
NEUROPSYCHOTHERAPY

Issue 43 | April-May 2017

In this edition:

Neuroscience of PTSD 
Treating Social Anxiety 
Neuroconference 23-26 May 



NEUROPSYCHOTHERAPY APRIL-MAY 2017ISSUE 43 2

Editorial 

NEUROPSYCHOTHERAPY 

CONFERENCE, BRISBANE 2017 

NEUROPSYCHOTHERAPY 

REFLECTIVE ESSAYS  

CERTIFICATE TRAINING

NEUROPSYCHOTHERAPY 

GRADUATE CERTIFICATES

NEUROPSYCHOTHERAPY  

TEACHING - PHILIPPINES 

AND CHINA

The First International Conference of 

Neuropsychotherapy is almost here! We are in the 

final weeks before our Conference commences. This 

is an exciting time and there is already a buzz of 

anticipation. 

The Conference theme “From Neuroscience 

Research to Clinical Practice” will include 

neuroscience-based research as well as a wide 

variety of clinical applications. The presentations will 

vary from; brain-based work in various fields of 

clinical pathology, eating disorders, panic disorder, 

and depression, to applied work in organisational 

settings, sports performance maximisation, 

mediation, family violence, and an examination of 

legal and ethical questions. 

The conference will also host two pre-conference 

workshops on the neuroscience of pain and the 

neuroscience of eating disorders as well as mini- 

workshops during the conference on expressive 

therapies (experiential workshop) and work in pre- 

and perinatal environments.  

A complete schedule of the conference can be 

viewed in this edition. We look forward to catching 

up with our speakers and attendees – so see you all 

soon in Brisbane!  

In this edition, we publish a well-written essay by 

South African New Zealander Hein Roth on his work 

with a client with Posttraumatic Stress Disorder as 

well as an article by Western Australian psychologist 

Kerry Jensen reflecting on her work with a client 

suffering from social anxiety disorder (SAD). 

The Certificate training for Sydney, Melbourne, and 

Hawaii are rapidly approaching and if you have 

previously attended and enjoyed the training, it 

would be great if you would direct  

colleagues to these events. Since the first 

certificate training in 2016, over 600 clinicians 

have attended the 3.5-day training course. Our 

aim is reach 1000 clinicians trained by the end of 

next year. These trainings have a significant 

beneficial impact on clinical practice as well as 

incorporating Full (and later) Certified 

membership of the International Association of 

Clinical Neuropsychotherapy (IACN). 

We are excited to announce that four fully-fledged 

certificate courses in Neuropsychotherapy will be 

on offer soon at tertiary level. These offer a level of 

learning with significantly greater depth and are 

different from the certificate of practice training, 

because they will be offered over a period of six 

months at the tertiary level. Completion of this 

course will eventually lead to a Master’s Degree in 

Neuropsychotherapy (MNpsych). More 

information about these courses will be 

announced in next editions of the Mediros 

eJournal. 

I am excited to announce that I have been invited to

teach eight short Neuropsychotherapy modules at

the Ateneo Di Manilla University, Manilla, Philippines

in June/July 2017. This is exciting on many levels –

especially the growing interest in

Neuropsychotherapy on a global scale. I am also

now teaching courses in Neuropsychotherapy on an

annual basis at Tongji University, Shanghai (one of

the leading research Universities in China).      

Enjoy the read!  

- Pieter Rossouw
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INTRODUCTION 

Posttraumatic stress disorder (PTSD): 

A neuropsychotherapeutic approach

By Hein Roth
BA Hons (Psych) MA (Couns Psych) PostGradDip (IndRel) MIACN(Cert)  

Hein holds a masters degree in psychology (counselling) and has thirty- 

three years experience as a counselling psychologist, including eighteen 

years practising in South Africa, ten years in New Zealand and five years in 

Australia. Hein has extensive experience treating military veterans who 

were involved in the Angolan Bush War. Being intricately involved in 

farmers’ communities, farm practices and farmers’ mental health in New 

Zealand, Hein has authored/co-authored eighteen research publications 

and presented at conferences. His special interest areas are; posttraumatic 

stress disorder, grief and loss, depression, anxiety, pain management and 

anger management -- working primarily with adults. 

Hein currently works in private practice in the North Perth area in Western Australia. He uses a variety 

of psychotherapeutic techniques including grief and bereavement counselling, cognitive behavioural 

therapy, mindfulness, reality therapy, relaxation therapy and prolonged exposure therapy and

neuropsychotherapy. Hein is a certified member of the International Association of Clinical 

Neuropsychotherapy (IACN), finding the application of neuropsychotherapeutic principles especially 

effective in his daily practice. 

Ryan is a forty-nine year old male having worked as 

a salesperson at a fresh fruit and vegetable market 

for the past thirty years. In April 2016, Ryan was run 

over by a reversing electric forklift, pushing him ten 

metres on the bitumen and nearly crushing him 

against a stack of pallets, resulting in him 

sustaining traumatic injuries, which included a 

shear injury to his right foot, extensive abrasions to 

the outer right leg, and fractures in his first and 

third metatarsal and medial cuneiform. Struggling 

with recurrent flashbacks of the accident, severe 

insomnia and nightmares, as well as mixed feelings 

of anxiety, depression, anger and resentment, Ryan 

was referred by his General Practitioner for an 

opinion and his further psychotherapeutic 

management. Living with his partner and their five 

children, Ryan started having feelings of guilt 

towards his family for putting additional pressure 

on them as he relied on them for his every need, 

which in turn, caused him to feel useless and 

worthless. 

Whilst receiving Worker’s Compensation since the 

accident, Ryan's treatment involved a number of 

specialist inputs and support, which included; 

regular follow-up visits to his General Practitioner, 

orthopaedic surgeons and multiple MRIs of the foot 

and the leg, regular physiotherapeutic sessions, 

and the involvement of a number of exercise and 

work rehabilitation consultants. 

During the first session, Ryan reported that he 

found the afternoons difficult as he was at home 

alone with nothing to do, continually reliving the 

accident in its intricate detail, causing him to feel 

overly anxious and depressed. At night time, he 

found it difficult to fall asleep, suffering continual 

pain in his foot and leg, waking up regularly in cold 

sweats following recurrent nightmares of the event 

and also of forklifts in general. 

Having observed his four year old brother dying as 

a result of a hit and run accident when he was just 

over two years old himself, Ryan was likely 
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FORMULATION

predisposed to PTSD. The accident resulted in a 

re-emergence of the emotional feelings when his 

brother passed away. Living an active lifestyle 

prior to the accident (and realising he could no 

longer be as active), caused Ryan to feel ‘robbed’, 

worrying continually about the future, especially 

as he no longer felt confident about being in a 

workplace where forklifts are constantly operating. 

Ryan also expressed concern about his job 

requiring him to be on his feet all day, questioning 

his ability to do so. This being the only job he has 

ever known and being uncertain whether he 

would be able to return to the workplace, Ryan 

struggled thinking about his alternative options if 

he was not able to return to his pre-injury role. The 

labour market in Western Australia, being very 

tight, this exacerbated Ryan’s fear of not being 

able to find any appropriate employment once the 

Worker’s Compensation claim was finalised. 

designed to activate Ryan’s trauma memories, 

changing their pathological aspects. Second, Ryan 

was supported in confronting feared situations that 

have become associated with the trauma by means 

of in vivo exposure, which promotes recovery 

through activation of the fear structure and the 

correction of erroneous probability estimates of 

harm. Prolonged exposure treatment was designed 

to include high levels of emotional engagement 

(i.e., fear, anxiety), habituation between sessions, 

and creation of a more coherent trauma narrative, 

which, according to extensive research studies are 

associated with more successful exposure therapy 

(Amir, Stafford, Freshman, and Foa, 1998). 

Cognitive restructuring has as its goal to enable 

clients suffering from mental health disorders to 

enact change by changing their ways of thinking 

and behaviours (Australian Psychological Society, 

2014). Once Ryan was able to better manage the 

heightened state of arousal, the central emphasis 

from a CR perspective, focused on his thoughts, i.e., 

identification and analysis of his dysfunctional 

interpretations, images, memories and thought 

processes and their restructuring towards more 

adaptive cognitions.  

Ryan being caught in a negatively orientated neural 

loop of anxiety and stress, the psychotherapeutic 

focus first sought to engage him in active 

participation throughout the therapeutic process, 

which would ensure the continued utilisation of 

therapeutic strategies between sessions and after 

concluding treatment. Accordingly, the planned 

psychotherapeutic process was explained in 

phases using a variety of diagrams and frameworks.  

These included emotional processing of the 

accident from a neuropsychological perspective, 

mental imaging of the brain experiencing trauma, 

and its treatment from a cognitive behavioural 

perspective utilising guided imagery relaxation, PE 

and CR.  

A meta-analysis of treatments for PTSD revealed 

that the improvement rate for participants in 

psychotherapy was 62% compared to 38% for 

those not receiving psychotherapy (Sherman, 

1998).  Most evidence-based treatment programs 

for PTSD involve several cognitive behavioural 

techniques such as relaxation, exposure, 

cognitive restructuring (CR) and modelling 

(Blanchard, Hickling, and Devineni, 2003).  

Given Ryan’s level of emotional distress following 

the accident, psychotherapeutic treatment 

involved a combination of relaxation, prolonged 

exposure therapy (PE), and CR.  

Relaxation formed the foundation of the

treatment process and focused on teaching Ryan 

skills to effectively address the arousal symptoms 

and stabilise his level of emotional distress. The 

treatment of choice in this regard involved a 

guided imagery relaxation exercise with the aim 

To assist Ryan with better managing the feeling 

of anxiety, whenever it occurred. 

Prolonged exposure therapy first consisted of the 

repeated emotional recounting of the traumatic 

memory by means of imaginal exposure  
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NEUROPSYCHOTHERAPEUTIC 

ASPECTS RELATED TO THE 

PRESENTATION  

sex, race, and education, and nil previous use of 

psychotropic medication, illicit substance abuse, 

neurological pathology, psychosis, brain trauma or 

loss of consciousness, have found several indications 

of attention and immediate memory impairments in 

PTSD sufferers, suggesting these patterns of 

cognitive deficits being the result of a lowered 

volume in hippocampal functioning leading to 

frontal-subcortical dysfunction.  

The experience of a traumatic and life-threatening 

event is known to have an immediate and 

pronounced impact on the limbic region within the 

brain causing an up-regulation of the fear response. 

The thalamus being the relay station for incoming 

information, it is the starting point for all activity 

triggered by external stimuli. The thalamus 

connected by a single synapse with the amygdala, 

trauma results in an immediate activation of the 

hypothalamus-pituitary-adrenal (HPA) axis and the 

up-regulation of stress chemicals (corticotrophin 

releasing factor, adrenocorticotrophin 

(adrenocorticotrophic hormone), norepinephrine, 

epinephrine, and cortisol) (Rossouw, 2013; Henson 

and Rossouw, 2013). The hyperactivity of the 

noradrenergic networks of the septo-hippocampal 

formation is associated with an increased sensitivity 

to threat and a susceptibility to recurrent traumatic 

intrusions, which impairs hippocampal activation 

and inhibits neural proliferation and cortical blood 

and serotonin flow to the prefrontal cortical regions 

of the brain, compromising executive functioning of 

the brain, hindering perceptual discrimination, 

memory processes, logical reasoning and problem- 

solving behaviours. 

Prior to the accident, Ryan lived an active lifestyle. 

However, following the accident, he presented with a 

number of intrusive symptoms typical of a 

posttraumatic stress disorder (APA, 2013). He 

continued to struggle with recurrent, involuntary and 

intrusive distressing memories of the accident, also 

including regular dissociative reactions (flashbacks) 

and intense psychological distress at exposure to 

external cues that symbolised or resembled an 

aspect of the traumatic event. In this regard, he 

became severely distraught whenever having to 

cross a busy street with his walker, with a tendency 

to freeze (a manifestation of the fear response).   

Although fortunate to only have experienced 

severe injuries to his leg, the accident could very 

well have been fatal, with Ryan being crushed 

against the stack of pallets as the forklift pushed 

him along the bitumen. As such, the experience 

was a major life-threatening traumatic event, 

which from a neuropsychological perspective 

facilitated an immediate and significant change in 

both Ryan’s neurochemical and neurostructural 

make up. 

Clinical studies by Everly and Horton (1989) 

involving fourteen PTSD patients completing the 

Four-Word Short-Term Memory Test, suggests 

that adrenergic hyperactivity in PTSD promotes 

hypersensitivity of neural circuits in the limbic 

system, which results in short-term memory 

impairment. This study however lacked an 

appropriate control group and the concomitant 

application of appropriate statistical analyses. 

Gil, Calev, Greenberg, Kugelmass, and Lerer 

(1990) evaluated the performance of twelve PTSD 

sufferers, twelve psychiatric controls, and twelve 

mentally healthy control subjects on several 

neuropsychological tasks. PTSD sufferers were 

male combat veterans and victims of terrorism or 

vehicle accidents who were drug and alcohol- 

free. PTSD sufferers had a similar IQ to control 

subjects, prior to the traumatic experience. 

However, PTSD sufferers’ IQ deteriorated more 

rapidly than control subjects following a traumatic 

experience. They also reported 

subjective awareness of greater difficulties with 

attention span and memory than control subjects. 

PTSD sufferers also exhibited deficits in frontal, 

executive functions and poor performance of 

automatic tasks (counting backwards, counting 

forwards in multiples of three, and reciting the 

alphabet) (Gil et al, 1990). 

Similar studies by Udo, Vasterling, Brailey and 

Sutker (1993), Bremner et al (1995), and Yehuda 

et al, (1995) involving male combat veterans with 

chronic PTSD and control subjects matched for  



NEUROPSYCHOTHERAPY APRIL-MAY 2017ISSUE 43 6

with anyone having suffered the trauma he had. I 

also assured him that although he found the 

symptoms to be distressing emotionally, 

struggling with feelings of denial, anger and 

depression were expected as part of the process 

towards his recovery towards a state of mental 

health. In this regard, I introduced him to the grief 

cycle (Kubler-Ross and Kessler, 2005), by drawing 

the grief cycle on a time index, explaining the 

typical grief stages, involving him in the 

application thereof as to his own experience, and 

helping him to gain a better understanding of his 

emotional feelings. Ryan commented on finding 

this drawing a very worthwhile exercise, causing 

some emotional relief. 

The next session focused on introducing Ryan to 

the process of neural communication, neural 

loops and key networks in the brain typically 

following a traumatic event where an individual’s 

perception on being safe was compromised. 

These included a variety of diagrams and 

frameworks to explain the over stimulation of the 

limbic system and the thalamic response to threat, 

leading to the immediate involvement of the 

amygdala and the activation of the hippocampus, 

pituitary gland and adrenal glands (HPA), and the 

up-regulation of stress chemicals (corticotrophin 

releasing factor, adrenocorticotrophin, 

norepinephrine, epinephrine and cortisol), which 

in turn, compromised blood flow and serotonin 

flow to the frontal cortex impacting executive 

functioning. 

Poor sleep and prolonged feelings of anxiety and 

panic often impairs the ability of the individual 

suffering from PTSD to fully benefit from 

exposure-based PTSD treatments, which are 

viewed as the gold standard for treatment (Rauch, 

Eftekhari and Ruzek, 2012). Accordingly it is

preferable to focus treatment on improving the 

individual’s ability to better manage the feeling of 

anxiety, which also impacts sleep quality in a 

positive sense. In addition, the better 

management of anxiety through relaxation also 

enables an individual to derive more benefit from 

the prolonged exposure therapy to follow.   

Severe psychological or physical trauma can 

result in changes in an individual’s basic 

biological functioning. Having experienced a 

traumatic and life-threatening event causes the 

individual to be on a constant level of hyper- 

vigilance with the focus on self-protection from 

perceived danger, whether real or imagined. It is 

this hyper-vigilance that can compromise the 

PTSD sufferer’s sleep patterns, often resulting in

initial insomnia and waking up more frequently 

(Wada, Kuroda, Nakade, Takeuchi, and Harada, 

2014), and recurrent and often vivid nightmares, 

indicative of an increase in stages 1 and 2 and 

rapid eye-movement (REM) sleep (Rendall, 2014). 

Various studies over the years have also proven 

the detrimental impact poor sleep quality has on 

the human brain’s executive functioning 

(Harrison and Horne, 2000;  Smith, McEvoy, and 

Gevins, 2002; Tomasi et al, 2009).  

Ryan struggled getting any restful sleep, at times 

experiencing excruciating pain in his leg with 

even the slightest movement, and severe and 

vivid nightmares mostly to do with the accident 

or forklifts in general, exacerbating the feeling of 

fear, terror and being overwhelmed. Because of 

his hyper-arousal, it often resulted in severely 

restless sleep typified by active movements of his 

arms and legs, causing him to wake up in a cold 

sweat. 

The mainstay of any neuropsychotherapeutic 

intervention is the provision of support and 

encouragement addressing the basic need for 

safety (Rossouw, 2014), thereby laying a solid 

foundation for the treatment process to follow. 

Accordingly, the basis for starting psychotherapy 

with Ryan focused on the sensory aspects of the 

traumatic exposure, following a “bottom up” 

approach first and commencing with a “top 

down” strategy during the later stages of therapy. 

Having a number of years’ experience treating 

military veterans involved in the South African 

Border War (Angolan Bush War), I continued to 

explain that the emotional symptoms he 

experienced were normal and to be expected  

THERAPY PROCESS

Addressing the basic need for safety Relaxation
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and reducing the emotional distress and avoidance 

evoked by the trauma reminders.  

This phase of the treatment commenced by 

explaining to Ryan how the recurrent nightmares 

and flashbacks succeeded in preventing the 

opportunity for him to emotionally process and 

integrate the trauma memory, and how they 

resulted in strengthening his unhelpful and 

erroneous beliefs that have developed in the wake 

of the trauma, i.e. the world being dangerous, e.g. 

returning to the workplace or even crossing a busy 

street, viewing himself as unable to do so. Ryan was 

also introduced to using a subjective ‘units of 

distress scale’ (SUDS) ranging from 0 to 100 as a 

means of labelling his level of emotional distress. A 

SUDS rating of 0 indicated no anxiety at all, while a 

SUDS rating of 100 represented the highest level of 

distress he has ever experienced. 

Deep relaxation being the starting point of the 

imaginal exposure treatment, sessions involved 

instructing Ryan to close his eyes and visualise the 

accident as vividly as possible, describing the event 

out loud as it unfolded by starting at a point prior to 

the actual accident and concluding at a point 

afterward. To facilitate emotional engagement, 

Ryan was asked to use the present tense when 

describing his thoughts, emotions and sensory 

experiences as they occurred during the accident. 

Ryan’s SUDS ratings were monitored regularly 

during the imaginal exposure. Whenever he 

described the SUDS ratings to increase by 50%, he 

was guided to remove himself from the scene, 

returning to the “safe place” identified during the 

guided imagery relaxation exercise, utilising 

diaphragmatic deep-breathing and muscle 

relaxation until calm. Once relaxed, he was again 

guided to engage in the imaginal exposure to the 

accident. Revisiting the trauma memory repeatedly 

helps the individual to organise the traumatic 

experience into more coherent narrative, which is 

associated with symptom improvement (Foa, 

Molnar and Cashman, 1995). Apart from the 

imaginal exposure conducted in each subsequent 

therapeutic session, Ryan was also instructed to 

listen to an audio recording (CD) of the imaginal 

exposure on a daily basis at home. 

Psychotherapy commenced by introducing Ryan 

to the application of a guided imagery relaxation 

exercise. This involved guiding and supporting 

him through a progressive meditative process 

moving through various stages involving the 

visual (visual surrounds), auditory (sound of birds 

and running water), physical touch (feel), and 

olfactory senses (special aromas involved) to the 

point of envisioning himself in the midst of a 

relaxed environment described as his “safe place”. 

In addition, the exercise involved the training in, 

and application of diaphragmatic deep breathing 

as well as the gradual progressive relaxation of the 

major muscle groups in the body. Applying a 

subjective self-report system, Ryan’s level of 

anxiety during the first guided imagery relaxation 

exercise, decreased from a reported seventy 

percent to fifty percent, stating that he felt calmer 

and more relaxed. A copy of the exercise in MP3 

format was provided concluding the session, 

explaining the necessity of continuing the 

exercise at home on a daily basis, especially when 

retiring to bed in the evening. 

Prolonged exposure therapy (PE) is a highly 

efficient therapeutic intervention based on 

emotional processing theory (Foa and Kozak, 

1986). PE has as its objective the purposeful 

exposure of the individual to situations that trigger 

debilitating stress reactions. Originally developed 

by Edna B Foa, Director of the Centre and Study of 

Anxiety at the University of Pennsylvania School of 

Medicine, the efficacy of PE in the treatment of 

individuals suffering from PTSD has been 

demonstrated in several studies (McLean and Foa, 

2014; Powers, Halpem, Ferenschak, Gillihan, and 

Foa, 2010; Karlin, Ruzek and Chard, 2010). 

Intended to support the individual to overcome 

damaging reactions to anxiety-provoking stimuli, 

PE in essence focuses on guiding the individual to 

re-experience the traumatic event by recalling it

and engaging with, rather than avoiding 

reminders of the trauma. The core components of 

PE include imaginal exposure to the memory of 

the traumatic event and in vivo exposure to 

traumatic reminders, having the objective to 

promote processing of the traumatic experience  

Prolonged exposure therapy
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Ryan’s treatment to complete recovery involved a 

panel of specialist inputs and support, which 

included his general practitioner, orthopaedic 

surgeons, physiotherapists, exercise and work 

rehabilitation consultants, as well as myself 

providing the necessary neuropsychotherapeutic 

support. Over the period since his accident, Ryan 

experienced a number of setbacks, some of which 

resulted in him experiencing a relapse, impacting 

his psychotherapeutic progress. These included; 

developing cellulitis in the upper thigh five months 

after the accident, which resulted in his admission 

to the same hospital he was taken to after the 

accident; his dog at home knocking against his 

knee, causing severe swelling and continued 

medial grinding with bending; recurrent infection 

in his lower leg; and continued numbness in the 

forefoot pad. Although taking some time to recover 

from each, he again experienced a setback when, 

seven months after the accident, his partner had to 

undergo a hip replacement. Ryan found the ordeal 

of waiting for the surgery to be completed and 

visiting his partner in the hospital very confronting, 

causing him to relive some of his own experiences 

while in hospital himself.  

Over a period of three weeks after starting the 

guided imagery relaxation exercise, Ryan reported 

his sleep to have improved and feeling less on 

edge. He continued to experience recurrent 

dissociative reactions (flashbacks) and distressing 

dreams involving the accident or forklifts 

approaching him. Starting with the prolonged 

exposure therapy, Ryan soon reported a marked 

difference in the number of nightmares he 

experienced resulting in a much more peaceful 

sleep. He also experienced a significant reduction 

in the occurrence of the flashbacks and the 

intrusive distressing memories of the accident, 

which resulted in a significant improvement in his 

level of mental well-being. The nightmares and 

flashbacks eventually ceased, with Ryan 

commenting that he now felt much more in control 

of his person and his life.  

Although experiencing a number of setbacks over 

the period, each time I reminded Ryan of the 

psychotherapeutic progress he had made prior,  

Once Ryan was able to follow through the 

complete CD without any of the scenes evoking 

an emotion, he was introduced to a number of 

actual DVD films shot within his workplace, 

depicting the normal proceedings taking place on 

a daily basis with pallets of vegetables being 

stacked, signed off and carted off by forklifts 

travelling back and forth. The DVD films depicted 

as close to the real life situation as possible, with 

scenes gradually building to a point of close 

camera shots involving  sudden movements and 

reversing and approaching forklifts. These DVDs 

were recorded with Ryan’s full acknowledgement 

and agreement.  The process followed was similar 

to the imaginal exposure followed previously.  

A key component of Ryan’s imaginal exposure

also included processing and CR immediately 

following the imaginal exposure by discussing his 

experience of revisiting the trauma memory, with 

a focus on new learning and changed beliefs or 

perspectives, laying new neural pathways. By 

explicitly focusing on details that were central to 

Ryan’s erroneous cognitions, which maintained 

his PTSD, processing and CR helped him to 

recognise unrealistic thought patterns and beliefs, 

thereby promoting a more realistic perspective.  

In vivo exposure was included in the treatment 

process as the situations could not be accessed or 

simulated within sessions and helping to minimise 

the tendency to discount success experiences 

that occurred during in-session exposures. Ryan 

was supported to identify an exposure hierarchy 

of feared situations rank ordered by their level of 

expected distress, using the SUDS rating scale. 

Ryan experienced severe levels of distress 

whenever having to cross a busy street or 

encountering any sudden and unexpected 

movement of vehicles, causing him to freeze. 

Accordingly, the hierarchy included a range of 

items spanning from those that generated a 

moderate level of anxiety to those that generated 

the most anxiety. Beginning with situations that 

Ryan found moderately fear-provoking and 

gradually moving up the hierarchy, he was 

instructed to commence by exposing himself to 

these situations on his own, between sessions.   

OUTCOME
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neuropsychodynamics underlying the PTSD Ryan 

had been suffering, using a drawing of the brain 

and the limbic system, and the role she could play in 

his recovery process. Once she had realised that

taking on a more positive outlook as to Ryan’s 

emotional state, she provided her full support in his 

rehabilitation process at home, adopting a more 

encouraging role. I am of the opinion that her inputs 

during the later stages of his treatment played a 

significant role in uplifting his level of emotional 

well-being and motivation along the road to full 

recovery.   

emphasising that each setback was temporary, 

and given his will to succeed, would only result 

in causing him to become stronger mentally. 

This resulted in his psychiatrist at one stage 

mentioning that Ryan’s body sense awareness 

skills and his emotional insight are a significant 

personal strength of his.   

Following a case conference four months after 

the accident including all specialists involved in 

Ryan’s rehabilitation, it was decided that he was 

fit to commence with a work trial, working three 

hours per day, two days per week in an 

administrative capacity supporting property 

managers at a local real estate firm. Over a 

period of three months having worked at the 

realty firm and following a further two accidents 

reported at the market, Ryan decided to pursue 

a career in property management, and to 

commence with his studies in the near future.  

Over a period of eight months, I have had the 

privilege of witnessing Ryan being wheelchair 

bound, moving on to crutches with his leg and 

foot being in a cast, to walking with a walker, and 

eventually, entering the practice unaided. A major 

breakthrough was the first day he drove to the 

practice on his own. 

Since starting neuropsychotherapeutic 

treatment, Ryan’s progress had been slow, yet 

steady. Although the physical setbacks over the

period and his partner having to undergo surgery 

certainly played a significant role causing some 

relapse, it was only during the later stages of 

psychotherapy that I came to realise the role his 

partner played in jeopardising the recovery 

process. It all happened when, one morning, 

Ryan stated his partner mentioning that he had a 

very restless night, sympathising with the 

traumatic impact the accident had had on his life. 

Further questioning him, he admitted to his 

partner monitoring his sleep patterns regularly, 

giving him feedback in the morning, also making 

comments during the day on how difficult it had 

to be for him struggling with the situation. 

This resulted in me requesting a session with the 

partner during which, I explained the  
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RENEWING YOUR IACN MEMBERSHIP

Clinicians who attended the inaugural Neuropsychotherapy Practitioner training in at the beginning of June 

in Brisbane 2016, will have already received an email letting them know when their IACN membership 

renewal is due.  We have already received some early renewals – so thanks to those who have decided to 

stick with us for another exciting year of membership! The date your membership renewal is due is printed 

on your certificate of membership (and if you are a Certified member, on your certificate of practice).  As your 

membership renewal comes closer, look out for our reminder emails – and be sure to put our email address 

office@iacn.com.au in your address book so it won’t go astray. 

We are working hard to make the renewal process as painless as possible – especially painless to your back 

pocket! At only $75 for Full and Certified members, $50 for Associates and $25 for Students, we believe it is 

one of the most affordable professional memberships available in the health care and allied industries. 

 The online renewal system is nearly complete and as soon as its available, we’ll let all members know. In the 

meantime, you may use the attached membership form for your 2017-18 renewal, any time between now 

and your renewal date.

I promised in the last eJournal to let you know more about the IACN AGM coming up on 25th May, 

2017 at the Brisbane Conference of Neuropsycotherapy (24-26 May). We will be gathering in the 

Auditorium at the Royal Brisbane & Women’s Hospital, Herston at 1510, and Prof Rossouw and myself 

will be co-chairing. On the agenda will be the usual Association items including; a financial statement, 

a description of membership makeup and some proposed amendments to the standard Association 

Rules. There will be some brief discussions about the coalescing of like-minded clinicians into streams 

and interest groups, and a process by which new interest groups may be formed and individuals 

nominated to lead such groups. We envisage additions to the IACN website which describe the

interest groups and provides a contact point (other than myself) so that clinicians, either inside or 

outside of the Association, may identify groups or streams of interest to them and make contact to find 

out more about your work as clinicians, and the work of the IACN more generally. 

A full agenda will be emailed to all members prior to Conference. 

Until the Brisbane Conference or next issue – keep safe and warm regards!  

Jonathan Wills

- Jonathan 

FROM THE IACN SECRETARY,

RENEWING YOUR IACN MEMBERSHIP
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INTRODUCTION 

John: An adult experiencing 

social anxiety disorder (SAD)  

By Kerry Jensen
BA Psych  Grad Dip Psych  MIACN(Cert)  

Kerry Jensen lives in Busselton, Western Australia. Kerry has been a 

registered psychologist since 2006 and has worked in areas including; 

adult mental health, vocational rehabilitation and corrective services. For 

the past eight years Kerry has worked as a private practitioner with adults 

and adolescents suffering depression, anxiety, grief, relationship 

difficulties, trauma and complex psychological issues.  

Kerry has recently completed training as a Certified Clinical 

Neuropsychotherapy Practitioner, and her aim is to expand her work and 

study further in this area.  

John is a 58 year old male from New Zealand. He 

resides on a five acre property where he lives with 

another male. John tells me they were in a 

relationship, but this is now no longer the case. 

They still choose to share a house together and 

remain good friends.  

He is a from a family of four boys and he is the third 

child. His parents are together and still reside in 

New Zealand. He does not have a close

relationship with his siblings and tells me they all 

“have their issues”. He describes his father as a 

hard man and says he doesn't like spending too 

much time with him. He has a good relationship 

with his mother and says she too, suffers from 

anxiety. John’s support systems are limited and are 

predominantly his house mate, a few friends from 

his past and myself, as his therapist.

John indicated that he felt he never fitted in to his 

family. He feels close to his mother but felt his 

father didn’t have the time or energy to pay him 

any attention except to tell him off or hit him. He 

has felt a sense of rejection since early childhood 

and this was compounded through adolescence 

with bullying at school. He tries to return to New 

Zealand to see his aging parents at least every  

two years, since coming to Australia. He phones 

them weekly.   

John left school at a young age and started 

experimenting with drugs. This life continued for 

John and his drug use escalated to a long-term use 

of heroin, until six years ago when he just stopped, 

without any rehabilitation intervention. John says 

he feels he has wasted his life. He describes his 

past drug use as a way to make friends and fit in, 

albeit with the “wrong crowd”, and that it also gave 

him relief from his anxiety. 

John was referred from his GP on a mental health 

care plan for management of social anxiety 

disorder (SAD). His referral indicated that cognitive 

behaviour therapy would be the preferred focused 

psychological intervention, being sought for his 

therapy. John had recently moved to the area and 

was seeking psychological assistance to improve 

his health and make life changes. He had sought 

psychological assistance where he previously lived 

and had attended therapy fortnightly for two years. 

He was referred for management of his weight, and 

it was through seeing his previous therapist that the 

SAD diagnosis was formed for John. As part of a 

standard procedure, John completed a DASS 

(Depression Anxiety and Stress Scale) assessment. 
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FORMULATION

 Results indicated a mild depression, moderate 

anxiety, and normal range for stress. John’s referral 

stated he had been previously prescribed 

fluoxetine (an SSRI) however at the time of the 

referral he was, as a trial towards making steps 

forward, currently not using it. He was waiting for 

the results of his recent blood test and his blood 

pressure was high, at 156/97.  

licence to avoid driving to the shops. This has 

allowed John to avoid social situations, and 

therefore the need put into place coping 

mechanisms.   

licence to avoid driving to the shops. This has 

allowed John to avoid social situations, and 

therefore the need put into place coping 

mechanisms.   

The brain’s limbic system, which is connected to 

fear cognition and emotional learning, has an organ 

called the amygdala. People who experience SAD 

have been found to have a hypersensitive 

amygdala in relation to social threat cues (e.g. a 

perceived negative evaluation by another person) 

(Davidson, Marshall, Tomarken & Henriques, 2000). 

The amygdala is part of the brain’s stress response 

system. It has a protection response in the event 

that a person perceives a threat from the outside 

environment (or from an internally imagined threat). 

Previous stresses activate previous ‘memory’ of the 

amygdala and this in turn activates the release of a 

cascade of stress chemicals such as corticotrophin 

releasing factor (CRF), adrenocorticotrophic 

hormone (ACTH) and cortisol. (Rossouw & TNI, 

2016 a & b). 

The amygdala is triggered by the thalamus through 

which all sensory information enters our brain. The 

thalamus distributes this sensory information to 

other parts of the brain, so that we may respond 

accordingly. When a threat (whether real or 

imagined) is detected the thalamus sends the 

information to the amygdala which activates a 

stress response. The survival response is then 

triggered to manage the stress, however as this 

happens blood flow is directed away from the pre- 

frontal cortex which results in an effective 

communication disconnect and hence a looping 

brain activation forms, which is associated with 

avoidance behavior (Etkin & Wager, 2007). 

Additionally, whilst this is occurring and there is less 

activation to the frontal brain, and serotonin is 

lowered, and this results in the stress chemicals 

CRF, ACTH and cortisol increasing. Patterns of 

avoidance behaviours due to external triggers of  

It became clear at his first appointment, that 

John’s anxiety level was extremely high. My initial 

reaction was not to be overly formal with John 

and to chat informally with him whilst subtly 

obtaining information within the conversation. 

John was initially sweating profusely and he 

clutched his hands tightly together. My goal for 

the first session was to help John feel safe and 

comfortable. My voice remained calm and soft 

throughout the session and I tried not to ask too 

many questions. I did however ask about his 

previous therapy, which he was keen to tell me 

about, as he had a good relationship with his last 

therapist. He was keen for me to call her to obtain 

a history of his therapy. From a 

neuropsychotherapeutic approach, I deemed it 

vital not to activate John’s stress response 

further, and so focused on building trust and 

building a therapeutic connection with him. 

To formulate my assessment of John, I 

considered the following: 

Predisposing factors: There is a possible genetic 

predisposition for John to experience anxiety, 

based on his family history.    

Precipitating factors: John experienced bullying 

at school and from his older siblings. Secondly, 

John’s impulsive nature allowed him to self- 

protect by using avoidance behaviours through 

drug abuse, although as he stated, he did make 

‘friends’ in this way.   

Perpetuating factors: John continues to be 

engaged in avoidance behaviors by avoiding 

social situations. He lives on a five acre property 

which allows him to avoid neighbourly contact. 

He has also avoided obtaining a legal driving 

NEUROPSYCHOTHERAPEUTIC 

ASPECTS 
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The therapy process for John has been slow. 

Having a knowledge of the Integrated Model of 

the base elements of the theory of 

Neuropsychotherapy (Rossouw, 2014), it was vital 

that a safe therapeutic relationship was initially 

established with John. As such, a bottom up 

approach was required to establish safety. John 

was provided with psychoeducation to help him 

better understand his symptoms. He was also 

introduced to a basic diagram of the brain 

showing him where his anxiety was stuck in the 

more primitive parts of the brain, and what he  

SAD on a regular basis becomes eventually 

hardwired into the brain’s reward system 

associated with the release of the chemical, 

dopamine. People can then become trapped in 

this avoidance/reward cycle, as dopamine makes 

us feel better, despite this being associated with 

the unhelpful avoidance behaviour pattern that 

has developed (Rossouw, 2014).  

Based on the neuropsychotherapeutic model 

(Rossouw, 2014), this pattern of avoidance in 

 John’s situation, is seen clearly. He is very 

sensitive to social threat cues and perceives 

himself as being negatively evaluated by others in 

the situation he is encountering. His thalamus 

regularly activates his amygdala and releases 

chemicals of a survival/stress response. John 

cannot think clearly in these situations because 

blood flow to the PFC is limited and 

communication is limited between the limbic 

system and the prefrontal ‘smart’ brain. 

Furthermore, because this has been going on for 

many years, strong patterns of avoidance have 

resulted in John becoming more and more 

socially isolated and avoiding all social gatherings 

(Eisenberger, Lieberman, & Williams, 2003). Johns 

serotonin level has also lowered and he feels 

frustrated with what is happening to him. It does 

not stop him however from rewarding himself by 

avoiding social situations, because he 

experiences dopamine release from the relief of

allowing himself to not be put in that 

uncomfortable situation.   

needed to do to break the cycle by activating his 

pre-frontal cortex (PFC) or (smart brain) particularly 

the left PFC. John was shown a short video on the 

animated neuroscience series (Rossouw, 2015) to 

further his understanding of anxiety. This made a 

lot of sense to John and he was able to move 

towards addressing his cognitions and 

understanding his symptoms, and about what was 

happening to him. John was able to identify his 

cognitive errors in specific situations and 

understand that his perceptions were also 

distorted.   

John was however still psychologically stuck 

despite his greater insights, and because the 

government-funded session allowance was 

coming to an end, he decided he would try to use 

medication as a way of speeding up the process to 

alleviate his symptoms. John tried medication for 

approximately four to six weeks and was not 

comfortable with the various side effects he 

experienced from the medication. John also 

decided that he had worked too hard in the past to 

get off illicit substances, and he did not wish to 

rely on medication to gain his confidence, as he 

had done previously with illicit drug use. 

Based on these self-realisations, John went off the 

medication and was able to access further 

sessions of counselling through ATAPS (Access to 

Allied Psychological Services). We mutually 

decided it was time for John to start addressing 

the physiology he was experiencing as a result of 

his suffering with SAD. John has worked hard at 

learning to calm himself through mindfulness 

activities, which he has responded to very well. He 

understands the concepts of deep breathing and 

when anxious, how this reduces the level of 

communication with his left PFC. We also started 

discussing visualising and determining what re- 

socialising activities John would like to explore. 

Initially John started with cooking a meal for one 

of his neighbours and delivering it to him in 

person. Initially, he would not stay to engage in 

conversation, however he has now started to do 

this on a regular basis, so is able to talk to his 

neighbour for a short time. 

THERAPY PROCESS
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John’s next goal was to visualise getting his 

driver’s licence. John had attempted to obtain his 

driver’s licence on at least four occasions, 

however, due to his anxiety he had failed on each 

occasion. On returning to counselling, John had 

renewed interest to succeed in this, and he went 

for one final time to obtain his licence and finally 

succeeded. This boosted his confidence tenfold, 

and we have now moved into the final stages of 

graded exposure therapy to help John overcome 

his social anxiety.    

John’s final goal is to commence work, and he 

recently went on his own to assist a couple who 

were struggling with simple daily chores around 

their property (due to physical injuries from an 

accident). John thought he would only stay for a 

maximum of one hour however he ended up 

staying for six hours. He was so pleased with his 

achievement that he intends to continue helping 

the couple, before progressing to his final stage 

of gaining paid employment.   

John has progressed through using a bottom up 

approach to initially feeling safe in the 

therapeutic environment. He was then able to 

identify his cognitive errors and false beliefs and 

gained an understanding of the concepts behind 

these. Secondly, John was able to address the 

physiological symptoms associated with SAD, 

and finally he has worked on addressing the 

behaviours that have kept him trapped for so 

many years.   

OUTCOME

REFLECTION

On reflection, by using the Integrated Model of 

the base elements of the theory of 

Neuropsychotherapy (Rossouw, 2014) it has 

provided a sound practical framework to work 

with John. This has worked well for both myself 

as a therapist, but more importantly it has worked 

well for John, who has progressed from not being 

able to make progress in his experience of SAD, 

to now having a much greater understanding of 

the disorder and a willingness to make progress, 

albeit in small increments.   
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