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This year Mediros was challenged with a tragic circum-
stance. The passing of Pieter Rossouw in February not 
only left an abyss of emotions in everyone who knew 
and were close to him but also an enormous void in 
the professional training company he founded in 2010, 
Mediros Clinical Solutions. As the weeks and months 
passed, the question was how to turn this heartbreaking 
event into positive motivation. The one and only answer 
– continue Pieter’s work and the legacy of his love and 
passion for and his excitement about Neuroscience. 

In the light of this Mediros’ core business for 2018 was:  
I)  to make Pieter Rossouw’s online teachings and 

trainings available on the Mediros website 
II)  to continue with the Second International Confer-

ence of Neuropsychotherapy and 
III)  to continue to promote Neuropsychotherapy to 

all and everyone interested in practicing in the 
field of Neuroscience.

I) ONLINE NEUROSCIENCE TRAINING

Previously all of the Mediros Neuropsychotherapy train-
ings were delivered face-to-face by Prof Pieter Ros-
souw, but from June 2018, the Mediros Online Training 
platform started to offer online modular professional 
development training. With the help and expertise of 
Pieter Rossouw Jnr., this was done by incorporating the 
Neuropsychotherapy Institute Training Modules into the 
Mediros website. This now provides the opportunity for 
all clinicians, no matter where they are, to access world 
class teachings and trainings of the late Prof Pieter 
Rossouw. 

The video presentations in the modules have been de-
veloped specifically for this online training, which means 
that they are not simply a recycled live event.  
Each course consists of a number of lessons. One 
course takes approximately 1 hour to complete and is 
worth 1 point/hour of professional development (CPD). 
There is no expiry or time associated with the cours-
es so you can take your time to complete them. Each 

course comes with the training video, questions to 
answer about the course and a certificate upon comple-
tion.

You will find the Mediros Neuroscience Online Training 
here: http://www.mediros.com.au/online-training, it 
can also be found as a link directly from our website; 
http://www.mediros.com.au/

II) THE SECOND INTERNATIONAL CONFERENCE OF 
NEUROPSYCHOTHERAPY – MAY 2018, 

The Second International Neuropsychotherapy was held 
in May 2018 and was by all measures a huge success. 

The Conference was held on the 23, 24 and 25th of May 
in Melbourne with the venue being the Catholic Leader-
ship Conference Centre. Two pre-conference workshops 
also ran the day before the conference started and 
was attended very well. A big thank you to Jurie Ros-
souw who stepped in to be the presenter for one of the 
pre-conference workshops that Pieter Rossouw planned 
to present.

In total the conference had five keynote speakers and 
51 presenters. A variety of workshops and papers were 
presented in four streams over the three days of the 
conference. 

The feedback was positive and wonderful and are fea-
tured in the e-Journal’s edition of June-July 2018 (Issue 
49). 

Apart from the many academic and practical applica-
tions and knowledge that was shared, a sincere tribute 
to Pieter on the last day of the conference gave closure 
and also a chance for a new beginning.

On a personal note, I want to say thank you to each and 
every one who attended and presented at the confer-
ence. With every encounter and experience I had at 
the Conference I felt enriched, and these memories will 
remain with me for the rest of my life.

In every end, there is a new beginning . . .
2018
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in Sydney, Australia, 22-24 May 2019 – with John Arden 
presenting the pre-conference on 21 May. The Confer-
ence will cover a variety of applied neuroscience topics. 
Topics will again run in streams and there will be ample 
opportunity to choose which presentations to attend. 
You’ll find more information about this Neuroscience 
Conference in the ‘From the IAAN Registrar’ insert and 
the promotion flyer on the last page of this e-Journal.

Inaugural Australasian Conference for Neurosci-
ence, Learning and Wellbeing 

We want to again draw your attention to the very excit-
ing news of the Inaugural Australasian Conference for 
Neuroscience, Learning and Wellbeing which will be 
held at the Catholic Leadership Centre on the 25 and 
26 of March 2019 in Melbourne, Australia. You will find 
more information about some of the speakers as well as 
a registration form in this edition.

Enjoy the read and wishing you a peaceful and wonder-
ful festive season!

Warmest regards, 

Andie
Andrea Rossouw  PhD 
M.Soc.Sc.ClinPsych  PhD Psychology   
MAPS  MCClin  MIAAN

III) CONTINUING TO PROMOTE NEUROSCIENCE 
AND NEUROPSYCHOTHERAPY

In this edition

In this last edition of the 2018 Mediros Neuropsycho-
therapy e-Journal we have two very interesting works 
that reflect on applied neuroscience in clinical practice. 

The first is an essay by Jessica Schembri. Jessica is 
an Educational and Developmental Psychologist and 
she shares with us the interesting case study of Zoe, a 
17-year-old female presenting with anxiety in relation to 
social situations.

The second paper is an opinion piece, written by 
George Dieter. George presented a paper at the 2nd In-
ternational Conference of Neuropsychotherapy in earlier 
this year. In this edition he gives us an opinion piece: 
Boundaries: Control and Safety

The 1st Annual IAAN Conference

Although Mediros has for various reasons withdrawn 
from hosting and presenting the yearly conference, we 
would still like to promote the new 2019 IAAN Confer-
ence which is now being hosted and held by the Interna-
tional Association for Applied Neuroscience, previously 
known as the IACN. The 1st Annual International Asso-
ciation of Applied Neuroscience Conference will be held 
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By Jessica Schembri
Educational and Developmental Psychologist
BPsych | PostGrad Dip Psych | MPsych (Ed & Dev) | MIAAN (Cert) | MAPS

Jessica is an educational and de-
velopmental psychologist and has 
worked in schools as a school 
counsellor and psychologists for 
ten years. Additionally, she has 
worked in the private practice set-
ting with children, adolescents, 
and their families, addressing a 
wide range of presenting issues. 
She is passionate about work-
ing with young people to support 
them in working towards the best 
version of themselves. Jessica 
has a special interest in anxi-

ety, grief and loss, parenting and relationship 

issues, autism spectrum disorder, school refusal, and 
learning and school issues. Jessica has worked with 
schools to develop policy and procedure around self-
harm and suicide attempts and postvention, anti-bullying, 
critical incidents, and school refusal. Although predomi-
nately working from a cognitive behavioural approach, 
Jessica incorporates several other approaches into her 
practice including positive psychology, ACT, schema 
approaches, and mindfulness. However, her main influ-
ence and passion is the neuropsychotherapy approach, 
and after attaining her Certificate of Neuropsychotherapy 
Practice, she has developed the capacity to work with cli-
ents, their families, and schools from a neuropsychother-
apy perspective. 

Taking Time With Zoe:
REFLECTIONS OF A NEUROPSYCHOTHERAPY  

PROCESSES WHEN WORKING WITH ADOLESCENT  
ANXIETY AND GRIEF AND LOSS

Note: In order to maintain client confidentiality, client 
names, presentation, and other identifying features have 
changed. Presentation is based on a collection of case 
histories.

Referral
Zoe was referred by her GP for a second time, for coun-
selling in a private practice setting. Both Zoe and her 
Mother, Sandy, believed she was experiencing a relapse 
in depressive symptoms, which she had experienced 
five years previously. Zoe additionally reported that she 
was experiencing anxiety in relation to social situations.

Introduction
Case History Summary

Zoe is a 17-year-old female who resides in the family 
home with her mother, Sandy, and two older brothers 
(James, 19; Paul, 20). Zoe’s father, John, died eight 
years ago after a long illness of cancer. At the time of 
the initial referral, Zoe was 12 years old. Following her 
father’s passing, Zoe became increasingly anxious, 
experienced low mood, and would often be absent 
from school for many consecutive days. At this time, 
Zoe’s school had referred her to see me in a private 
practice setting. Zoe was very reserved at this time, 
and was reluctant to engage to the point where she 
would refuse to get out of the car to see me. At this time 
my work was mostly with her mother as Zoe refused 
to attend appointments. Sandy reported that Zoe had 
always been an anxious child, and described her as a 
“worrier” and a child that tended to avoid social con-
nection. Sandy additionally reported that Zoe and her 

father had a close relationship before and somewhat 
during his illness as they both shared a love for sport, 
and were passionate AFL supporters. Moreover, Sandy 
reported that Zoe and John had similar personalities, 
both tended to be reserved and quiet. At the time of this 
referral, I believed Zoe met criteria for social anxiety 
disorder as well as an adjustment disorder (APA, 2013). 
Zoe’s wellness declined (including suicidal ideation 
and self-harm behaviour, and food restriction), and her 
family were encouraged to seek support via the local 
child and adolescent mental health service (CAMHS). 
Zoe was diagnosed with major depressive disorder and 
social anxiety disorder. Her condition was treated with 
a combination of counselling and selective serotonin 
reuptake inhibitors (SSRIs), which she no longer takes. 
Zoe had made good progress and the family were 
discharged from CAMHS after approximately 18 months 
of treatment. Despite this progress, over the next few 
years, Zoe continued to report symptoms of generalised 
anxiety disorder (GAD), social anxiety disorder (SAD). 
These concerns prompted her mother to reconnect with 
their GP. After seeing her GP, he referred her for coun-
selling regarding her main concerns of SAD symptoms, 
and ongoing grief and loss. Goals for therapy included 
addressing her grief and loss journey, discussing man-
agement of her social anxiety and low mood symptoms. 
She did not report any suicidal ideation, self-harm 
behaviours or food restriction during our sessions to-
gether, however there was regular monitoring of these 
symptoms during the therapeutic process. At time of the 
second referral, Sandy was returning to fulltime work for 
the first time since her husband’s illness, and Zoe was in 
the middle of year 11 year at school.
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At the beginning of the second referral, Zoe presented 
as shy, she made limited eye contact, and was observed 
to self-sooth by rocking her body in the counselling chair 
when talking (about her father or anxiety related topics). 
She would tend to mumble when talking, and came 
across as lacking confidence, and generally presented 
as coy. She had minimal interested in connecting with 
her peers, however did have a small group of friends, 
and was struggling with academic motivation.

Formulation
Zoe was presenting with social and generalised anxiety 
symptoms, and low mood, after the death of her father 
five years previously. Possible predisposing factors for 
her current difficulties may be explained by the family 
history of anxiety reported by Zoe, with both her mother 
and maternal grandmother presenting as anxious. Zoe 
recalled on a number of occasions that her mother was 
a “worrier” and would “worry about everything”. 

The death of her father was a significant loss and 
trauma for Zoe, and was seen as a major trigger for 
her initial psychopathology. Additionally, more recent 
changes of her mother returning to fulltime work, and 
the increasing pressure of school and career pathway 
choices, are likely to have triggered the most recent 
referral. Furthermore, at time of referral, Zoe expressed 
worry about her mental health difficulties relapsing pre-
vious years, which was likely to exacerbate her anxiety 
symptoms. Moreover, Zoe’s tendency to engage in pat-
terns of social withdrawal and distress avoidance, were 

also likely factors in maintaining her social anxiety and 
low mood. Protectively, Zoe has developed a strong and 
close relationship with her aunty, and is well connected 
to her school teacher and netball coach.

Neuropsychotherapeutic Aspects 
The Neuropsychotherapy Model Summary

Before continuing to explore the neuropsychotherapy 
process and treatment regarding Zoe’s presentation, it 
is helpful to review the developmental model of neuro-
psychotherapy as presented by Rossouw (2016) and 
outlined in Rossouw (2014a), as it will guide the case 
study discussion. As this is one of the key underpinnings 
that will guide this discussion, I firstly want to stress to 
extent that the neuropsychotherapy model recognises 
the brain as “a complex neural network – a network of 
connections supporting the structure of neural activation 
patterns that demonstrate themselves on a daily basis 
in our capacity to navigate the challenges of life” (Ros-
souw, 2014a, p9). The model highlights the ability of the 
brain structures to connect, and develop both helpful 
and unhelpful neural pathways. Secondly, it is important 
to discuss Paul MacLean’s (1990) triune brain model 
of brain development, which proposes the “bottom-up” 
evolution and development of the brain (as noted in 
Rossouw, 2014b). Beginning at the lower regions of 
the brain, we have the development of the primitive or 
reptilian complex which includes brain structures such 
as the brainstem, pons, and medulla. This area of neural 
networks will be referred to as System 1 or the “survival 

The death of  
her father was a  
significant loss  
and trauma  
for Zoe ...
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brain” as its function is to ensure the physiological as-
pects of survival (for example, thirst, hunger, breathing). 
As we move up, into the middle regions of the brain, we 
encounter System 2 or the “emotional brain”. MacLean 
referred to this brain area as the paleomammalian com-
plex, and is comprised of the Limbic system (including 
the amygdala, hypothalamus, and the hippocampus), 
also known as the centre for “fight, flight, and freeze”. 
This system is also known for the hypothalamus – pi-
tuitary – adrenal stress response, or HPA axis, which 
is a series of hormonal changes in the brain and body, 
which prepares us for survival in response to stress 
(Rossouw, 2016). The final area, System 3, area was 
known by MacLean as the neomammallian complex, 
and is responsible for higher order cognitive processes. 
This area of brain functioning is referred to by Rossouw 
as the “smart brain”, and is known to be able to down 
regulate Systems 1 and 2.  The optimal condition for the 
brain, is to have an active 2-3 network, and a relaxed 
or downregulated 2-1 system, whereby our wellness 
can be seen as patters of thriving (2-3) and devoid from 
patterns of survival (2-1) (Rossouw, 2017). 

The Integrated model of Neuropsychotherapy

To extend upon this developmental model of neuropsy-
chotherapy, Rossouw (2014a) described the model of 
basic human needs initially described by Epstein (1993) 
and the reworked model described by Grawe (2007) that 
highlighted the model with a neuroscientific basis. These 
basic needs of control, attachment, distress avoidance 
and pleasure maximisation (or motivation), and self-es-
teem. 

This integrated model of neuropsychotherapy (Rossouw, 
2014b) was later developed by Rossouw (2016) and 
can be seen to resemble a house, or building structure 
and is shown in Figure 1. If we imagine construction 
of a house in the real word, before the foundation can 
be laid, it is important for the earth to be prepared. In 
this model, we can think of the earth or ground below a 
structure as being represented in the brain a combina-
tion of genetics and environmental influences. The inter-
play between the two, known as epigenetics (Cozolino, 
2010), is an important factor to consider within this mod-
el. Whereby enriched/safe environments are considered 
to be optimal (Rossouw, 2014b). Recalling that the brain 

has developed from the bottom up, where the ability to 
access higher order cognitive skills are dependent on 
the functioning of the bottom levels of the brain, and 
the emotional and survival brain, the next aspect that 
the neuropsychotherapeutic model calls for is safety.  
This is considered to be the foundation of the “house” 
or the thriving brain. Sitting on the foundation of safety 
are the three key pillars, or walls of the structure, of 
motivation (pleasure maximisation and pain avoidance), 
attachment, and control. The roof of this house model is 
topped by the self, which aims to be socially integrated 
or connected. As you can imagine with any building, 

Figure 1. The Integrated model of Neuropsychotherapy (Rossouw. 
2016)

without secure foundation, and sound pillars, “the roof” 
or in the model’s case, the sense of self, is likely to be 
compromised. So, when we have a foundation that is 
not as strong due to trauma or other negative life events, 
it leads to the pillars and roof to be more vulnerable to 
future negative events, and possible psychopathology. 
Within the realm of the construction world, for most 
physical structures, repair or renovation is possible. Ex-
citingly, we now know that some degree of brain repair 
and remodelling is also possible. Neuroplasticity, some-
what of a buzzword in the world of neuroscience, refers 
to the “ability of neurons to change the way they are 
shaped and relate to one another as the brain adapts to 
the environment through time” (Cozolino, 2010, p.57). 
With effort, attention, practice and focus, the brain can 
create new neural pathways of thinking, feeling, and 
doing. To understand this further, we can look towards 
the work of Donald Hebb and the notion of ‘neurons that 
fire together, wire together’ (see Rossouw, 2014a, for 
more details), or “Hebb’s law” (Rossouw, 2013). Where-
by, the more we activate a neural connection (behaviour, 
thought, feeling) the stronger the neural pathway will 
become. Extending upon this, the work of Merzenich 
(see Rossouw, 2014a, for more details) also highlights 
that ‘neurons that wire apart, fire apart’. Somewhat of an 
extension of the “use it, or lose it” adage, where, when 
we deactivate neural connections, they will weaken, 
and as new ones develop and become stronger. These 
concepts epitomise the core aims of psychotherapy, 
to create a safe environment for individuals to begin 
rewiring their brain to create more helpful pathways and 
deconstruct the unhelpful ones.

If we imagine construction  
of a house in the real word,  
before the foundation can  
be laid, it is important for  
the earth to be prepared.
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Additional Considerations

When considering the above models and the case of 
Zoe, and the neurobiological impact of her father’s 
death, we need to consider four important factors of 
age, duration, intensity, and proximity (Rossouw, 2016). 
Firstly, to highlight the aspect of age. For Zoe, she was 
in a neurobiologically sensitive period, at the very onset 
of adolescence and puberty, whereby the brain is in 
a process of neural pruning and significant hormonal 
changes. Siegel (2013) highlights how this change can 
expose brain system vulnerabilities established during 
childhood, and impact the brain’s functioning due to 
the change in neural activity and synaptic growth. The 
second factor, duration, we consider over how long the 
event took place. For Zoe, her father’s illness took place 
over a period of 4 years, with the last few months and 

weeks of his illness being the most severe, and distress-
ing, according to Zoe. During his illness, her father’s 
health, ability to parent and be a secure base, and his 
mortality would have been unpredictable, creating a 
sense of anxiety for Zoe. During this time, her sense of 
safety (emotional), attachment to her father, and sense 
of control would have been compromised. The third 
factor to consider is intensity. With the brain systems 
structured to change with only one, intense, episode or 
moment (Rossouw, 2016), Zoe’s experience in increas-
ing intensity of distress during her father’s illness would 
have been likely to activate the 2 to 1 neural system 
connection, to survival or protective mode. What we 
have now learnt from the research of Bert Sakmann and 
colleagues on fear and memory systems (described by 
Rossouw, 2016) is that it only takes one negative event/
episode of distress to change the brain. The old saying 
of “once bitten, twice shy” comes to mind here. This 
theory could apply for such a negative event as losing 

During this time, her sense of 
safety (emotional), attachment 
to her father, and sense of  
control would have been  
compromised.

her father to cancer, and the impact on her comfort in 
connecting with others, and pattern of social avoidance. 
The fourth factor, of proximity, refers to the alliance we 
have with the distressing event or persons effected. 
Given that Zoe lost her father, who she reported to have 
a close bond with, I would expect that her brain would 
have been significantly reactive. The combination of 
age, duration, intensity, and proximity all relate in con-
tributing to activating neural systems primed for surviv-
ing, and less so thriving. 

Applying the models

When considering the integrated model of neuropsy-
chotherapy, Zoe has entered the world with a probable 
genetic flavour of anxiety, and although a nurturing and 
connected environment, given her mum’s and maternal 
grandmother’s history of anxiety, during her early devel-
opment environment she is likely to have been exposed 
to situations where she learned to look for danger. It is 
here where the concept of mirror neurons might be able 
to shed light on this occurrence. Mirror neurons refer 
to the way we able to recognise and understand the 
emotions and actions of those around us, they assist 
us with learning, and are also said to be at the core of 
understanding others and developing a sense of our-
selves (Cozolino, 2010). Thus, it is possible that Zoe’s 
mother modelled anxious ways of reacting to events, 
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and developed a sense of insecurity for her. This may 
have been a predisposing factor that impacted on Zoe’s 
sense of safety during her earlier years. During her late 
childhood and early adolescence, Zoe’s sense of safety 
(“the foundation”) took a big blow with the death of her 
father. Although she was always physically safe, her 
sense of emotional and social safety was unpredictable. 
She learnt about the fragility of life, and a direct 2-1 con-
nection was elicited here, to create a sense of protection 
and safety. The function of the speed of the 2-1 system 
connection will be discussed shortly.

Regarding the pillar of control (as mentioned above), 
Zoe experienced events during her father’s illness 
where she had little or no control. As she become more 
anxious after her death, Zoe clutched at eliciting con-
trol in the way she knew how, avoid school, harm her 
body and restrict her eating (in the initial period after her 
father’s death). As she became more able to manage 
her emotions, and feel more in control of this experi-
ence, she was able to reengage with school, peers, and 
hobbies (netball). 

Therefore, her pathway to self-actualisation was disrupt-
ed and her sense of wellness declined. Let’s consider 
the neurobiological systems at play here, with regards 
to Zoe’s strong avoidance response. Joseph LeDoux’s 
work in mapping out the fear networks in the brain 
may highlight reasons for Zoe’s patterns of avoidance. 
LeDoux’s research (described in The Neuropsychother-
apist, 2016) highlighted that for rats their response to a 
feared stimulus, that may be similar but not exact to the 
originally fearful stimulus presented, shows that informa-
tion was sent from the thalamus directly to the amygdala 
for processing, activating the System 2-1 connection. 
He further explained that the “low road” in the brain is a 
fast and direct pathway, that does not require input from 
System 3. He highlighted the implicit emotional learning 
of the amygdala, and its tendency to disregard context 
cues (e.g., time, place, other events) and the lack of 
connection to System 3 to provide these cues. In Zoe’s 
case, could her father’s illness and death, wired in this 
2-1 connection to be a strong, default neural pathway, 
such that she is quick to react to any perceived threat of 
rejection or loss? Thus, further resulting in her avoid-
ance behaviours so that in avoiding closeness to others, 
she does not have to experience this sense of fear. In 
furthering this idea, her anxiety could be conceptualised 
as being distinguished from her initial fear and withdraw-
al responses, to now as an ongoing anticipation of loss 
and distress resulting in social avoidance behaviours. 

The Therapy Process
Initial phase: 

To begin with, I took things slowly with Zoe. My ex-
perience in the past with Zoe had shown me that she 
may need time to build a sense of safety and trust with 
me. Thus rapport was the focus. I started this process 
by explicitly covering confidentiality and its limits, and 
reminding Zoe of the voluntary nature of the counselling 
process. I followed this by normalising her experience of 
seeing a psychologist, and listening to what she wanted 
to use the time for. Zoe had some goals of counselling, 
and some insight into the areas of concern for her (e.g. 
her anxiety, her grief), which was helpful in engaging 
her in the process. I took the focus of not being there to 
problem solve or troubleshoot, but to listen and under-
stand. So active listening, validating her experience, 
and empathy were key during this time. The purpose of 
this was to create a safe space for Zoe, drawing on a 
bottom up and right brain activation approach to neuro-
psychotherapy, and to help down regulate her System 
1-2. To foster this sense of safety and to also establish 
a sense of control in the therapeutic process, I took a 
non-directive approach to sessions and encouraged Zoe 
to choose what she wanted to talk about, focus on, and 
in how much depth she wanted to go. To do this, I did 
a lot of checking in during sessions, “Is this ok to talk 
about? Tell me if you want to discuss something else.” I 
aimed myself to present as calm, caring, and confident 
in my ability to sit with her pain and distress, and I was 
mindful to my reactions to her anxiety and also her grief 
story. My reasoning behind this, was again linked to the 
notion of mirror neurons, and how the brain-to-brain 
connection in the counselling also needs to be nurtured. 

Considering the pillar of attachment, Zoe lost her father, 
the person she had a significant bond with, at a young 
age. Her sense of attachment and connection with 
others was then impacted as she withdrew from school 
and her peers. Her brain activated avoidance systems 
to manage the fear of the disconnection occurring again. 
Despite this, Zoe was able to maintain a strong connec-
tion with her mother and grandmother, and during thera-
py and after the loss of her dad, she also developed and 
strengthened the relationship she had with her maternal 
aunt. Here, we can notice the beginnings of the resil-
ience she has shown following her father’s death.

Following on from her sense of disconnect from others, 
I noticed an interplay between her sense of attachment 
and her need for pain avoidance. Although somewhat 
paradoxical, was prominent as she avoided connecting 
with others with a strong schema of “I must keep others 
at a physical and emotional distance to keep myself safe 
from being hurt again, because I cannot cope with that 
distress”. Zoe reported that she liked to maintain her sad 
mood and what she called a “emo personality” as this 
was her way of telling others to stay away, I am not in-
teresting, and I am not interested in connecting with you. 
She became comfortable in the discomfort of her low 
mood and low motivation. However, her disconnect and 
avoidance appeared to increase her sense of emotional 
and social pain as she was often isolated from others. 

Her sense of attachment and 
connection with others was 
then impacted as she withdrew 
from school and her peers. 
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Furthermore, during this early phase, Zoe gave limited 
eye contact and would look away when talking about 
her emotions or difficult topics, she appeared shy, and 
despite numerous prompts she tended to wait until the 
very last minute of the session to talk about her con-
cerns. Her anxiety to connect was obvious.

In sessions, I started to introduce the concept of neu-
ropsychotherapy to Zoe, very slowly, to begin with. The 
first concept I had talked about with her was neuro-
plasticity. Zoe was in fact, fascinated by this concept. 
She appeared relieved to know that with effort, she was 
able to change the way her brain worked and related 
to others. To explain how neuroplasticity works, we first 
started by looking at YouTube animations. I followed 
this by using metaphors of building roads and highways, 
with examples of the many roadworks taking place in 
the surrounding suburbs. Neuroplasticity was a theme 
that would arise in many of our sessions.

Middle Phase 

The next stage I began to encourage more activity for 
Zoe outside of school, to encourage additional dopa-
mine activation. We started with physical exercise, this 
consisted of Zoe choosing to join a netball team with her 
aunty (again, she was provided the control to choose 
her activity). I provided psychoeducation on the benefits 
of exercise from a neuropsychotherapy point of view, 
highlighting the impact on stress reduction, and mood. 
The decision to join a team with her aunty, allowed for 
Zoe to connect with others socially whilst feeling safe 

with having a close and familiar connection. From here, 
she started to join in some sporting activities which 
included the school netball team. She maintains regular 
exercise now, and she reports this helps her manage 
her stress levels.

We also discussed the brain functions in more detail, 
and I educated Zoe about the smart, emotional, and 
survival brain. To explain the connection between the 
areas, I used a combination of drawings of the brain 
during session (I am certainly no Monet!), parts of pic-
ture story books (for example, “The Panicosaurus” by 
Al-Gahani, 2013. Used to explain the smart brain and 
emotional brain and amygdala), metaphors to explain 
brain functions (e.g., amygdala being like the brain’s 
“guard dog” and just like with real dogs, some amygda-
la’s are more reactive than others), hand model of the 
brain (Siegel and Payne Bryson, 2012), 3D brain iPhone 
app, and research stories (for example, what happens 
to rats when we remove their amygdala’s – they die - 
and the importance of the function to keep us safe from 
danger). There was also a focus on the concept of fight, 
flight, and freeze, and the brain regions involved in this 
response with emphasis on the physical symptoms of 
anxiety. All of this information was not presented all at 
once, however over the course of therapy, the concepts 
were slowly introduced and reinforced through repetition 
and examples relevant to Zoe. 

As sessions and our therapeutic relationship pro-
gressed, Zoe began to open up about her grief experi-
ence and also her anxiety. There were times where Zoe 

As sessions 
and our 
therapeutic 
relationship 
progressed, 
Zoe began 
to open  
up about  
her grief  
experience 
and also her 
anxiety. 
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would present after having a bad day emotionally. In 
combination with validation and empathy in response to 
this, I focused on teaching Zoe (and her mum) emotion 
regulation skills. This included Siegal and Payne Bryson 
(2011) “name it to tame it”. For Zoe, I encouraged her 
to be able to have a go at naming and labelling her 
emotions when she felt distressed, to write them down, 
or to tell someone like her mum, myself, a teacher at 
school, or her aunt. Also, strategies to “build in a pause” 
and wait for her more intense emotions to pass. For her 
mother, I worked with Sandy from and emotion coach-
ing basis (Gottman and Declaire, 1998; Havighurst & 
Harley, 2007) which again focused on connecting with 
Zoe, validating and accepting her emotional experience. 
I also provided psychoeducation on the adolescent 
brain, using Siegel and Payne Bryson’s hand model of 
the brain.

Another key area that we looked at during sessions was 
the concept of the social brain, how we are wired for 
connection with others, and the importance of connect-
ing with others for safety and overall survival. To help 
highlight this, I used stories (self-created) about “Groth”, 
the caveman, who chose to be away from the social 
group. We would then hypothesize what happened 
to him (survival wise) being in a small social group or 
alone, versus being in a larger social group. In discuss-
ing this concept, I began to challenge Zoe on the costs 
and benefits for maintaining her social withdrawal, and 
used motivational interviewing type process to help her 
consider change. It is around this point in the therapeu-
tic process that I noticed Zoe beginning to make 2-3 
System connections. This was evident by her behaviour 
and affect change, and indication of reaching a point in 
therapy where controllable incongruence was achieved. 
This concept refers to when “an individual is confronted 
with triggers that are manageable” (Rossouw, 2014b, p. 
52).

Final Phase

Zoe has been able to access regular sessions, or ses-
sions as she has required them, for almost two years. 
This flexibility had allowed for a slow and gradual pace 
of sessions, and flexibility with session frequency. This 
is helpful in creating a sense of connection and safety, 
for other aspects to be explored and developed, such as 
integrating System 3 (smart brain) concepts.

As sessions progressed further, I begun to share more 
of my observations with Zoe about her avoidance 
behaviours, and the function of her depressed and flat 
presentation in keeping others away. Zoe reported to 
connect with this concept. I started to work with System 
3, her smart brain, but in doing so I also maintained 
awareness of her System 2-1 connection, and therefore 
made sure to nurture this as we went along. Rather than 
working on how to change her presentation and how to 
connect directly with others, I focused on validating and 
understanding why she feels this way, and then fo-
cused on being curious about what might happen if she 
did change some aspects of her behaviour. Focusing 
again on the cost/benefit notion. I resisted the urge to 
jump into problem solving and developing cognitive-be-

havioural strategies right away, and simply asked for her 
to think about how things might be different. I attempted 
to give Zoe a sense of control over when she was ready 
to look at different ways of relating and connecting with 
others. The aim was to foster controllable incongruence 
– where Zoe felt safe enough to change. Zoe eventually 
decided that she did not want to have a “emo personali-
ty” anymore as it was in fact a hindrance. When she was 
ready we went over some CBT skills, and developed 
some basic plans to experiment with increasing her so-
cial connectedness by asking more questions of others, 
giving more eye contact, staying longer in social situ-
ations, and accepting invitations to social events (e.g., 
spend time at a peer’s house over the holidays, accept 
an invitation to a birthday party).

I always allowed Zoe to  
take the direction in speaking 
about her grief. In doing so,  
we used books to normalise 
her experience, and used a  
lot of metaphors about grief  
being a journey with many 
ebbs and flows.

Grief and loss has been a theme during our sessions, 
on and off, during the course of the 20 or so months I 
have worked with Zoe. At no stage did I ever force Zoe 
to talk about her dad, as much as I thought talking about 
her grief might have been helpful. I did often invite her 
to talk, as she needed. I always allowed Zoe to take the 
direction in speaking about her grief. In doing so, we 
used books to normalise her experience, and used a 
lot of metaphors about grief being a journey with many 
ebbs and flows. I attempted to education Zoe on slowly 
talking about her father and overtime, being able to have 
memories that were less painful, as Rossouw (2016) 
phrased it as “reframing memory systems”. We used 
more bibliotherapy to discuss grief and loss for young 
people (for example, Vercoe, 2004).

Progress Outcomes

•  Although Zoe still continues to experience some SAD 
and GAD symptoms and limited social connections, 
there seems to be a clear reduction in these, epically 
SAD symptoms. This is evident by the following actions 
what Zoe had not engaged in before therapy: attending 
school excursions, going over to friends’ houses during 
the holidays, attending a number of birthday parties, 
attending the school formal, and expanding her friend-
ship group. 
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•  Additionally, Zoe found she was more able to focus on 
her studies and developed increased academic motiva-
tion and started to complete more work in her school 
subjects, which she had been struggling to do. 

•  In the counselling room, Zoe began to give more and 
consistent eye contact, and showed a reduced reluc-
tance to bring up difficult issues (she had struggled 
with this initially). Although she often presents as flat, 
in and out of sessions, as sessions progress Zoe 
would make jokes, and she showed a larger range of 
emotions.

•  Zoe also started to talk about her dad in different ways 
than she had before. Initially, her memories of her dad 
were about the traumatic aspects of his illness, and 
her funeral. As time passed, Zoe reported that she 
was able to look through some of her dad’s old photos 
and a family photo album from when Zoe was young-
er. Although an intensely emotional experience, she 
was able to reflect on her sadness, but also a sense 
of curiosity about her dad’s life. She reported that she 
could experience tears of sadness and also moments 
of humour, as she talked with her mum about some 
of her dad’s experiences from when he was younger. 
She was able to report that she had taken pleasure in 
learning about her father in a different way. Her rela-
tionship with her grief experience began to change.

•  I think my role in the process was being a safe, calm, 
predictable space, where I offered time for her to re-
flect, without judgement. Zoe was the one that did the 
work, in her time. 

Self-reflection

In reflecting on aspects of my work with Zoe that I would 
have done differently, I think addressing life style factors 
more promptly and in more detail, would have been 
beneficial. We seldom discussed sleep, as Zoe noted 
early on that she did not experience difficulty with sleep. 
However, as my experience with teenagers has pro-
gressed, it is rare to come across a teen that does not 
have any sleep difficulties. Moreover, I would also have 
addressed nutrition explicitly, focusing on sugar and caf-
feine consumption, as these seem to be common issues 
for modern humans. 

Furthermore, I would have also liked to introduce Zoe 
to mindfulness and other relaxation techniques to assist 
her in calming her system. Although often on my mind 
during the therapy process, Zoe’s self-directed sessions 
tended to not leave time to cover this.

As I complete my reflection, I am also aware that writing 
the process down, and summarising the therapy pro-
cess makes the treatment plan look neat, logical and 
simple. However, in fact there were many times where 
I myself experienced doubt in the process and noticed 
thoughts along the lines of “am I doing enough?”.  Ses-
sions would often jump back and forward, and we often 
revisited topics a number of times over. To ease my 
discomfort, I would often remind myself of one of the key 
aspects of the therapeutic process, relationship. I would 
make sure this is a focus for our sessions and helping 
Zoe to feel safe and secure during sessions.
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O P I N I O N  P I E C E
By George Dieter
Applied Neuroscience Clinician

George Dieter commenced his 
working life studying law. He ex-
tended his life experiences work-
ing in carpentry, finance and build-
ing before commencing studies 
in psychology. He began with a 
Master of Arts in the field of psy-
chology, and later, of Applied Sci-
ence, as a coaching psychologist. 
Applying all of it he worked for 
more than 10 years as a psychol-

ogist as well as antagonist in the juvenile justice system 
and these experiences eternalized in his first publica-
tion ‘Creating Criminals - Without even trying’ and later 
‘I-Power: The freedom to be me’. After he was ‘early re-
leased’ from the system due to irreconcilable differences 
of opinions, he opted for the safety of private practice and 
having his own opinions, and with a partner started Axi-
om Psychological & Coaching Services. To stay compet-
itive in the ‘publish or perish’ environment of psychology 
today, he has presented his ideas on conferences and in 
workshops whenever given the opportunity. 

Boundaries: Control and safety
There are many ways to conceptualize what we may call 
a ‘presenting problem’. The different strands of psychol-
ogy have focussed on different aspects they treat as the 
cause of a disorder. While Freud focussed on psy-
cho-sexual development during infancy and childhood, 
behaviourists saw the problem arising from the learned 
schedule of ‘reward and punishment’, the cognitivists 
as a result of faulty thinking patterns, cognitive-be-
haviourists to both, thereby covering 99% of human 
interactions and behaviour, while humanists attribute it 
to inter-relational difficulties and so on. They could not 
have all been ‘right’. So, were they all ‘wrong’?

The non-committed may decide ‘yes and no’. As long as 
they referred to and stayed within their area of exper-
tise and observation, all had a point. But applying this 
view to the whole of what makes humans such complex 
individuals, they were of course, let’s say over-reaching, 
to say the least.

So, what can we rely on as stable and replicable factors 
to provide some guidance beyond ‘trust me, I’m a doc-
tor, or psychologist as it were’ advice? It is here that the 
field of neuropsychotherapy has something to offer that 
bridges the divide opened up in particular by the cogni-
tive-behaviouristic dominance in current psychological 
interventions.

To be clear, there is nothing wrong with a cognitive-ther-
apeutic approach. If there is anything ‘wrong’ with it, 
it’s the practitioners, or rather the mindless, formalistic 
application of what CBT is not, and then hide behind the 
famous ‘gold standard’. Small wonder that gold has lost 
its lustre. 

Neuroscience has given us the opportunity to move on 
from the impoverished CBT inspired notion that ‘If you 
can’t measure it, it doesn’t exist’. It provides the neu-
ro-scientific basis which encourages, if not demands we 
address the emotional component of human behaviour 
before engaging the cognitive aspects, that allow us to 
control emotional responses.

A boundary-focussed approach fits comfortably into 
this framework and I will present an intervention model 
based on findings in neuro-science and applying it to the 
counselling situation. Just as the ‘bottom up’ approach in 
a neuropsychotherapeutic framework, it is built from the 
bottom, or the beginning of brain development, upwards, 
limited to the ‘must know’ in a simplifying way, without 
being simplistic.

In the first instance it is built on McLean’s proposition of 
the ‘triune brain’. This would suggest that the primary 
purpose of the evolution of the brain and brain develop-
ment was to ensure survival of its owner, with each new 
piece added increasing our chances of survival.

It may be helpful to regard the 
amygdala as our ‘sensor light’. 
While some are triggered by a 
butterfly that flutters by, others 
need to be activated through 
vigorous waving of arms or 
other extremities.

This means that the environmental input is assessed 
by the amygdala (in Rossouw’s (2016) nomenclature, 
System 2) for its threat content, which results in either 
activation of the (reptilian) brainstem (System 1 and sur-
vival mechanism), or the prefrontal cortex (System 3). 

It may be helpful to regard the amygdala as our ‘sen-
sor light’. While some are triggered by a butterfly that 
flutters by, others need to be activated through vigorous 
waving of arms or other extremities. What makes the 
difference is the setting of the sensitivity switch at the 
bottom of the installation.
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The human sensitivity of the ‘sensitivity switch’ is influ-
enced by the emotional experiences we accumulate 
from the moment we’re born. That is when, in com-
puter language, our ‘operating system’ is laid down. 
Later when the left hemisphere development takes 
precedence before the right kicks back in again, our 
‘database’ is established which categorizes what we 
consider as ‘safe’ or ‘threatening’. That of course, is a 
very personal and individual process, based on how we 
have experienced and encoded an event emotionally. 
As a baby we don’t think about the world, we experience 
it only on an emotional level, so that by the time our 
cognition starts to develop we already wear the emotion-
al glasses which then colour our perception of the world 
and the events in it.

Here is an important point to make. This limbic firing is 
the same as it occurs in cats, dogs, camels and rats, 
in brief all creatures with a limbic system. It is triggered 
when a threat is perceived, which for an animal can 
only mean one of two things; it hasn’t got enough food, 
or is about to be food. In other words, the fight or flight 
response is triggered to chase food or avoid becoming 
food.

This mechanism underlies not only an animal’s ac-
tion, but is ultimately also the trigger for human action, 
except, that we may not identify it as the ‘bash or dash’ 
response, but rather call it an ‘emotion’. In other words, 
the energy surge we experience to escape or deal with 
a dangerous situation, is called an ‘emotional response’ 
when it comes to human, rather than animal beings. 
Although, many owners are prone to liken their pet’s 
behaviour to human emotions, and thereby humanize 
the pet. But that’s for their own rather than the animal’s 
benefit. 

Apart from the neurological and biological evidence, 
it stands to reason that when the alarm system fires, 
everything else takes second or third place. No point in 
worrying about tonight’s dinner when you’re about to be 
eaten.

With reference to the counselling situation, it means that 
a down-regulation of limbic activity has to precede any 
other intervention.

The second aspect of a boundary-focus, and the link to 
control and its safety function, is Weiss’(1968) stress 
model. His research identified the two factors which 
fire up the limbic system: unpredictability and the (real 
or perceived) lack or loss of control. This again makes 
perfect sense. Since the aim of the brain is in the first 
instance to ensure our survival, it follows for one, that 
thinking is optional. It seems unfortunate that we make 
too little use of this option, as a good look around (and 
not confined to the political arena) will confirm.

Second, and more relevant in this context however, is 
that unpredictability means the brain now doesn’t know 
anymore what will happen, why, where, when, how long 
and who’s involved. To top it off, if there is nothing it can 
do about it (no control) it responds to this truly worrying 
state of affairs by giving the signal for stress hormones 
to be released via the HPA axis. Now the ‘survival’ 
(reptilian) brain takes over and our physiological func-
tions change to be able to cope with the real or potential 
threat. 

Since a ‘threat’ to the primitive brain can only mean a 
threat to the survival of its owner, we need the smooth 
muscles in arms and legs to be ready for the challenge 
to run or fight the ‘good enough’, the one that ensures 
survival, fight or flight. 

Smooth muscles depend on oxygen and glucose, and 
this is exactly what the system is now focussed on. 
Breathing is confined to the chest and becomes fast 
and shallow to retain oxygen, rather than converting it 

No point in worrying about 
tonight’s dinner when you’re 
about to be eaten.
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into carbon dioxide. Blood pressure increases to get the 
oxygen to the places furthest away from the heart, arms 
and legs, and heart rate goes up to get as much as pos-
sible of the good stuff to these locations. Blood supply 
to the stomach is reduced and the glucose our muscles 
rely on is now supplied by the liver, where it is readily 
available as glycogen, rather than having to wait for the 
stomach to complete its digestive process. Hence we 
may feel a bit nauseous. At the very least, we don’t feel 
like eating when we’re stressed.

Generally speaking, whatever we need to survive gets 
increased, what we don’t need is decreased or stops, 
and this is all regulated via the sympathetic/parasympa-
thetic nervous systems.

Now to the question about how a boundary-focus is 
related to these two concepts and how can it be utilized 
in the counselling context.

It starts with a simple question: Can someone or some-
thing make you happy, angry or in fact feel anything? 
While we may be tempted to answer ‘Of course. My 
husband/wife/pay packet makes me happy’ it is none-
theless, a fallacy we all too often subscribe to. If any 
person could indeed, make us feel anything I would be a 
rich man for one, perhaps by making people laugh and 
becoming a world-renowned entertainer! They could not 
resist me, I would MAKE them laugh. There would be no 
divorces anymore, or only happy ones – since we would 
make our partner happily accept our decision to leave 
the relationship. 

Now back in the real world; we cannot make anybody 
do, say or feel anything, like it or not. If we can’t even 
make someone DO anything, how can we possibly 
make them FEEL anything. Put differently, anything out-
side ourselves is beyond our control. Full stop! While we 
may be able to influence and contribute, take away or 
add to some else’s emotional state, we cannot control it.

This leads to the conclusion that my reaction to the 
world is entirely my responsibility. The concept ‘You 
made me angry’ is just as nonsensical as ‘He (or she) 
made me do it’. Secondly, possibly even more challeng-
ing to accept for some is the fact that ‘You are not God’. 
You can’t make anybody feel anything. That’s the deflat-
ing part. The good news is, that you are not responsible 
for how anybody else feels either.

Ain’t that liberating!

When confronted with a situation, and it may concern 
our spouse, work, children – the first question to ask is 
not ‘How can I solve this problem?’, but instead ‘Is this 
my problem?’ If indeed it is – truly MY problem, then I 
get to it and resolve it.

If it is not my problem I am now at risk of making it 
my problem. And what happens then? I try to solve 
something that is totally beyond my control, because of 
the simple reason that it is not my problem therefore, I 
cannot solve it. 

While it may be difficult to stand by and watch it unfold 
- here is the real issue: to deal with what the feeling 

invokes in me, THAT is my problem. That is some-
thing I do have control over, through coping strategies, 
self-management or whatever other skill it may take 
(assuming I have the necessary skill). 

Yet, the common response and what then becomes 
our problem, is that we internalize the issue and think 
we have to solve it and that we have to succeed (e.g. 
to gain this or that pay rise, to make them see they 
are wrong – whatever it may be -  even to ‘make them 
happy’ because you do, in the back of your mind think 
you’re God!).

Why is this not helpful? I prefer to use helpful/unhelp-
ful, rather than saying ‘good’ or ‘bad’, which is simply a 
matter of a particular perspective one takes.

When we combine the two concepts, McLean’s triune 

Why is this not helpful? I  
prefer to use helpful/unhelpful, 
rather than saying ‘good’ or 
‘bad’, which is simply a  
matter of a particular  
perspective one takes.

brain theory and Weiss’ identification of the cause of 
demands on our physiological system, also known as 
stress (unpredictability and lack or loss of control), we 
can see that internalizing an external issue, means we 
now carry something within ourselves over which we 
have no control. Having no control causes the brain to 
release stress hormones to deal with the real or per-
ceived ‘threat’ to the system. 

This can be experienced as discomfort, anxiety, anger, 
sadness, frustration, depression, however we interpret 
this feeling in our own individual emotional language. 
This ‘language’, how we interpret certain cues, we 
acquire in early childhood, when only the limbic system 
is operational and the world is ‘experienced’ rather than 
‘learned’.

We could compare it to a computer and call it our ‘oper-
ating system’ being laid down, which colours the glasses 
through which we perceive subsequent events when 
the left hemisphere comes ‘on line’ at the age of around 
thirty-six months, and we begin to‘learn’ about the world 
around us. Then we compile our ‘data base’ and hence-
forth, the amygdala becomes our warning system, akin 
to a ‘sensor light’. The sensitivity of the ‘switch’ deter-
mined by the sum of our emotional experiences, which 
then also influences our habitual behaviour patterns, 
repeated every time when we’re under the spell of a par-
ticular emotion. It is worth remembering that the brain 
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in the first instance is a memory system, leading us to 
behave in the way we behaved the last time something 
similar happened. Unless we take conscious control of 
our (re) actions this is likely to be the ‘story of our life’; a 
repetition of previous behaviour patterns.

By contrast, a sense of having control provides also a 
sense of safety, and down-regulates limbic activity. This 
opens up the communication to the prefrontal cortex, 
and enables ‘thinking’ rather than an un-reflected, emo-
tional reactions to an event. 

For practical application in a therapeutic context it 
means that rather than trying to help your client (and 
yourself) to resolve the presenting issue, find the area, 
small and insignificant as it may seem, where they do 
have control.  This can be as apparently trivial as mak-
ing a decision not to cook and have a meal out, or go to 
the movies, or ‘veg out’ in front of the TV when you’re 
home.

While this strategy may go under other names in differ-
ent therapeutic orientations such as, re-framing, thought 
diversion, distraction – in a boundary-focus approach it 
would mean that you ‘made a decision’. Whenever you 
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make a conscious decision you exercise control, and 
when that happens the stress level is reduced, and the 
first step to more well-being has been made. 

And this can all be summarised in the simple formula:

Unpredictability + lack/loss of control = stress 

Less of the first means less of the second.

For practical application 
in a therapeutic context 
it means that rather than 
trying to help your client 
(and yourself) to resolve 
the presenting issue, 
find the area, small and 
insignificant as it may 
seem, where they do 
have control.
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FROM THE IACN SECRETARY,

Jonathan Wills
Dear Mediros eJournal readers,

I am writing to you on behalf of the IACN Executive and 
management committee (MC). 

We have spent a lot of time over the past sever-
al months undertaking a fundamental review of the 
Association including its name, logo and website, the 
structure, operation and accounting processes, as well 
as the training and professional development require-
ments. The review has been ongoing since February 
2018 and has culminated in a number of IACN MC 
decisions, which will affect the business of the Associa-
tion, how its members use titles and nominals, and how 
members may progress from one membership level to 
another.

We believe the changes will ensure transparency in the 
operation of the Association and will set a sound and 
professional structure for future growth.

New name, International Association of Applied Neuro-
science (IAAN)

The most fundamental change has been to rename the 
Association so that its name more accurately reflects 
the purpose, capacity and the diversity of its members. 
The Association has officially changed its name and will 
from this point forward be known as the International 
Association of Applied Neuroscience (IAAN). 

NEW LOGO

With the help of a graphic designer we have selected 
a new logo, which reflects the networking aspect of the 
brain as well as the international networking aspect 

of the organisation. We are very happy with it and we 
hope you like it too!       

NEW IAAN TRAINING

The committee is also in the process of developing a 
new training programme in lieu of the previous 3.5 day 
clinical neuropsychotherapy training offered by Pieter 
Rossouw through Mediros. In the future the IAAN will 
offer a 3 day general applied neuroscience training as 
well as additional one day specialist stream trainings in 
applied neuroscience for clinical, educational, organisa-
tional, and pastoral streams. These trainings are still in 
development but we expect to be able to offer at least 
the basic training in applied neuroscience in the second 
or third quarter of 2019.

NEW ADDRESS

We have also changed the address of the Association, 
which is now:

International Association of Applied Neuroscience 
(IAAN), PO Box 4445, Forest Lake, QLD,  4078 

For those who may have allowed their IACN (now 
IAAN) membership to lapse, you may contact us at 
office@iaan.com.au or call +64 419 073 689 to renew 
your membership. The office is attended part time, so 
please be patient, we will get back to you if you leave a 
message.

Until our next update! 
Warm Regards,

Jonathan



Catholic Leadership Centre,  
25 & 26 March 2019 
Melbourne, Australia 

The Inaugural Australasian Conference for  
Neuroscience, Learning and Wellbeing  

• The Neuroscience of learning and deep learning. 
• Systems of learning in the brain – fear– 

based learning and thriving learning. 
• Trauma, the brain and education – becoming a 

brain-based trauma informed educator/school. 
• The brain, learning and wellness – a neuroscientific 

whole-school tool to enhance wellness and learning 
(Presentations from leading schools). 

• Interactive learning with take home guidelines. 
• Plus current Australian & International Neuroscience 

Research in Schools.   

Professor  Robyn Gillies 
Professor University of  QLD 
Queensland 
Neurobiology to the  
Classroom: Implications for 
Teaching 
 

Thedy Veliz  
Marriage & Family  
Therapist, MBA, MA  
California USA 
Neurogenomics and teenage stu-
dents  - A relational  approach to 
assisting the self-regulation needs 
of  challenging young people at 
school. 

Dr David Collins 
Clinical Psychologist 
Social Neuroscience in Schools:  
How Relationships Shape the 
Brain and Wellbeing 
 

Rita Princi-Hubbard 
Director iN-Ed 
B.Psych(Hons), M.Psych(Clin), 
MAPS, MCCLP, MIACN (Cert)  
The iN-Ed Model of  
Practice: Brain Based Learning 
in Action 

Margot McDougall 
Director iN-Ed 
B.Ed, Dip.T,Grad. Dip  
Community and School 
The iN-Ed Model of  
Practice: Brain Based Learn-
ing in Action 

Join Experts in Applied Neuroscience Presenting 
Neuroscience Informed Practice in Schools  

Karen Ferry   
Counsellor, Educational  
Consultant, Clinical  
Neuropsychotherapy Practitioner   
When life throws curve balls! 
An educators guide to assist 
children who have experienced 
situations of loss. 

WWW.IN-ED.COM.AU  FOR CONFERENCE BOOKINGS  
& ACCOMMODATION DETAILS  

Trina Cummins 
MEd (Educational Psychology), 
GradDipEd (Teaching), BA 
(Psychology), Certificate in Education 
(Positive Education) 
Flourishing Without Limits 
Applying Neuroscience for deep 
learning and optimal wellbeing 

Anne Southall 
Dip Ed, GDSE,  Dip Psychotherapy, 
Grad Dip Art Education, MEd 
(Special Needs) PhD candidate 
Trauma informed pedagogies 
emerging through teacher 
reflection on practice 

Robert Rostolis  
Principal, Diamond Creek East 
Primary School 
Understanding what happens in 
students' brains and how they 
can work proactively to foster 
their own wellbeing, resilience 
and learning potential  

Jacqueline Reid  
CPsychol, Assoc Fellow BPS, MAPS 
Team Leader Student Services    
Mental Health & Wellbeing— 
whose job is it anyway? How Trau-
ma Informed Practice is changing 
Catholic schools in WA 



Catholic Leadership Centre,  
25 & 26 March 2019 
Melbourne, Australia

Early Bird Rate ( Before 1 January 2019)  …………  $815 

Standard Rate  ……………………………………..…………   $924 

Title: ……….      First:  …………………...…...     Last name   ……………………………………………………... 

Address: ……………………………………………………………………….. …………………………………………………….                   

Phone:    ……………………………………………………………………….. ………………………………………………..

Email:    ……………………………………………………………………….. ……………………………………………...

Card Number:    ………………………………………………………………..…     Expiry Date ………………………                   

Three digits on the back (CVV):    ……………………              Amount AUD $     ………………..                  

Name on Card :    ……………………………………………………………………….………………………………………                   

Signed:    ………………………………………                   

The Inaugural Australasian Conference for  
Neuroscience, Learning and Wellbeing  

          Please Return to: admin@in-ed.com.au  
 
         INSTITUTE FOR NEUROSCIENCE AND EDUCATION, 441 Fullarton Road, HIGHGATE,  South Australia 5063. 
 
         Contact:   rita@in-ed.com.au or margot@in-ed.com.au 

GST included 

GST included 

Profession   ……………………………………………………………………………………………………………………….... 

Organisation    …………………………………………………………………………………………………………………….. 

How did you hear about us?    ………………………………………………………………………………………...

Early Bird and Standard Rate includes entry to all Presentations and Workshops, Morning Tea and Lunch daily  

Social event on Monday 25 March at 5.00pm - Add $15.00 to the above prices.   

 
Terms and conditions, and Cancellation Policy available on the website - www.iN-Ed.com.au 

Dietary requirements:    ………………………………………………………………………………………...………                   

Or EFT - Institute for Neuroscience and Education  
                   BSB  105900    Acc 979791240 



Depression, anxiety and stress can
all be improved through resilience

Learn how to assess and build resilience in 
your clients. Get certified to use the
Predictive 6 Factor Resilience Scale (PR6)

 • Apply the Predictive 6 Factor Resilience 
Scale (1 point)

 • Apply the Driven Resilience  
Development Course (4 points)

 • Discuss the neuroscience of resilience

 • Access an online system to manage  
participants, assess and provide training

 • Be registered as a Certified Resilience 
Coach

 • Video Set – The neuroscience of resilience
 • 200+ Resilience-building activities
 • Animation Video Set – The 6 domains of resilience
 • 7 Posters – The resilience domains (PDF)
 • Presentation materials – 170+ slides with speaker 

notes
 • Practitioner manual – PR6 Application Guidelines
 • Research papers – 2016 and 2017 full PR6 research 

papers
 • 1 year free access to the Driven platform with two 

bonus points per month (1 point per PR6 use)

TRAINING OUTCOMES
Following this fast-paced and interactive training, you will be able to:

RESOURCES INCLUDED
After certification, you will have access to:

ONLINE CERTIFICATION

© 2018 Hello Driven Pty Ltd - HelloDriven.com and the PR6 are owned and operated by RForce 
Contact us for a demonstration and further information - info@hellodriven.com

REGISTER NOW

Start Online Now for AU $29.50
Includes - Attendance fee, online system access, online resources, videos 
and documents, and 6 CPD points

 Register at hellodriven.com

 • Complete certification training presented through 
training videos - equivalent of one full day’s training

 • Self-paced learning with unique narrative-driven  
interactive training - two months to complete

 • Micro-assessments throughout course - no exam



  

 

 

 
 

1st International Conference of  

Applied Neuroscience 
Portside Conference Centre, 207 Kent Street, Sydney, Australia 

 

21 May 2019 Pre-Conference Workshop (7 CPD) 

                                                                                                                                             Dr John Arden 
Author of 15 books (translated into 20 languages) 
including, Brain2Brain, The Brain Bible, Rewire Your Brain, and Brain-
Based Therapy with Adults, and Brain-Based Therapy for Anxiety.  His 
new book is entitled Mind-Brain-Gene: Toward the Integration of 
Psychotherapy.  He recently retired from Kaiser Permanente where he 
served as the Northern California Regional Director of Training where 
he developed one of the largest mental health training programs in the 
United States. In this capacity he oversaw more than 150 interns and 
postdoctoral psychology residents in 24 medical centres. He has 
presented in all US States and 25 countries. 

22-24 May 2019 3 day Conference (21 CPD) 

KEYNOTE SPEAKERS 
 

 

 

 

 

 

 

 

 

Dr Roger 
Mysliwiec     

Psychosomatic 
Medicine                        
Auckland,  
New Zealand 

Thedy Veliz 
Marriage and 
Family 
Specialist, 
California, USA 

 Rita Princi 
 Clinical   
 Psychologist     
 Adelaide,  
Australia 

Dr John Arden 
Psychologist, Author, 
Presenter 
California, USA 

Mary Bowles 
Marriage and 
Family Therapist, 
Cororado,  
USA  
 

Daren Wilson 
Psychologist, 
Sydney, 
Australia 
 

• 30+ speakers, covering a wide range of applied neuroscience topics 

• Peer-to-peer networking and forum 

• Inaugural IAAN Annual General Meeting 
The 1st Annual International Association of Applied Neuroscience Conference will cover a variety of 
applied neuroscience topics. Topics will run in streams (psychotherapy, organisational psychology, 
education, pastoral) and there will be ample opportunity to choose which presentations to attend. 

   

 
ORGANISED BY: IAAN Conference Sub-Committee 

Please register online at www.iaan.com.au/events/ 
PO Box 4445  Qld  4078 conference@iaan.com.au +61 (0) 491 073 689 

https://www.amazon.com/Brain2Brain-Enacting-Through-Persuasive-Neuroscience/dp/1118756886/ref=sr_1_5?ie=UTF8&qid=1537402645&sr=8-5&keywords=John+Arden
https://www.amazon.com/Brain-Bible-Vital-Productive-Lifetime-ebook/dp/B00GWSXZE2/ref=sr_1_1?ie=UTF8&qid=1537402645&sr=8-1&keywords=John+Arden
https://www.amazon.com/Rewire-Your-Brain-Think-Better-ebook/dp/B003C2SOUG/ref=sr_1_3?ie=UTF8&qid=1537402645&sr=8-3&keywords=John+Arden
https://www.amazon.com/Brain-Based-Therapy-Adults-Evidence-Based-Treatment-ebook/dp/B0062O7L3C/ref=sr_1_1?s=digital-text&ie=UTF8&qid=1537402957&sr=1-1&keywords=Brain+Based+Therapy+for+Adults
https://www.amazon.com/Brain-Based-Therapy-Adults-Evidence-Based-Treatment-ebook/dp/B0062O7L3C/ref=sr_1_1?s=digital-text&ie=UTF8&qid=1537402957&sr=1-1&keywords=Brain+Based+Therapy+for+Adults
https://www.amazon.com/Brain-Based-Therapy-Anxiety-Clinicians-ebook/dp/B00IWYQUJ6/ref=sr_1_2?ie=UTF8&qid=1537402645&sr=8-2&keywords=John+Arden
https://www.amazon.com/Mind-Brain-Gene-Psychotherapy-Integration-John-Arden/dp/0393711846/ref=sr_1_7?ie=UTF8&qid=1537402645&sr=8-7&keywords=John+Arden
https://www.amazon.com/Mind-Brain-Gene-Psychotherapy-Integration-John-Arden/dp/0393711846/ref=sr_1_7?ie=UTF8&qid=1537402645&sr=8-7&keywords=John+Arden
https://www.iaan.com.au/events/
mailto:conference@iaan.com.au
https://www.google.com.au/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=0ahUKEwj5l5Hbh9nNAhVKKZQKHb-bDhYQjRwIBw&url=http://www.nzeatingdisordersclinic.co.nz/roger/&psig=AFQjCNGOLUAbJkftcdNtF9TkTVU8vCDGBg&ust=1467695954107792
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