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Hawaii (most likely 16-19 October 2017) is being or-
ganised. We will have more details about this in the 
next edition. This training venue is likely be very popular, 
and we have already received enquiries from clinicians 
in Australia, Canada and the USA. We’d like a strong 
Australian contingent, so please let us know if you are 
interested in attending by sending us an email (admin@
mediros.com.au) so you’re in the loop as more informa-
tion becomes available.

The International Conference of  
Neuropsychotherapy
We are very excited to announce that the International 
Conference of Neuropsychotherapy will be held on 24-
26 May 2017 at the Conference Centre, Royal Bris-
bane Hospital. More than 50 international speakers 
have already committed to present at the conference. 
The conference will cover four streams:
• Neuropsychotherapy and Psychopathology
• The Neuroscience of Sport and Performance
•  Neuropsychotherapy and Expressive Therapies
•  Organisational Neuroscience
Apart from the keynote and state-of-the-art lectures and 
papers, the conference will also host four mini experi-
ential workshops as well as the following two half-day 
pre-conference workshops:
•  The Neuroscience of Eating Disorders with Dr Rog-

er Mysliwiec – Dr in Psychosomatic Medicine and 
Psychotherapy, New Zealand Eating Disorders Clinic, 
Auckland.

•  The Neuroscience of Pain with Prof Pieter Rossouw – 
President of the Association of Clinical Neuropsycho-
therapy, Director Mediros, Director BRAiNgro Institute, 
Director Neuropsychotherapy Institute, Prof Brain-
based Education, Central Queensland University.

New One-day Certificate Training – Resilience
The publication of the Predictive 6-factor resilience scale 
(PR-6) is the result of many years of research on the neu-
roscience of resilience. This scale is now available for 
clinical use. We are running a unique training course to 
become a Certified Resilience Coach. This training (on 
17 January at the Sydney Portside Conference Centre) 
will train clinicians to use the PR6 scales as well as how 
to apply the concepts of the neuroscience of resilience 
to provide clinics and group training in clinical practice 
and organisational settings, 
resepectivly. The training in-
cludes the full use of a PR6 
package for multiple clients. 
More information about this 
workshop is available below 
in this edition.

Enjoy the read!
Adj Prof 

Pieter Rossouw

FROM THE EDITOR

Welcome to this edition of Neuropsychotherapy

Key research article - Bullying 
In this edition we publish a study on bullying conducted 
by Melisa Kaya from the University of Queensland and 
myself from Central Queensland University. The effects 
of bullying on the developing brain is a cause for great 
concern. Some research studies have demonstrated the 
effects of changes in neural activation, neural chemicals 
(stress chemical activation), neural structures (changes 
in the amygdala and hippocampal volume and activa-
tion) and ultimately neural networks (Rossouw, 2013). 
The study Development of a Psycho-educational Tool 
to Address School-Age Bullying has led to the develop-
ment of a workbook to assist school-aged students to 
help cope with the effects of bullying from a brain-based 
perspective, as well as a clinician’s manual to assist cli-
ents who are experiencing bullying. The workbook and 
manual are in the process of being published and will 
be introduced in the next edition of Neuropsychother-
apy. This article provides the theoretical underpinnings 
for the client workbook and clinician’s manual. 

Obsessive Compulsive disorder and  
Neuropsychotherapy – case study
We also feature an excellent case study by Karen Ellis 
about a client suffering with obsessive compulsive dis-
order (OCD). Karen has demonstrated a neuropsycho-
therapeutic approach in assessing and working with her 
client to address the problematic sysmtoms of OCD. 
This case study is one which was submitted to achieve 
fulfilment of Certified Member status with the Internation-
al Association of Clinical Neuropscyhothery (IACN) and 
receive their Certicate of Neuropsychotherapy Practice. 
Although not all case studies need to be on this level, 
this case study provides an excellent benchmark. More 
case stiduies will be published in future editions of Neu-
ropsychotherpay on a regular basis

Clinical Neuropsychotherapy Certificate train-
ing 
The certificate training is progressing very well with ven-
ues in Brisbane, Bali and Melbourne fully booked and 
only a few remaining places for the training remaining in 
Sydney (November 2016) and Auckland (March 2017). 
There are also still some places available for Adelaide 
(November 2016) and Perth (October 2016) trainings. 
Training dates for next year Brisbane (March 2017) 
and Melbourne (September 2017) are now available 
for reagstraions and the date for Sydney (2017) will be 
available soon.

Clinical Neuropsychotherapy Certificate train-
ing in Hawaii 2017
We are pleased to announce that certificate training in 
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Ridby and Smith (2011) define bullying as a type of 
aggressive behaviour involving an imbalance of pow-
er favouring the perpetrator, intentionally performed to 
cause harm or intimidate a targeted victim. Bullying is a 
wide-spread school-age phenomenon (Sugden et al., 
2010) and has even been considered to be a form of 
verbal, emotional, and/or physical harassment (Ros-
souw, 2013a). Bullying can occur in multiple formats, 
and while traditional bullying is currently found to be 
the most common, there is evidence to suggest that 
cyber-bullying is becoming more frequent in the new 
digital age (Rigby & Smith, 2011). The Department of 
Education and Training (2015) highlight state-specif-
ic anti-bullying policies which inclusively cover such 
things as providing a safe environment for students, 
implementing anti-bullying policies, responsibility of all 
members of the environment to protect, and enhancing 
support networks. However, the prevalence of school-
based bullying remains high and youth are continuous 

Pieter Rossouw is an Ad-
junct Professor in Brain-
based Education at the 
Central Queensland Uni-
versity. He is also the Di-
rector of Mediros Clinical 
Solutions, The Neuropsy-
chotherapy Institute and 
the BRAiNgro Institute. He 
is an expert in the effects 

of bullying on the brain and well 
as strategies to guide young people to take 
control and change their brains.

being affected by both short-term and long-term con-
sequences of such traumatic experiences.

Prevalence of School Bullying
There is a popular belief in the literature that the prev-
alence of school bullying has increased over the years 
(Rigby & Smith, 2011). While there is variability in the 
international prevalence rates of school bullying, these 
percentages can be frighteningly high. Due et al. (2005) 
examined the representative prevalence of bullying us-
ing data collected from the Health Behaviour in School-
aged Children (HBSC), which is a standardized World 
Health Organisation (WHO) collaborative study investi-
gating students aged 11, 13, and 15 across schools in 
28 European and American countries. Their results indi-
cated a wide range of prevalence rates from the lowest 
of 5.7% in Sweden to the highest of 39.8% in Lithuania, 
with an average rate of 17.4% across all countries. In 
China, a recent survey of Chinese adolescents found 

 The development of neural systems within the brain and the formation of social identity are crucial milestones during late puberty 
and adolescence (Blakemore, 2012; Tanti et al., 2011). During this process, an individual’s surrounding environment can have 
lasting effects on this development. An enriched environment, in which the individual feels safe and needs are met, enhances 
neural growth and development of frontal cortical regions of the brain. However, a compromised environment hinders neural 
proliferation and can lead to adverse consequences. Bullying during this influential age period is one form of trauma which can 
compromise a young individual’s sense of safety and fulfilment of needs (Wang, Berry, & Swearer, 2013). Bullying up-regulates 
survival and fear-based systems of the brain, which compromises frontal cortical systems and use of higher order cognitive 
functions (Rossouw, 2013a). While some anti-bullying interventions have been successful in reducing bullying, they demon-
strate mixed results, exclusively adopt a top-down approach (relying on use of compromised frontal lobes), and lack addressing 
the victim’s experiences. Therefore, the present article presents the development of a psycho-educational workbook founded 
within the bottom-up approach of neuropsychotherapy. The aim of this workbook is to improve the well-being of young victims 
of bullying, through educating them about the brain and facilitating change towards adaptive neural growth. The following article 
introduces the workbook, its practical application, and the underlying neuropsychotherapy approach

Development of a Psycho-educational Tool  
to Address School-Age Bullying

Melisa Kaya 
BPsych (Hons)   MAppPsych (Cand)

Pieter Rossouw
MClin Psych  PhD   MAPS MCCLP  MQCA, MIACN(Certv
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that 44.6% experienced being bullied within the last 
year, with 54.9% have been bullied in their lifetime (Zhu 
& Chan, 2015).

In England, a report written by the Children’s Rights Di-
rector indicated that roughly two-thirds of children who 
were interviewed reported that they felt bullying was 
getting worse (Ofsted, 2008). Additionally, 34% of the 
children in this sample reported that they were bullied 
sometimes, often, or most of the time, with those under 
15 years of age more likely to report victimisation. In Aus-
tralia, where the current article was completed, these 
international statistics are further reflected in the current 
prevalence of school bullying. In 2010, the then-Min-
ister of Education suggested, “All of the research has 
found that the prevalence of bullying in our schools is 
on the rise” (Julia Gillard as quoted in Rigby & Smith, 
2011, p.442). Hemphill et al. (2012) investigated the 
prevalence of school bullying in a sample of Australian 
adolescents, and found that 21% of students engaged 
in traditional bullying, with 15% engaging in cyber cully-
ing. In comparison to the previous international preva-
lence rates highlighted, these percentages additionally 
represent the degree of students who perpetrate (i.e., 
the bully), which is a vital component of addressing this 
phenomenon (as will be discussed later).

Furthermore, a majority of these studies have examined 
students’ ages ranging from childhood to adolescence. 
Research has suggested that school bullying is report-
ed to occur more frequently between the ages of 11 
and 13 (Eslea & Rees, 2001), which corresponds to 
students’ critical transition from primary school to sec-
ondary school (Pellegrini & Long, 2010). The theoretical 
literature suggests that this transition is a critical period 
for the social and emotional development of adoles-
cents (Waters, Lester, Wenden, & Cross, 2012), and 
is a crucial time to implement bullying intervention and/
or prevention programs (Lester, Cross, Shaw, & Dooley, 
2012). In response to how English students felt about 
the prevalence of bullying over time, a discussion group 
stated that “every year [bullying] gets less as people get 
older” (Ofsted, 2008). Overall, younger ages during late 
childhood and early adolescence appear to be a vulner-
able time for school students.

The Young, Developing Brain
The growth of neural systems within the brain is cru-
cial during this period involving late childhood and 
early adolescence, particularly as the brain is still en-
gaging in the process of synaptic pruning (Blakemore, 
2012). Through Magnetic Resonance Imaging (MRIs), 
research has been able to demonstrate the significant 
changes in neural architecture and synaptic density that 
take place between childhood and adolescence (e.g., 
Barnea-Goraly et al., 2005). Blakemore and Choudhury 
(2006) speculate that the brain might be more sensitive 
to experiential input during this period of time, particular-
ly relating to executive functioning and social cognition. 

Therefore, a youth’s experiences (whether positive and/
or negative) can have lasting effects on neural patterns 
and organisation during this period.

Particularly, traumatic experiences associated with be-
ing bullied can have long-term consequences on the 
individual’s neural development, well-being, and men-
tal health. Empirical research suggests that bullying 
can negatively affect academic performance (Juvonen, 
Wang, & Espinoza, 2011), as will be apparent when 
we later address the neural development of the brain 
and impact of bullying. Additionally, adolescent victims 
of bullying demonstrate more internalising symptoms 
(e.g., anxiety, depression, eating disorders) and ex-
ternalising symptoms (e.g., aggressiveness, conduct 
problems) compared to any other sub-group (Menesini, 
2009). Bullying involvement has been found to be sta-
ble over time and life-change (Hixon, 2009), with ado-
lescent bully victims found to be at risk of mental health 
concerns such as low-self esteem, stress, risk of self-
harm, and risk of suicide (Coggan, Bennett, Hooper, & 
Dickinson, 2012). In particular, being a young victim of 
bullying has been linked to a greater risk of developing 
Posttraumatic Stress Disorder (PTSD) in adulthood (My-
nard et al., 2000).

In response to safety-threatening bullying, the young 
brain may develop strong patterns of experiential avoid-
ance and hypervigilance to threat in order to protect the 
individual. However, ongoing reinforcement of these 
negative patterns can further perpetuate the traumatic 
distress into adult life. A recent meta-analysis conduct-
ed by Nielsen et al. (2015) reviewed multiple interna-
tional studies of school bullying and found that 57% 
of victims reported clinically significant symptoms of 
PTSD, particularly signs hyper arousal and avoidance. 
These research findings highlight the vital need to ad-
dress the prevalence of bullying in today’s youth and 
promote their healthy brain development into the future.

Current Anti-Bullying Interventions
In 1994, the Commonwealth Government of Australia 
underwent a national inquiry into school violence and 
concluded that bullying was a significant issue within 
Australian schools. Consequently, the inquiry called for 
the “development, implementation, and evaluation of 
intervention programmes” to target this phenomenon 
(Slee & Mohyla, 2007, p.104). In response to this re-
quest, guidelines to address this issue were developed. 
In 2004, the Child Health Promotion Research Centre in 
Australia released a set of validated guidelines to further 
aid the management and prevention of school bullying 
(Cross et al., 2004). This holistic approach included do-
mains of policy and practice, classroom management 
and curriculum, school ethos, school-home community 
link, student services teams, and the physical environ-
ment. Subsequently, numerous anti-bullying, whole-
school interventions have been created, adopting these 
aspects of these guidelines.
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Rigby and Smith (2011) suggest that while there is 
considerable variability across intervention programs 
and efficacy results, there are recent studies that have 
conducted meta-analyses to investigate the overall ef-
fectiveness of anti-bullying programs in reducing school 
bullying (e.g., Farrington & Ttofi, 2009; Merrell et al., 
2008). For example, Farrington & Ttofi (2009) found 
that bullying was reduced by 20-23% in experimental 
schools compared to control schools, with this de-
crease significantly associated with intervention com-
ponents such as classroom management, disciplinary 
methods, parent information and training, videos, and 
school conferences. In comparison, study’s such as 
Bauer et al.’s (2007) similarly compared intervention and 
control groups in relation to anti-bullying programs, and 
found no overall effect.  Therefore, the current study 
briefly explored a few key empirical studies investigating 
the effectiveness of various forms of intervention pro-
grammes to target school bullying and the variation in 
main outcomes achieved (See Table. 1).

Study Participants Focus Intervention Design Main Outcomes
Cross et al. 
(2004)

Primary school stu-
dents (N = 2,068) in 
Grade 4-5 from West-
ern Australia Friendly 
Schools 

Focus on social 
skills development

Intervention strategies targeted 
classroom curriculum work, 
promotion of peer support, and 
advice to families/teachers on 
intervention techniques 

No overall reduction in 
frequency of bullying, 
but significant reduc-
tion in specific indica-
tors such as “being 
ignored” or “being 
called names”

Olweus  
(2004)

Primary school stu-
dents (N = 21,000) in 
Grade 4-7 from >100 
American schools 

New National 
Initiative against 
Bullying

Olweus Intervention Program 
(targeting school-wide activ-
ities, classroom discussions 
and rules, and community 
awareness)

After 8 months of inter-
vention, engagement 
in bullying reduced by 
43% and being victim-
ized reduced by 34%

Bauer, 
Lozano, 
and Rivara 
(2007)

Middle school stu-
dents from 10 Amer-
ican schools; 7 inter-
vention schools (N = 
4,959) and 3 control 
schools (N = 1,559) 

The Olweus Inter-
vention program 
was evaluated 
against a control 
group 

Olweus Intervention Program 
(targeting school-wide activ-
ities, classroom discussions 
and rules, and community 
awareness)

No overall effect was 
evident on rates of 
student victimization. 
There were significant 
reductions for sub-
groups (e.g., for white 
but not black students)

Slee and 
Mohyla 
(2007)

Primary school stu-
dents  
(N = 954) aged 
between 8-12 years, 
from Australian 
schools

Longitudinal 
evaluation of 
efficacy of PEACE 
Pack program in 
targeting school 
bullying

School-based application of 
the PEACE Pack, which en-
compasses education-based, 
practical resources for staff to 
create their own intervention

After the yearlong 
intervention, 29% of 
boys and 20% of girls 
reported being bul-
lied less. From pre- to 
post-intervention, 
substantially more stu-
dents reported feeling 
safe in school

Karna et al., 
(2011)

School students (N 
= 150,000) aged 
between 8-16 years, 
from 888 Finish 
Schools

Nonrandomized 
nationwide trial of 
the KiVA anti-bul-
lying program

The KiVa program is a whole-
school approach, including 
elements of disciplinary meth-
ods, teacher training, class-
room rules, parent information, 
videos, and cooperative group 
work.

After 9 months of 
intervention, victimisa-
tion reduced by 2.7% 
and bullying reduces 
by 1.9%. Estimated 
victims reduced by 
3,900 and the number 
of bullies by 2,300.

Almost all of these interventions listed are based on 
Cognitive-Behaviour Therapy (CBT), incorporating cog-
nitively demanding techniques of psycho-education, 
behavioural modification, and communication skill devel-
opment. These strategies rely on a top-down approach, 
which assumes the victim’s capacity to use higher order 
cognitive functions to down-regulate their distress and 
effectively engage with the intervention. However, re-
search studies have clearly shown that experiences of 
distress impact the brain, resulting in the over-activation 
of implicit systems and subsequent impaired function-
ing of cognitive systems (Tillfors et al., 2001). A shift in 
cerebral blood flow occurs during this distress, in order 
to increase activation of primitive systems and ensure 
survival. While this shift can be adaptive, psychopathol-
ogy emerges if the brain’s neural system facilitates a 
default pattern of responding to any stressful situation 
(Rossouw, 2014).Subsequently, fear-based triggers 
can override activation of frontal cortical systems and 
its capacity to down-regulate fear-based responses.  
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Table 1. Overview of research on the effectiveness 
of bullying interventionsAlmost all of these interven-
tions listed are based on Cognitive-Behaviour Therapy 
(CBT), incorporating cognitively demanding techniques 
of psycho-education, behavioural modification, and 
communication skill development. These strategies 
rely on a top-down approach, which assumes the vic-
tim’s capacity to use higher order cognitive functions 
to down-regulate their distress and effectively engage 
with the intervention. However, research studies have 
clearly shown that experiences of distress impact the 
brain, resulting in the over-activation of implicit systems 
and subsequent impaired functioning of cognitive sys-
tems (Tillfors et al., 2001). A shift in cerebral blood flow 
occurs during this distress, in order to increase acti-
vation of primitive systems and ensure survival. While 
this shift can be adaptive, psychopathology emerges if 
the brain’s neural system facilitates a default pattern of 
responding to any stressful situation (Rossouw, 2014).
Subsequently, fear-based triggers can override ac-
tivation of frontal cortical systems and its capacity to 
down-regulate fear-based responses. 

What this means for the young victim of bullying is that 
without down-regulation of their distress or fear, inter-
vention strategies requiring cognitive engagement will 
likely be unsuccessful. In comparison to this top-down 
approach, neuropsychotherapy adopts a bottom-up 
approach (Rossouw, 2014). This bottom-up approach 
recognises the importance of down-regulating a client’s 
distressing emotions before expecting the individual to 
engage in higher order executive functions, such as 
logical decision making, rational thought, or absorption 
of new information. The neuroscience underlying this 
approach helps us understand how experiences of bul-
lying can impact on an individual’s sense of safety, pri-
mal and basic needs, patterns of motivational schema, 
and neural connections. Therefore, the current article 
explores this neuropsychotherapy approach and intro-
duces an alternative psycho-educational workbook de-
signed to address school bullying from this perspective. 

Neuroscience of the Brain development and 
Bullying 
A neuroscientist called Paul MacLean (1990) proposed 
a theory of neural development, which has been widely 
accepted as a benchmark for understanding the devel-
opment of the human brain. MacLean identified three 
sequential developmental stages; the reptilian brain, the 
paleomammalian brain, and the neomammilian brain. 
First, the reptilian brain is made up of lower neural re-
gions including the brain stem, medulla oblongata, and 
pons. It is known as the ‘primitive brain’ as it can be 
considered to be the centre of survival responses. Sec-
ond, the paleomammalian brain consists of the Limbic 
system and is also known as the ‘emotional brain’. The 
Limbic system includes thalamus, hypothalamus, basal 
ganglia, and particularly relevance, the amygdala and 
hippocampus. One of the primary roles of the amygda-

la is as a first-defence response to perceived threats. 
Healthy development of the amygdala will mean that 
survival responses (e.g., avoidance behaviours) will be 
appropriately activated without over-activation (Ros-
souw, 2013a). 

In other words, there will be a discriminative activation 
of processing to enhance survival in the appropriate 
context. However, experiences of bullying up-regulates 
the fear system within the Limbic system, resulting in 
heightened activation and hypervigilance of the amyg-
dala. Subsequently, stimuli that would not normally be 
perceived as threatening may be activated in the amyg-
dala due to their ambiguous nature. The function of the 
hippocampus particularly relates to short-term memory, 
the application of context, and neural plasticity. Over-
production of stress chemicals can lead to impaired 
functioning of the hippocampus (Thomas, Hotsenpiller, 
& Peterson, 2007), compromising the capacity to form 
new memories and hinder academic learning (Ros-
souw, 2012). Similar to the affect bullying has on the 
amygdala, ongoing exposure to this trauma and dam-
age to the hippocampus can result in an overgeneral-
isation of threatening stimuli. Subsequently, the victim 
may be unable to appropriately apply context to situa-
tions and respond to non-threatening stimuli as if they 
were a threat. 

Furthermore, damage to the hippocampus through 
continual stress activation further compromises the in-
dividuals capacity to form new memory connections 
(Rossouw, 2012), which can also play a role in aca-
demic learning. Third, the neomammalian brain con-
sists of the large frontal cortical systems of the brain, 
and is known as the ‘smart brain’ due to its executive 
functions. The prefrontal cortex (especially the right) 
significantly contributes to the development of social 
functioning. Therefore, the social well-being of a vic-
tim can be significantly impaired to the up-regulation of 
the emotional brain and hindered neural proliferation of 
the smart brain. It is clear to see the significant impact 
trauma associated with bullying can have on the young 
developing brain, particularly relating to neural architec-
ture and functionality. Maclean’s research highlights the 
impact interactions with the environment can have on 
neural development, proposing that younger brains are 
more susceptible towards greater impact from the envi-
ronment (Pieter, 2013b). 

Environment
Safe enriched environments are needed in order for a 
young brain to develop and flourish (Rossouw, 2013b). 
Based on the principle of neural plasticity, the environ-
ment plays a vital role in ongoing brain development and 
has the power to change neural architecture or func-
tioning. An enriched environment is one which enables 
an individual to feel safe and facilitates the fulfilment of 
three basic needs; the need for attachment, the need 
for control and orientation, and the need for pleasure 
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maximisation and pain minimisation. The culmination 
and satisfaction these three basic needs then lead to 
the growth of the individual’s sense of self. An enriched 
environment facilitates neural proliferation, allowing for 
growth of the frontal cortical systems (i.e., smart brain) 
and its capacity to down-regulate over-activation of the 
emotional brain. The way it does this is through activa-
tion of approach-oriented schemata (Grawe, 2007); the 
individual approaches their goals and true fulfilment of 
needs.

However, a compromised environment can violate 
each of these needs. When the environment is com-
promised and there is a perceived threat to safety, 
fear-based patterns emerge. The amygdala activates 
a stress response system to prepare the individual to 
survive the threat, which involves increased production 
of chemicals such as adrenalin and cortisol (Rossouw, 
2014). Consequently, blood flow rushes to the limbic 
system (i.e. emotional brain) to enhance survival, lead-
ing to compromised cortical blood flow and activation of 
frontal systems such as the prefrontal cortex (i.e., smart 
brain). Grawe (2007) considers to this closed neural 
activation of survival as the onset of patterns of avoid-
ance. In comparison to approach-oriented schemata, 
avoidance-oriented schemata hinder the achievement 
of goals, neural proliferation, and the true fulfilment of 
basic needs. Bullying is a key example of trauma that 
can elicit a compromised environment and violation of 
needs, subsequently causing neural decline.

Human Needs
Safety. Based on Rossouw’s (2014) model of neuro-
psychotherapy, the foundation of environmental safety 
is critical to neural development and fulfilment of needs 
(see Figure 1.). In his research on Aplasia Californica, 
Kandel found that the neurochemical and neural archi-
tecture of the sea slugs would adapt in order to sur-
vive violation of environmental safety (2005, 2006). This 
neural adaptation is linked to the function of MacLean’s 
(1990) primitive brain, as it holds the power to override 
more advanced, cognitive functions in order to activate 
survival responses. Specifically, being exposed to bul-
lying significantly increases the risk that a victim’s neural 
circuitry will become wired towards unhelpful loops of 
protection in order to avoid threats to safety, rather than 
neural patterns of approach and proliferation (Berridge & 
Kringelback, 2008). Subsequent research supports the 
neural protection and adaptation process that occurs 
in response to compromised environments (Furmark et 
al., 2002; Gould & Gross, 2002), in which only safety 
holds the key to the facilitation of neural growth (Ros-
souw, 2014). 

Attachment. Secure attachments are a significant 
contributor to healthy neural proliferation (Hart, 2011). 
The need for attachment involves the desire to feel safe 
and experience emotional and physical proximity to oth-
ers (Sapolsky, 2004). Fulfilment of this need enables 

down-regulation of the emotional brain and enhances 
neural proliferation of the smart brain. In particular, social 
affiliations during adolescence act as a protective factor 
when faced with uncontrollable stressors, reducing the 
secretion of stress hormones and their negative impact 
on neural systems (Newman, Holden, & Delville, 2005; 
Rossouw, 2012). However, experiences of bullying 
compromise this need, which can lead to an over-acti-
vation of the limbic system (i.e., emotional brain), over-
production of stress chemicals, and an up-regulation of 
fear-based responses (Rossouw, 2013a). Correspond-
ing to the vulnerability of bullying victimisation during the 
transition from primary to secondary school, Pellegrini 
and Long’s (2010) research discovered that peer affilia-
tions decreased during this transition.

Figure 1. Rossouw’s (2014) model of neuropsycho-
therapy. 

Control and orientation. The need for control is 
considered to be the most fundamental of all human 
needs (Epstein, 1993) and involves the desire to have 
the maximum amount of choice and options available. 
When an individual encounters incongruence (e.g., a 
stressful experience) that they perceive as controllable 
(i.e., manageable) they achieve a sense of mastery of 
problem solving and their need for control is fulfilled. 
However, when this incongruence is perceived as un-
controllable (e.g., being bullied), this basic need be-
comes violated and there is an up-regulation of survival 
or avoidance responses. Compared to the neural net-
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works of a mature brain, a young brain is unlikely to have 
well-established counter activations to down-regulate 
the emotional brain and enhance activation of the smart 
brain (Rossouw, 2013b). Therefore, a young victim of 
bullying might get trapped in a pattern of protection, re-
sulting in the up-regulation of survival responses and 
avoidance behaviour, which hinder the individual’s ca-
pacity to down-regulate distress via prefrontal systems. 
Empirical research demonstrates that a victim’s sense 
of control significantly declines as the duration of bully-
ing increases (Hunter & Boyle, 2010). 

Pleasure maximisation and pain minimisation. 
The brain contains an automatic evaluative function that 
determines an experience as either good or bad, and 
humans try hard to maximise pleasurable experiences 
and avoid painful experiences. When an individual ex-
periences maximum pleasure and minimal pain, their 
behavioural patterns are motivated towards approach-
ing this pleasure. However, when exposed to bullying, 
a victim’s happiness is severely compromised and they 
experience negative, traumatic states. Subsequent-
ly, the up-regulation of the emotional brain leads to 
fear-based responses, which facilitate neural patterns 
towards avoidance and protection. The activation of 
avoidance-oriented neural wirings enable a reduction in 
exposure to pain, however, they do not truly fulfil the 
need for pleasure and they hinder neural proliferation.  

Sense of Self. A healthy sense of self and self-esteem 
enhancement develops when exposed to an enriched 
environment and fulfilment of needs (Mruk, 2006). 
Self-esteem is considered to be a complex neural con-
struct that requires effective neural activation of frontal 
cortical regions (Rossouw, 20103b). Therefore, as the 
up-regulation of distress associated with bullying com-
promises neural proliferation of the smart brain, victims 
can experience impaired development of their sense 
of self. As social development and identity formation 
is a critical undertaking during adolescence (Tanti et 
al., 2011), this neural shift significantly obstructs the 
young victim’s healthy neural development and sense 
of “who am I?”. Research has shown that victims of 
bullying have reduced self-worth (Mynard et al., 2000) 
and significantly lower levels of self-esteem and self-ef-
ficacy (Esbensen & Carson, 2009). Furthermore, due to 
compromised social belonging, loss of identity, and an 
instinctual drive to survive their aversive environment, 
there is evidence to suggests that victims of bullying 
become a bully themselves (Dulmus, Sowers, & Ther-
iot, 2006).  

Psycho-educational Workbook
The current article presents the development of an in-
teractive, psycho-educational workbook created for 
young victims of school bullying. Based on the high 
prevalence rates of school bullying during late childhood 
and early adolescence (Eslea & Rees, 2001), the target 
population are victims in senior primary to high school, 

aged roughly between 10 and 15 years of age. The ex-
tant literature has accepted this period in life where sig-
nificant neurobiological changes (Blakemore, 2012) and 
social development (Tanti et al., 2011) occurs, which 
can be highly influenced by aversive experiences such 
as bullying. Hall (2010) supports the effectiveness of 
psycho-educational interventions for victims of bullying, 
in improving student’s knowledge and problem solving 
skills related to managing this trauma. Research further 
suggests that pictorial illustrations imbedded within de-
scriptive text aid student’s retention and practical appli-
cation of content (Carney & Levin, 2002), with comic 
books suggested to be a culturally appropriate interven-
tion that can help youth learn about a particular concept 
and adopt more healthy behaviours (Montgomery et al., 
2012).

The workbook is founded on a neuropsychotherapeu-
tic perspective and adopts a bottom-up approach to-
wards addressing treatment. Therefore, it should only 
be administered once the clinician has enhanced the 
client’s sense of safety through development of a strong 
therapeutic alliance, down-regulation their distress, and 
facilitation their cortical capacity to take in new informa-
tion (Rossouw, 2014). The interactivity of the workbook 
is aimed towards educating the victim on the model of 
neuropsychotherapy and drawing links to their own ex-
periences of bullying. The goal is to create controllable 
incongruence for the client, allowing them to success-
fully manage stress experienced, facilitate an enriched 
environment, and work towards the fulfilment of safety 
and basic needs. Subsequently, the aim is to elicit grad-
ual neural shifts towards approach oriented behaviour, 
facilitating neural growth and thriving (Rossouw, 2014).

The workbook is presented in an illustrative layout (com-
ic book). The workbook is developed as a combination 
of illustrative pages and reflection pages. The workbook 
contains descriptive text and reflection pages to guide 
the reader about key aspects within the model of neuro-
psychotherapy and its application in the context of bully-
ing, in order to engage the reader in critical thinking and 
approach-oriented behavioural patterns. The reflection 
pages contains writing space as research supports the 
effectiveness of note-taking on learning of education-
al content (Kobayashi, 2006). The workbook offers an 
extension to other support networks (e.g., counselling, 
psychotherapy, school staff, parents). It can be used 
through a collaborative discussion surrounding the con-
tent, and is the user’s to keep as an interactive source 
of reference. While the language complexity of the book 
was developed for the target age range, it can also be 
used to psycho-educate other individuals involved in 
the bullying process. It can also be used to educate 
all school-age students to inform them of the effects of 
bullying.

Practical Application
Ideally, this workbook is not a standalone intervention 
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and has been designed for use in conjunction with 
additional support. The aim of the psycho-educational 
workbook is to enhance an enriched environment for 
the young individual, through practically addressing the 
primal need for safety and three basic needs. Subse-
quently, this will shift the victim’s patterns of protection 
and avoidance into patterns of approach, facilitating 
critical neural proliferation during this age period that 
would have previously been halted by their compro-
mised environment. Based on a bottom-up approach, 
it is critical to establish a sense of safety for the client 
prior administration of the psycho-educational content. 
Providing a safe environment for supportive intervention 
(e.g., talk therapy) strengthens the therapeutic alliance. 
This enhances the expression of safety and facilitates 
greater fulfilment of basic needs for control, attachment, 
and motivation/pleasure (Allison & Rossouw, 2013). 

Furthermore, this helps the individual to down-regulate 
their emotional brain (the red zone) and enhance corti-
cal blood flow to their smart brain (green zone). Unless 
this shift is achieved, the individual will be unable to uti-
lised executive functions to take in new information or 
effectively engage with the intervention. It is also import-
ant to take into consideration the age of the victim and 
experience of bullying, in terms of tailoring intervention 
to suit the victims cognitive capacity. The workbook is 
designed to be administered during session, as a col-
laborative discussion between the clinician and the cli-
ent on the client’s experiences of bullying and educa-
tion on how this relates to neurobiology.  

Bullying experiences and the brain. The workbook 
first illustrates images and scenes of bullying aimed at 
helping the reader identify their own experiences. This 
subsequently leads to an introduction of the brain. 
Through illustrating the ‘smart brain’ (i.e., prefrontal 
cortex) and the ‘protective brain’ (i.e., limbic system), 
the workbook describes the role of each brain and 
indirectly addressed their relationship with approach 
versus avoidance behaviour. Coloured illustrations are 
used with powered light bulbs representing the degree 
of blood flow running to power each brain. Avoidance 
behaviour is depicted as a strong desire to ‘run away’, 
whereas approach behaviour is depicted as thriving and 
approaching need fulfilment. This is highlighted in order 
to help the reader relate to these two distinct forms of 
motivational schemata (Grawe, 2007).

Enriched environment and basic needs. The page 
corresponding to an enriched environment is titled a 
“Safe Environment” for ease of understanding by the 
target audience. It introduces the impact of the envi-
ronment on the directed blood flow to different sections 
of the brain, with enhanced power running to the smart 
brain when there is no perceived threat. This following il-
lustrative page introduces the three basic human needs 
as “3 Important Things”; we need to feel happy (i.e., 
pain minimisation and pleasure), in control (i.e., orien-

tation and control), and connected (i.e., attachment). 
Descriptions are provided of each need, and the impact 
fulfilment has on the functioning of the smart brain. 

Compromised environment and needs. The page 
describing a compromised environment is titled an “Un-
safe Environment”, where threatened safety and basic 
needs are demonstrated. Rather than being a helpless 
victim of a bully, this page describes being a victim of 
your own protective brain when in “survival mode”. This 
is aimed at empowering the reader’s control and self-ef-
ficacy in being able to change their current situation. 
Avoidance schemata is revisited and clearly identified 
as behaviour that may at times result in need satisfac-
tion but not in true fulfilment. The following illustrative 
page depicts the impact bullying can have on basic 
needs; steal happiness, take away control, and cause 
isolation. This is aimed at identifying what compromised 
or violated basic needs may look like, allowing the read-
er to identify their own experiences.

Neural plasticity and practical strategies. Neu-
ral plasticity is the brains capacity to be malleable both 
in physical structure and neural organisation (Grawe, 
2007). The following illustrative section in the workbook 
provides the empowering message “You can change 
your brain”. This page directly links to the title of the 
workbook “Take Control”, in empowering the reader’s 
confidence that they have the capacity to do so. The 
redirection of power from the protective brain to smart 
brain is then illustrated, highlighting the way to take 
back control. The following pages then describe seven 
key strategies towards achieving this control, providing 
practical examples of practicing each. The final page 
depicts the “Anti-bullying Formula”, depicting how a 
sense of control and feeling connected enhancing feel-
ings of safety, which in turn create a strong and happy 
individual.

Conclusion
Bullying is a prevalent type of trauma faced by school-
aged youth, which can violate their sense of safety and 
force the neural pathways in their brain towards patterns 
of protection and avoidance. Subsequently, this can 
compromise the true fulfilment of basic needs and neu-
ral growth of frontal lobes. While previous anti-bullying 
interventions show varying levels of efficacy and reduc-
tion in school bullying, the current article presents the 
development of a new psycho-educational workbook to 
address this phenomenon from a different (bottom-up) 
approach not utilised before. In conjunction with facili-
tating the client’s sense of safety within therapy/coun-
selling/support, the purpose of the psycho-educational 
tool is to develop a strong therapeutic alliance (i.e., need 
for attachment), facilitate controllable incongruence for 
the victim (i.e., need for control), and provide positive 
social interaction (i.e., need for pleasure). By facilitating 
the fulfilment of safety and basic needs, the aim is to 
weaken client’s patterns of avoidance (i.e., protection) 
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and develop and strengthen patterns of approach (i.e., 
thriving). Through reinforcing the ongoing activation of 
these new, adaptive patterns, positive neural shifts and 
neural growth can be achieved.
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From the IACN Secretary, Jonathan Wills
I’m delighted to be invited to contribute to the Mediros 
eJournal with a regular spot to keep you all up date in 
the world of the International Association of Clinical Neu-
ropsychotherapy (IACN). As many of you will already be 
aware the membership of the Association is growing as 
the Mediros Neuropsychotherapy Practitioner Training 
is rolled out across the country. The Brisbane and Bali 
trainings were completed in June and this month the 
Melbourne training will be completed and the IACN will 
welcome a new group of clinicians into the Association. 
Having completed the training, you will become a Full 
Member of the IACN, but I want to encourage as many 
of you as possible to go the next step and upgrade your 
Membership to CERTIFIED status! And that doesn’t 
mean you’ll be “certifiable” in the crazy sense, but will 
have then demonstrated your skills as a Neuropsycho-
therapist by submitting a de-identified case study. And 
the process is not as scary as many of you might think. 

All you’re really doing is writing a little diary 
about your work with a client
Whether you’re writing about working with a current cli-
ent or are recollecting the work you have done with a 
past client (in which case you will need to refer to your 

case notes), it can be quite cathartic to self-reflect on 
your work with a particular client and describe how you 
applied a neuropsychotherapeutic approach. Did you 
draw a diagram of the brain and explain aspects of the 
fear response? How did you explain the importance of 
‘down-regulation’ of fearful or anxious affect with your 
client? Did you work with your client on any specific 
exercises (both physiological and psychological) which 
enabled your client to practice improved coping skills or 
alternative behaviours, thereby providing a solid, prac-
tical way forward for them to ‘rewire’ their brain? If you 
simply describe this work over the course of your time 
with your client (and take 2000 words to do it) – hey 
presto, you’ve completed your case study!

Ensuring confidentiality
Before your case study is published, we will check with 
you that the names, circumstances, personal details 
and anecdotal information in it are comprehensively 
de-identified and that you have sought and received 
permission from the client on which the case study is 
based. We need to ensure both processes have been 
completed and we may also include a disclaimer at 
the end of the case study along these lines: This case 
study is written for educational purposes and is not in-
tended to represent the therapy process for any specif-
ic individual. The author has 
disguised names, and other 
recognisable information to 
protect confidentiality.

If you would like to know 
more about how to write your 
case study, please feel free 
to call on (07) 3216 7226 or 
email me at office@iacn.com.
au and I’ll be happy to help. 
Good luck and happy writing! 
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garded for her deep knowledge, insight and practicality. 
drjudechapman@bigpond.com

PRICE: $24.99 Paperback
ISBN:   978-1-925052-26-8
eISBN: 978-1-925052-27-5 
EXTENT: 188 pages
FORMAT: C format
CATEGORY: Business and Economics
SUBSECTION: Leadership
DISTRIBUTION:  Dennis Jones & Associates
e: theoffice@dennisjones.com.au 
w: www.dennisjones.com.au

ES- PRESS
PO BOX 220
Strawberry Hills
NSW 2012
info@shortaustralianstories.com.au

2016 APS Board of Directors election:
Neuropsychotherapy Editor’s Comment

I am very pleased to notice that Jill Wright is nominated as General Director of the APS Board.
Jill has attended a number of Neuroscience training and is a strong supporter of the Modality of 
Neuropsychotherapy.
If you are a member of the APS, please remember that the APS Board of Directors election 
ballot closes at 10am (AEST) on Wednesday 14 September 2016.

Pieter Rossouw 
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Case Presentation
The client is a 15-year-old school student with Obses-
sive Compulsive Disorder (OCD).  He does very well in 
school and has aspirations for university study and a 
professional career.  His OCD is expressed as exces-
sive hand-washing up to 15-20 times a day, whenever 
he has been touching something – including books, 
doors, food, and after daily chores such as cleaning his 
room, going to school, and social events if he and his 
family attend them.  

The client’s wrists and forearms are very red and raw, 
with broken skin that is painful to the touch (according 
to the client) and difficult to hide at school and from his 
parents.  The client’s parents are divorced but the client 
has open contact with the father, and he lives with his 
mother.  

The client was referred for treatment of anxiety under a 
Medicare referral and was not medicated. 

History
In the absence of genetic testing, there appears to be 
a direct family history of anxiety and OCD.  The moth-
er’s disclosure of her own OCD may indicate either the 
client receiving an allelic predisposition to anxiety from 
his mother, and/or a pattern of pathological learned be-
haviour reflective of his mother’s behaviour in the home 
environment, but is most likely a combination of both 
(Siegel, 2012). This means that the genetic predispo-
sition for heightened anxious affect was expressed as 
self-regulating behaviour learned as coping mecha-
nisms. These included repetitive behavioural self-calm-
ing of his limbic system (LeDoux, 2002) by observing 
his mother, copying her behaviours and then interpret-
ing and establishing neural pathways as “normal” be-
haviour while growing up. Combined with having min-
imal alternatives for self-calming and self-reassurance 
due to the absence of the father’s behavioural influence, 
these more pathological patterns became entrenched. 

The parents are united in their desire for the client to 
be effectively treated so that he avoids developing his 
mother’s pathology, however there were indications of 
a compromised environment in the home.  The client’s 
mother has a history of OCD and anxiety herself, is cur-
rently medicated, and presented at the fourth session 
as very angry and vocally annoyed that the client had 
not refrained from excessive hand washing and was not 
“over it” by now.  The father has reported directly to me 
that the mother’s OCD behaviours are what led to the 

dissolution of their marriage some years ago. He does 
report however that he is very supportive of his son and 
wishes for him to be treated, regardless of time or effort 
so long as the son is engaging with therapy and trying 
to change his behaviours.

The mother has engaged in excessive checking – pre-
dominantly of doors and light switches – in a failed at-
tempt to stabilise dopamine responses for achievement 
and completion (Arden, 2015). She reported that about 
20 years ago, she consulted a psychiatrist regarding 
her situation and was prescribed medication that she 
has been taking since that time. Further creating a con-
flicted environment for the client, the mother indicated 
in front of the client, in session, that whilst she is “cured” 
by taking the medication, she did not want him to take 
medication but that he had to stop his behaviours as 
she could no longer cope with them. 

This statement indicates that whilst the mother believes 
the medication has cured her OCD, she is intolerant of 
behaviours which overwhelm her coping strategies, and 
she may not be as well equipped to cope with change 
as she believes herself to be. She perhaps reverts to 
limbic (survival) activation, rather than enhancing pre-
frontal cortical (PFC) thinking that promotes the devel-
opment of neural pathways for coping and calmness. 
This would be explained as an avoidant motivational 
schema – forcing change upon her son in an aggres-
sive way rather than enhancing his safety baseline and 
allowing him to explore treatment with her support.

It might be the case that if the father had been present 
during his formative months and years, the client may 
have been able to experience regulating influences from 
his father that would have assisted in down-regulating 
anxiety and may have provided options for self-calming 
other than ineffective pathological behaviour.  However, 
given that the father chose to leave the marriage and ab-
solved his parenting responsibilities towards the client, 
it may indicate that he himself has a weakened safe-
ty structure and thereby a weakened approach-based 
motivational schema, preferring avoidance and thus 
also retreating back into survival mode (limbic system). 
His comments were that he left the marriage due to the 
mother’s repetitive anxious behaviours and his inability 
to tolerate them nor encourage her to seek treatment 
or support beyond medication. If he himself was strug-
gling to lower the levels in his ‘stress tank’ in having to 
cope with the mother’s behaviour, he may have been 
unable to manage his own uncontrollable incongru-

Application of Key Principals in Neuropsychotherapy 

Karen Ellis
BSc Hons   MSc (FP)   BA(Psych)   Grad Dip(Couns)  CSTD   AMus   MAPS   MIACN(Cert)  

Case Study
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ence (Dahlitz, 2015) (between her behaviour and his 
calming methods), and thus his emotional system was 
hyper-aroused (the flee response), and so he regained 
emotional homeostasis by leaving. 

There are no siblings, and the client has little contact 
with extended family including grandparents on either 
side of the family, his father’s parents having been de-
ceased for some years, and the mother’s parents not 
residing locally. The client’s social network was also lim-
ited to schooling as both parents work, and the client 
had little interest in engaging in extra-curricular activi-
ties.  Further, his anxiety and self-consciousness about 
his appearance (particularly his wrists) prevented him 
from considering activities beyond day-to-day needs for 
schooling. 

Providing an enriched environment
The parental environment is now amicable and the 
father and mother have both asserted that they are 
equally committed to exposing the client to the most 
appropriate treatment possible so that he does not con-
tinue to worsen as it has for his mother. The mother 
has been encouraged to put aside frustration and anger 
in order to enhance her son’s safety baseline, build a 
more enriched environment, and thereby encourage an 
approach motivational schema.  The comprised envi-
ronment for the client is certainly having a significant 
impact on his capacity to change neural wiring towards 
enhanced and safe proliferation.  To be faced frequently 
with criticism and demands for sudden and immediate 
change in behaviour, from someone he has a strong 
bond with as his primary carer, causes a conflict of at-
tachment (Bowlby, 1969) and increases uncontrollable 
incongruence for the client - his fear being that his at-
tachment security may change and disintegrate, there-
by forming a hesitant or confused attitude towards his 
mother due to the conflict he perceives between her 
behaviour (what she does) and what she says.  Having 
said this, there is sufficient attachment (love) between 
the client and his mother and between him and his fa-
ther to establish and maintain loving relationships and to 
build trust for change to occur.  This then provides an 
enriched environment so that the client feels better able 
to communicate his difficulties and draw support in the 
home when his symptoms increase due to stress. 

Therapy plan (application of neuropsychothera-
peutic concepts)
The initial plan for therapy was to establish and maintain 
the clinic as a safe and approachable place for the cli-
ent to attend and speak openly about his anxiety and 
behaviours.  This was progressing well until the fourth 
session when the mother invited herself into the room, 
giving both client and therapist little choice as she was 
“paying for the sessions”. Since that time, care has 
been taken to re-establish the boundaries of the clinical 
space and the need for the client to be comfortable in 
the room, without jeopardising family relationships. 

After a safe environment was established, the therapist 
and client spent two sessions discussing in some detail 
the workings of the neural system when in an anxious 
state, including drawing on the white board the pathway 
(from external and internal cues) from the thalamus to 
the PFC and the roles of each brain structure along the 
pathway. I gave particular attention to the workings of 
the limbic system in self-protection, including the amyg-
dalae warning beacon and the hippocampi and asso-
ciative memory and learning, and the role of the PFC 
for logical, rational, self-calming, and problem-solving 
thinking that enhances coping, achievement, and well-
ness – in effect thriving. We then discussed the role 
of dopamine (Dahlitz, 2015) wherein he was failing to 
achieve a sense of completion or achievement due 
to poor dopamine and serotonin release (to feel justi-
fied in ceasing washing), coupled with higher levels of 
nor-adrenaline or nervous energy. In combination the 
actions of these two neurochemicals led him to believe 
that he was not clean enough, had not washed enough, 
and felt compelled to continue washing frequently.

Using the Integrated Model of Neuropsychotherapy 
(Rossouw, 2014), the client was shown the progres-
sion of therapeutic intervention leading to an enhanced 
sense of self and wellness. Showing the model to the 
client helped him understand how the different as-
pects of control, attachment, and pain-avoidance/plea-
sure-approach can lead to enhanced self, and how his 
home environment, the school environment, his thinking 
processes, and the impact of both his and his mother’s 
propensity towards pathological behaviour had led to 
his current situation, but also how the brain is plastic 
and flexible enough to change with commitment and 
effort.

Therapy process 
Subsequent sessions were CBT orientated, including 
learning common thinking errors that lead to neural 
looping and entrenched anxious thinking, and learning 
to reframe thought into productive coping mechanisms 
and problem solving, thereby increasing options for 
control, enhanced self-confidence in making change, 
and learning through discussion and experimentation 
that different behaviours can lead to achievement and 
change that are not pathological.  We also spent time 
defining good or appropriate handwashing as opposed 
to inappropriate or pathological hand washing.  The for-
mer was defined as washing that an average person 
would do each day – such as after going to the toilet, 
after science experiments at school, and before pre-
paring a meal at home etc.  The latter was defined as 
any washing that occurred for any other reason, such 
as after walking out of a classroom having only used 
his own pens and equipment, after watching sports on 
TV where people got dirty or sweaty, or after opening 
doors that he had to touch with his hands, etc.  This 
downregulated the client’s anxiety further by assuring 
him that not all handwashing is problematic and allowed 
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him to normalise his behaviour, so he didn’t need to 
stop handwashing completely. 

The client also engaged in behavioural change to in-
clude a focus on developing his own enriched needs for 
welfare, as SEEDS (social, educational, exercise, diet, 
sleep) put forward by Arden (2015). The client gradually 
built up social time outside of school where he spent 
time with friends. He had engaged well in education 
and enjoyed schooling thus far so it was decided that 
this element of welfare was well fulfilled. Whilst being 
quite averse to the idea of exercise, the client agreed to 
walk initially once per week and then up to three times 
per week for half an hour, until he realised that he en-
joyed walking to his mother’s work after school, and 
thereafter was making this 45-minute walk each week 
day. Discussions revealed that his mother was already 
providing him with a healthy diet that was balanced for 
his needs and in portion sizes appropriate for him. The 
client does not consume caffeine or alcohol products 
at all. The client did require some sessions refining his 
sleep hygiene, confessing that he was quite sleep de-
prived, including time spent lying awake at night feeling 
anxious.  Sleep hygiene change included; no refined 
sugary products after school, no electronics (includ-
ing television) for the hour before bed, light recreational 
reading before lights out, listening to music slower than 
his heart rate in the evening, and for the first four weeks 
trying to keep his pre-bed activities in order so that his 
neural networks formed familiar, regular patterns. With 
the exception of a few late study nights prior to exams, 
the client was able to establish this routine and reported 
that it has helped with sleep quality and he was waking 
more refreshed.

Outcomes 
The client was keen to engage in these processes be-
cause the alternative provided by the mother was to 
be assessed by a child psychiatrist for medication. The 
client indicated that he was hesitant to take medication 
for multiple reasons, including that others may see him 
as different and assume he is taking medication, that it 
would not work to make him feel any better, and that it 
would cause side effects that might impact on his ca-
pacity to do well in school.  He stated that he thought 
they might turn him “into a zombie” and not be able to 
focus on exams. 

A further session was therefore set aside and conduct-
ed to educate the client regarding the role and impact 
of medication on the brain, particularly focusing on the 
synapse changes under medication. Engaging in the 
behaviour change described above and discussing 
neurochemicals helped the client understand his sense 
of satisfaction through healthy rather than pathological 
behaviour (a productive dopamine affect), his feelings 
of achievement and success and that he can continue 
to pursue change as it helps the very fabric of his brain 
and in the words of Doidge, he can “use his brain to 

change his brain” (Doidge, 2007).

Generally, the client has engaged well in therapy and his 
condition is improving slowly, but noticeable to both the 
client and his parents.

References
Arden, J. (2015). Brain2brain: Enacting client change 
through the persuasive power of neuroscience. 
Hoboken, New Jersey: Wiley.

Bowlby, J. (1969). Volume 1: Attachment and loss 
(Pimlico Ed, 1997). Sydney: Random House Australia 
Pty Ltd.

Dahlitz, M. (2015). Neuropsychotherapy: Defining the 
emerging paradigm of  neurobiologically informed psy-
chotherapy. International Journal of Neuropsycho-
therapy, 3, 47-69.

Doidge, N. (2010). The brain that changes itself: Sto-
ries of personal triumph from the  frontiers of 
brain science (Revised Edition). Victoria, Australia: 
Scribe Publications Pty, Ltd.

LeDoux, J. (2002). The synaptic self: How our brains 
become who we are. New York: Penguin Group.

Rossouw, P.J. (2014). Neuropsychotherapy: An inte-
grated theoretical model. In P. Rossouw (Ed) (2014). 
Neuropsychotherapy: Theoretical underpinnings 
and clinical applications. Brisbane: Mediros Pty Ltd.

Siegel, D. (2012). The developing mind: How rela-
tionships and the brain interact to shape who we 
are. New York: The Guilford Press.

Karen graduated as a psychologist in 2006 and complet-
ed supervised practice before entering private practice in 
2009. She runs a private clinic in Gympie, Queensland, 
and although a relatively small country town her practice 
is very busy.  Karen prioritises clinical neuropsychothera-
peutic tools in all aspects of her work including counsel-
ling for anxiety and depression, family and family law mat-
ters, natural disaster impacts, workplace issues, trauma, 
abuse, and all personal issues - with a broad spectrum of 
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tic tool to the Family and 
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The Neuroscience of Counselling – 
Strategies to Enhance Outcomes
November 19 @ 9:00 am - 4:30 pm
For more information:
h t t p : / / q c a . a s n . a u / e v e n t / t h e - n e u r o s c i -
ence-of-counselling-strategies-to-enhance-out-
comes/

Please use this link https://www.trybooking.
com/184596 to make your online booking now and 
take advantage of the Early Bird Price.

PROFESSIONAL DEVELOPMENT:
This event attracts 15 Professional Development 
points. - QCA Committee Professional Develop-
ment Program
WHERE:
The Relaxation Centre 15 South Pine Road (Cnr 
Wakefield St) Alderley.  Two minutes from Alderley 
Station.  Plenty of on street parking and parking at 
Alderley train station.
WHEN:
8.30am Saturday 19 November 2016.  Top-
ic presentation starts 9am and concludes at 
4.30pm.  There will be 15 minute breaks for morn-
ing/afternoon tea and 30 minutes for lunch.
Please bring your own lunch.  Tea and coffee with 
biscuits are provided all day by the Relaxation 
Centre

For more information, please call the QCA on 0411 
468 369 or email qca@qca.asn.au  

The Neuroscience of 
Counselling Strategies 
to Enhance Outcomes

WORKSHOP INFORMATION
This workshop will focus on a practical over-
view of neuroscience research – how the brain 
develops, how it changes and gets anxious, the 
role of the environment to change the neural net-
works, the implications of attachment, control 
and family systems on neural networks, neural 
plasticity and how counsellors can facilitate neu-
ral change. The links between counselling mo-
dalities (art therapy, narrative therapy, gestalt 
therapy, EMDR and others to the neural func-
tioning. Understanding the anxious brain func-
tioning (systems of protection and avoidance) 
and strategies to facilitate change.

The workshop will be in the format of an interac-
tive experiential learning with focus on informa-
tion, application and skills.

QUEENSLAND COUNSELLORS ASSOCIATION (QCA) PRESENTS

Presenter: Prof Pieter J Rossouw MClin Psych, PhD, MAPS, MCClin, MQCA, MIACN

FULL DAY 

WORKSHOP



 ISSUE 39 SEPTEMBER 2016 17NEUROPSYCHOTHERAPY

Neuropsychotherapy
Recent findings in Neuroscience demonstrated the unique contribution of talking therapies to facilitate lasting changes in the brain. Neuropsychotherapy is 
the “language” used in the interaction between client and clinician in the process of restructuring the brain towards higher levels of functioning and well-being. 
It uses information from neuroscience to assist clients suffering from a wide range of biological, psychological and social challenges to apply strategies to shift 
unhelpful response patterns and activate patterns that enhance wellness – the shift from patterns of survival to patterns of thriving.

About the 
Presenter  
ADJ. PROF PIETER J. 

ROSSOUW  
MAPS; MCCLP; QCA; IACN 

Pieter is an adjunct Professor in Brain-Based 
Education and research at Central Queensland 
University. He is also the Director of Mediros 
and The Neuropsychotherapy Institute – 
companies that focus on training and research 
in neurobiology and psychotherapy. To date 
over 10,000 professionals have attended Pieter’s 
trainings.

Pieter is a member of the Australian Psychological 
Society and the APS College of Clinical 
Psychologists. He was a professor in Clinical 
Psychology in South Africa and the Program 
Director of the MOC Program at the School of 
Psychology, University of Queensland. He also 
taught at universities in the USA, Holland, China, 
New Zealand and Canada. He was also the 
Clinical Director of the St John of God Health 
Services in Sydney. He is the current president 
of the International Association of Clinical 
Neuropsychotherapy

He has published 7 scientific books and 70 
articles and presented over 60 conference papers 
many of them keynote lectures) at international 
conferences. Pieter’s book, BrainWise Leadership 
was published with Connie Henson in 2013 
and was followed by Neuropsychotherapy: 
Theoretical Underpinnings and Clinical 
Applications - published in November 2014. He 
received the UQ Dean Faculty of Behavioural 
Sciences commendation for excellence in 
teaching and provides global leadership in 
Neuropsychotherapy.

Pieter is a member of the Global Association 
for Interpersonal Neurobiology Studies; The 
Australian Cognitive Neuroscience Society and 
on the Board of The Neuropsychotherapist. He 
serves on the editorial board of The International 
Journal of Neuropsychotherapy, The Journal of 
Psychology and Clinical Psychiatry and the Journal 
of Psychiatry and Neuropsychotherapy.

Neuropsychotherapy 
Certification Training and 
Workshops 2016

www.mediros.com.au

Neuropsychotherapy 
Workshops 2016
 
The Ageing Brain and Neuropsychotherapy
Continuing Professional Development Hours -  
6 hours specialised training

Melbourne 25 Nov 2016
Royal Melbourne Hospital, Grattan Street, Parkville

The Brain & Anxiety: Neurobiological 
information as Psychotherapeutic Tool
Continuing Professional Development Hours -  
12 hours specialised training

Brisbane 14 & 15 April 2016
RBW Hospital, Herston Rd, Herston, Brisbane

The Brain and Management of Pain
Continuing Professional Development Hours -  
6 hours specialised training

Sydney 27 May 2016 
Portside Centre,  Level 5, 207 Kent Street, Sydney 
Brisbane 18 Nov 2016 
RBW Hospital, Herston Rd, Herston, Brisbane 

Developing Brain and the Neuroscience  
of Memory and Trauma
Continuing Professional Development Hours -  
12 hours specialised training

Brisbane 01 & 02 Sept 2016
RBW Hospital, Herston Rd, Herston, Brisbane

The Adolescent Brain – Utilizing 
Neurobiological Information to Enhance 
Mental Health and Learning.
Continuing Professional Development Hours -  
12 hours specialised training

Melbourne 14 & 15 Jul 2016 
Royal Melbourne Hospital, Grattan Street, Parkville
Sydney 28 & 29 Jul 2016 
Portside Centre,  Level 5, 207 Kent Street, Sydney

The Neuroscience of Depression: New 
opportunities for Effective Treatment
Continuing Professional Development Hours -  
12 hours specialised training

Sydney 22 & 23 Sept 2016 
Portside Centre,  Level 5, 207 Kent Street, Sydney

 

Register online:  
www.mediros.com.au

e: admin@mediros.com.au 
t: 07 3217 7266    
f: 07 3294 3220    
 Mediros, PO Box 6460, 
 St Lucia, Qld, 4067

Certification 
Trainings 2016
 
Certified Clinical Neuropsychotherapy 
Practitioner training
Continuing Professional Development Hours -  
21 hours specialised training

Bali 13 June – 16 June 2016 
Courtyard by Marriott Bali, Seminyak
Brisbane 31 May – 03 June 2016  
RBW Hospital, Herston Rd, Herston, Brisbane 

Melbourne 07 – 10 Sept 2016  
Royal Melbourne Hospital, Grattan Street, Parkville 
Perth 26 – 29 Oct 2016 
St Catherine's College, Uni WA, 2 Park Rd, Nedlands, 
Perth 
Sydney 08 – 11 Nov 2016  
Portside Centre,  Level 5, 207 Kent Street, Sydney
Adelaide 30 Nov – 3Dec 2016 
Education Centre, 4 Milner St, Hindmarsh, Adelaide 
Brisbane 07 March – 10 March 2017 
RBW Hospital, Herston Rd, Herston, Brisbane
Auckland NZ 01 March – 04 March 2017 
Waipuna Conference Centre, Auckland

SOLD 
OUT
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International Conference 
of Neuropsychotherapy 

Conference Centre – Royal Brisbane and Women’s Hospital, Herston 
 

Brisbane 23-26 May 2017 
From Neuroscience Research to Applied Practice 

www.neuroconference.net 
 

23 May 2017  Pre-Conference skills-based Workshops (7 CPD) 
 The Neuroscience of Eating Disorders (½ day with Dr Roger Mysliwiec) 
 The Neuroscience of Pain (½ day with Prof Pieter Rossouw) 

 

24-26 May 2017 3 day Conference (24 CPD) 
 50+ speakers; 4 Mini-Workshops  
 Covering 4 specialist applied Neuroscience Streams 
 Peer-to-peer networking and forum 
 International Association of Clinical Neuropsychotherapy Annual 

General Meeting 
 

Applied Neuroscience Streams:    Applied Neuroscience Mini-Workshops: 
     Psychopathology      Neuroscience in Organisational Settings 
      Sport and Performance      Expressive Therapies – Experiential  
     Expressive Therapies       Neurobiology of Domestic Violence 
      Organisational Neuroscience    Neurobiology of Resilience 
  

KEYNOTE SPEAKERS 
 

 
 
 
 
 
 
 
 
 
 
 
Pieter Rossouw     
Prof Brain-Based 
Education, CQU  
Director Mediros 
President IACN 
Brisbane, Australia 

Roger Mysliwiec     
Dr Psychosomatic 
Medicine                        
Auckland,  
New Zealand 

Lisa Stevens 
Sport 
Psychologist 
Melbourne, 
Australia 

Rita Princi 
Clinical 
Psychologist 
Adelaide, Australia 

Judith Murray 
Prof School of 
Psychology 
University of Qld 
Brisbane, Australia 

Dirk Geldenhuys 
Prof Industrial 
Psychology  
UNISA,  
Rep of South Africa 
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 Registration 
Form 

   

Online registration also available at www.neuroconference.net  
International Conference of Neuropsychotherapy 

Brisbane 23-26 May 2017 - Conference Centre, Royal Brisbane & Women’s Hospital, Herston 
23 May 2017       Pre-Conference skills-based Workshops - 3½ CPD’s per workshop 
   The Neuroscience of Pain (½ day with Prof Pieter Rossouw) 9am–12.30pm 

The Neuroscience of Eating Disorders (½ day with Dr Roger Mysliwiec) 1.30pm–5pm 
24-26 May 2017   Three-day Conference - 24 CPD 

 

 
 
Title, Name and Surname:  _______________________________________________________________ 
 
Mobile Phone:   _______________________________________________________________ 
 
Address: ___________________________________________________________________________ 
 
  ______________________________________________________Postal Code___________ 
 
Email address: ___________________________________________________________________________ 
 

PRICING IS IN AUSTRALIAN DOLLARS 
 

The first payment of AUD $300.00 deposit will secure your place at the workshops/conference. Payments thereafter 
can be made in instalments. Fees less than $300 are required to be paid in full at the time of booking.  

Rate  
Conference 

24-26 May ‘16 
(C)  

Pre-Conf Workshop  
Eating Disorders  
23 May ’16 - (E)  

Pre-Conf Workshop  
Neuroscience of Pain 

23 May ’16 - (P)  

Conference and 
Pre-Conf Workshops 

Package (C+E+P) 

Early bird $   890.00   $   240.00   $   240.00    $   1,280.00        
Standard $   950.00   $   280.00   $   280.00   $   1,420.00      
Student $   880.00   $   220.00   $   220.00   $   1,230.00         
Group 5+ $   825.00   $   210.00   $   210.00   $   1,155.00      

 

 

TOTAL Amount  AUD $ ________________________________ 
PAYMENT OPTIONS 

 CREDIT CARD (Visa or Master Card only) 
 

Card Number: ___________________________________________    Expiry Date: ______________ 
 
Three digits on back of card  _____________   Amount:_AUD $____________________ 

  
Name of Card: __________________________________  Signed: __________________________ 

CHEQUE – Made out to Mediros Pty Ltd – Only Australian Cheques are accepted 

BANK TRANSFER Please wait to be invoiced before making the Transfer – Mediros bank details will be on your Invoice 
 

admin@mediros.com.au     Ph  +61 (0) 7 3217 7266 
PO Box 6460, St Lucia, 4067, QLD, Australia            Fax +61 (0)7 3294 3220 
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Graduate Certificate in Education  

Specialisation - Brain Based Education 
 Central Queensland University 

	  

Graduate	  Certificate	  in	  Brain-‐Based	  Education
	  

Brain-‐based	  Education	  (BBE)	   is	  a	  specialised	  domain	  in	  the	  field	  of	  Education.	   It	  focuses	  on	  the	  theory	  and	  practice	  of	  
memory	  and	  learning	  from	  a	  neuroscience	  perspective.	  Key	  aspects	  of	  BBE	  are:	  
•	  	  	  	  How	  the	  brain	  develops	  

The	   focus	   on	   the	   development	   of	   the	   neural	   networks	   is	   of	   essential	   importance	   in	   understanding	   practical	  
pedagogical	  principles	  to	  enhance	  learning.	  Neuroscience	  opens	  new	  perspectives	  on	  neural	  development	  and	  points	  
toward	  specific	  activations	  to	  enhance	  the	  development	  of	  neural	  networks.	  	  	  	  

•	  	  	  	  The	  expression	  of	  genes	  
A	  clear	  understanding	  of	  the	  basic	  principles	  of	  epigenetics	  and	  how	  the	  environment	  can	  enrich	  or	  compromise	  neural	  
development	  brings	  a	  new	  approach	  to	  education	  delivery.	  

•	  	  	  	  Neural	  plasticity	  
The	  essence	  of	  education	  is	  the	  facilitations	  of	  learning.	  Learning	  is	  not	  a	  theoretical	  construct	  but	  the	  activation	  of	  
neural	  networks.	  Understanding	  the	  complexities	  of	  learning	  but	  also	  unlearning	  bring	  much	  deeper	  insights	  into	  the	  
challenges	  of	  learning	  difficulties	  and	  learning	  behaviours.	  

•	  	  	  	  Memory	  and	  learning	  
BBE	  focuses	  on	  guiding	  educators	  to	  understand	  the	  neural	  basis	  of	  fear,	  support,	  overprotection,	  repetition,	  asking	  
questions,	  social	   interaction,	  sleep,	  nutrition,	  exercise	  and	  many	  related	  aspects	  of	  the	  development	  of	  the	  neural	  
networks	  towards	  a	  well-‐integrated	  socially	  responsible	  thriving	  person.	  	  

•	  	  	  	  Learning	  and	  the	  environment	  
BBE	  focuses	  on	  a	  clear	  understanding	  of	  the	  neuroscience	  of	  safety	  (emotional,	  physical	  and	  regarding	  social	  systems).	  
BBE	   will	   assist	   educators	   with	   clear	   guidelines	   to	   facilitate	   active	   learning	   (controllable	   incongruence)	   without	  
compromising	  wellness.	  BBE	  links	  two	  domains	  (performance	  and	  wellness)	  into	  one	  paradigm	  of	  thriving	  learning.	  

•	  	  	  	  Educational	  skills	  to	  maximise	  learning	  
BBE	  focuses	  on	  guiding	  educators	  to	  providing	  a	  safe,	  enriched	  environment	  to	  enhance	  neural	  proliferations.	  Specific	  
skills	  are	  demonstrated	  to	  maximise	  learning.	  	  
	  

Adjunct	  Professor	  Pieter	  Rossouw	  is	  a	  world	  leading	  neuroscientist.	  Pieter	  is	  the	  Director	  of	  Mediros	  Clinical	  Solutions,	  
The	  BRAINGro	  Institute	  and	  The	  Neuropsychotherapy	  Institute	  –	  companies	  that	  provide	  training	  and	  conduct	  research	  
in	   Neurobiology	   and	   Neuropsychotherapy.	   Pieter	   is	   also	   the	   President	   of	   The	   International	   Association	   of	   Clinical	  
Neuropsychotherapy.	   Currently,	   he	   focuses	   on	   teaching	   and	   research	   in	   the	   fields	   of	   neurobiology	   and	  
neuropsychotherapy	  as	  well	   as	   clinical	   training	   for	   clinicians,	  psychologists	  and	  general	  practitioners,	  as	  well	   as	  more	  
recently	  for	  teachers	  and	  schools	  as	  well	  as	  Departments	  of	  Education	  in	  Brain	  Based	  Education.	  In	  his	  work	  Pieter	  does	  
a	  lot	  of	  professional	  development	  with	  teachers	  and	  other	  professionals	  who	  have	  been	  requesting	  for	  some	  time	  for	  the	  
possibility	  of	  completing	  formal	  studies	  in	  the	  area	  such	  as	  a	  Grad	  Cert.	  Pieter	  joined	  CQUniversity	  from	  The	  University	  of	  
Queensland	  as	  an	  Adjunct	   in	  February	  2016	  and	  works	  closely	  with	  Professor	  Ken	  Purnell	  whose	  area	  of	   interest	   is	   in	  
neuroscience	  and	  learning	  (Ken	  is	  a	  former	  Head	  of	  Education	  and	  ADLT,	  and	  his	  PhD	  in	  1991	  is	  from	  the	  UNSW	  in	  cognitive	  
neuroscience).	  	  
	  
The	  offering	  of	  the	  Graduate	  Certificate	  in	  Brain	  Based	  Education	  will	  be	  in	  the	  full	  Distance	  Mode	  as	  well	  as	  ‘supported	  
distance’.	  This	  is	  to	  enable	  students	  to	  meet	  their	  contextual	  requirements	  from	  metropolitan	  city	  locales	  to	  rural	  and	  
remote	  areas.	   	  To	   further	  support	  student	   learning	   it	   is	   intended	  to	  have	  one	  webinar	  each	  Term	   in	  each	  of	  the	  four	  
courses	  provided	  by	  Pieter	  Rossouw.	  
	  
This	  is	  an	  emerging	  area	  of	  opportunity	  to	  provide	  a	  qualification	  in	  Brain	  Based	  Education	  of	  the	  highest	  quality	  to	  meet	  
current	  and	  near	  future	  market	  demands.	  Professor	  Ken	  Purnell	  form	  CQU	  School	  of	  Education	  will	  oversee	  the	  Project.	  
	  
 



 
 

Graduate Certificate in Education  

Specialisation - Brain Based Education 
  

Central Queensland University 

	  

	  
Graduate Certificate in Brain-Based Education
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Email to Prof Pieter Rossouw at: p.rossouw@cqu.edu.au 
OR 
Fax to:     Fax: 07 3294 3220 
OR 
Post to:     Prof Pieter Rossouw 
      PO Box 6460 
      St Lucia 
       Qld, 4067  
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*Certified and Full membership available after completing 3.5 day Neuropsychotherapy 
Practitioner Training (see further information at www.mediros.com.au) 
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Registered	Office	in	Queensland	–	IA55848		
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Predictive 6 Factor
Resilience Scale
and Resilience Development

Become a Certified Brain-based Resilience Coach

In this training you will be:
* Introduced to the science behind the development of the scale (understand the neural 

principles)
* Introduced to the PR6 scale
* Guided on how to apply the scale
* Guided to effectively assist your clients to interpret the results
* Introduced to the 6 online modules (app format) - accessible on all internet-enabled 

devices
* Guided to effectively assist your clients to maximise the use of the app
* Introduced to capacity to do pre-post measures and see the changes facilitated to 

your clients
* Guided to utilise the information when running resilience workshops for clients 

(individuals and corporate settings)
* Become an associate member of the International Association of Clinical 

Neuropsychotherapy (IACN) - an Australian Registered Association with access 
to Scientific Journals, Conferences and forums

* Become a Certified Resilience Coach (PR6) endorsed by RForce and IACN

The Predictive 6 Factor Resilience Scale is based on the findings of neuroscience 
exploring the brain’s domains of wellness. The scale measures the capacity 
of these domains and direct the user towards strategies to enhance the 
domains based on the principles of neural plasticity.

6 Online modules (APP format) to develop Resilience capacity

A ground breaking new measure based on Neuroscience 
to assess resilience capacity

© 2016 RForce Pty Ltd - ResiCoach.com is a service from RForce.
For more information, email admin@mediros.com.au



Training venue & date 17 January 2017 Sydney, Portside Conference Centre
Level 5, 207 Kent Street, Sydney

Total cost: $950.00 incl GST

Included in the programme:
* Full one-day training package
* Hard-copy PR6 manual and guides
* Registration as PR6 practitioner
* 10 PR6 applications ready to use

On completion (end of the day):
* Certification as PR6 Resilience Coach
* Registration as Associate Member or the International 

Association of Clinical Neuropsychotherapy

Who is this certification training for:
* Psychologists
* School psychologists / counsellors

 

* Organisational psychologists
* Coaches

* Sport and performance coaches
* Wellness professionals
* Trainers

About the trainer: Adj Prof Pieter Rossouw
MClin Psych, PhD, MAPS, MCClin, MQCA, MIACN
Serving as Chief Academic Officer at RForce, Pieter is also the Director of Mediros Clinical Solutions, The BRAINGro Institute and 
The Neuropsychotherapy Institute – companies that provide training and conduct research in Neurobiology and Neuropsycho-
therapy. Pieter is also a Professor in Brain Based Education at Central Queensland University (CQU) and the President of The 
International Association of Clinical Neuropsychotherapy (IACN). He also taught at Universities in Canada, the USA, New Zealand 
and Holland. Prior to his role as professor in Education at CQU Pieter was the Director of the MOC Program in the School of 
Psychology at the University of Queensland (UQ).

Pieter specialises in Neuropsychotherapy and is an expert in trauma, anxiety and mood disorders. He has published 6 Scientific 
Books and 70 scientific articles. He has been involved in research in extensive clinical trials and presented keynote research 
papers at 60 International Conferences worldwide. Pieter’s latest books on Neuroscience are: Neuropsychotherapy Theoretical 
underpinnings and clinical applications and BrainWise Leadership (with Connie Henson).

www.rforce.com.au© 2016 RForce Pty Ltd - ResiCoach.com is a service from RForce.
For more information, email admin@mediros.com.au

Full name: 

Email address: 

Phone number:

Physical address: 

Practice name: 

Credit Card payment

Cheque Bank Transfer - you will receive the invoice & Mediros bank details via email

Name on card: 

Made out to Mediros Pty Ltd

Card number:

Send back to - Email: admin@mediros.com.au or Fax: +61 (07) 3294 3220

Three digits on back of card:

Expiry date:

Amount: $950



C O M I N G  T O 
S C H O O L S  I N  2 0 1 6

Developed by leading Australian Scientists.
Find out more at braingro.com.au

For inquiries: david@braingro.com.au or pieter@braingro.com.au

‘…we found the program at our College to be invaluable.” 
Jessica McWilliam, Buckley Park College, Essendon

A brain based whole school approach to student wellbeing.
Maximising student wellness not just performance. 



Neuropsychotherapy Products: MAIL ORDER Form

NAME

Email Address:

Contact Number:

FULL Mailing Address:

Postcode

TICK

BrainWise Leadership - Practical neurocience to survive and thrive at work 3 5 . o o
Dr C Henson and Dr PJ Rossouw, 2013

Neuropsychotherapy - Theoretical Underpinnings and Clinical Applications 5 9 . o o
Dr PJ Rossouw, 2014

Think Lean Method - The whole-brain guide to get lean for life 5 5 . o o
Jurie G. Rossouw, 2015

Think Lean Fast - Meals and workout plans to help you successfully achieve your goal 4 9 . o o
Jurie G. Rossouw, 2016

MiBrain animations - USB Format - 6 Neuroscience animations 3 9 . o o
Dr PJ Rossouw, 2015

The Predictive 6 Factor Resilience Scale  5 2 5 . o o
Jurie G. Rossouw, 2016

Total
Inclusive of all other costs - for all purchases within Australia

For pricing when order is from outside of Australia please contactr admin@mediros.com.au

PAYMENT DETAILS

Visa/Master Card Only ☐Mastercard details given ☐Visacard details given

Card No. ☐☐☐☐ ☐☐☐☐ ☐☐☐☐ ☐☐☐☐
Expiry Date ☐☐ ☐☐
Verifying Digits ☐☐☐
Name on Card

Signature Date

Mediros,  PO Box 6460,  St Lucia,  Qld,  4067   ----  ABN 6910 8188 594  ----  Phone +61 (0)7 3217 7266  ----  Fax  +61 (0)7 3294 3220

Products also can be ordered online at www.mediros.com.au


