional practice.
Questions included a
variety of open, closed and fixed choice questions.

There was thus a need to provide a
comprehensive profile of the counselling and
psychotherapy professional workforce and to
identify key issues for the profession to inform
self-regulatory functions such as training, practice
and ethical standards, professional development,
professional advocacy and service delivery. It is
expected that the building of such a workforce
profile will allow for more informed self-regulatory

Procedure
As PACFA is a federation of associations (41
member associations at the time of the survey), it
does not have access to the membership lists of
the member associations. Distribution of the
survey occurred by mailing appropriate numbers
of the survey to the 41 Member Associations in
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January 2004. Over 3,000 surveys along with an
introduction letter outlining the survey were
distributed to member associations who were
responsible for forwarding the surveys to their
members. Members were asked to complete the
survey and return it to the PACFA office via mail
or fax. The data were collected over a 6-month
period during which several email reminders were
circulated to member associations asking them to
encourage their members to complete and return
the survey. A copy of the survey was also
downloadable from the PACFA website and
members were informed of this via email and
newsletters.

12.68, SD = 9.12). The average number of years
participants had belonged to a member
professional association was 6 years (M = 6.17,
SD = 5.75). More than half of the respondents
were clinical or register level members of their
associations (n=176, 57%), 82 (27% were
ordinary
members),
40
(13%)
associate
members, and 8 (3%) were affiliate, student or
others categories (9 missing). In all, 32% were
voluntarily listed on the PACFA Register.

Membership of Professional Bodies
Around 40% of participants were eligible for
membership
of
other
professions:
10%
psychology, 11% social work, 9% nursing, 4%
medical, and 7% allied or complementary health
profession.

Statistical Analysis
Basic
descriptive
statistics
are
reported:
frequencies and percentages for categorical data
and means and standard deviations for interval
data.

Employment Positions and Sectors
The average number of employment positions was
1.7 (SD = 1.0). Less than half (48%) worked in
only one work position, 36% worked in 2
positions, and 15% in three or more. When asked
about primary work sector, 51% reported private
practice, 20% non-government or community
agency, 12% health and 17% other sectors.

Results
Sample Characteristics
A total of 316 psychotherapists and counsellors
completed the Workforce Survey. While an exact
denominator was not available at the time, this
represents approximately 10% of the estimated
membership of the associations in 2004. The
mean age was 53 years (M = 52.8, SD = 8.1),
and 22% were male and 78% female.
Demographic
and
professional
membership
characteristics are shown in Table 7.1. Numbers
vary due to missing data on some items:; 288
participants were included in most analyses.

Theoretical Orientation
The primary theoretical orientations reported by
our sample are shown in Table 7.3. The most
frequently reported primary orientation was
psychodynamic
(30%),
followed
by
eclectic/integrative (26%). These were clear
leaders with the next closest orientation being the
humanistic/existential/experiential
(12%).
Interestingly, although the largest specialist
qualification reported was family therapy followed
by couples therapy, only 6% of participants
reported that systemic theory was their primary
theoretical orientation.

Employment Titles
The primary employment titles were Counsellor
(42%) and Psychotherapist (33%), with a further
11% being Other Health Professional, 5% being
Other professional in non-health sector and 9%
none of these.

Perceived Adequacy of Training
The survey also asked participants about the
perceived adequacy of their training in counselling
or psychotherapy. Table 7.4 presents the areas
perceived to be the least adequate areas of
training and it can be seen that these relate
primarily to research and evaluation skills such as
conducting research about their practice and
evaluating the effectiveness of their practice. The
least adequate areas also relate to some core
professional domains such as ability to write
reports for external bodies, understanding
legislation and working with other professions.

Qualifications
For highest educational qualification held, 59%
had postgraduate qualifications, 15% graduate
level, 21% had a Specialist Training Institute
qualification and 5% had a Diploma or less as
their highest qualification. When specialist
qualifications were examined, the three most
frequently reported specialist qualifications were
family therapy (33%), couples therapy (30%),
and
psychoanalytic/psychodynamic
therapy
(28%). Other specialist qualifications are shown in
Table 7.2.

The results hold significance for the issue of how
adequately counsellors and psychotherapists are
being trained to demonstrate their effectiveness.

Professional History
The average number of years practising as a
counsellor or psychotherapist was 13 years (M =
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Table 7.1. Sociodemographic, work and professional history characteristics of total
sample and those whose primary employment title was counsellor, psychotherapist
and other
Counsellors
(n= 122, 42.4%)

Psychotherapists
(n = 96, 33.3%)

Other
(n=70, 24.3%)

53.0 (8.9)
%

53.8 (7.5)
%

51.1 (7.1)
%

Total
sample
(n=288)
52.8 (8.1)
%

Male
Female

26.2
73.8

16.7
83.3

21.4
78.6

21.9
78.1

Highest professional
qualifications (%)
Vocational diploma or less
Training institute qual
Bachelor/ Grad. Diploma
Masters/Prof Doct/ PhD

6.5
15.4
34.1
43.9

2.1
34.0
25.8
38.1

7.2
11.6
36.2
44.9

5.2
20.8
31.8
42.2

Age mean (SD)
Gender (%)

Membership category
Clinical or Register
member
Member
Associate
Affiliate, student, other

47.5

76.1

44.3

56.0

35.8
15.0
1.7

15.2
6.5
2.2

28.6
21.4
5.7

27.3
13.8
2.8

PACFA Register Member
Yes
No

32.5
67.5

44.8
55.2

13.0
87.0

31.9
68.1

6.5
5.7
9.8
0.8
6.5

6.2
17.5
5.2
6.2
7.2

21.4
10.0
12.9
7.1
5.7

10.0
10.7
9.0
4.1
6.5

1
2
3+

47.5
35.8
16.7

56.4
33.0
10.6

38.5
41.5
20.0

48.4
36.2
15.4

Primary work sector
Private practice
NGO, community agency
Health
Other

40.7
31.7
7.3
20.3

82.5
8.2
7.2
2.1

21.4
14.3
28.6
35.8

51.0
19.7
12.4
17.0

Member Other Prof
bodies
APS
AASW
ANF
AMA/RANZCP
Other allied/
complementary health
No. employment
positions

NB: N’s vary due to missing data on individual variables.
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Table 7.2. Specialist qualifications: PACFA counsellors and psychotherapists
Specialist Qualification

%

Family therapy

33

Couples therapy

30

Psychoanalytic/psychodynamic therapy

28

Child or adolescent

18

Group therapy

18

Pastoral

13

Gestalt therapy

13

Body-oriented, somatic

12

Hypnotherapy

10

NB: n’s and %’s vary due to missing data for different items; %’s are valid percentages

Table 7.3. Primary theoretical orientation held by PACFA counsellors
and psychotherapists
Primary theoretical orientation

%

Psychodynamic

30

Eclectic/Integrative

26

Humanistic/Existential/Experiential

12

Narrative and Solution Focused

8

Cognitive Behavioural

7

Systemic

6

Somatic

2

Hypnotherapy

1

NB: n’s and %’s vary due to missing data for different items; %’s are valid percentages

Table 7.4. Perceived adequacy of training
Most adequate areas of training

4 most adequate
M
3.1

Boundary issues in therapy
Theories

3.0

Ethical decision-making

2.9

Personality development

2.8

Advanced skills

2.8

Profound loss and grief

2.8

Least adequate areas of training

1 least adequate
M
1.7

Write reports for external bodies
Conduct research about practice

1.8

Understand relevant legislation

1.9

Evaluate effectiveness of practice

2.0

Work with other professions

2.1
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postgraduate qualifications. This finding is in
contrast with the profile of a sample of ACA
participants, where 22.9% of the participants
reported
having
postgraduate
qualifications
(Pelling, 2005). Only 5.2% of PACFA participants
did not hold a tertiary level qualification compared
with 43.2% of ACA participants and 32% among
advertised counsellors (Pelling et al., 2006). As
indicated earlier, some of these comparisons need
to be interpreted cautiously in light of low
response rates, but suggest the need for a more
comprehensive study
that implemented a
consistent sampling strategy and sought to
achieve high consent rates.

Discussion and Implications
for Regulation
The current state of the profession, made up of
many diverse professional associations, poses a
challenge to well ordered regulation of the
profession. Until the establishment of PACFA in
1998, there was a lack of agreement about
training and ethical standards, supervision
requirements, accreditation of courses and
registration criteria for practitioners. Despite
consensus within the PACFA federation structure
on minimum standards and a registration process,
there is still much variability between the member
associations, as well as among a number of
associations which have remained outside the
PACFA umbrella. This survey begins the process
of mapping the diversity across PACFA member
associations and represents the first workforce
survey across a broad range of 41 professional
counselling and psychotherapy associations in
Australia. Data on practitioner demographics,
basic and specialist training characteristics,
professional identity, theoretical orientation, work
setting and practice characteristics provide a
preliminary profile of our workforce. Such
information can assist in determining strategic
and developmental priorities for the profession,
but requires a further workforce studies that seek
to recruit across the whole profession.

There was also a difference between in years of
client experience reported respondents in the
PACFA and ACA studies. PACFA respondents
reported an average of 13.2 years in practice as a
therapist, compared with an average length of
experience of 8.6 years reported for ACA
respondents (Pelling, 2005).
The study shows the significant role of private
training institutes in providing specialised training
qualifications. While this study provides no
information about the level of these training
institute qualifications, considerable feedback was
received from individuals supporting the notion
that many of the specialized psychotherapy
training qualifications would be at least at
graduate
and
often
postgraduate
level.
Counselling training institutes tend to have
shorter training options. A more coherent
mapping of these qualifications would be an
important task to undertake to strengthen selfregulation with respect to training standards and
registration of practitioners. This could be part of
a proposed national course accreditation program
being developed by PACFA (PACFA, 2006b).

The results indicate a workforce that is matureaged (average age of 53), reflecting the fact that
most people enter the profession later in life as a
second or third career (and in fact most training
programs require or strongly encourage mature
entry. This age profile is consistent with (albeit
slightly higher than) data reported by the
Australian Bureau of Statistics (2003) showing the
median age for Australian counsellors was in the
45-54 age bracket. It is also consistent with data
from two other workforce surveys. The ACA data
reported a mean age of 49 years with a somewhat
larger standard deviation of 10.1 (Pelling, 2005),
while a sample of advertised counsellors had a
mean age of 50 years (sd=10) (Pelling et al.,
2006). The vast majority of PACFA therapists
were female (78.1%), compared with (75.5%) in
the ACA survey and 70% among advertised
counsellors (Pelling et al., 2006).

In terms of professional identity, 42% of our
sample used the title counsellor, while 33% used
the title of psychotherapist. This is roughly similar
to results from a UK workforce survey showing
that 54% used the title of counsellor, 26% the
title of psychotherapist and a further 7% therapist
(Aldridge & Pollard, 2005). The main difference
between our Australian sample and the UK sample
was that 25% of the Australian sample did not
use any of these titles, but rather some other
health profession title. This probably reflects the
lower level of professionalisation in Australia, with
many who continue to practice under their
original professional title.

Training and qualifications are at the core of any
regulatory framework, and the study shows that
the majority of PACFA respondents have graduate
or postgraduate level qualifications.
Because
counselling and psychotherapy are not regulated
by government, there has been a widespread
perception that counsellors and psychotherapists
are inadequately trained and supervised. While it
is true that anyone can claim the title, this survey
shows that this group of PACFA affiliated
therapists are well trained with 59% holding

Nearly 40% of respondents report having
membership of another health profession, some of
which are registered health professions such as
psychology, nursing and medicine. Ten percent of
PACFA respondents were members of the
Australian Psychological Society (APS), 11% of
the Australian Association of Social Workers
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integrative compared with 26% in the Australian
sample.

(AASW), 9% of the Australian Nursing Federation
(ANF), 4% were members of the Australian
Medical Association (AMA) or the Royal Australian
and New Zealand College of Psychiatrists
(RANZCP), and nearly 7% reported membership
of other allied or complementary health
professions. The fact that these professionals
affiliate themselves with PACFA associations
suggests that PACFA is fulfilling an unmet need
for
the
recognition
of
counselling
and
psychotherapy as a unique profession with
considerable specialised training and supervision
requirements. While only 4% of members of the
ACA sample belonged to the APS, 23.7% of ACA
respondents reported belonging to a PACFA
member association (Pelling, 2005), suggesting
that therapists are seeking multiple memberships
to enhance their chance for recognition, or to be
supported by the different activities provided by
the various bodies.

By contrast this Australian sample contained a
lower proportion of those who were primarily
person-centred (12%) compared with 19% in the
UK sample and a somewhat lower proportion of
cognitive-behavioural (7%) in the Australian
sample compared with 12% in the UK sample
(Aldridge & Pollard, 2005). These differences may
reflect
the
differential
development
of
specializations in the two countries and support
the view that specific research on the Australian
profession is required – we cannot simply rely on
research based on international samples.
The wide diversity of theoretical orientations
among practitioners adds a degree of complexity
to regulation since the theoretical orientations
offer quite diverse requirements for training and
practice. Each orientation needs to develop a
detailed mapping of how it defines itself,
standards for training and practice, specific ethical
guidelines, and so on. PACFA is attempting to
advance this more differentiated analysis by
theoretical orientation through its sections on the
National Register of
Psychotherapists and
Counsellors. Each section represents a broad
alignment
by
theoretical
orientation
and
determines the training and practice standards
relevant to that orientation. This initiative is in
line with UK developments whereby the UKCP is
attempting to formalize theoretical groupings in
preparation for regulation (Pollard, 2005). The
PACFA Register sections are described in
Appendix 7.1.

These findings may reflect a search for identity
and recognition, a common issue among an
emerging profession (Hanna & Bemak, 1997;
Smith, 2001). This profile also needs to be linked
with the finding that many therapists are working
two or more employment positions, presumably
because it is difficult to find full-time adequately
paid
employment
as
a
counsellor
or
psychotherapist. It is interesting to note that
counselling and psychotherapy training for many
can be a long and expensive process, which most
undertake
as
mature
aged
people
with
considerable prior work and personal experience.
It fits with previous research that suggests that
counsellors and psychotherapists often regard it
as a vocation or personal calling and are prepared
to endure considerable hardships to become well
trained (Hunter & Schofield, 2006). It may be that
this characteristic of working two or more jobs
may make it more difficult to undertake the work
required to more fully develop the professional
self-regulatory model, since practitioners are
already stretched with multiple priorities.

Another challenge around theoretical orientation
is the link with level and depth of training, with a
key debate centering around whether the
minimum
qualification
should
at
diploma,
graduate or postgraduate level. Our study
highlights the varied qualifications and routes to
the profession and suggests that a self-regulatory
model may need to consider a more differentiated
system of recognizing levels of training. One of
the main purposes of self-regulation is to provide
greater protection for the public through the
profession achieving consensus about and
monitoring standards of training and practice
(Bensoussan & Myers, 1996; Sweeney, 1995).
One way to achieve this is by specifying what type
of work different levels of training prepare
professionals to do.

In terms of primary theoretical orientation, by far
the most common theoretical orientation in this
Australian sample is psychodynamic (30%). These
findings contrast with a UK workforce study in
which only 12% reported that psychodynamic was
their primary orientation (Aldridge & Pollard,
2005). Whether this is because psychodynamic
therapists were more likely to respond in the
Australian sample is difficult to ascertain, or it
may be that UK psychodynamic therapists belong
to more specialized psychoanalytic bodies outside
the UKCP.

Given the importance of training in the
development of competent professionals, it was
considered important to determine perceived
adequacy of training among practitioners. Aspects
of training considered most adequate included
boundary issues, theories, ethical decisionmaking, personality development, advanced skills
of counselling and working with profound loss and
grief. Among the least adequately perceived areas
of training were professional practice issues such

Eclectic/integrative orientation came a close
second, in line with other Australian and New
Zealand studies (Kazantsis & Deane, 1998;
Poznanski & McLennan, 1998). The strong
showing of an integrative orientation is in keeping
too with the UK survey where 21% were
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of member associations may not adequately
appreciate
the
value
of
such
workforce
information in the overall development of the
profession. A number of strategies were
implemented to overcome this barrier. These
included undertaking state-based consultation
meetings,
including
reminders
and
encouragements in monthly eNews reports
circulated to all member associations, and
providing information on the PACFA website with
access to the survey. It is anticipated that, as the
results from this first survey are disseminated
among members, there will be a greater
appreciation of the potential benefits of collecting
such workforce planning information, resulting in
a higher response rate for future surveys. Greater
consultation with member associations may also
improve response rates.

as writing reports for external bodies, conducting
research about practice, understanding relevant
legislation, evaluating the effectiveness of practice
and working with other professions. Such
information has important implications for the
ability of counsellors and psychotherapists to be
able to work in team-based situations with other
health professions. In order for counsellors and
psychotherapists to be better prepared to work
within health and community care contexts, it is
recommended that these aspects of training be
further developed and considered in reviews of
training standards and development of course
accreditation procedures.
Limitations of the study, as previously discussed,
include the low response rate of around 10% of
the possible sample. Our response rate compares
poorly with the UK workforce survey of
counsellors and psychotherapists (Aldridge &
Pollard, 2005), perhaps because the UK survey
was undertaken in the context of government
moves to regulate the profession. This is likely to
mobilize the profession to participate more
actively in such profession-defining surveys. It is
hoped that future Australian workforce surveys
will attract a much higher response rate so that
we can have a fuller profile of the professional
community. It is also desirable that future surveys
sample across the full spectrum of counselling
bodies, to ensure that we have a more complete
picture of the current workforce.

Finally, an important limitation of the study is that
the sampling was limited to professionals within
the PACFA federation. Large relevant professional
bodies not represented in this survey include the
AACC, the ACA, the AGCA and ASORC. This
decision was made on the basis of feasibility at
the time, and the fact that each of these
associations has different training standards and
eligibility requirements. Despite the name, the
AACC has a broader focus on career development
services, counselling being one aspect. The AGCA
focuses specifically on education guidance and
counselling. The ACA is a generalist association of
counsellors with some overlap in membership
with PACFA member associations. The ACA also
has an affiliated association for its clinical
members who meet PACFA training standards and
its members were invited to participate.

Our consent rate was also much lower than
workforce surveys of other registered health
professionals in Australia such as the annual
survey of the nursing workforce in NSW which
reported a 90.4% response rate for registered
nurses in 1999 (NSW Health, n.d.). There are a
number of structural explanations for this
difference as well as large differences in the
historical contexts of each profession. Long
standing registered health professionals are well
organized professionally and completion of
workforce surveys is a well established corollary
of re-registering, with surveys going out to
members along with their registration papers each
year. The nursing profession has been extremely
active in promoting the profession and have had
many years to educate members about the need
for data to inform the advocacy work on their
behalf. By contrast, this was the first workforce
survey undertaken for the counselling and
psychotherapy profession in Australia and
anecdotal evidence suggests that its purpose and
potential benefit to the profession was poorly
understood by many.

Conclusion
In summary, this first PACFA Workforce Survey
provides a preliminary profile of Australian
counselling and psychotherapy professionals in
terms of demographics, qualifications, specialist
qualifications, professional identity, theoretical
orientation, work settings and practices. The
implications of the study findings are limited by
the low participation rate. However, this data
about training and work practices will inform
future development of the profession and moves
towards a stronger self-regulation model.
A key challenge for self-regulation is the need for
consensus about training and practice standards
and defined pathways from lower to higher levels
of training. The range of qualifications and
training routes evident in the profession suggests
that it may be useful to develop a more
differentiated mapping of training levels with
competencies gained and scopes of practice
associated with different levels of training.

A further limitation was the fact that PACFA is a
federation of associations and does not have
direct
access
to
members
of
member
associations. Thus, the invitation to take part in
the survey had to be passed through each
association executive. This one-step-removed
position of PACFA may mean that some members
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Sweeney (1995) has argued that a mature
professional identity comes from a unified
consensus within the discipline’s membership. It
remains a challenge for our field to reach a clear
and broad consensus about issues of identity,
training
and
practice,
notwithstanding
considerable achievements in bringing together
over 40 of the main professional associations
within the PACFA umbrella (Schofield et al.,
2006). An important challenge for the future is to
undertake a more comprehensive survey which
extends the sampling strategy to cover the whole
professional field, so that a fuller profile of the
workforce can be provided.
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CHAPTER 8:
COURSE ACCREDITATION
Grateful acknowledgement is made for the
valuable leadership and work undertaken by
Andrew Little on the course accreditation project.

psychotherapy context in Australia, and refine this
through ongoing consultation with training
providers and other stakeholders.

Introduction

Methods

The literature on regulation of the health
professions identifies that a comprehensive and
rigorous course accreditation scheme is a core
component
of
regulation
(Productivity
Commission, 2005; UK Government White Paper
2007). It serves as a fundamental quality
assurance
function
underpinning
the
establishment of clear standards of practice. It
also serves to promote opportunities for
development and strengthening of courses and
therefore improve the training and accountability
of professionals.

The project was undertaken in three stages. In
2003, a comprehensive database of training
courses was developed from several sources: the
Psychotherapy in Australia database of training
providers
available
on
their
website
(www.psychotherapy.com.au), the networks of
members of SCAPE, through a review of
advertisements for training courses in professional
magazines, and list of accredited education
providers on state Department of Education or
Higher Education websites. It should be noted
that this is a rapidly changing field and the list
may not reflect the current context. There may
also be some overlap in categories as some
private
providers
have
agreements
with
universities and university degrees are awarded
for their graduates, although they appear here as
private providers (eg. Gestalt Therapy Australia is
linked to La Trobe University, Williams Road
Family Therapy courses are linked to Swinburne
University). A list of the 143 providers identified is
provided in Appendix 8.1.

From widespread consultations in the field, it was
also clear that there was a strong perceived need
for a course accreditation scheme to map and
strengthen the education and training of
counsellors and psychotherapists. The most
frequent public enquiry received in the PACFA
Office is for information on the standing and
quality of training courses.
It was considered important therefore, as part of
this self-regulation project, to map the training
providers and courses available, and to consult
widely with the education and training sector
about a potential model for course accreditation.
The project reported in this chapter was led by
Andrew Little, who was serving as President of the
Society for Counselling and Psychotherapy
Educators of Australia (SCAPE) from 2003-2005.
This is a work in progress and has now completed
its third round of national consultation.

The database was then used to mail a brief survey
to all education providers in early 2004 along with
a cover letter outlining purpose of the survey and
the broader project to develop a course
accreditation scheme. The one page survey was
called “Snapshot of the field” and asked providers
to identify all courses being offered at different
levels, the number of students enrolled in those
courses, what accreditation systems their course
may have already been through, and questions to
determine views of educators and trainers about
the need for course accreditation and possible
methods and issues to be considered in
developing a course accreditation scheme.
Responses were collated and were used to inform
development of the third phase of the project.

Aims
The aims of the project were first to develop a
comprehensive database of education and training
providers in the public and private sectors in
Australia. Second the project aimed to survey
training programs to determine the range of
courses being offered, number of students
enrolled in those courses and their views about
course accreditation. Third, the study aimed to
develop a best practice model of course
accreditation suitable for the counselling and

The third phase involved development of a
discussion paper on a course accreditation
scheme for counselling and psychotherapy in
Australia. This paper was based on a review of a
range of well established course accreditation
schemes in the counselling, psychotherapy and
psychology field, and a proposed model developed
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Bachelor of Counselling and Human
Change, Bachelor of Counselling, Bachelor
of Arts - Counselling and Ministry.

based on understandings of best practice in the
field. This discussion paper was refined through
various group consultation meetings with PACFA
and SCAPE Committees, and then circulated to all
training
providers
and
PACFA
member
associations along with a survey requesting
feedback on both general and specific aspects of
the proposed model. Responses were collated and
used to further refine the model, which was then
sent out for a further round of feedback. The
current version of the proposed model is
presented later in this chapter.

•

Views on Course Accreditation Proposal
The response to the first round of consultation
demonstrated that there was a considerable
degree of support from educational institutions for
the development of a course accreditation scheme
to proceed. However, there was a degree of
trepidation from educators with regard to
additional workload and cost. Those with smaller
courses talked about their limited capacity to
respond to complex and costly accreditation
systems. They wanted a simple and affordable
system. Many spoke of the benefits course
accreditation would bring to the profession and
expressed appreciation that it was being
progressed under this project.

Survey of Counselling
and Psychotherapy
Education Courses:
Snapshot of the Field
Responses to the request for a snapshot of their
counselling or psychotherapy training were
received from 48 of 143 providers identified
(consent rate of 34%). This represents an
estimated number of 3,200 students currently
enrolled in these 48 institutions. The institutions
responding included 13 university providers and
35 private providers as shown in Table 8.1. Some
institutions have more than one program or
programs in different faculties or departments.

Concern was expressed a number of times with
regard to the danger and cost of duplication of
accreditation processes. A number of peak bodies
already have accreditation processes and want
these to be streamlined wherever possible so that
duplication can be minimised. For example, VAFT
implements a course accreditation scheme for
family therapy courses from which it derives
members. GANZ undertakes course accreditation
for all gestalt therapy courses in Australia.

Summary of Courses Being Offered
A wide range of terminology is being used for
courses in the counselling and psychotherapy
field, as shown in Appendix 8.1. This includes the
following identified categories.
•

25 different names for masters courses
ranging from Master of Counselling to
more specialized areas such as Master of
Grief and Palliative Care Counselling,
Master of Gestalt Therapy, Master of Child
Psychoanalytic Psychotherapy to name a
few.

•

16 Graduate Diplomas including courses
such as Graduate Diploma of Systemic
Therapy - Family Therapy, Graduate
Diploma in Guided Imagery and Music,
and Graduate Diploma of Human Services
- Relationship Therapy.

•

6
Graduate
Certificates
including
Postgraduate
Certificate
in
School
Counselling and Guidance, Graduate
Certificate in Family Sensitive Practice and
Family Therapy, and Graduate Certificate
in Marriage and Family Counselling.

•

21 Bachelor degrees which would have
some counselling component, including
Bachelor of Social Science – Counselling,

1 Associate Degree in Counselling, 2
Advanced Diplomas, 1 Diploma, and 4
certificate IV courses.

Some sample comments that are representative
of those received in the first round include:
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•

We welcome the PACFA accreditation process.
We look forward to co-operating with your
accrediting body. We would like to see an
accreditation process that will not just ‘rubber
stamp’ existing programs, but actively assist
programs to raise their standards, and to
address deficiencies. This might mean some
‘hard decisions’ about which programs should
gain accreditation, and which should have
accreditation withheld, pending revision of
standards.

•

I consider this to be a helpful development in
developing standards.

•

I support PACFA but to have to undergo
additional accreditation processes may not be
commercially viable for very small schools like
myself.
I suggest that if significant
accreditation already exists, PACFA tries to
accept these other standards as meeting their
entry criteria. If this is not done I believe
many existing smaller organisations with
accredited courses may avoid the extra time
and monetary involvement unless it offers
significant benefits.
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Table 8.1: Counselling and Psychotherapy training bodies who responded

Academy of Applied Hypnosis

Monash University

Ampersand Australia

Morling College Australia

Ashby Allan Institute

NSW Institute of Psychoanalytic
Psychotherapy

Australian Centre for Psychoanalysis

Play Therapy Australia

Australian College of Applied Psychology

Process Oriented Psychology Australia

Australian College of Natural Medicine

Psychodrama Institute of Melbourne

Australasian Institute of NLP

RMIT University

Centre for Art Psychotherapy/

Sophia College

Centre for Art Therapy Studies
Christian Heritage College

Tabor College Adelaide

College of Holistic Counselling

Tabor College Perth

College of Medical Hypnosis

Tabor College Victoria

Crucible Centre

University of Adelaide

Curtin University of Technology

University of Canberra

Dramatherapy Centre

University of Melbourne

Gestalt Association of Queensland

University of Queensland

Gestalt Therapy Australia

University of South Australia

Hakomi Integrative Psychology

University of Sydney

Institute of Counselling

University of Tasmania

Institute of Emotionally Focussed Therapy

University of Western Sydney

International Society for Existential

Victorian Association of Psychoanalytic
Psychotherapists

Analytical Psychotherapy
Kairos Centre

Victoria University

Melbourne College of Contemporary

Youthpsych

Psychotherapy
Metavision Institute

•

I appreciate the flexibility that the present
methods allow, so different methodologies can
maintain a coherence with their own ethos.

•

I am absolutely delighted to hear this news
about course accreditation. Please keep me
advised if there is any way I can assist this
development process.

•

Gestalt
training
programs
throughout
Australia have already a well established
national accreditation program in place now
for the last 4 years.

•

I agree that we need accreditation processes
to set standards for the industry but I would
like these processes to take into account the
other processes of accreditation that may also
be taking place. Please don’t duplicate
processes that are already in place. Our two
courses are accredited with GANZ (Gestalt
Australia and New Zealand) and with the
Office of Higher Education in Queensland. I
would hate to see a third independent process

put in place that requires repetition and
duplication in documentation and report
writing. Could the standards that are set by
each accreditation body be automatically
recognised by PACFA?
Maybe there are
specific questions that PACFA needs to ask
but when one organisation deals well with an
issue don’t ask for repetition but assume
compliance. For example leave the Office of
Higher Education deal with academic rigour
and let GANZ deal with issues related to
issues of that particular modality of
Counselling/Therapy.
•
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The principal concerns at this stage I would
have are: (i) that the accreditation process
will prove to be extremely time-consuming
(which disproportionately impacts smaller
training
providers,
which
have
fewer
administrative resources than, say, for
example, universities) (ii) that any process of
standardisation will focus on and thereby
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Second Round of Consultation
on EPAC

privilege that which can be measured (e.g.
assessment via written assignments etc) and
will not place appropriate emphasis on the
interpersonal dimensions of training (capacity
for self-understanding, presence etc) which
cannot be readily quantified.
•

An excellent initiative, accreditation can only
benefit the field.

•

I think accreditation would strengthen the
case for psychotherapy and counselling. There
are so many courses out there, and the public
may well be confused as to which course is of
an
acceptable
standard,
and
which
qualifications indicate professional standing.

•

So glad that PACFA is moving into this area –
much needed to ensure quality control and
standards.

•

This University is open to the accreditation
process with respect to its program. It will be
vital that the process is seen to be fair and
transparent and processes to ensure this will
be vital. For example, the composition and
qualifications of the accreditation committee
would need to be carefully considered so that
the processes could not be challenged on the
basis of vested interests or limited scope,
theoretical allegiance or biased professional
interests of the committee.

•

Our programs are designed to help existing
professionals develop counselling related skills
and not become professional counsellors. Full
membership eligibility not sought – program
happy to meet associate membership and
beginning membership criteria.

•

The move towards national standards for
psychoanalytic
psychotherapy
training,
enshrined in legislation, and accreditation of
training courses against those standards, is
necessary for the development of the
profession and the safety of the community.

A second round of consultation occurred in
December 2004 that included PACFA member
associations, all the training providers consulted
in the first round and listed in Appendix 8.1, and
over 80 trainer and educator members of SCAPE.
This presented the proposed model of course
accreditation and requested feedback. Twenty
responses were received. A thematic analysis was
undertaken and key themes reflected in the
qualitative
comments
of
respondents
are
summarized below.

Findings
Functions of the Education Program
Accreditation Committee PACFA
One theme was the need to respect different
theoretical traditions, with one respondent
suggesting the accreditation scheme should “Be
responsible for establishing guidelines for and
standards of degree and postgraduate levels
required for accreditation that take into account
the diversity of training and especially the courses
which offer personal work and less evidence
based criteria for assessment.”
One person thought that courses should be
endorsed rather than accredited, and concern was
expressed by several respondents about the
doubling up with other accreditation processes
such as VETAB and higher education authorities.
It was felt that where national accreditation
bodies are already successfully operating (e.g.
Psychodrama, Gestalt), the existing accreditation
scheme needs to be recognised, not reaccredited.
There was also concern expressed about the
program being run by PACFA and that other
groups might be excluded. One respondent stated
that

Proposal for Course Accreditation

“PACFA does not have the authority to
assume
responsibility
for
sole
accreditation of education and training
programs
in
psychotherapy
and
counselling in Australia.”

On the basis of feedback received in the first
round of consultation and the 2001 Standards of
the Council for Accreditation of Counselling and
Related Education Programs (CACREP), a draft
was prepared during 2004 for a Course
Accreditation scheme in the Australian context.
This
proposed
accreditation
program
was
developed by the Education Program Accreditation
Committee (EPAC) of PACFA which covered most
of features of the final model, but presented
options and asked for feedback on specific issues.
This proposal was then sent out for consultation.

Another commented:
I think the PACFA course accreditation
draft is fantastic and needs to be
applauded and supported as much as
possible. It is absolutely essential and
foundational for the necessary respect
required for our profession. It is
comprehensive incorporating standards of
excellence and ethical competence.
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Structure, Sources, and Size of the
Education Program Accreditation
Committee PACFA
This is one area where a number of concerns were
expressed, although generally there was strong
support expressed for the proposal which was
seen as inclusive and incorporating relevant
expertise, eg.

3.

The
educational
experiences
and
demonstrated knowledge required are
specified in the PACFA Training Standards
(see http://www.pacfa.org.au).

4.

The program team is located in and
supported by an educational institution
accredited by one of the State or national
accrediting bodies recognised in the
vocational or higher education sector.
Educational institutions who do not have
such vocational
or higher education
accreditation,
who
wish
to
accredit
counselling or psychotherapy education
programs through EPAC PACFA, will need to
demonstrate that they have met a similar
standard with sufficient systems of quality
and academic governance to enable
professional level educational programs.

5.

The
program(s)
require(s)
supervised
experiences, including practical experience
for all students, as identified in the PACFA
Training Standards.

“Clearly there has been a lot of thought put
into
this
representative
process.
So
Commendable.”
The principal concerns related to terminology,
particularly terminology reflecting differences
between the university and VET sectors. One
respondent was concerned that specialised areas
be adequately represented on the committee
when courses in that modality were being
considered. There may be other particular fields
where assessment of the training program would
be unbiased and transparent if the assessment
panel included a visiting member with relevant
experience.

6. Programs seeking accreditation must have a
comprehensive program rationale and
objectives or overall vision of what the
program seeks to achieve underpinned by a
coherent body of professional knowledge.

Inclusion of student members on the assessment
panels was a concern to one respondent:
“it puts students in a conflict of interest
position and students do not have overview of
the field, but are wedded to a particular
model, which they use as a template for
judging others – they are frequently very
‘enthusiastic’ about their current training.”

One key theme was the tension between
accreditation and quality, with a couple of
respondents noting that accreditation indicators in
many contexts may not address the more difficult
to define and measure aspects of quality training
in such a relational enterprise as counselling and
psychotherapy.

Eligibility Requirements
There was broad support for the proposal that
applicants seeking accreditation be expected to
document how each program meets the PACFA
Training Standards and six eligibility criteria as
shown below.
1.

2.

There was also an important issue identified
around counselling training being a person and
resource intensive activity. This means that the
commercial viability of training programs is linked
to reducing the amount and quality of intensive
training. This resulted in small, intensive and high
quality programs being low on economic
resources and finding it more difficult to finance
expensive course accreditation processes. Some
specific comments were as follows:

Undergraduate programs will be for a
minimum of three years study at the
standard of a bachelor degree program (or
equivalent)
as
specified
within
the
Australian Qualifications Framework (AQF –
see
www.aqf.edu.au).
Postgraduate
programs will be for a minimum of two
years of study. The PACFA Training
Standards further specify the required hours
for both undergraduate and postgraduate
programs.
The program team that oversees the
program(s) will have a minimum of two (2)
core staff members whose academic
appointments
are
in
counsellor
or
psychotherapist education; one of the three
members will be designated as the program
team leader.
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•

The requirement that undergraduate
programs of a minimum of 3 years study
be seen as a benchmark, while complying
with AQF standards and current University
standards, can not be seen as a
guarantee of quality in the field.

•

it would appear that overall these
requirements may exclude certain small
providers. There may be some risk or
‘trade-off’ to the quality of knowledge and
development of the counsellor in favour of
entrepreneurial, marketing, or financial
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considerable diversity in the field and to foster
innovation.

competence on the part of the training
body.
•

•

It seems to duplicate the process to ask
organisations to verify that at a minimum
they qualify for National or State
Accreditation systems and then apply for
PACFA accreditation. This is a lot of work
especially for small organisations. …. It
would make more sense and be more
applicable to small organisations to have a
staff student ratio applied to core staff
members. Possibly 2 as a requirement
and then more staff so that staff student
ratios are never greater than 1:15.

Practical Experience
There was strong support for the requirement for
practical experience. One repondent suggested
that personal therapy should be included in this
area of practical experience. Others noted staff
need to have been working in the area for a
minimum of five years before they can teach on
courses. Another respondent suggested there was
too much emphasis on technology, given that
small programs do not have the financial backing
to provide technological support.

Paragraph 4 implies a hierarchy of
training programs which we do not
accept. A number of counselling and
psychotherapy training programs started
in response to the inadequacy or lack of
training in the university sector and
created benchmarks for the field. This
paragraph
implies
that
university
programs set the benchmarks for best
practice and also that State standards are
PACFA standards. We propose alternative
wording which removes these implicit
assumptions.

The need to differentiate more clearly between
practical experiences that are part of training eg.
role plays and videotaped sessions from practical
experience with real clients either seen in a clinic
associated with the program or externally.
Another suggested that the concept of practical
experience portrayed was too limited. Some
psychotherapy trainees are already involved in
their own work setting and expected to organise
their own practical experience. Accreditation
guidelines therefore should require them to have
an identifiable system for the organisation of
practical experience, rather than necessarily being
responsible for organising it.

The Institution
Program Staff

Issues related to size and resources of the small
private training bodies were identified as a key
issue. Many forms of psychotherapy training occur
in small organisations with a small group of highly
trained staff working on minimal resources:
“Small training bodies cannot provide this and
staff do a lot on a voluntary basis”.

Comments on staffing highlighted the resource
issues again, and the difficulty that small
intensive programs would have in meeting the
proposed staffing requirements.
There needs to be more flexibility for
programs that have elements of distance
education and also where a significant part
of the teaching is done in practical hands on
teaching. The emphasis as it is written in on
the roles of staff members and their
program responsibilities. An alternative view
is that staff are responsible for overseeing
the total learning of a few students rather
than for a particular function of the
program.

The other comments related to the tension
between academic versus training terminology.
The capacity to meet library requirements of
accreditation criteria was also identified as an
issue that was going to be difficult to meet for
small programs.

Program Objectives and Course Work
The need for appropriate procedures to deal with
a student who is found to be not appropriate for
the program, was identified as a profession
specific issue. It was suggested that staff should
facilitate the student’s transition out of the
program and if possible into a more appropriate
area of study. This should be done ethically and
with due process, with reference to resources
such as the SCAPE ethical standards.

Evaluation
Some felt that the requirements for evaluation
were substantial for a small organisation, and
may be more tokenistic, rather than being fully
integrated into the program. The key issue was
thought to be more about the course being open
to review and documentation. The time factor and
unpaid work was perceived as very high for
organisations whose staff are already doing
significant hours of unpaid work.

Another issue raised was the need to frame the
proposal in terms of principle based guidelines
rather than prescriptive requirements. This was
considered
necessary
to
accommodate
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Relationship of Proposed Accreditation
Body to Existing Accrediting Bodies

providers. Two further significant issues have also
been addressed.

A core theme that emerged was the need to
better define the relationship between the
proposed accrediting scheme and existing bodies
of accreditation such as the higher education and
VET sector accreditation processes, as well as
more specialised accreditation programs in
specific modalities of psychotherapy. There was a
recommendation for a clearer mapping of peak
body accreditation processes. It was further
suggested that there was a need to develop a
mechanism to avoid duplication.

Firstly, the need to require a statement about
relevant
professional
course
accreditation
processes, where these exist (such as for gestalt
therapy or family therapy), and that has the
support of the field.
These accreditation
processes are those that have been through an
extensive process of consultation to reach
agreement across a specialist area of the field of
counselling and psychotherapy. It is agreed that
the task of mapping and recognising such
accreditation processes against the PACFA
Training Standards is an important one so that
duplication can be minimised.

Concern was also expressed around a potential
for side-stepping peak body accreditations, by
going
directly
through
PACFA
course
accreditation. One way to deal with this would be
to require reference to peak body accreditation,
where one exists and has the support of the field.
Peak body accreditation processes are those that
have been through an extensive process of
consultation to reach agreement across a
specialist area of the field of counselling and
psychotherapy, such as undertaken by GANZ and
VAFT.

Secondly, there was concern over duplication with
regard to institutes that have already been
approved through government or university
registration and accreditation processes for either
vocational education or higher education. It has
been agreed to establish the principle of
minimising duplication in this area as well so that
institutes are being fairly and sufficiently
evaluated.
The following comment from one submission
stands out in summing up the current set of
challenges in relation to course accreditation:

Summary
The feedback received on the proposed
accreditation scheme was strongly positive, with a
view that the proposal was thorough, fair, and
designed to meet a perceived need. Many
welcomed it enthusiastically. Some others,
particularly
small
training
providers
were
concerned
about
the
cost
and
resource
implications, while appreciating the value of such
a scheme for the field.

We welcome the PACFA accreditation process.
We believe our programs meet PACFA training
standards, as articulated in the latest revision.
We look forward to co-operating with your
accrediting body. We would like to see an
accreditation process that will not just ‘rubber
stamp’ existing programs, but actively assist
programs to raise their standards, and to
address deficiencies. This might mean some
‘hard decisions’ about which programs should
gain accreditation, and which should have
accreditation withheld, pending revision of
standards.

The current version of the course accreditation
model and guidelines has addressed a range of
these concerns raised. The process has been
simplified and the guidelines are now briefer and
more sensitive to the needs of smaller training

PROPOSED COURSE ACCREDITATION MODEL
Education Program Accreditation
Committee (EPAC)
1 APRIL 2006

psychotherapy in Australia. PACFA proposes to
introduce a course accreditation process for
counselling and psychotherapy
courses in
Australia.

Introduction, Background and Rationale
for Course Accreditation

PACFA was established to undertake important
self-regulatory functions for the profession such
as setting standards of training, establishing a
Register of qualified practitioners, undertaking
research and policy development for the
profession, and ensuring good ethical standards

PACFA is an umbrella organisation representing
41 professional bodies with over 3,000 fully
qualified members in the field of counselling and
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and accountability to the public. Many of these
self-regulatory functions need to be built on a
foundational process of course accreditation.
Without a rigorous and accountable course
accreditation process, it is difficult to demonstrate
public accountability for membership standards,
Register status and so on. It is also clear through
discussion with government and other bodies
around issues such as GST exemption and health
fund rebates, that a rigorous independent process
of course accreditation is a key component of
gaining wider recognition for our profession.

Establish guidelines for the selection,
training, and evaluation of accreditation
site visitors;

f.

Conduct evaluative and developmental
research appropriate to accreditation;

g. Have authority to appoint consultants,
program review panels, and task forces in
the discharge of its duties, within
authorised policy and budget; and,
h. Discharge such other responsibilities as
necessary to fulfil its role.

Another rationale for undertaking a course
accreditation process is that there is a very clear
demand from the public for this. PACFA receives
many, many enquiries regarding counselling and
psychotherapy
courses
in
Australia
from
prospective students who would like a 'stamp of
approval ' that would enable them to select a
course with confidence about the quality of the
course and recognition by the profession. To date
it has not been possible to respond to these
enquiries. Yet, this is a reasonable expectation
given the cost and commitment required in
undertaking such courses. It would serve both
professionals and the public better if an
authoritative answer could be provided on which
courses meet the PACFA Training Standards.
Accordingly, it seems appropriate at this time to
work towards the establishment of a course
accreditation program which could indicate that a
training program has fulfilled the training
standards and is committed to continuing to meet
or exceed the requirements.

Structure, Sources, and Size of the
Education Program Accreditation
Committee PACFA
EPAC PACFA is comprised of members who
include educators in the field of counselling and
psychotherapy, practitioners from the profession,
as well as representation from the general public.
There shall be 6 persons appointed to EPAC
PACFA providing a range of viewpoints expected
in accrediting bodies and their activities. In the
interests
of
accountability
to
the
wider
community, at least two members should not be
members of a PACFA member association.

Functions of the Education Program
Accreditation Committee PACFA
The Education Program Accreditation Committee
(EPAC) PACFA shall be responsible for the
accreditation of education and training programs
in psychotherapy and counselling in Australia. In
carrying out that responsibility, consistent with
the provisions of the PACFA Training Standards,
the Education Program Accreditation Committee
PACFA shall:
a.

e.

Be responsible for formulating and
promulgating its accreditation policies,
procedures and criteria;

b. Be responsible for accreditation decisions
on education and training programs of
psychotherapy
and
counselling
in
Australia;
c. Undertake timely and appropriate selfreview analysis of its own objectives,
criteria,
policies,
procedures,
and
practices;

1.

Representative with academic expertise in
education
in
the
profession
of
psychotherapy and/or counselling (eg.
Director of Training or Course Coordinator)
(1 seat nominated by SCAPE).

2.

Representative
with
expertise
in
accreditation of psychotherapy and/or
counselling education programs (1 seat
nominated by SCAPE).

3.

Representative
from
small
private
counselling and psychotherapy training
program with less than 50 students (1 seat
nominated by PACFA).

4.

Practitioners of the profession apart from
those involved in the leadership of training
programs (1 seat nominated by PACFA).

5.

Consumers of education and training, to be
represented by a member of the general
public (1 seat nominated by PACFA).

6.

Representative from employer groups who
employ counsellors and/or psychotherapists
(1 seat nominated by PACFA).

Intentions and Purpose of Accreditation
Process

d. Provide appropriate consultative guidance
and general information about the
accreditation process and its purposes;

The accreditation process is intended to promote
consistent quality and excellence in education and
training in psychotherapy and counselling and,
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thus, to provide tangible benefits for prospective
students, the local, national, and international
publics that are consumers of psychotherapy or
counselling
services
(including
referring
professionals and agencies), and the discipline of
psychotherapy and counselling itself.

and
principles,
standards.

The accreditation model is a voluntary, nongovernmental
process
involving
self-review
followed by external review. It is intended to
evaluate, enhance, and publicly recognise quality
in institutions and in programs of higher
education.

EPAC PACFA defines a program as a structured
sequence of educational and clinical experiences
for which accreditation is sought.

and

Eligibility Requirements

In the context of these standards, "programs" are
housed within an identifiable program team. As
an example, an institution might have a program
team that includes both an undergraduate
Counselling
program
and
a
postgraduate
Counselling program.
EPAC
PACFA
recognises
that
alternative
instruction methods (for example, distance
learning) are currently used in many counsellor
education programs. The following principles
apply when evaluating these programs:

The accreditation process involves judging the
degree to which a program has met the PACFA
Training Standards and achieved the goals and
objectives of its stated training model. That is, an
accreditation body should not explicitly prescribe
a program’s educational goals or the processes by
which they should be reached; rather, it should
judge the degree to which a program achieves
outcomes and goals that are consistent with its
stated training model and with the guiding
principles contained in this document and the
PACFA Training Standards.
psychotherapy

domains,

Application for Accreditation

Accreditation is intended to protect the interests
of students, benefit the public, and improve the
quality of teaching, learning, research, and
professional practice. EPAC PACFA seeks to
encourage
institutional
freedom,
ongoing
improvement of educational institutions and
training
programs,
sound
educational
experimentation, and constructive innovation.

Thus,
accreditation
in
counselling is intended to:

procedures,

and

1.

Programs that use alternative instruction
methods will be evaluated with the same
standards for accreditation as programs
that employ more traditional methods;

2.

Accreditation for such programs will be
based on their demonstrated compliance
with the PACFA training standards; and

3.

Programs that use alternative instruction
methods are subject to the same level of
review as programs that employ more
traditional methods.

The PACFA Training Standards are minimum
criteria for the preparation of professional
counsellors and/or psychotherapists. Applicants
seeking accreditation must document how each
program meets the PACFA Training Standards.

• achieve general agreement on the goals of
training,
• encourage experimentation on methods of
achieving those goals and
• suggest ways of establishing high standards in
a setting of flexibility and reasonable
freedom.

1.

Undergraduate programs will be for a
minimum of three years study at the
standard of a bachelor degree program (or
equivalent)
as
specified
within
the
Australian Qualifications Framework (AQF –
see
www.aqf.edu.au).
Postgraduate
programs will be for a minimum of two
years of study. The PACFA Training
Standards further specify the required hours
for both undergraduate and postgraduate
programs.

2.

The program team that oversees the
program(s) will have a minimum of two (2)
core staff members whose academic
appointments
are
in
counsellor
or
psychotherapist education; one member will
be designated as the program team leader.

3.

The
educational
experiences
demonstrated knowledge required

Professional Judgment
This document reflects shared assumptions about
the attributes of high-quality training. It is
assumed that the EPAC PACFA will use these
shared assumptions, the collective professional
judgment of its members, and the accreditation
guidelines and principles to reach an informed,
fair, and reasonable decision about a program’s
eligibility for accreditation review and/or its
accreditability.
The EPAC PACFA, in representing a broad array of
constituencies, has the authority to adopt
implementing
regulations
which
elucidate,
interpret, and operationally define its guidelines
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accreditation,
and
wish
to
accredit
counselling or psychotherapy education
programs through EPAC PACFA, will need to
demonstrate that they have met a similar
standard with sufficient systems of quality
and academic governance to enable
professional level educational programs.

specified in the PACFA Training Standards
(see http://www.pacfa.org.au).
4.

5.

The program team is located in and
supported by an educational institution
accredited by one of the State or national
accrediting bodies recognised in the
vocational or higher education sector.
Educational institutions who do not have
such vocational
or higher education
accreditation,
who
wish
to
accredit
counselling or psychotherapy education
programs through EPAC PACFA, will need to
demonstrate that they have met a similar
standard with sufficient systems of quality
and academic governance to enable
professional level educational programs.

5. Demonstrate how the required practical
experiences for all students are met.
6. A comprehensive program rationale has
been developed or overall vision of what the
program seeks to achieve underpinned by a
coherent body of professional knowledge.

Course Accreditation Guidelines

The
program(s)
require(s)
supervised
experiences, including practical experience
for all students, as identified in the PACFA
Training Standards.

The counselling and psychotherapy profession
evolves in anticipation of and response to societal
and other changes in Australia and throughout the
world. Counsellor and Psychotherapy Education
programs prepare students to be effective in a
dynamic world and profession. It is imperative
that programs explicitly prepare students to be
counsellors and/or psychotherapists first and area
specialists second.

6. Programs seeking accreditation must have a
comprehensive program rationale and
objectives or overall vision of what the
program seeks to achieve underpinned by a
coherent body of professional knowledge.

Eligibility Requirements Checklist

The PACFA Training Standards are written to
ensure that students develop a professional
identity and also master the knowledge and skills
to practice effectively. Graduates of PACFA
accredited programs use their education and
preparation as paths to careers in community
mental health and human service agencies,
educational institutions, and private practice,
government, business and industrial settings.
However, no professional preparation program is
ever complete, and advances in knowledge, skills
and technology within the profession require lifelong continuing education for counsellors and
psychotherapists as well as monitoring and review
of professional standards.

Please provide documentation illustrating that
each of the six (6) Eligibility Requirements listed
below is met. Please refer to the previous pages
for a complete statement of each of those
requirements. For each item on the checklist,
please
reference
page
numbers
where
documentation can be found in the submission or
attach copies of original documentation to this
application.
1. Undergraduate programs will be for a
minimum
of
three
years
study.
Postgraduate programs will be for a
minimum of two years of study.

The Education Program Accreditation Committee
(EPAC) PACFA policy requires periodic review,
permitting
standards
revision,
including
development of new standards or the elimination
of
obsolete
standards.
The
educational
experiences required by these revised standards
are based on due notice and consultation with the
professional community and represent collective
and informed judgment about their relevancy and
appropriateness.

2. A minimum of two (2) core staff are
required, one of whom is designated as
program team leader. A common core of
educational experiences is identified and
required.
3. Demonstrate how delivery approaches and
content of courses meet the PACFA Training
Standards.
4. Institution in which program team is housed
is accredited by a state, national or
accrediting
body
recognised
in
the
vocational or higher education sector.
Please name the accrediting body and
provide
evidence
of
accreditation.
Educational institutions that do not have
such
vocational
or
higher
education

These standards are not intended to discourage
creativity on the part of program faculties.
Programs wishing to justify variations from these
standards may submit statements of rationale as
part of their submission. The Education Program
Accreditation Committee (EPAC) PACFA will
determine whether those variations accomplish
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I.

the outcomes that the standards are designed to
ensure.

Section I: The Institution
A. The institution in which the program team is
housed is accredited by a State or national
accrediting body in the vocational or higher
education sector. Educational institutions who
do not have such vocational or higher
education accreditation, who wish to accredit
counselling
or
psychotherapy
education
programs through EPAC PACFA, will need to
demonstrate that they have met a similar
standard with sufficient systems of quality
and
academic
governance
to
enable
professional level educational programs.

Section II: Program Objectives and
Course Work
A. A comprehensive program rationale has been
developed that brings the program into focus
and concisely describes the program’s intent
and purpose. The program rationale:
1. Describes the types of students it serves,
its geographic orientation, and the
priorities and expectations of the staff;
2. Is the basis for the development
program objectives and course work;

B. The current institutional academic calendar,
brochure, handbook, catalogue or bulletin
accurately describes the program team and
each program offered, including admissions
criteria, minimum program requirements,
academic policy requirements (for example,
assessment and grading policy), and financial
information.

4. Is reviewed at least once every five (5)
years and revised as needed.
B. The program objectives
1. Reflect current knowledge and positions
from
lay
and
professional
groups
concerning the counselling, psychotherapy
and human development needs of a
pluralistic society;
2. Reflect the present and projected needs of
a pluralistic society for which specialised
counselling, psychotherapy and human
development
activities
have
been
developed;

D. Cooperative relationships exist between the
program team and other program teams that
contribute to the professional preparation of
students in the program as well as off-campus
professional and community resources.

F.

of

3. Is published and available to staff and
students; and,

C. The program team is clearly identified as part
of the institution’s academic offerings and has
primary responsibility for the preparation of
students in the program. If more than one
program team has responsibility for the
preparation of students in the program, the
respective areas of responsibility and the
relationships among and between them must
be clearly defined.

E.

The institution provides support to program
staff and students to ensure access to
information systems and data analysis for
teaching and research.

3. Reflect input from all persons involved in
the conduct of the program, including
program staff, current and former
students, and personnel in cooperating
agencies;

The institution is committed to providing the
program with sufficient support to ensure
continuity, quality, and effectiveness in all of
the program’s learning environments.

4. Are directly related to program activities;
and,

The institution provides encouragement and
support for program staff to participate in
professional organisations and activities (for
example attendance and participation in
professional conferences, and leadership
positions in professional associations).

5. Are written so that they can be assessed.
C. Programs at the undergraduate level are for a
minimum of three years of study. Programs at
the postgraduate level are for a minimum of
two years of study.

G. The institution makes available to students in
the program student support services
including referral to counselling services
where appropriate.

D. Students actively identify with the counselling
and psychotherapy profession by participating
in appropriate professional associations and
by participating in seminars, workshops, or
other activities that contribute to personal and
professional growth.

H. Access to library and other learning resources
is appropriate for scholarly inquiry, study, and
research by program staff and students.
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E.

F.

counsellor or psychotherapy education
program;

Consistent with established institutional due
process policy and SCAPE (Society of
Counselling and Psychotherapy Educators)
Ethical
Standards
(see
http://www.scape.org.au/adobe/SCAPE_Code
_of_Ethics.pdf), when evaluations indicate
that a student is not appropriate for the
program, staff should assist in facilitating the
student’s transition out of the program and, if
possible, into a more appropriate area of
study.

B.

Flexibility is provided within the program’s
course work to accommodate
individual
differences
in
student
knowledge
and
competencies.

G. Syllabi are distributed at the beginning of
each educational experience, are available for
review by all enrolled or prospective students,
and include all of the following:
1.

Objectives;

2.

Content areas;

3.

Required text(s) and/or reading(s);

4.

Methods of instruction, including a clear
description of how content is delivered
(eg,
lecture,
seminar,
supervised
practical application, distance learning);
and,

5.

Student performance evaluation criteria
and procedures.

C.

H. Educational experiences and demonstrated
knowledge in each of the areas specified in
the PACFA Training Standards are required of
all students in the program.

Section III: Practical Experience
Practical experience includes supervised practical
experience that have been completed within a
student’s program of study. Practical experience
requirements are considered to be the most
critical experience elements in the program. All
staff, including clinical instruction staff and
supervisors, are clearly committed to preparing
professional counsellors and psychotherapists and
promoting the development of the student’s
professional identity.
A.

Each regular or adjunct program staff
member who provides individual or group
practical experience and/or internship
supervision must have:
1.

2.

Relevant professional experience and
demonstrated
competence
in
counselling or psychotherapy; and,

3.

Relevant training
experience.

and

supervision

A site supervisor must have:
1.

A minimum of a bachelor’s degree or
equivalent
in
counselling,
psychotherapy or a related profession
with equivalent qualifications, including
appropriate certifications;

2.

A minimum of two (2) years of
pertinent professional experience in the
program area in which the student is
enrolled; and,

3.

Knowledge
of
the
program’s
expectations,
requirements,
and
evaluation procedures for students.

The practical experience environment, onor off-campus, is conducive to modelling,
demonstration, and training and is available
and used by the program. The practical
experience environment is such that it
ensures adequate and appropriate access by
the staff and students.
The practical
experience
environment
includes
the
following:
1.

settings with observational and/or other
interactive supervision
capabilities;
and,

2.

procedures that ensure that the client’s
confidentiality and legal rights are
protected.

E.

An ability to negotiate
technology as required.

or

access

F.

Students must complete supervised
practicum experiences as detailed in the
PACFA Training Standards.

G.

Students
formally
evaluate
their
supervisors and learning experience at
the end of their practical experiences.

Section IV: Program Staff
A.

A relevant degree and/or appropriate
professional
knowledge
acquired
through a formal training program,
preferably
from
an
accredited
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program team has an identifiable core staff
responsible for its leadership who:
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C.
1.

are sufficient in number for their
academic and professional responsibilities;

2.

number at least two (2) individuals
whose academic appointments are to
the unit in counsellor or psychotherapy
education;

3.

4.

5.

6.

B.

C.

D.

B.

a
new
student
conducted; and,

2.

a student handbook is disseminated
that includes the institution’s and/or
program’s:

have
relevant
preparation
and
experience in the assigned area of
teaching;
identify with the counselling or
psychotherapy
profession
through
memberships and involvement in
appropriate professional organisations;
and,
have the authority to determine
program curricula within the structure
of the institution’s policy.

orientation

is

a.

academic appeal policy,

b.

student
retention
policy
explaining
procedures
for
possible
student
remediation
and/or
dismissal
from
the
program,

c.

information about appropriate
professional
organisations,
involvements,
and
activities
potentially
appropriate
to
students in the program, and

d.

program rationale and program
objectives.

D.

The
program
has
procedures
for
disseminating current information to all
students enrolled in the program, and
associated personnel.

E.

The recommended ratio of students to staff
is 20:1.

should have engaged in
activities
including
the

F.

development/renewal (eg, attended
appropriate professional meetings,
conferences, workshops, seminars);

A written policy has been developed to
recruit students to represent a multicultural
and diverse society has been developed and
is implemented by program staff.

G.

The program admissions criteria, as well as
selection and retention procedures, are
distributed to prospective students. These
criteria
must
meet
the
minimum
requirements
of
the
PACFA
Training
Standards. These include consideration of
1.
input from program staff;
2.
potential success in forming effective
interpersonal
relationships
in
individual and small-group contexts;

Core staff
professional
following:

2.

research and scholarly activity; and,

3.

service (eg, program presentations,
workshops, consultations, speeches,
direct service).

Program staff members are assigned to
provide educational services only in areas
for
which
they
have
demonstrated
knowledge and skills.

Section V: Organisation and
Administration
A.

1.

have relevant degrees appropriate to
counsellor or psychotherapy education,
preferably from PACFA
accredited
programs, or degrees in a closely
related field;

The program team has clearly defined
administrative and educational leadership
that is sufficient for its effective operation.

1.

Prior to or at the beginning of the first term
of enrolment in the program, the following
should occur for all new students:

Program descriptions and requirements are
published
and
disseminated
to
all
prospective students.
A clear procedure for responding to inquiries
of prospective students has been identified
and carried out.
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3.

aptitude
for
study,
including
technological
competence
and
computer literacy;

4.

career goals and objectives and their
relevance to the program; and

5.

openness to self-examination and
personal and professional selfdevelopment.
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H.

An appropriately delegated authority within
the institution makes admission decision
recommendations.

I.

Students receive appropriate academic
advice throughout their enrolment in the
program. Students follow a planned program
of study. The planned program of study
identifies the following:
1.

program
prerequisite
experiences,

educational

2.

core educational requirements,

3.

specialised educational experiences,

4.

supervised practical experience, and

5.

appropriate
elective
requirements.

B.

C.

The
program
staff
conduct
a
developmental, systematic assessment of
each student’s progress throughout the
program, including consideration of the
student’s
academic
performance,
professional development, and personal
development.

an annual evaluation that documents
how, where, and the extent to which
program objectives are addressed in
course syllabi;

2.

a review by program staff of
programs, educational offerings, and
characteristics
of
program
applicants;

3.

at least once every three years,
program staff conduct and document
findings of formal follow-up studies
of program graduates to assess
graduate
perceptions
and
evaluations of major aspects of the
program;

at least once every three years,
program staff document use of
findings from VI. C.1, 2, 3, and 4
above in program modifications.

E.

Students have regular and systematic
opportunities to formally evaluate staff and
the students’ educational experiences.

F.

Provide annual results of student course
evaluations to staff.

G.

Present written staff evaluation procedures
to program staff at the beginning of each
evaluation period and whenever changes
are made in the procedures.

Note: DRAFT at 1 April 2006.
Acknowledgment: These standards draw on the
2001 Standards of CACREP (Council for
Accreditation of Counseling and Related Education
Programs) which is the equivalent body in the
United States of America. Used with permission.

Staff establish a comprehensive, integrated
plan of program evaluation, indicating how
the objectives, and student learning
outcomes are met. Program evaluations
must be ongoing, with formal evaluation
occurring as follows:
1.

5.

An official report that documents outcomes
of the comprehensive program evaluation
shall be prepared and distributed on a
systematic basis (at least once every three
years) to students currently in the program,
program staff, institutional administrators,
and personnel in cooperating agencies (eg,
employers, site supervisors).

educational

Program objectives and student learning
outcomes are developed and revised when
necessary through review on a regular
schedule. This evaluation process is based
on input from program staff, current and
former
students,
and
personnel
in
cooperating agencies.

at least once every three years,
program staff conduct and document
findings of formal follow-up studies
of clinical site supervisors and
program graduate employers to
assess
their
perceptions
and
evaluations of major aspects of the
program; and

D.

Section VI: Program Evaluation
A.

4.
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CHAPTER 9
CONCLUSIONS
models that may open up opportunities for more
integrated services and the inclusion of relevant
health professions to make a contribution to the
wellbeing of the nation. If statutory regulation is
not a readily available option, then there is a need
to consider alternative models, particularly coregulatory models, that could support the
strengthening of self-regulatory structures and
processes in the profession.

This self-regulation project set out to determine a
best practice model for self-regulation of the
counselling and psychotherapy professions in
Australia. This was undertaken in the context of
government policy which favoured self-regulation
over statutory regulation except where a strong
case could be made for meeting the six AHMAC
criteria for regulation of health professions. It was
also undertaken in the context of worldwide
changes in regulatory approaches.

Feasibility of Joint SelfRegulation

A Challenge to the AHMAC
Criteria for Statutory Regulation

In line with an international trend towards crossprofessional models of regulation, this study
sought to determine the feasibility of a joint
approach to self-regulation among the key
identified unregulated health professions in
Australia. Whether such a cross professionalmodel would be a useful model in Australia for the
self-regulating health professions, such as the
counselling and psychotherapy profession, is still
up for debate. However, the current study has
provided
a
map
of
the
self-regulatory
arrangements in place for most of these selfregulating bodies and this provides a sound basis
on which further discussions can be built.

A core theme that emerged in the consultation
process across the allied and complementary
health professions was the suggestion that the
AHMAC Criteria for Statutory Regulation need to
be reviewed. It was felt that health professions
should not be defined and held accountable
primarily around risk, a minimally accountable
model. Rather, that there was a need for
innovative institutional frameworks that could
ensure high standards of practice across all health
professions, as well as providing strong
accountability, and serving the public as an
information-providing and quality assurance body.
It was considered that the institutional recognition
that would come with statutory regulation would
provide greater access, choice and accountability
for consumers of health services, and that this
was a sufficient rationale for regulation. Such a
structure was considered important in terms of
legitimating newer health professions and
facilitating a move towards more integrated and
cost-effective models of health care. It is also
more consistent with a quality framework that
focused, not just on preventing harm, but on
ensuring the highest possible standards, choice
and equity of access.

From responses to the survey of six allied and
eight complementary health professions, the
current
status
of
national
self-regulatory
arrangements for these unregistered health
professions were documented against key
features of a best practice model of selfregulation. The core characteristics of these selfregulating bodies included having a peak national
association which aims to protect the public by
setting quality standards, maintaining a national
register of practitioners, and providing a
complaints handling process. They also sought to
promote and advance the profession and maintain
and update the skills and knowledge of
practitioners. They have a varied range of
categories of membership, and most have a
method of accrediting courses for the profession.
This mapping suggests that there is a sufficiently
common approach to warrant further investigation
of a joint approach.

Such
views
are
consistent
with
recent
international trends in regulation of the health
professions (eg. UK Government White Paper,
2007). In Australia, a strong case has been made
in a number of key quarters for a radical overhaul
of the health workforce to provide a better focus
on ensuring high standards of training and
practice targeted to the needs of consumers
(MHCA, 2005; Productivity Commission Report,
2005; Senate MH Inquiry Report, 2005). These
findings suggest the need to consider alternative

A discussion paper was produced which outlined
two possible models of joint self-regulatory
arrangements (Schofield & Collins, 2004). The
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first model proposed to establish a Council of
allied
and
complementary
health
peak
organisations (Combined Self-Regulating Model).
The second model proposed two independent
Councils, one for the allied health peak
organisations (Allied Health Model) and the
second for a Complementary Health Model
(Complementary Health Model). This was followed
by a round of consultation meetings with
participating bodies.

The UK Government’s view is that most new
professions should be regulated by a joint crossprofessional body such as the Health Professions
Council since it is designed for this purpose and
has the most expertise in bringing new
professions into statutory regulation and also in
regulating a wide range of professions within a
common system.
A number of potential barriers for a joint selfregulation model were identified in the current
study. For instance, the functioning of state
versus
national
structures
of
professional
associations
varied
considerably
across
associations and was noted as a major structural
barrier in reaching agreement about a more
overarching regulatory structure. The different
regulatory requirements across states for some
associations was also noted, with some
professions being regulated in one or two states,
but not in others, e.g. Chinese medicine and
acupuncture are regulated in Victoria. Another
concern was about the cost and voluntary
commitment required to create and maintain yet
another organisation. It was felt that this would
be additional to the existing structures that
associations were struggling to maintain.

These models envisaged an overarching council
supported by professional colleges which would
undertake a wide range of profession-specific
tasks such as setting standards, accrediting
courses, filtering complaints, and monitoring
Continued
Professional
Education.
The
professional colleges would nominate professional
members for the joint Registration Board and the
Complaints Boards, and would advise the
Registration Board on a broad range of matters.
The Registration Board would determine the
registration process, set up and administer the
Register of practitioners, apply standards set by
professional
associations,
handle
disputes
regarding standards, examine overseas trained
practitioners, establish a complaints process,
administer and hear Complaints and Appeals, and
assess fitness to practice.

The breadth of allied and complementary health
professions was seen to pose some problems in
jointly agreeing on standards of self-regulation.
There was concern that different professions may
have different needs such as minimum training
standard.
Typically,
statutory
regulatory
structures for allied and complementary health
professions such as the HPC in Britain, have set a
tertiary qualification as the minimum qualification,
yet not all potential health professions in Australia
would support this requirement. Even within the
counselling and psychotherapy profession, there
is a split on this issue (Chapter 6). Another
potential barrier was the vast range of
membership
levels
and
categories
within
associations, as well as methods for assessing
those categories.

The perceived benefits of a joint self-regulation
body included: providing a united profession to
which consumers, institutions and government
can
refer;
having
joint
registration
and
administration procedures; and having a well
developed, accountable and transparent system
of complaints handling. A joint model would also
potentially
help
to
monitor
and
control
practitioners who were de-registered by one
professional body from moving to another
professional body.
The UK Government’s recent White (2007) Paper
on regulatory reform suggests that a centralized
regulatory body helps “to foster consistency
where appropriate and the application of best
regulatory
practice
across
all
regulated
professions to stop members of some professions
being treated more leniently or harshly than
others”
(p.84).
It
can
also
promote
multidisciplinary practice in the support of
integrated services that may better meet service
users’ needs. The White Paper suggests that
regulators
which
embrace
a
number
of
professions are “more aware of the interface
between different professions’ practice, and are
more likely to concentrate on general regulatory
principles than on profession-specific issues. This
includes taking account of all stakeholder needs
(service users and providers as well as
professions) in setting regulatory standards for
practitioners to support service providers’
workforce development in a variety of sectors and
settings” (p.85).

Most importantly, participants in the consultation
round questioned how such a structure would be
funded and what benefits or incentives would
come with such a move. There was a feeling that
such a joint model would only be seriously
contemplated if there were some substantial
professional and financial incentives to be linked
to such a model. During the consultation round, it
also became evident that a number of the selfregulating professions were committed to seeking
statutory regulation as their preferred model, e.g.
AASW and NHAA. Other associations expressed a
satisfaction with their current self-regulatory
arrangements. A small number of associations
indicated cautious interest in further discussions
about possible joint self-regulation models (e.g.
AOPA, AAMT, ANTA, ATMS and PACFA). From this
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with a broad range of such commonly presented
issues.

process, a group of associations agreed to remain
open to future dialogue on possible joint and coregulation models, although it was considered
premature to move ahead with this at this stage.

A second feature is the wide diversity of
theoretical approaches and practices which has
resulted in the development of many specialised
groups within the field. Any regulatory model
needs to be able to work flexibly with this
diversity, as well as providing a means for the
field to define what they have in common and to
adhere to agreed common standards. Where the
profession has been regulated in other parts of
the world, this has usually involved treating
counselling and psychotherapy as two separate
professions. Particularly in the US, counselling has
been regulated in terms of even more specialised
groups such as marriage and family counselling,
mental health counselling and so on. Another
more inclusive model has involved allowing all to
practise, but requiring them to register and be
held accountable through a register, such as in
some US states.

Co-regulation was seen to offer a number of
advantages to the currently self-regulated health
professions.
A government-recognised model
would provide widespread visibility and credibility
to the public and other government and nongovernment organisations (e.g. Work Cover,
Insurance providers etc). Furthermore, such a
model may offer greater opportunities for
government funding and have the potential of
tying standards set by the health professions to
government funded positions in health care. The
co-regulation of a profession does not exclude
those professionals who are not members of the
co-regulated organisation from practising but
simply offers a government-endorsed benchmark
of quality care.
This could be a valuable
development as the government seeks to find an
alternative and more effective model to address a
serious crisis.

A finding from the workforce survey was that a
wide range of other health professionals re-train
and practise as counsellors or psychotherapists,
often maintaining dual professional affiliations.
For example, a psychologist, doctor or nurse may
undertake additional study in counselling or
psychotherapy and practise either fully or partially
as a counsellor or psychotherapist, while retaining
their primary professional title, probably because
it is seen to provide more legitimacy. However,
the majority of current practitioners appear not to
be covered by other health profession regulatory
structures, highlighting the importance of
ensuring a system that adequately includes this
growing professional group.

Models for Regulating
Counselling and Psychotherapy
A review was made of key influences on a
decision about the most appropriate model for the
counselling and psychotherapy profession. The
first among these key issues is the problem of
defining counselling and psychotherapy as a
profession due to the nature of ‘talking therapies’.
In looking at factors such as the AHMAC criteria,
and the scopes of practice developed among
many of the regulated professions, it became
clear that counselling and psychotherapy are
fundamentally different from many other health
professions in that the focus of the ‘talking
therapy’ practice is the relationship between
practitioner and client rather than performance of
certain definable procedures. This makes it
difficult to define competencies and scopes of
practice in a narrow legalistic sense.

The wide range of approaches, training bodies,
and professional associations has posed a
challenge to regulation of the profession and
requires a model that draws on expert knowledge
of the field and has the flexibility to incorporate
widely varying approaches. The wide variation in
training standards makes it important to
adequately specify what types of practice should
be undertaken by different levels and forms of
training. This may best be managed within a selfregulatory model based on professional colleges.

Therefore, it may not be practical to have a model
that defines particular scopes of practice, unless
this could be conducted in broad terms.
Alternatively, it may be possible to define scopes
of practice for more specialised forms of therapy,
or for specialised target populations or problems,
as proposed under the New Zealand approach (NZ
Ministry of Health, 2005) or competencies for
working with specific areas such as substance
abuse, or trauma. The difficulty with this
approach is that clients do not usually present in
discrete categories or with discrete problems.
Issues such as trauma are actually quite common,
so a widely held view would suggest that all
independently practising therapists need to be
trained to a level whereby they are competent

Among the models of self-regulation reviewed,
the model developed by PACFA was highlighted as
a model which has potential to provide a unifying
structure for the field, while at the same time
supporting the diversity and uniqueness of
different theoretical approaches. It is seen to
provide an overarching framework with clear
minimum standards, as well as a more flexible
regulatory structure which supports development
of rigorous processes within the subgroups and
specialities.
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terminology about therapy, training standards,
and types of membership and accreditation/
registration
programs.
There
has
been
considerable progress towards documenting and
providing web-based information from a number
of private sources such as the Psychotherapy in
Australia website (www.psychotherapy.com.au).
However, what is lacking is a clear independent
indicator to the public of how to interpret differing
standards and claims. The extent to which this
will be determined by professional standards
versus marketing budgets is yet to be
determined.

This model is compatible with the UK context and
the Council model adopted by the United Kingdom
Council for Psychotherapy (UKCP). This seems an
appropriate model because the UK professional
community has strong parallels with the
Australian professional community. Such a
structure helps to preserve the valuable richness
and diversity of therapeutic approaches and
avoids the inevitable tendency towards increasing
standardisation and rigidity which can come with
regulation (Baldwin & Cave, 1999).
This type of model consists of an umbrella
organisation, the Council (or Federation), to which
professional associations apply for membership.
The Council (made up of all participating
associations) sets the minimum standards of
training, entry requirements, a code of ethics,
standards of practice, and complaints and
discipline procedures. Each association must meet
or exceed these standards in order to be
members of the Council. Under the UK model, all
members of member associations are, de facto,
members of the Council and are eligible to be
named on the Council Register of qualified
psychotherapists. Under the current PACFA
model, members of member associations must
apply separately to be registered on the central
register. This provides a further quality assurance
step and was considered necessary to ensure
consistency in application of the standards and
independence in the assessment process.

PACFA has made an important contribution in
terms of bringing together the majority of
professional
associations,
setting
minimum
standards
and
moving
towards
a
more
standardized terminology. A core platform of
PACFA’s regulatory system is the need to clearly
distinguish between practitioners at different
levels of training, different forms of training and
different theoretical modalities since this is
associated with fundamentally different ways of
working in practice. Such a stance contributes to
the public being able to make more informed
choices about the professional services they seek
and makes possible a more appropriately targeted
approach to professional development and
accountability of professional groups. The PACFA
Register site provides descriptions of different
forms of therapy and identifies well trained and
supervised
therapists working in
different
modalities.

Consultation and Methodology

Consultations with health care complaints
commissioners identified the need for their offices
to have access to information about senior
members of the profession as a reference group
for dealing with difficult complaints that require a
high level of professional expertise. A well
developed self-regulatory system is required in
order to meet such a need. This feedback was a
timely reminder of the importance of considering
the contribution of senior and well respected
clinicians and how the regulatory structures can
support such recognition.

The range of consultation processes used provides
a wide lens from which to view the counselling
and psychotherapy professional and regulatory
context in Australia, and views on best practice
for the field. There are a number of key themes
and issues emerging from this consultation
process.
First, there is a widespread agreement on the
need for further regulation of the profession. This
conclusion
was
gained
from
extensive
consultation with professionals and professional
bodies, with trainers and educators, with many
government bodies and health care complaints
commissioners, and with other groups of health
professionals.

This feedback from government officials to the
profession also speaks to a core issue identified in
the
consultations
with
counselling
and
psychotherapy professionals. This theme was
concern over a fundamental split developing
between the ethos of associations built on a long
history and rigorous standards of training, ethics
and supervised practice versus more newly
emerging associations with shorter training
programs, lower standards, a strong marketing
approach, and use of numbers of members as the
main criteria for claiming credibility and
legitimacy. There was a widely expressed view
that the profession and the public were best
served by a non-competitive approach in which
differences in standards, quality of training, years

A key aspect identified is the need for clearer
information for the public about how to
understand the wide proliferation of terms and
claims about professional associations, how to
find an appropriate therapist or training course,
what to expect from therapy, and what to do if
they have concerns about practice. Factors which
contribute to this confusion include the large
number of professional bodies making competing
claims, and a proliferation of poorly explained
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of experience, and modality were clearly
acknowledged. A need was also identified for a
clear differentiation of levels of training and
pathways towards full recognition as an
independent
practitioner.
Demonstrated
expertise, amount and length of supervised
experience and high ethical standards do matter
in professional practice – a view that was
repeated often in the consultations.

Workforce Profile
This study of the professional workforce set out to
provide a profile of practitioners and their work
settings and patterns, and has provided valuable
information on professionals within the PACFA
structure. This is a mature workforce of largely
female practitioners with a mean age of 53 years.
Many appear to have come to counselling and
psychotherapy as a second or third career, as
around 40% were qualified in another health
profession such as psychology, social work
nursing and medicine. The ageing profile suggests
a need to consider future workforce planning
needs and ensure an adequate supply of well
training and supervised practitioners as the
current workforce moves into retirement.

There was also a strongly expressed view that
marketing ethics needed to be considered in the
processes of professional associations, with clear
acknowledgement of the different ethics that
should govern marketing of professional bodies
versus business marketing approaches. This
speaks to the need for associations to represent
themselves clearly and accurately, and to be open
and transparent in their processes.

The PACFA workforce profile is complemented by
surveys undertaken of a sample of ACA members
(Pelling, 2005), and a sample of counsellors
advertising in the Yellow Pages (Pelling et al.,
2006). A comparison of the PACFA and ACA
surveys reveals a significant difference in the
average level of training of the two samples and
their years of professional experience. Among the
PACFA workforce sample, 59% possessed
postgraduate qualifications. By contrast, among
ACA survey respondents, 23% reported a
postgraduate qualification and 43% did not
possess any tertiary qualification (Pelling, 2005).
The average years of practice reported by PACFA
respondents in 2004 was 13 years, compared with
a reported average of 8 years professional
experience for ACA members (Pelling, 2005).
Such findings probably contribute to difficulty
between the two organisations in agreeing on a
minimum training standard.

Counselling and Psychotherapy
Professional Associations
The study revealed a rapid proliferation of diverse
professional associations across the counselling
and psychotherapy spectrum from the 1970s
through to the late 1990s. It has also shown a
strong
trend
towards
consolidation
and
development of a more unified framework in a
number of areas. At one level, there are a number
of national associations that have developed from
state based bodies that share a common focus. At
another level, the grass roots emergence of
PACFA as an association of associations that seeks
to embrace the whole field and provide a unifying
and self-regulatory role for the field has provided
a focus for major advances in establishment of a
well justified consensus on training and ethical
standards, and a strong commitment from a very
wide range of modalities to work towards the
common good for the development and
accountability of the profession. This in turn will
provide a service to client populations and the
public, through development of a more coherent
presentation of the profession, its standards and
its forms of accountability.

Differences in the field needs to be recognised
and worked with in a way which reduces
competitiveness and places the public interest as
the central focus for how the respective bodies
represent themselves. In particular, there is a
need for a clearer mapping of training and
experience levels, and more careful consideration
given to the types of work that are appropriate for
different training and experience levels. There
also need to be clearly articulated pathways from
one level of qualification to another, and for a
more consistent approach to defining the posttraining entry-to-practice criteria. In the end,
however, the fundamental question to be
addressed is whether the public interest is best
served by a more unified regulatory system or by
individual associations remaining separate and
largely unaccountable to the wider professional
and public community.

This movement towards a more unified structure
is not fully realised, and there are a number of
associations not currently participating in this
process. This has created considerable confusion
for the public and newly emerging professionals
about appropriate standards, and how to choose a
training course that will meet professional
standards. It is clearly in the public interest to
achieve unified standards and develop a single
registration and accreditation system in the
interests of presenting a more united message
about the profession.

Among other associations outside the PACFA
umbrella, there is little information available
about the number of members who may be
working in private practice, but it may be that a
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The proliferation of education and training
courses, along with a wide range of standards,
and the push for shorter, less intensive and more
cost-effective courses is bringing a rapid change
in
the
education
of
counsellors
and
psychotherapists. There is also a developing
debate around whether the focus of training
should be a very rounded development of the
professional, or focused on development of
competencies, such as being promoted by the
Community Services and Health Industry Skills
Council (see www.cshisc.com.au) (Holmes, 2006).

much higher proportion of members, in areas
such as rehabilitation counselling and guidance
counselling, are working in salaried positions
under supervision. A clarification of this issue
would be useful, and a clearer specification of
pathways to private practice. For instance, it may
be useful for there to be a stronger link between
all bodies and for clearer pathways and processes
to be specified for recognising those who meet
the criteria for independent private practice.
The workforce survey provides useful information
about the perceived adequacy of training which
can be used to inform future training standard
and course accreditation requirements. Further
work is needed to evaluate the effectiveness of
different training programs and standards and to
determine whether perceived adequacy is related
to actual performance and objectively rated
competence.

A considerable body of literature points to the
high level of cognitive demand and emotional selfmanagement required to work in complex
domains of practice such as counselling and
psychotherapy (Holmes, 2006; Zsambok & Klein,
1997). To fully develop competence in such areas,
there is a need for considerable experiential forms
of training, as well as the study of a body of
knowledge. Damasio (1999) suggests that
students need to learn about the ‘feel of things’ in
order to be able to make sound judgements in the
heat of the moment.
Psychotherapy and
counselling are complex forms of professional
activity because they involve a capacity for
thinking-through
and
self-reflection,
taking
multiple perspectives, understanding differences
in emotional investment, coping with ambiguity,
and because there are typically high stakes,
intense emotions, and the possibility of conflict
and explosive responses to the process (Holmes,
2006).

Training and Development
of Counsellors
The review of training courses and training
providers found that there were over 140 different
education providers and hundreds of different
courses, many short courses at certificate and
diploma level (see Chapter 8). This suggests that
there may be a flood of newly trained and
minimally experienced counsellors coming on to
the
professional
employment
scene,
with
qualifications that will make it difficult for them to
find salaried employment as counsellors. The only
option for many appears to be to set up in private
practice, often solo private practice. For instance,
both the PACFA and ACA surveys found high rates
of private practice, with the ACA survey reporting
very high rates of solo private practice (Pelling,
2005). This is no doubt related to a serious
shortage of supervised internship placements
available for training and newly qualified
counsellors and the lack of any policy or structural
support from government for ensuring safe and
effective practice opportunities.

Counselling and psychotherapy also require a
capacity for self-critique and non-defensive
recognition of errors. Otherwise professionals may
learn to hide errors and continue to make the
same mistakes, resulting in arrested professional
development (Ericsson, 2003). Professionals
trained to a ‘good-enough’ level rather than a
high level are more likely to compromise their
own workplace mental health and safety, increase
the risk of cascading errors and cost blow out,
particularly in areas of family counselling that
have legal ramifications (Henggler & Sheidow,
2002). The research in judgment and decisionmaking clearly indicates that errors result from
under-preparedness
in
the
cognitive
and
emotional domains and that even straightforward
cases are at risk of being mishandled (Connolly,
Arkes, & Hammond, 2000; Goldstein & Hogarth,
1997).

Despite a relative lack of alternatives to private
practice for many practitioners, their work context
has been made even more problematic through
the recent mental health policy changes. The
Federal government’s recent Better Access for
Mental Health Care initiative has resulted in
potential clients, who may have been referred
previously by general practitioners to counsellors
or psychotherapists, being now redirected to
approved psychologists, social workers and other
recognised mental health professionals. Fully
trained
and
experienced
counsellors
or
psychotherapists have been excluded from the
Medicare rebated services provision.

This evidence suggests that there needs to be
more work undertaken to determine the
appropriate levels of training required to work in
different settings and for different types of
practice and that performance of professionals at
different levels of training requires further study.
In particular, there is strong evidence to support
the need for a substantial period of post-training
supervised practice, prior to granting full
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associations to use with complaints against
members who are not on the register. These
processes are built on a thorough and nonadversarial model which is appropriate for the
type of professional activity being undertaken.
This has been reviewed by the Victorian Office of
the Health Services Commissioner, and conforms
to principles of best practice in the field (Bond,
2002). Further work is required to determine
appropriate procedures for notifying other
associations of the outcomes of complaints
processes and the conditions under which this is
made public. This will require further negotiation
with government bodies and respect for legal and
professional requirements around privacy and
confidentiality.

recognition as an independent practitioner (see
Chapter 5).

Course Accreditation
At the heart of a self-regulation model is the need
for confidence in the training and qualifications
held by professionals. A serious failing of the
current self-regulatory system is the lack of a well
defined
course
accreditation
scheme.
In
recognition of this, PACFA has developed a
proposed model for course accreditation which is
now in its third round of consultation, with the
aim of being implemented in a staged approach
from 2007. A key challenge to such a model will
be the perceived incentives for participating in
this voluntary scheme and the cost, particularly
for small training bodies which run on a tight
budget. Another challenge may come from
alternative course approval systems which adopt
different standards and different levels of rigour in
reviewing courses. The existence of multiple
systems using differing standards is likely to
diminish the value of having any course
accreditation system.

Best Practice Model for the
Counselling and Psychotherapy
Profession
The core focus of this study was to determine a
best practice model for regulation of the
counselling and psychotherapy profession. Two
models were proposed for consideration which
built in the best practice features identified
through the literature. The first model recognised
the significant work undertaken to date by PACFA
to unify the profession, set standards, and
develop
rigorous
best
practice
regulatory
structures to cover the member associations.
These included setting standards of training and
practice, maintaining a register of practitioners,
and managing a rigorous and non-adversarial
complaints handling and appeals process for
registrants, as well as supporting good complaints
handling
processes
among
the
member
associations for members not on the register. The
advantage of adopting the PACFA structure as the
core regulatory structure is that it builds on the
substantial body of regulatory work already
undertaken collaboratively by over 40 professional
associations and represents a considerable
consensus in the professional field.

The proposed course accreditation model is
consistent with the broader PACFA model of
recognising the wide range of specialisations
within the field and providing accountable
structures and processes for working with those
differences. The fundamental approach involves
establishing a core framework and ensuring input
from members within a specialised area, as well
as from outside that area. This helps to ensure
greater accountability and independence, as well
as respecting areas of specialised knowledge.

Good Governance and
Complaints Handling
The study reviewed best practice in governance
and complaints handling processes and has
provided a model for good governance in selfregulating professional associations (Appendix
4.1) based on guidelines developed by a Victorian
government funded project (Bradfield Nyland
Group, 2002). This model has been adopted by
PACFA professional associations and is tailored to
the model of an overall peak body with a large
number of nested associations under its umbrella.
It provides mechanisms for dealing with
governance issues that arise within associations.
It also provides a process for dealing with
complaints that one association may have with
another, or indeed with the peak body.

Model One proposed to further develop the
regulatory functions of PACFA by making the
registration function into a more independent
system modelled on statutory registration boards
and complaints handling processes. In this model,
access to the Registration process would be via
member associations of PACFA which would serve
as the national regulatory and standards body for
the profession. Professional associations currently
not affiliated with PACFA, could gain access to the
Registration system by meeting the consensus
standards adopted by the 40+ associations
currently belonging to PACFA and joining as a
member association. The perceived advantage of
this model was that it recognised the regulatory
role that PACFA was established to undertake and
the peak status of PACFA as an association of

The model also outlines a process for dealing with
complaints against practitioners on the register,
and a separate set of guidelines for member

155

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

there was more to be gained for both the
profession and the public good, through full
participation in a more unified approach. There is
no guarantee that this will happen; however, the
strong level of success and goodwill to date is a
positive sign. Equally, there is no basis for
believing that the second model could work any
more effectively than the PACFA model has
worked to date, because the same factors are
likely to impede its development as a model.
These
may
include
factors
such
as
competitiveness, democratic vs undemocratic
structures, and different attitudes towards the
need for transparency and minimum standards. It
was felt by many consulted that what was
particularly needed for a more unified approach
was a hard dialogue around the issue of training
and entry-to-practice standards, and a level of
commitment to collaborating with the full
profession which was stronger than the
competitive motive to gain more members for an
individual association.

associations.
It also allows a forum for all
professional issues to be debated within the
profession, for decisions to be made, and then a
consistent set of standards to be presented to the
public. The major disadvantage of this model is
potential lack of acceptability to the small number
of associations who have not or may not wish to
adopt the consensus standards, or join as a
member association.
The second model proposed a newly established
structure to potentially encompass all professional
associations (those inside and outside the PACFA
umbrella), through establishing a separate
Registration Board that would set standards and
regulatory processes and then invite registration
from any appropriately qualified practitioners
regardless of the association they belonged to.
The Board could be conceptualised as made up
either of totally independent people appointed
from outside the professional bodies, or as a
representative group of professional bodies. There
are some significant problems with envisioning
how such a model would work in practice, without
a
legislative
mandate,
given
substantial
differences in standards and processes. For this
model to work, there would need to be an
agreement among all major professional bodies
on training and entry to practice requirements.

Implementation of the Best
Practice Model
A key to effective implementation is to ensure full
consultation and consensus processes within the
field. This includes involving as many professional
leaders and trainers as possible, as well as the
diverse range of modalities and professional
associations. The support and recognition, gained
from a high proportion of university education
programs in counselling and psychotherapy, for
the standard established by PACFA, is of
particular significance as a marker of quality
standards. The PACFA model has demonstrated
over a 10 year period a strong commitment to
this model of consultation and consensus and it
has proved an innovative and widely supported
model. It does not yet have total support, and a
challenge for the future will be to work towards an
even more unified field.

The advantage of this model is that it would be
potentially more inclusive and that it may be
more independent if the Board was determined
externally from professional bodies. The primary
disadvantages are that it duplicates the
administrative and regulatory roles already
established by PACFA as a peak body for the field
and adds another layer of bureaucracy which will
add to costs. It is also unclear whether sufficient
consensus about standards could be reached
between all associations. Ongoing discussions are
needed to determine the feasibility of this.
There were a number of reasons that the PACFA
model became the preferred model. The most
important of these was that the PACFA structure
was established to undertake the task of the
proposed Model Two structure – to encompass the
whole field. The fact that this has not been full
realised was seen, not as a failing of the model,
but rather, an indication of the diffusion of
innovation process (Rogers, 1995). The focus has
been on development of strong governance, selfregulatory and consultative processes and
inclusion of key stakeholders, i.e. building a
strong foundation. In many respects, PACFA can
be considered to be remarkably successful in its
achievements Since its establishment in 1998, it
has gained the support of around 40 of the 46
identified associations.

As indicated by the diffusion of innovation model
of change (Rogers, 1995), any innovation must go
through a process of being communicated to, and
then gaining the support of others, eventually
leading to a full commitment to change. The
diffusion of innovation model suggests that there
are roughly four stages in this diffusion process:
invention, diffusion (communication) through the
social
system,
time,
and
consequences.
Information about the innovation flows through
networks, and the nature of networks and the
roles opinion leaders play in them determine the
likelihood that the innovation will be adopted.
Innovation diffusion research has also shown that
in addition to the role of opinion leaders, there are
additional intermediaries called change agents
and gatekeepers (Rogers, 1995). In the
professional context, these are likely to be leaders

It was considered that PACFA could naturally
evolve towards or hand over to the second Model,
as recognition developed in the wider field that
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HPRAC in Ontario, in which the structure is
established for a core group of participating
professions, with the capacity for inclusion of
more professions in the future as the need is
identified and as they demonstrate that they fulfil
the criteria. This type of model can also be
applied to the diverse composition of the
counselling and psychotherapy profession.

of professional bodies who may manage
information which flows to members, and exert an
influence on member attitudes and opinions.
Governments and the broader policy context will
also influence the process.
Inevitably in this process of change there will be
differing rates of readiness to change and commit.
Research on this model has identified five types of
adopters of change. These have been defined as:
innovators, early adopters, early majority, late
majority, and laggards. Research shows that
these adopter categories follow a standard
deviation-curve, with very few innovators tending
to adopt the innovation in the beginning (2.5%),
early adopters making up 13.5% a short time
later, the early majority 34%, the late majority
34%, and after some time finally the laggards
make up for 16%. In our review and study of the
professional field in Australia, and the stage of
commitment to a unified model, it would seem
that the profession has moved into the stage of
commitment by the late majority. Time and
commitment to good process and international
standards has yielded a considerable success.

The diffusion of innovation process provides one
model for understanding the process of moving
towards a more comprehensive model of selfregulation for the profession. The model would
suggest that the opinion leaders and gate keepers
of the professional bodies will be critical in
opening up dialogue and moving towards a
consensus position, and that time and the
consequences of not changing may be key
influences on the process of future change.
Government officials and policy can also be very
effective change agents through providing
incentives or regulatory strategies to support
change and adoption of a more unified best
practice model.
Some possible high value incentives would be
recognition of the consensus self-regulation model
for
registration
and
course
accreditation
processes, as the appropriate minimum standard
for defining eligibility for a wide range of
internship placements, employment positions and
financial incentives for those in private practice.
These could include, for those who meet the
agreed training and entry to practice standards:
GST exemption for counselling and psychotherapy
services; Medicare rebates under the allied health
and mental health care programs; and recognition
of the register standard as appropriate for
government funded employment positions as
counsellors.

It is now time for the remaining professional
bodies to consider the relative advantages and
disadvantages of commitment to a unified model
versus pursuing an individual path, both in terms
of professional interest and, more importantly,
the public interest. In terms of Rogers’ (1995)
four stages of the diffusion process, the
profession may be approaching the consequences
phase, in which there will need to be a careful
weighing of the consequences of decisions made
now about the future. It is questionable whether it
is possible to ignore the growing move towards
consensus standards and structures among
professional associations in Australia, as well as
international trends in regulation. It may be, now,
that the fundamental decision for the remaining
associations will be whether to support adoption
of the PACFA model, or define an alternative
model that has the capacity to gain a higher level
of support from the whole profession. After ten
years
of
very
intense
and
widespread
consultation, such an alternative model has not
yet emerged, and pragmatics suggest that it may
be more efficient to work with the existing model
than start again.

Other high value incentives would include support
to undertake a further study to define pathways
towards full recognition as counsellors and
psychotherapists, and determine appropriate
scopes of practice for different levels and types of
training. There may need to be transitional
arrangements such as grand-parenting pathways,
for recognizing experienced practitioners who may
lack the formal qualification requirements. A
suitable
grand-parenting
arrangement
may
involve demonstration of competence through
methods such as those proposed in New Zealand.
These include “a careful evaluation of a
therapeutic case study, work practice description,
verbatim transcript, and oral interview conducted
by experienced practitioners that includes an
interactive
assessment
of
the
candidate’s
emotional intelligence and relationship skills” (NZ
Ministry of Health, 2005, p.11).

An important implication of the diffusion of
innovation model is that the process of change
and full adoption takes time, particularly under a
voluntary self-regulation system, and that the
pace of development among the majority is likely
to influence the rate of adoption overall. For this
reason, it is recommended that implementation of
the innovative model, established by PACFA,
continue and that stronger self-regulatory
arrangements be put in place. This also fits with
the sort of models adopted by the HPC in the UK,
New Zealand and British Columbia, and the

Linked to the need for nationally consistent
approach to training standards and course
accreditation, is the need for a more structured
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and accessible internship system for newly
graduated professionals. It may also be important
to provide a provisional registration category for
those who have completed formal training and are
engaging in the required post-training supervised
practice period.

point towards a need to reconsider statutory
regulation as the best practice model of choice.
These include trends in the UK, Canada and New
Zealand, as well as the Australian Productivity
Commission Report (2005) and COAG Agreements
on mental health reform (2006).

As identified in the consultation process with the
allied and complementary health professions and
in key international reports (eg UK Government
White Paper, 2007), professional organisations
which seek to work together need to meet a
certain level of professional maturity which can be
demonstrated through an audit of governance,
administrative and membership requirements and
processes. Such a process of audit and
accountability in turn brings a sense of common
purpose and trust in the constituent members of
the central structure.

A significant UK reform document released in
February 2007 makes protection of patients and
the public the first priority of healthcare reform
(www.dh.gov.uk). This reform agenda has been
driven in part by the need to sustain confidence in
regulation of healthcare professionals following
the findings of a number of high profile inquiries
into doctors who have harmed their patients,
most notably the Shipman, Kerr-Haslam, Ayling
and Neale Inquiries. This policy shift indicates that
professional regulation needs to not only prevent
harm (the key focus of current AHMAC criteria for
professional regulation) but rather be guided by a
model which will build trust, confidence and safety
for consumers, underpinned by sound best
practice quality assurance processes.

Given the importance of the ‘ethic of trust’ as a
core feature of counselling and psychotherapy
practice (Bond, 2002), it is critical that the
professional bodies, who represent counsellors
and psychotherapists, work towards development
of that ethic of trust in their organisational
practices.

Some of the key reform changes of the UK policy
include:
• measures to make regulators more
independent, such as the appointment of
council members, professional members no
longer forming the majority of these councils
and an independent adjudicator for doctors;

Implementation also requires a consideration of
the process for managing the transition from
training to full independent practice and
articulation of scopes of practice.
The New
Zealand
model
proposes
three
types
of
practitioners.
One
involves
fully
qualified
practitioners who are registered under a ‘general’
scope of practice, which recognises that they
meet full entry to practice criteria, including
having completed a minimum of 1500 hours of
supervised psychotherapy sessions. The second
category is for a ‘specialty’ scope of practice
defined as providing specialised psychotherapy
services to a particularly vulnerable or at risk
group (eg. children, the elderly, trauma
survivors). The third category is termed a ‘limited’
scope of practice which would be granted to
therapists who have completed their training and
are practising under supervision for the purpose
of achieving full registration. This category is
available to those who have completed the formal
training or equivalent and at least 200 hours of
supervised
psychotherapy
sessions,
and
demonstrated psychotherapeutic competence.

• measures
to
ensure
healthcare
professionals are objectively revalidated
throughout their career and remain up to
date with clinical best practice;
• the creation of GMC Affiliates to help deal with
more cases concerning doctors at a local level
and to ensure independent oversight of
aspects of revalidation;
• changing the standard of proof used in
fitness to practise cases from the criminal
standard to the civil standard with a sliding
scale; and
• moving towards a more rehabilitative
approach
to
regulation,
with
the
development of a comprehensive strategy for
prevention,
treatment
and
rehabilitation
services for all health professionals.
A key decision by the UK government as part of
this reform package are plans for statutory
regulation of psychotherapists, counsellors
and psychological therapists under the UK
Health Professions Council. This was justified,
the paper argues, because their practice is well
established and widespread in the delivery of
services, and what they do carries significant risk
to patients and the public if poorly done (UK
Government White Paper, 2007, p.81).

Postscript: Statutory Regulation
as Best Practice
This Self-Regulation Project began with a clear
mandate to examine self-regulation models since
it was widely believed that statutory regulation
was an unlikely option. Over the past three years,
there have been dramatic changes in the
international and national policy areas which all
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While a statutory regulation approach is not
without critics (House, 1996; Mowbray, 1999),
current policy trends suggest that this needs more
serious consideration and debate within the
profession. Ultimately, however, a high degree of
self-regulation is required for a profession before
statutory regulation processes are enacted.
As noted in the UK White Paper, before legislation
can be introduced to regulate a profession, there
must be agreement on:
•

the identity of the profession;

•

its scope of practice;

•

what its members need to know and do;

•

what aptitudes are needed for the safe
and effective practice of the profession;

•

what training is needed
competent practitioners.

to

produce

This is the challenge facing counselling and
psychotherapy in Australia. The work undertaken
by various professional associations to strengthen
self-regulation for our professions are vital
achievements which will position us well for future
consultations around regulation options.
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APPENDIX 1.1
PACFA: Structure, Goals, Training Standards and Register
PSYCHOTHERAPY AND COUNSELLING FEDERATION OF AUSTRALIA (PACFA)

Structure

counsellors, a set of ethical guidelines, and a
Register of qualified professionals, available to
the public on its website. These standards and
processes are documented in the PACFA
Professional Standards document available on
the PACFA website, and are subject to ongoing
regular review. The MAs retain their autonomy
and unique specializations, but agree to
collaborate with PACFA on the development,
review and monitoring of standards, and to have
their processes open to quality assurance
reviews.

The Psychotherapy And Counselling Federation
of Australia, Inc. (PACFA) is an incorporated
body (A03266) which serves as an umbrella
association currently comprising 41 affiliated
professional member associations (MAs) and
representing various modalities within the
disciplines of psychotherapy and counselling.
These MAs represent several thousand members
who meet PACFA minimum standards and
adhere to PACFA policies and standards. A list of
the 41 MAs is provided in Appendix 5.1

Goals

PACFA’s decision making structures follow the
requirements of not-for-profit incorporated
bodies. The governing body is the Council, which
is made up of two delegates from each member
association of PACFA together with the elected
members of the PACFA Board of Management.
The Council meets at least twice per year for 1-2
days at a time, and holds its annual general
meeting usually in August of each year. The
office bearers and Board of Management are
democratically elected at the annual general
meeting, from the delegates of the Council of
Member Associations. The Board of Management
functions
for
the
good
regulation
and
governance of the profession as a whole, rather
than
as
representatives
of
individual
constituencies. Ongoing communication and
consultation between PACFA and MAs is
maintained throughout the year through regular
eNews, regular communications with delegates
and presidents of MAs, and some stated-based
liaison meetings.

PACFA was established
following primary goals:

PACFA’s national office is based in offices leased
at 290 Park Street, North Fitzroy Victoria and
staffed by a Chief Executive Officer, a part-time
Director of Research, and several part-time
administrative officers, as well as a Register
Assessment Officer.

The Relationship between PACFA
and Member Associations (MA)
PACFA has established, through consensus
processes, minimum standards for the training,
supervision
and
ongoing
professional
development
of
psychotherapists
and
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in

1998

with

the

1.

To unite the field of counselling and
psychotherapy through collaboration and
consensus
processes,
as
well
as
respecting the valuable diversity of
specialisations within the field;

2.

To act as a peak body, allowing a united
voice and greater lobbying power to
advance the profession and form
effective professional partnerships;

3.

To establish and regularly review
standards for training, supervision,
ongoing profession development and
ethical practice;

4.

To develop an accessible Register of
practitioners that informs consumers
and professionals, provides professional
accountability, and has mechanisms in
place to foster protection of the public;

5.

To be open to review of processes and
function to optimise achievement of its
core functions, and meet the changing
needs of government, the health
system, other professional bodies and
consumers.
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relating to 40 client contact hours must
have taken place within the training
program (These 10 hours are part of the
50 hours of supervision).:

Training Standards
There are currently two levels of training
standards.
Firstly,
PACFA’s
minimum
professional training standards are applied by
MA membership committees to applicants for full
membership of MAs. These minimum standards
are not intended to indicate endorsement for
independent practice, but for practice under
supervision
within
a
supportive
work
environment. A higher level of training
standards and experience is required for the
Register and those will be covered in the
Register section.

These standards must be at least Bachelor
degree or equivalent in terms of level and depth
of training, as defined by the Australian
Qualification Framework.

Eligibility for PACFA Register
Eligibility for the PACFA Register requires
completion of all training components as stated
above, and the addition of the following posttraining
requirements,
which
should
be
completed after completion of above (applicable
to both pathways):

It should be noted that many of the PACFA MAs
require higher levels of training than the
minimum levels specified by PACFA. Associations
that did not previously meet these requirements
have undergone extensive restructuring so that
all their members meet PACFA standards, or, in
many cases, they have provided different levels
of membership such as student, associate and
full/clinical membership. This allows associations
to have a clear record of which members meet
PACFA standards, and provides an incentive for
those who do not meet the standards to upgrade
their qualifications and supervised experience in
order to reach full membership. For registration
purposes, PACFA only recognises those who
meet the full PACFA register standards.

For
Membership
Association

of

a

OR
•

A further 75 hours of Register Entry
Supervision, spanning a minimum of
two years. This Register Eligibility
Supervision should pertain to

•

750 hours of Client Contact, spanning
a minimum of two years, which also took
place after the completion of client
contact requirement associated with
training.

Professional Development

Member

PACFA requires at least 10 hours per year of
ongoing professional development for all
members. Ongoing professional development is
also required of professionals listed on the
national Register. Members are required to
annually declare adherence with the professional
development and supervision requirements and
there are spot checks for quality assurance
purposes.

The PACFA minimum training standards for
membership of MAs are detailed in the Training
Standards documents available on the PACFA
website. These are summarised briefly below.
From 2009, all applicants must have completed
either:
•

•

a Postgraduate Equivalent qualification,
AND (or Including) over a minimum of
two years, 200 hours of person-toperson psychotherapy and/or counselling
training and 50 hours of supervision
relating to 200 hours of client contact. A
minimum of 10 hours of supervision
relating to 40 client contact hours must
have taken place within the training
program (These 10 hours are part of the
50 hours of supervision).

Ethical Guidelines
Processes

and

Complaints

PACFA has ethical guidelines, a code of practice
and processes for complaints procedures which
are currently carried out by the MA of the
member against whom the complaint has been
laid. This complaint can be referred to the
PACFA Ethics Committee by either the
complainant or the MA if either considers that
this is necessary. Members of member
associations who are on the PACFA Register are
accountable to the PACFA Register Complaints
Processes. A Code of Good Governance is also in
place to guide governance of all associations.

An
Undergraduate
Equivalent
qualification AND (OR Including) 300
hours person-to-person training in
counselling and or psychotherapy and 50
hours of supervision relating to 200
hours of client contact. This must be
over a minimum of three years. A
minimum of 10 hours of supervision
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National Register
PACFA has established a centralised National
Register
of
approved
counsellors
and
psychotherapists, which is published on its
website and maintained on a weekly basis. The
requirements for admission to the Register are
currently more rigorous than for membership of
MAs, as the national Register serves as
recognition that registrants are approved as
appropriately qualified and experienced to
engage in independent practice. Standards for
full membership of the PACFA MA will be set at
the PACFA Register standard by 2009. The
process of assessing register applications
involves extensive documentation of training,
qualifications, supervision, supervised work
experience, supervisors’ reports, as well as
declarations about ethical practice, whether
complaints have been laid or proven, and
evidence of professional indemnity insurance.
Four qualifications pathways onto the register
were provided for the first two to three years to
allow for grand-parenting pathways for the
many experienced professionals in the field who
may not meet the recently established training
requirements. These pathways are being
reduced to three with the great majority of new
registrants from now on expected to come
through
either
the
postgraduate
or
undergraduate pathways (outlined above).
Applications for the Register are submitted via
the applicant’s MA which certifies that the
person is a full member of the association in
good standing. Applications are then forwarded
to PACFA for independent assessment by the
Registrar. To date, over 300 members have
been admitted to the PACFA Register, following
thorough assessment. A number of members
have been rejected and the relevant MA asked
to review their standards. Many more are
eligible for the register, but it has been difficult
to attract applicants while there are few tangible
benefits.
Details of the history of PACFA, its functions,
member
organisations
and
register
of
practitioners are available on their website:
http://www.pacfa.org.au.
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APPENDIX 1.2:
PACFA MEMBER ASSOCIATIONS
•

Adelaide Institute for Psychoanalysisa

•

Association of Personal Counsellors Inc.

•

Association of Solution Oriented
Hypnotherapists and Counsellors of
Australia

•

Counsellors And Psychotherapists
Association of NSW Inc

•

Counsellors And Psychotherapists
Association of Victoria Inc

•

Dance Therapy Association of Australia

•

Association of Soul Centered
Psychotherapists

•

Emotional Release Counsellors Association
of Australia

•

Australian and New Zealand Association of
Psychotherapy (NSW)

•

Gestalt Australia New Zealand

Australian and New Zealand Psychodrama
Association Inc.

•

Hakomi Australia Association

•

•

Institute of Clinical Psychotherapy Inc

•

Australian and New Zealand Society of
Jungian Analysts

•

Melbourne College of Contemporary
Psychotherapy

•

Australian Association of Group
Psychotherapists

•

Melbourne Institute of Experiential and
Creative Arts Therapy

•

Australian Association of Relationship
Counsellors

•

Melbourne Institute for Psychoanalysisa

•

Australian Association of Somatic
Psychotherapists

•

Music and Imagery Association of Australia

•

NSW Institute of Family Psychotherapy

•

Australian Association of Spiritual Care
and Pastoral Counsellors

•

Professional Counsellors Association of
Tasmania

•

Australian Centre for Psychoanalysis

•

•

Australian College of Psychotherapists

Psychoanalytic Psychotherapy Association
of Australasia

•

Australian Hypnotherapists Association

•

Psychotherapists and Counsellors
Association of WA

•

Australian Radix Body Centered
Psychotherapy Association

•

Queensland Association for Family
Therapy

•

Australian Somatic Integration Association

•

Queensland Counsellors Association Inc

•

Christian Counsellors Association of
Australia

•

Society of Counselling and Psychotherapy
Educators

•

Clinical Counsellors Association Inc

•

Sydney Institute for Psychoanalysisa

•

Counselling and Psychotherapy Association
Canberra and Region

•

Victorian Association of Family Therapists

•

Counselling Association of South Australia
Inc

•

Western Pacific Association of
Transactional Analysis

a. These three associations have now become the
Australian Psychoanalytic Society
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APPENDIX 2.1
NATIONAL UK ACCREDITING & REGISTERING BODIES:
REFERENCE GROUP FOR 2005 DOH REGULATION PROJECT

ACC

Association of Christian Counsellors

ACP

Association of Child Psychotherapists

BABCP

British Association for Behavioural & Cognitive Psychotherapies

BACP

British Association for Counselling & Psychotherapy

BAPCA

British Association for the Person Centred Approach

BASRT

British Association for Sexual & Relationship Therapy

BICA

British Infertility Counselling Association

BPC

British Psychoanalytic Council

BPS

British Psychological Society

CCPC

Counsellors & Psychotherapists in Primary Care

COSCA
FDAP

Federation of Drug & Alcohol Professionals

IACP

Irish Association for Counselling & Psychotherapy

PTUK

Play Therapy UK

RCP

Royal College of Psychiatrists

UKAHPP

United Kingdom Association for Humanistic Psychology Practitioners

UKCP

United Kingdom Council for Psychotherapy
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APPENDIX 3.1
SURVEY FOR ALLIED AND COMPLEMENTARY HEALTH
PROFESSIONS

Survey For Allied Health Professional Associations
Prepared by

The Psychotherapy and Counselling Federation of Australia
(PACFA)
In association with the
Department of Human Services, Victoria.
December 2003

PACFA appreciates your interest in this exploration of self-regulation models for Allied Health
Professionals. We aims to use the information you provide to develop a discussion paper on
self-regulatory models and to follow up with a forum for discussing self-regulatory issues in
April-May 2004. We hope that you will be willing to participate. Any queries should be directed
to
A/Prof Margot Schofield
Vice President
margot@pacfa.org.au
(03) 9639 1809

or

Leah Collins
Research Assistant
leah@pacfa.org.au
(03) 9639 8330

Please complete and return your survey by Friday 16th January or at your earliest
convenience to:
Allied Health Survey
PACFA
PO Box 481, Carlton South VIC 3053
Or by fax on: (03) 9639 8340

172

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

(1) Please complete the following details:
Association Full Name:
Website Address:
National Office Postal Address:
National Office Postal Suburb:
National Office Postal State:
National Office Phone Number:
National Office Fax Number:
National Office Email Address:
National Office Location
Address:
National Office Location Suburb:
National Office Location State:

(2) In the space available, please give the details of the best person in your organisation for PACFA to
contact regarding the establishment of joint self-regulation arrangements?
Name:
Position Title:
Phone Number:
Fax Number:
Email Address:
Postal Address:
Postal Suburb:
Postal State

(3) a. In what year was your organisation established?
Write year in boxes

(3b) If it has undergone name changes, please write earlier names on lines below.

(4) How is your organisation established? (please circle one only)
As a company under the Companies Act

Yes

As an incorporated association

Yes

Other (please specify in box below)

Yes
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(5) What is the stated purpose of your organisation (e.g. flag statement)?

(6) What professional group or groups do you cover? (e.g. occupational therapists,
speech therapists, etc)

(7) Please list the type of membership categories, the approximate number of
members in each category, the annual membership fee and the registration fee if
applicable.
Member Category
Approx No.
Membership
Registration Fee
Fee

(8) Please indicate the eligibility requirements for each member category specified
above (or attach the appropriate documentation)
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(9) What are your methods for assessing qualifications? (attach document if available)

(10) Do you have? (please circle yes or no)
If you answer yes to any of the questions below, please provide copies of
any relevant documentation with this survey. This includes information
available to members, non-members, patients, the public etc.
yes
no
a
a code of ethics (if yes, also see question 13)
b

A procedure for dealing with complaints

yes

no

c

a training standards document

yes

no

d

practice guidelines or related statements

yes

no

e

continuing education/professional development
requirements
continuing education/professional development

yes

no

yes

no

yes

no

yes

no

f

Tick if
provided

programs
g
h

a national register or directory of accredited
practitioners (if yes, also see question 14)
a method of accrediting courses within Australia

(11) If you have a code of ethics, how well does it meet the organisation’s and
professional members’ needs (please circle one)
Circle One
Not very well

1

Adequate but could be improved

2

Well

3

(12) If your organisation has a national register or directory of accredited
practitioners, what is the fee to appear in this register/directory?
$

.

(13a) Is your association affiliated with any other allied health organisation?
(please circle)

Yes
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(13b) If yes, please provide details of the affiliation.

(14a) Does your association publish, or is it associated with, a professional journal? (please
circle)

Yes

No

(14b) If yes, what is the name of the publication?

15

Is your organisation willing to meet with other self-regulating allied
health professionals to discuss self-regulation models as well as the
feasibility of establishing an allied health advisory council? (please
circle)

Yes

No

(16) What is your organisation’s current position on the question of establishing an
Australian allied health council?

(17) Please provide any other comments that you consider important to our
enquiry.

Thank you for completing this survey.
Please return it to PACFA as soon as possible.
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APPENDIX 4.1
PACFA CODE OF GOOD GOVERNANCE

PACFA CODE OF GOOD GOVERNANCE MARCH 2005
This is an interim document

Contents
1.

Role of the PACFA Code of Good Governance.

2.

Definitions

3.

Values of PACFA and MAs

4.

Principles of Good Governance.

5.

Indicators of Good Governance
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1.
Role of the PACFA Code of Good
Governance.

3.6
take steps to maintain and develop their
competence in Good Governance;

The purpose of this document is to guide PACFA
as a federation of established Counselling and
Psychotherapy Associations in the principles and
the process of Good Governance. This document
is also for the information and protection of
individuals who are using the organisational
services of PACFA and Member Associations
(MAs).

3.7
abide by the laws of the society in which
they are constituted.
4.

4.1
The Code of Good Governance is divided
into two sections:



It is expected that the MAs that are constituent
members
of
PACFA,
and
to
which
psychotherapists and counsellors belong, have
established their own Codes of Ethics which set
standards of good practice in counselling and
psychotherapy for their members.
2.

Principles and
Good Practice Indicators.

4.1.1 The Principles of Good Governance are
based on ethical principles common to all PACFA
MAs and represent the higher values that
counselling and psychotherapy as a field aspires
to uphold;

Definitions

4.1.2 The Principles of Good Governance are a
guide for Committees of Management for good
practice in organisational structures and
behaviour;

For the purpose of this statement:
2.1
The term Counsellor is used to include
Psychotherapist.

4.1.3 It is recommended that Committees of
Management should annually reflect on their
application of Principles of Good Governance and
Good Practice Indicators, as a means of
evaluation, hence ensuring the quality of their
organisational processes.

2.2
The term Committee of Management is
used to include Board.
2.3
The term Member Association (MA)
refers to the counselling and psychotherapy
association which have passed the audit
required to become constituent members of
PACFA.
3.
MAs.

Principles of Good Governance.

4.2
The framework for Good Governance
consists of five principles which apply to
effective Committees of Management.

Values of PACFA and of constituent

4.2.1 An effective Committee of Management
is a competent and viable group based in its
constituent community of counselling and
psychotherapy professionals;

PACFA and MAs:
3.1
respect the essential humanity, worth
and dignity of all peoples, and promote this
value in their association;

4.2.2 An effective Committee of Management
has a clear understanding of the individual roles
and the collective role and tasks as a group.
These roles and tasks are determined by its
constitution and developed through the process
of reflection and evaluation as a group.

3.2
honour the trust placed in them by their
members and protect the integrity of that
relationship;

4.2.3 An effective Committee of Management
works on behalf of its members within external
requirements, implementing the decision and
policies made at general meetings, in a spirit
congruent with the collective history and identity
of the association.

3.3
recognise and respect diversity among
people and protect their members from
discrimination, oppression and injustice in their
organisational
processes,
procedures
and
structures;
3.4
respect the privacy of their members
and preserve the confidentiality of information
collected in the course of their work;

4.2.4 An effective Committee of Management
works to the best interests of the organisation
and actively protects the integrity of their
relationship with their members and the wider
community.

3.5
protect the rights of their members
including the right to informed consent in their
organisational
processes,
procedures
and
structures;
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facilitating effective consultation and discussion
within the constituent community. A review and
analysis of the current and future environment
needs to be conducted and reported to the
membership for discussion. Areas of risk need to
be identified and validated and strategies to
prevent genuine risk need to be developed and
reviewed. Procedures and responsibility for the
management of risk need to be assigned and
periodically reviewed.

4.2.5 An effective Committee of Management
conducts its business in a transparent,
accountable, efficient and effective manner.
5.
The Indicators of Good Governance
represent the enactment of the principles on a
practical basis, and provide a benchmark for
evaluation.
5.1
The validity of an effective Committee of
Management is maintained in the following way:

5.4.2 Working on behalf of the membership
requires sound financial planning and priority
setting; compliance with the plan and priorities
being monitored. Responsibilities for the record
keeping and communication processes need to
be documented and reviewed, and as a matter
of standard procedure fed back to the members.

5.1.1 The criteria for membership of the
committee, is based on competency for the role,
performance in the role, accurate record
keeping, reporting and accountability to the
membership. The skills required are identified
and appropriate individuals are recruited. The
diversity of interests in the association are
identified and represented on the committee,
and open and fair debate is encouraged;

5.4.3 The management of staff needs to be
congruent with the values of the association,
and compliance with industrial requirements and
good human resources practices need to be
implemented and regularly reviewed.

5.2
The viability of an effective Committee
of Management is maintained in the following
way:

5.4.4 Fostering productive and good working
relationships
within
the
Committee
of
Management, between the Committee of
Management and other groups within and
external to the associations, volunteers and paid
staff is essential to acting in the best interest of
the association.

5.2.1 Committee members are active and
interested
and
regularly
meet
their
commitments; positions on the committee are
not left vacant; a majority of meetings attract a
quorum and appropriate succession planning is
conducted and documented.

5.4.5 Positive
representation
to,
and
interaction with other bodies in, the community
is essential to acting in the best interest of the
membership. The association being respected as
an good organisational citizen in the wider
community is to be fostered at all levels by the
Committee of Management.

5.3
The clarity of roles, responsibilities,
duties
and
delegation
of
authority
are
maintained in the following way:
5.3.1 The Committee of Management has
discussed, agreed and documented a set of
operational and procedural values that are
consistent with the values of the association.
These values guide the work of the committee
and office staff, are regularly evaluated and the
procedures that result from these values are
refined to flow efficiently and smoothly.

5.4.6 Working on behalf of the membership
requires that members of the management
committee will not accept or offer payments for
privileges,
or
engage
in
any
financial
transactions, apart from those detailed in their
articles of association. Any conflicts of interest
will be declared and the individual will stand
down from participating and voting on decisions
where there is a conflict of interest.

5.3.2 The Committee of Management can all
describe their roles, duties and authority, and
collectively the committee regards accurate
documentation, review of risk, and particularly
the matter of delegation of authority, as
important to the quality of its work.

5.4.7 Members of Committees of Management
will treat with confidence any personal
information about members, whether obtained
directly or by inference. This applies to all
verbal, written, recorded or computer stored
material pertaining to the
therapeutic
and
organisational context. All personal or health
records, whether in written or any other form,
need to be protected with the strictest of
confidence.

5.4
To work on behalf of and in the best
interests of its members a Committee of
Management needs to be conducted in the
following way;
5.4.1 Beginning
with
understanding
the
collective history of the MA and previous
Committee of Management’s visions for the
future, these need to be integrated into the
development of the current vision. This involves

5.5
In order to conduct the business of the
association in a transparent, accountable,
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efficient and effective manner the Committee of
Management needs to:

5.5.8 Work within the law and take all
reasonable steps to be aware of current
legislation and regulations effecting their
association and professional work practises.
Committee of Management activities need to be
proactive in identifying their legal responsibilities
to their members and the community.

5.5.1 Foster
a
process
of
consultation
including discussion at general meetings,
establish a set of agreed aims and goals for the
current term of the committee of management.
Transparent reporting processes need to be
developed and documented. The constituent
community needs to know that they have clear
and multiple pathways to raise concerns and to
trigger discussion.

5.5.9 Be committed to protecting the public
against incompetent and dishonourable practices
in counselling and psychotherapy, including
misrepresentation, and also be prepared to
challenge these practices. Committee of
Management activities and procedures need to
be proactive and develop ways to maintain the
integrity, safety and credibility of the counselling
and psychotherapy field.

5.5.2 Balance different interests and views
openly in public forums, without pressure and
managed in a just and fair debate. Differences in
views are to be expected and openness in the
processes needs to focus on giving constituents
a fair hearing. On highly contentious matters,
general meetings are the only means by which
the courses of action are decided and then
enacted by the Committee of Management.
5.5.3 Regularly reflect on the quality of the
services offered by the management committee
and maintain it through processes which request
and
accept
feedback.
Service
delivery
procedures need to include regular reviews and
planning for improvement.
5.5.4 Establish specialist task-focused subcommittees in order to maintain the quality and
timeliness of services. These may include a
combination of standing and single task subcommittees which have clear procedures for
reporting and action, as well as clear boundaries
of their authority.
5.5.5 Regularly review the participation of
individuals and the cohesion and morale of the
committee. This needs to be implemented in
order to maintain the quality, effectiveness and
efficiency of the committee of management. All
members of the committee need to feel free to
express their views, ask questions with the
expectation that comments will be taken with
good spirit as a contribution to the enacting of
the best possible decision making process.
5.5.6 Take responsibility for acknowledging
and making restitution .in the event of harm
resulting from their decision making processes.
The management committee will purchase
Association and Committee of Management
Indemnity Insurance as part of the process of
protecting members from harm by allowing for
restitution.
5.5.7 Undertake and carry out Committee of
Management activities with due care and
diligence, responsibility and professional intent.
Due diligence and professional intent needs to
be enacted in the procedures and in all
interaction.
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Appendix 5.1:
Consultation with Non-PACFA Counselling and Psychotherapy Bodies
Association

Contact person

Date

Contact

Australian Association of
Career Counsellors
(AACC)

Judith Leeson, Past President
Drew Thomas, SA President

6.5.2005

Forum at Uni of
South Australia

Dr Peter Carey, National
President

1.3.06

Phone discussion
Survey sent

Clare Somers
Mary Grech

15.8.2005

DHS Consultation
meeting

Julie Farthing

23.8.06

DHS Consultation
meeting

Dr Robyn Gillies, Board

February
2004

Consultation
Meeting in
Brisbane

Dr John Barletta, Chair of Board

July 2004

Phone meeting

Dr Robyn Gillies

Feb 2004

Royce Herbert, President 2004

April 2004

Consultation
Meeting
Phone discussion

Sally Armstrong-Day
Voula Giannopolous

6.5.2005

Grania McCudden, President 06

1.3.06

Australian Board of
Certified Counsellors
(ABCC)

Australian Guidance and
Counsellors Association
(AGCA)

Forum at Uni
South Australia

Phone discussion
Survey sent
Australian Counselling
Association (ACA)

Philip Armstrong, Nat. Manager
Travis Gee
Miguel Barreiro, State President

1.12.03

DHS Consultation
meeting

Philip Armstrong, Nat. Manager
Paul Tricker, State President

15.8.2005

DHS Consultation
Meeting

Simon Clarke, President
Philip Armstrong, Nat. Manager
Martin Hunter-Jones, NSWCA
President, ACA Committee
Lyndall Briggs, President ASCH,
ACA Committee

30.1.06

Consultation
Meeting

Simon Clarke, President

9.3.06

Survey sent
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Association

Australian Society of
Rehabilitation
Counsellors (ASORC)

Federation of Victorian
Counsellors (FVC)

NALAG Vic

QGCA

Contact person

Date

Contact

Simon Clark, President
Philip Armstrong, Nat. Manager

23.8.2006

DHS Consultation
Meeting

Carmen Peddell, National
Administrative Officer on behalf
of Angela Ilic, National President

1.3.06

Kerry Buchecker, Vice-President

February 07

Phone discussion,
meeting

Miguel Barreiro, President

1.12.2003

DHS Consultation
meeting

Paul Tricker, President
Deborah Cameron

15.8.2005

DHS Consultation
meeting

Paul Tricker, President
Veronica Basa

23.8.2006

DHS Consultation
meeting

CEO & Education Committee
members

May 2003

Consultation
meeting

John Edwards, CEO

15.8.2005

Consultation
meeting

John Edwards, CEO

1.3.06

John Edwards, CEO

23.8.06

Dr Robyn Gillies, Committee

Feb 2004

Dr Marilyn Campbell, President

May 2004
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APPENDIX 6.1
SURVEY OF COUNSELLING ASSOCIATIONS

Prepared by

The Psychotherapy and Counselling
Federation of Australia (PACFA)
In association with the
Department of Human Services,
Victoria.
February 2006.
PACFA appreciates your interest in this exploration of self-regulation models for Counselling Professionals.
We aim to publish the information you provide in a report on self-regulatory models and to follow up with
a forum for discussing self-regulatory issues. We hope that you will be willing to participate. Any queries
should be directed to
A/Prof Margot Schofield
Director of Research
margot@pacfa.org.au
(03) 9639 1809

or

Milan Poropat
CEO
milan@pacfa.org.au
(03) 9639 8330

Please complete and return your survey by Friday 17th
March or at your earliest convenience to the address or fax
below.
Psychotherapy & Counselling Federation of Australia Inc
PO Box 481 Carlton South Vic 3053. Ph 03 9639 8330; Fax 03 9639 8340 Email margot@pacfa.org.au
Web www.pacfa.org.au
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Survey For Counselling Associations
(1) Please complete the following details:
Association Full Name:
Website Address:
National Office Postal Address:
National Office Postal Suburb:
National Office Postal State:
National Office Phone Number:
National Office Fax Number:
National Office Email Address:
National Office Location Address:
National Office Location Suburb:
National Office Location State:

(2) In the space available, please give the details of the best person in your organisation for
PACFA to contact regarding the establishment of self-regulation arrangements?
Name:
Position Title:
Phone Number:
Fax Number:
Email Address:
Postal Address:
Postal Suburb:
Postal State

(3a) In what year was your organisation established?
Write year in boxes
(3b) If it has undergone name changes, please write earlier names on lines below.

(3c) What bodies or individuals were primarily involved in initiating the establishment of your
association, please write names and affiliations on lines below, if known.

(4) How is your organisation established? (please circle one only)
As a company under the Companies Act
As an incorporated association
Other (please specify in box below)

(5) What is the stated purpose of your organisation (e.g. flag statement)?
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(6) What is the governing body and management structure of your association? (Please describe
or attach doc)

(7) Please list the type of membership categories, the number of members in each category, the
annual membership fee and the registration fee if applicable.
Member Category
No.
Membership
Registration Fee
Fee

(8) Please indicate the eligibility requirements for each member category specified above and
how this is assessed (or attach the appropriate documentation)

(9) Do you have? (please circle yes or no)
If you answer yes to any of the questions below, please provide copies of any
relevant documentation with this survey. This includes information available to
members, non-members, clients, the public etc.
a
a code of ethics (if yes, also see question 13)
yes
no
b
A procedure for dealing with complaints
yes
no
c
a training standards document
yes
no
d
practice guidelines or related statements
yes
no
e
continuing education/professional development requirements
yes
no
f
continuing education/professional development programs
yes
no
g
a national register or directory of accredited practitioners (if yes
no
yes, also see question 14)
h
a method of accrediting courses within Australia
yes
no

(10) If you have a code of ethics, how well does it meet the
organisation’s and professional members’ needs (please circle one)
Not very well
Adequate but could be improved
Well

Tick
if
provided

Circle One
1
2
3

(11a) If your organisation has a national register or directory of accredited practitioners, what
is the fee to appear in this register/directory?
$
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(11b) What are the eligibility criteria for being listed on the register and how is this assessed?
(please write below or attach documentation)

(12a) Is your association affiliated with any other independent counselling or psychotherapy
organisation in Australia (i.e., not a member of your own association)? (please circle)
Yes

No

Yes

No

(12b) If yes, please provide details of the association and your affiliation.

(13a) Does your association publish, or is it associated with, a professional journal?
(please circle)

(13b) If yes, what is the name of the publication?

(14) Is your organisation willing to meet with other counselling and psychotherapy professional bodies to
discuss self-regulation models and explore potential for co-operation? (please circle)
Yes

No

(15) Please provide any other comments that you consider important to our enquiry, e.g.
What do you see as strengths and weakness of your self-regulatory processes?
What views do you have about how regulation can be improved? (attach an extra sheet if you
wish)

Thank you for completing this survey.
Please return it to PACFA as soon as possible.

186

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia

APPENDIX 7.1:
REGISTER SECTIONS
Counselling and psychotherapy practitioners
encourage their clients to be active partners in
the therapy process. Clients are encouraged to
seek information about the style of counselling
or psychotherapy to be used.

General Counselling / Psychotherapy
This section of the Register lists practitioners
from a broad range of modalities and
orientations. Some are generalist practitioners,
others
are
specialist
practitioners.
The
professional
associations
to
which
these
practitioners
belong
include
counsellor
associations, psychotherapist associations, or
combined
counsellor
and
psychotherapist
associations.

All practitioners within this section are guided by
the code of ethics of their professional
association.

Psychoanalysis / Psychoanalytic
Psychotherapy

State-based associations form a sub-group
within this section and represent all states and
territories within Australia, other than the
Northern Territory.

The approach of this Section is that the source
of much of what we think, feel, experience and
fear,
is
hidden
or
unconscious.
These
unconscious processes can maintain a person's
internal suffering, impact of trauma, crippling
emotional
difficulties
and
unsatisfactory
relationships, within the social and cultural
context.

Counselling and psychotherapy practitioners
work cooperatively with clients to develop
responses to difficult life circumstances. Issues
may include depression, self-esteem, anxiety,
grief and loss, communication and relationships,
work and career, stress, life transitions,
parenting, spirituality, and difficulties caused by
addictions, trauma and abuse.

This Section includes Associations whose
members
are
qualified
psychoanalytic
psychotherapists or psychoanalysts. These
practitioners have completed theoretical and
experiential post-graduate training, following a
basic professional qualification. They are
required to undergo their own psychoanalysis or
psychoanalytic psychotherapy, as part of their
training, enabling them to understand distress
and symptoms, mindful of the possibilities of
their own personal bias.

Counselling usually addresses particular issues
or concerns for an individual, couple or family.
The counsellor will focus with the client on
dealing with the feelings and reactions
experienced, and will assist the client in
developing his or her own resources to find a
way of moving forward.
Psychotherapy is generally a long term process
that focuses on the self – both conscious and
unconscious. Issues of personal meaning,
relationship to self, and the impact of past
events and trauma are dealt with. The
psychotherapist works with the client to gain a
deeper level of self-understanding in order to
overcome core issues that underlie persistent or
recurring problems in the client’s life.

Through the processes of counselling or
psychotherapy clients are assisted to gain
insight, to become aware of choices they did not
initially recognise, to find more effective ways of
relating, and to develop personal resources and
resilience.

Psychoanalysis
and
psychoanalytic
psychotherapy apply theoretical and clinical
knowledge acquired during the last hundred
years. This knowledge continues to develop
through current research and practice with
individuals (children and adults), couples,
families and groups.
The therapeutic relationship is the foundation for
this method and requires commitment and
responsibility from both therapist and patient
(also known as ‘client’). The aim is to work
together to make sense of the patient’s
emotional life and ways of functioning. The work
makes links between present and past as well as
emphasising the here-and-now experience.
Exploration of the conscious and unconscious
aspects of the therapeutic relationship (also
known
as
transference
and
counter
transference) makes this work different from
other therapies, or from talking to a friend.

There are many different styles of counselling
and psychotherapy represented in this section.

Through non-judgemental understanding and
interpretative work within the therapeutic

While counselling and psychotherapy may be
viewed as being on a continuum, there can also
be considerable overlap between these two
approaches.
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must
also
have
undergone
psychotherapy process.

relationship, a patient can recognise the
underlying meaning of dreams, conflicts and
fantasies and the way in which thoughts and
feelings are expressed and resisted.

their

own

Experiential Therapy

This understanding enables new choices to be
made, and the fulfillment of the unique potential
of the individual.

These therapies are founded on clear and
coherent principles of dynamic and holistic
human functioning. Practitioners in this section
see each person as an individual with the
capacity for growth and development. The
therapeutic relationship between practitioner
and client is seen as an essential element of
therapy and an important source of learning.

Body Oriented Psychotherapy
Body-oriented psychotherapy has a long history
and is informed by a comprehensive body of
knowledge concerning the complexity of mindbody functioning. Body- oriented therapists work
from a common premise that mind and body,
psyche and soma, are not separate but
inextricably linked aspects of a person’s whole
being.

Practitioners of these experiential approaches
value individual subjectivity and the experience
of the client as it unfolds moment by moment.
Clients are supported to develop non-habitual
responses, and new perceptions and abilities, in
many areas of life. This involves a freeing of the
individual from habitual patterns which have
become fixed in the body and mind. Bodily
sensations, feelings, thoughts, beliefs and
spirituality are all valued and explored as
interrelated aspects of how clients organize their
experience. Furthermore, the therapist attends
to the social and cultural context within which
the
individual/client
lives
and
the
life
circumstances that have shaped and are shaping
their thinking, feeling and acting. Therapists
work with clients individually and in groups.

Each person ‘embodies’ their life experience.
Emotions, sensations, impulses, movement and
thought are interconnected parts of the bodily
experience that influences a person’s internal life
as well as their external behaviours, actions and
ways of relating. Body-oriented therapists work
both directly and indirectly with clients’
‘embodied’ experiences of their emotional, social
and spiritual life.
Therapist and client together work to restore
and develop the client’s well-being. This may be
through empathic verbal exploration of issues,
where themes are identified and connections
made and, where appropriate, through working
more directly at a bodily level. The therapist
may help with patterns of breathing, posture,
energy, sensation and movement, as well as
working with body image, metaphor and through
touch when this is appropriate.

Experiential therapies are useful in helping
people of all ages with a range of concerns,
including relationship problems, unhappiness
and depression, anxiety, life stress and
discontent, difficulties in living and working with
others, recovery from mental illnesses, and past
physical and emotional trauma. Therapy may be
long term or short term, with a frequency that
depends on the stage of therapy and the client's
needs.

This form of psychotherapy provides a safe,
non-judgemental opportunity to address all
kinds
of
issues
including
difficulties
in
relationships, in work and in achieving one's
goals.
It
helps
in
understanding
and
transforming states such as depression, anxiety,
confusion, negative feelings and low self esteem
as well as body symptoms and the effects of
trauma. Body-oriented psychotherapists draw on
a range of theory, including those concerning
personality and character, attachment, emotion,
human development, movement, neurobiology
and trauma.
Associations belonging to this section require
practitioners to have completed training that
includes
body-oriented
principles,
psychodynamic theories and ethical practices.
The training must have been at least 500 hours
in duration over a 3-4 year period, and include
experiential and theoretical aspects as well as
considerable supervised practice. Practitioners

Practitioners have graduated from specialist
accredited courses of three to seven years
duration, with experiential and theoretical
training that includes supervised practice and
personal therapy. Many have prior qualifications
in counseling or human services. Practitioners
are required to continue their professional
development,
supervision
and
personal
development.

Expressive Arts Therapies
All art forms offer avenues for inquiry into
personal life meanings. Understandings can be
gained through using the art form to represent
and construct your own story, or by using forms
already created, such as dramas, poems,
paintings, novels or musical compositions. The
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All Hypnotherapists are guided by the code of
ethics of their professional association and such
codes conform to PACFA ethical guidelines. They
all have training and experience to ensure that
they are professionally capable, that their
services are offered with responsibility and
integrity and that they have the capacity to
assess and refer to a specialist when
appropriate.

purpose is always to create re-experiencing of
selected aspects of your life so as to understand
and consider them as you make sense of them.
Some approaches use single art forms, whilst
others may invite you to use a number of ways
of expressing what is important to you, including
talking about you experiencing as you inquire
into it.

Family/Relationship Therapy

Integrative Psychodynamic
Psychotherapy

Family and Relationship Therapists have a basic
qualification in counselling, health or welfare and
further post-graduate training and supervision in
family and/or relationship therapy. They may be
psychologists, social workers, psychiatrists, or
counsellors. What distinguishes family and
relationship therapists is their particular interest
in working with the relationships between people
and the many ways these relationships influence
peoples’ lives, as well as the way problems
impact on relationships, within and across
generations. Family and relationship therapists
have specialised skills in engaging families and
working together with all members of the family
in a non-blaming way. They may also work with
individuals, couples or organisational groups.
Family and relationship therapists acknowledge
both traditional and non-traditional concepts of
family. Family and relationship therapists
practice in many settings: hospitals, private
clinics, schools, small and large organisations,
telephone counselling – just about anywhere
that you are likely to find a therapist, you may
find a family or relationship therapist.

Associations
in
this
Section
take
an
interdisciplinary approach to psychotherapy and
value working with the whole person: feelings,
body, mind, and spirit.
The psychotherapeutic relationship is considered
central to the therapy process, creating an
opportunity for exploring both conscious and
unconscious behaviours, emotional experience,
beliefs and attitudes. Practitioners seek to
provide an atmosphere in the therapy which is
empathic and open and in which each client is
able to feel that their subjective experience is
understood and valued.
This type of therapy enables a client to deeply
explore the repetitive painful interactions and
experiences that may, for example, underlie
anxiety, depression, relationship difficulties,
eating disorders, addictions, and the complex
effects of trauma. This therapeutic process
supports the growth of new ways of engaging in
relationship with oneself and others and living
creatively in the world.

Hypnotherapy

Psychotherapists in this section draw on a range
of theory to understand how to facilitate
processes of change and growth. This includes
theory that addresses personality and character,
patterns of attachment, emotion, human
development,
embodiment,
neurobiology,
trauma
theory
and
contemporary
psychodynamic and analytic theory and practice.

Hypnotherapists in this section are those who
use hypnosis based on competency and
proficiency standards relating to the practice of
hypnosis and hypnotherapy and who can
demonstrate an understanding of the science of
hypnosis and hypnotherapy.
They work with issues such as Psychotherapeutic
Hypnosis; Stress, trauma and post-traumatic
stress; Mood and nervous disorders; Habits,
obsessions and compulsions; Medical and Dental
Hypnosis; Chronic and acute pain; Stress related
conditions;
Psychosomatic
stimulation;
Educational
Hypnosis;
Sports/Performance
Hypnosis; and Forensic Hypnosis.

There is an emphasis on understanding the
social and cultural context in which each client
lives, taking into account gender, class,
sexuality and ethnicity.
Associations belonging to this section require
their clinical members to have undertaken a
post-graduate level training in psychotherapy of
at least 500 hours over a 3-4 year period and
supervised practice over at least 2 years. They
are also expected to have undertaken their own
long -term psychotherapy. All members have
undergone a formal assessment procedure.

Hypnotherapists work in a wide variety of
settings, some in private practice, others in
agencies, community centres, medical centres or
government departments. There are many
varied styles of hypnotherapy, but at all times
the client is in control of the therapy process.
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Psychotherapy
Educators

and

Counselling

SCAPE is a professional association established
in 1999 for educators and trainers of counsellors
and psychotherapists. SCAPE aims to foster the
professional development and professional
identity of counselling and psychotherapy
educators as well as maintain high standards of
practice and ethics among members and
associates. It also aims to celebrate the diversity
of the profession and to provide for the
professional interests of practitioners in both the
broader community and among counsellors and
psychotherapists. It seeks to promote excellence
in counselling/psychotherapy education, to
enhance professional recognition, and to provide
a creative environment where educators can
continue to learn from each other. Although
members of SCAPE are educators, they are also
counsellors or psychotherapists who meet PACFA
standards
as
counselling/psychotherapy
practitioners in their own right.
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APPENDIX 8.1
Education Providers and Courses in Counselling and Psychotherapy
Institution

Program 1 - Undergraduate

Program 2 - Postgraduate

Academy of Applied Hypnosis
ACCSP
ACIS
ACU National

Master of Social Science - Pastoral Counselling

ACU National

Master of Education - Community and Social Justice

ACU National

Postgraduate Certificate in School Counselling and Guidance

ACU National

Postgraduate Certificate in Career Education

ACU National

Bachelor of Social Science - Counselling

ACU National

Bachelor of Social Science

ACU National

Bachelor of Social Science - Youth Studies

Alma Road Family Therapy
Ampersand Australia
Ampersand Cairns
Art of Living Psychology
Ashby Allan Institute
Australasian Institute of NLP

NLP Practitioner Certification

Australasian Institute of NLP

NLP Master Practitioner Certification

Australasian Institute of NLP

NLP Trainer Training Certification

ANZPA
Australian Association of Group Psychotherapists
Australian Centre for Integrative Studies (ACIS)
Australian Centre for Psychoanalysis
Australian College of Applied Psychology

Bachelor of Applied Social Science

Graduate Diploma of Counselling

Australian College of Contemporary Somatic Psychotherapy
Australian College of Natural Medicine
Australian College of Psychodrama
Australian College of Psychotherapists
Australian College of Trauma Treatment
Australian Council for Educational Research (ACER)
Australian Institute of Family Counselling
Australian Institute of Professional Counsellors
Australian Institute of Relationship Studies (RA NSW)

Graduate Diploma of Systemic Therapy - Family Therapy

Australian Institute of Socio-analysis

191

Best Practice Self-Regulation Model for Psychotherapy and Counselling in Australia
Institution

Program 1 - Undergraduate

Program 2 - Postgraduate

Australian Psychoanalytic Society
Australian Radix Training Centre
Barbara Fraser & Assoc
University of Ballarat

Master of Psychotherapy and Counselling

Bond University

Master of Counselling

Bond University

Master of Behaviour Management

Bond University

Bachelor of Health Sciences - Counselling

Bond University

Bachelor of Health Sciences - Behaviour
Management

Bond University

Bachelor of Health Sciences - Retirement and
Ageing

Brief Therapy Institute of Sydney
Brisbane Gestalt Institute
CAE (Melbourne)
Cairnmillar Institute
Casa House (Centre Again Sexual Assault)
Catholic Institute of Sydney
Centre for Therapist Development
Centre for Art Psychotherapy/ Centre for Art Therapy Studies
Centre for Child and Family Development
Centre for Grief Education
Charles Sturt University

Graduate Diploma of Human Services - Relationship Therapy

Charles Sturt University

Graduate Diploma of Human Services - Relationship Therapy

Charles Sturt University

Graduate Diploma of Genetic Counselling

Charles Sturt University

Graduate Diploma of Genetic Counselling

Christian Heritage College

Master of Counselling

Christian Heritage College

Graduate Diploma of Counselling

Christian Heritage College

Graduate Certificate in Marriage and Family Counselling

Christian Heritage College

Associate Degree in Counselling

Christian Heritage College

Bachelor of Social Science - Counselling

Churchill Clinic
College of Holistic Counselling

Cert IV, Dip and Adv Dip

Crucible Centre
Curtin University of Technology

Master of Health Counselling

Curtin University of Technology

Master of Human Services Counselling
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Institution

Program 1 - Undergraduate

Curtin University of Technology

Program 2 - Postgraduate
Master of Psychology (Counselling)

College of Medical Hypnosis
Deakin University, Psychoanalytic Studies,
Dramatherapy Centre
Drummond Street Relationship Centre
Edith Cowan University

Master of Social Science - Counselling

Edith Cowan University

Master of Social Science - Counselling and Psychotherapy

Edith Cowan University

Master of Arts - Dramatherapy

Edith Cowan University

Master of Arts - Art Therapy

Enneagram Australia (Mandoria Institute)
Expressive Therapies Institute of Australia
Gestalt Association of Queensland

Master of Gestalt Therapy/Grad Dip

Gestalt Practitioners Training Sydney
Gestalt Therapy and Training Centre
Gestalt Therapy Australia

Advanced Diploma in Gestalt Therapy

Gestalt Therapy Australia
Gestalt Therapy Australia

Master of Gestalt Therapy
Workshop Program

Gestalt Therapy Queensland
Gestalt Training Institute WA
Gracegrove College
Griffith University

Master of Science - Genetic Counselling

Griffith University

Graduate Certificate in Suicide Prevention Studies

Grof Transpersonal Training
Hakomi Integrative Psychology
Hakomi Integrative Psychology WA
Ikon Institute of NSW
Ikon Institute of Victoria
Infant Mental Health Program, Dept of Psychiatry, UniMelb
Inner Eye Transpersonal and Emotional Release Counselling
Institute for Emotionally Focused Therapy
Institute of Applied Counselling
Institute of Counselling

Grad Dip Group Facilitation, Grad Dip Counselling

Institute of Psychosynthesis NZ
International Society for Existential Analytical Psychotherapy
International Dance Therapy Institute of Australia Inc
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Institution

Program 1 - Undergraduate

James Cook University

Program 2 - Postgraduate
Graduate Diploma of Social Science

James Cook University

Bachelor of Social Science

Jansen Newman Institute of Counselling and Applied
Psychotherapy

Bachelor of Counselling and Human Change

Kairos Centre

Diploma of Soul Centred Psychotherapy

Kingsley College

Graduate Diploma of Counselling and Psychotherapy
Graduate Diploma of Ministry

Kinway Relationship Services (Anglicare WA)
La Trobe University, Department of Counselling and
Psychological Health
La Trobe University

Master of Counselling and Human Services

La Trobe University

Graduate Diploma of Family Law Mediation

La Trobe University

Master of Gestalt Therapy

La Trobe University

Master of Family Therapy

La Trobe University

Master of Art Therapy

La Trobe University

Graduate Certificate in Family Sensitive Practice and Family
Therapy

La Trobe University

Graduate Diploma of Conflict Resolution

Melbourne College of Divinity

Graduate Diploma of Counselling

Melbourne College of Contemporary Psychotherapy
Metavision Institute
MIAA Inc
MIECAT
Milton H. Erickson Institute of WA
Mindfulness-Based Integral Psychotherapy
Monash University Psychological Medicine & Barbara Fraser &
Assoc

Master of Child Psychoanalytic Psychotherapy / Grad Dip Child
Psychotherapy Studies

Monash University

Master of Counselling

Monash University

Graduate Certificate in Mental Health for Teaching Professions

Morling College Australia

Master of Arts - Christian Counselling

National Association for Loss & Grief (Vic) Inc.
Nature Care College
Northern Rivers Gestalt Institute
NSW Institute of Psychoanalytic Psychotherapy
NSW School of Hypnotic Sciences
Persephone College
Perth Bible College

Bachelor of Ministry
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Institution

Program 1 - Undergraduate

Program 2 - Postgraduate

Peter Geyer
Play Therapy Australia
Psychoanalytic Psychotherapy Association of Australasia
Process Oriented Psychology Australia
Psychodrama Institute of Melbourne
QUT, Family Therapy and Counselling Clinic

Master of Counselling

Relationships Australia
Relationships Australia NSW
RMIT University

Master of Creative Arts Therapy

Satir Centre of Australia for the Family
Somatics
Somatic Psychotherapy Institute of Australia
Sophia College
Southern Cross University

Bachelor of Human Services

Southern Cross University

Bachelor of Social Science

Southern Cross University

Bachelor of Social Science / Bachelor of Laws

Starbridge Centre
Swinburne University of Technology/Williams Road Family
Therapy Centre
Swinburne University of Technology

Graduate Diploma of Social Science - Human Services Counselling

Swinburne University of Technology

Graduate Certificate in Social Science - Male Female Violence

Sydney Gestalt Centre
Tabor College Adelaide

Bachelor of Counselling, Dip Counselling Studies,
Associate Degree
Master of Counselling, Grad Dip Counselling, Grad Cert

Tabor College Perth

Graduate Diploma of Counselling

Tabor College Perth

Bachelor of Counselling

Tabor College Perth

Bachelor of Arts - Counselling and Ministry

Tabor College Victoria
Temenos Institute
The Churchill Clinic
The Written Word
Turnaround Centre for Expressive Therapies
Uniting Care Unifam Training & Education
University of Adelaide

Master of Grief and Palliative Care Counselling
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Institution

Program 1 - Undergraduate

Program 2 - Postgraduate

University of Canberra

Bachelor of Arts

Graduate Diploma of Community Counselling/ Grad Cert

University of Melbourne

Certificate Course in Guided Imagery

Graduate Diploma in Guided Imagery and Music

University of Melbourne

Graduate Diploma of Genetic Counselling

University of Melbourne

Graduate Diploma of Dispute Resolution

University of Newcastle

Master of Genetic Counselling

University of New England

Master of Counselling

University of Notre Dame

Master of Counselling

University of Notre Dame

Master of Campus Ministry

University of Notre Dame

Bachelor of Counselling

University of Queensland

Bachelor of Arts / Bachelor of International Hotel and Tourism Management

University of Queensland

Bachelor of Business Management / Bachelor of Social Science

University of Queensland

Bachelor of Education - Secondary (Graduate
Entry)

University of Queensland

Bachelor of Social Science

University of Queensland

Master of Counselling

University of South Australia

Doctor of Counselling

University of South Australia

Master of Social Science - Counselling

University of South Australia

Graduate Diploma of Rehabilitation Counselling

University of South Australia

Graduate Certificate in Mediation - Specialisation

University of South Australia

Bachelor of Social Science - Human Services
Master of Health Science - Sexual Health, Grad Dip, Grad Cert in
Sexual Health

University of Sydney
University of Sydney

Bachelor of Behavioural Health Science

University of Sydney

Bachelor of Health Science - Aboriginal Health
and Community Development

University of Tasmania

Master of Counselling, Graduate Certificate in Counselling

University of Tasmania
University of Tasmania

Graduate Diploma of Rehabilitation Counselling
Bachelor of Arts

University of Technology Sydney

Master of Applied Psychotherapy

University of Western Sydney

Master of Counselling,Grad Dip Counselling

University of Western Sydney

Graduate Certificate in Counselling

University of Western Sydney

Master of Art Therapy

University of Western Sydney

Master of Dispute Resolution

University of Western Sydney

Graduate Diploma of Applied Counselling

University of Western Sydney

Graduate Diploma of Dispute Resolution

Van Beekum Consult
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Institution
Victorian Association of Psychoanalytic Psychotherapy

Program 1 - Undergraduate

Program 2 - Postgraduate

Training in Adult Psychotherapy

Victoria University

Master of Counselling, Grad Dip in Counselling, Grad Dip in Grief
Counselling

Victoria University

Graduate Diploma of Loss and Grief Counselling

Victoria University

Graduate Certificate in Loss and Grief Counselling

Victoria University

Graduate Certificate in Career Counselling for Elite Performers Dance, Music, Sport

Victoria University

Bachelor of Arts - Advocacy and Mediation

Victoria University

Bachelor of Arts / Diploma of Liberal Arts

Victoria University

Master of Psychoanalysis

Voice Dialogue Australia
Wesley Institute

Graduate Diploma of Christian Counselling

Western Institute of Psychodrama
Western Sydney Institute TAFE NSW

Advanced Diploma of Sexual Assault Counselling –
Children and Young People

Williams Road Family Therapy Centre
Youthpsych

Note: Some university providers offer multiple programs, sometimes from different departments or faculties, so it is difficult to calculate the actual
number of independent training providers.
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