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The Beginning
The inspiration and development
(10-minute read)
This first chapter details the twenty-nine-month journey from the initial inspiration to the first training. It illustrates, with relevant citations, the study of the evolution of various brain functions and the adoption of those processes into a viable and effective therapy that utilises a different approach from the more traditional methodologies. The reader who wishes to get to the techniques and protocols could skip to the next chapter but would be missing a great deal of exactly why BWRT is so powerful.
The Beginning
The impetus for the research that was to lead to the discovery of BrainWorking Recursive Therapy – BWRT – was a 2011 article in a science magazine about a series of experiments on subconscious brain activity by the scientist Benjamin Libet in 1983.
The experiments appeared to show there was a measurable gap of approximately .35 seconds between the earliest brain reaction to a stimulus and conscious awareness of that reaction (See Appendix A). This apparent evidence that the human animal does not have free will in the way it is usually thought of triggered the idea for a completely new style of therapy. It would be able to change troubling issues ‘at source’ in the subconscious instead of after they started wreaking havoc in the conscious mind. This realisation engendered an immediate impulse for urgent investigation, a sizeable part of which was conducted via introspection and thought experiment based on my many thousands of hours as a psychological therapist.
Any ‘event’, in reality, consists of a series of individual momentary perceptions and associated reactions, indicating that emotional response is the result of an instinctive, reflexive, or inherent process below the level of awareness. Most current psychological interventions generally seek to change the conscious translation of that process, rather than the modification of unwanted or undesirable reactions as they start. It is usually considered impossible to work directly with the subconscious (though some therapy models make dubious claims to do just that) mainly because although there is an awareness of what it does, there is no consensus as to what it is or even how it works. Notwithstanding this difficulty, the appeal of discovering how to employ this ‘cognitive gap’ of just over 1/3 of a second in psychological therapy was enticing enough to begin the study.
It was soon evident that there were and are many refutations and doubts about the veracity of Libet’s research, with claims of timing and/or equipment errors. It was also evident, however, that much later research by others (Haynes et al. 2008)[i] confirmed that there is, indeed, a measurable interval between reaction and awareness of that reaction, sometimes a considerably longer interval than Libet’s experiment showed. To some, this indicated a form of proof of predeterminism, and there are complex explanations in physics that could appear to support that notion, though they are concerned more with atomic physics than the human psyche, thus irrelevant to the project.
Study of biology and brain physiology led to the belief that this lag in transfer of data could only be due to the physical structure of the brain, bio electricity travelling relatively slowly at 360 kph,[ii] and so the focus was turned to the complexities of physical brain processes.
The concept of the Triune Brain (MacLean, 1960s) was the initial lead toward the eventual hypothesis that was to develop into BWRT. MacLean’s work had been dismissed as outdated and inaccurate, and indeed it is not possible that the brain evolved in the way he appeared to indicate. But the model had been created for use in psychiatry, rather than anatomy, and was intended to show the origins of psychological processes, so it was therefore a suitable model to work with. According to MacLean, the early brain originated in the first sentient animals some 550 million years ago, and he may have been referring to Dickinsonia, an organism first identified in Australia by Ronald Sprigg in 1947[iii]. It contained the primitive sensory processes to react to surroundings, events and changing circumstances and was essentially a survival mechanism. It is not possible to be certain of its exact processes, though MacLean posited that it was probably associated with instincts such as aggression, dominance, territoriality, and ritual display. This early brain is usually referred to as the ‘reptilian complex’, ‘proto-reptilian complex’, or ‘lizard brain’; the term ‘reptilian complex’ was adopted for the research project.
It consisted of what is now referred to as the brainstem and cerebellum and this simple organ had to perform every task essential to survival, i.e., every bodily function. It was evidently successful, ensuring the survival of the millions of primitive life forms that evolved over many millions of years. It was the first and only responder to events and was unencumbered by logical thought or reason, so responses to those events were almost instantaneous. There was no value judgement, assessment of desirability or otherwise, or any emotional response; all input was nothing more than data initiating inherent responses and though there is no research to indicate its primary function, it was a reasonable conjecture that at the most basic level was nothing more complex than ‘safe’, ‘unsafe’ or ‘unknown’.
The next stage of brain evolution, according to MacLean, was the paleomammalian brain, also referred to as the limbic lobe, that had evolved by around 200 – 150 million years ago, though there are gaps in the fossil record, and the evolutionary stages leading up to it are unclear (hence MacLean showing only that it had evolved as the second stage of the Triune Brain). It was a more sophisticated limbic system than previously but was essentially an upgrade rather than a replacement and could only function with the neuronal input from the reptilian complex. As far as it is possible to establish, it remained devoid of reasoning power or conscious awareness, being driven by the simple survival concept of eat, sleep, breed and avoid destruction. It appeared in the first mammals, which were small shrew-like creatures, and is the source of motivationally driven, emotional, and sexual behaviours.[iv]
The Initial Hypothesis
The information gained from studying existent current knowledge promoted the initial hypothesis that since nature does not replace an effective organ, instead expanding upon it, our modern brain, appearing 300,000 years ago [v] must almost certainly still be driven primarily by that simple first responder to events, the Reptilian Complex. At around the same time there was also the recognition that awareness (the ‘hard problem’ [Chalmers, 1995])[vi] probably inhabits the pre-frontal cortex, the last part of the brain to receive data from the reptilian complex, though the belief that this part of the brain is the location of awareness is by no means universal in brain science.
It is important that the neuronal distance between reptilian complex and pre-frontal cortex would account, at least in part, for the length of time before the output from the reptilian complex reaches awareness. At the time of the early research, the generally held opinion of the cerebellum was that it was concerned primarily with fine motor movement, though this did not seem congruent with the assumed fundamental survival function of the reptilian complex. However, that it had approximately four times as many neurones as the rest of the brain, and that they are faster and different in structure[vii] justified the conviction that the organ was, in fact, involved with the cognitive gap under study. (In fact, later research established that the cerebellum is far more involved with psychological processes than was originally believed and is connected neurologically to every other region of the brain (See Appendix B))
The remaining structure of the brain, the neomammalian complex, had evolved by around 2.5 million years ago according to MacLean; the current human organ, though not dissimilar, is far more recent, as previously stated. One of the most startling things about it is the fact that each of the 86 billion neurones  in the human brain is connected via dendrites and synapses to up to 10,000 other neurones,[viii] and the possible number of connections between them in an adult brain is in the order of 100 trillion.[ix]
The overall view at this point was that a therapy model based on the cognitive gap revealed by Libet’s experiments would need to be able to render unnecessarily arousing stimuli benign before they were acted upon by the amygdala to generate anxiety. That there would be no need to modify or circumvent conscious processes suggested that such a therapy would be effective and faster than current modalities.  
Subconscious revisited
The term ‘subconscious’ was created in the late 1880s by Pierre Janet[x] to account for what was happening in the human psyche that could not be explained by other means and seemed incongruous when used within the bounds of neurological process. The term ‘reptilian complex’ allowed for a clearer and more logical explanation of the psyche and was adopted as a replacement in this new model. However, there was now an impasse;  the understanding of the mechanism of the cognitive gap provided no insight into how it might be employed in therapy. It was self-evident that the .35 second gap was insufficient time to engage the psyche, much less deliver any therapeutic process. Yet it was also evident that life events could make lasting psychological change in an individual’s psyche and so it was clear that there was some mechanism, as yet unrecognised, that could engineer such change.
NB: From this point on there are few citations, since the work was carried out experimentally as a research project.
Part of the hypothesis so far developed was that among other functions, the reptilian complex incorporates a pattern-matching process to recognise and identify previously encountered situations, subsequently to generate a suitable behavioural response. (‘Suitable’, in this context, refers to any response employed previously that led to survival, irrespective of any post-amygdala emotional value.)
It was while a group of hypnotherapy students were being tutored about the fight/flight/freeze response in the psyche, and the subconscious tendency to repeat previous behaviour that had led to survival, that the next moment of inspiration arrived. One of those present remarked on the oddity that the freeze response to danger could be seen as reducing the likelihood of survival, while another commented that they had once been in a life-threatening situation and that it was ‘as if time stood still’.
Reflecting upon these comments later resulted in the realisation that during the freeze response, the reptilian complex probably ceases to process incoming data and neural traffic therefore stops. This hypothesis suggested that if correct, it allowed the possibility of working effectively with past trauma, and so some simple experiments were carried out with three individuals who had experienced relatively mild (non-life-threatening) trauma to which they still felt a powerful emotional response. One had seen her dog run over and killed, another had disturbed an intruder in her house, and the third had been dismissed from her employment after being wrongly accused of theft; they all recalled freezing momentarily.
Experimentation appeared to prove the hypothesis: in each case, vividly recalling the freeze moment and immediately playing through the eventual resolution with the added knowledge that survival was assured appeared to instantly remove the residual anxiety associated with recalling the event. Importantly, testing on follow-up sessions at one month and two months indicated that the resolution may be permanent. While it was not the ‘working in the gap’ process originally envisaged, the immediacy and apparent permanence of reduction of symptoms was accepted as an acceptable ‘proof of concept’.
A rough draft
A rough draft of a process introducing an artificial ‘stop’ to mimic the freeze was created and the idea was tested on a willing student who had developed a fear of driving after an accident. They were asked to close their eyes and vividly recall the accident and the ‘stop’ was introduced, along with another key part of the BWRT process. This was followed immediately by the instruction to think about how much they really enjoyed driving and hold that thought in their mind for a few moments. The result was eminently rewarding, in that the student immediately stated that the accident now felt completely unimportant, and contemplating driving no longer created anxiety.
Now dubbed ‘Brainworking’ the therapy had become a seven-step structured procedure, wherein the volunteer would recall a memory, say how it felt and how they would like to feel instead, vividly focus on the memory, be subjected to the artificial stop process, adopt the replacement response, and the future visualised. It produced reliable and speedy results with the relatively minor issues on which it had been tested and was subsequently introduced at a conference for psychological therapists as a ‘work in progress’. The reaction was mixed, and there was much scepticism about the claim of instantaneous total release of anxiety in a single session in almost all cases. (Such claims are not uncommon in the world of psychological therapies but usually fail to be reliably replicated.)
Final enhancements
More development was carried out over the next few months, and it was finally ready to be introduced to the first cohort of students. Though the sample rates at the time of the first training were clinically small, those first fifty students (many of whom are still BWRT practitioners) began to experience similar results immediately they adopted the process into their practice.
There have been many further refinements introduced since 2013, but the basic engine of BWRT remains unchanged.
BWRT Level 1
The primary technique
(5-minute read)
Disclaimer: The functions and processes ascribed to the reptilian complex, and the manner in which BWRT works, have not, as yet, been verified by any biological, medical or scientific procedures, though there are hundreds of thousands of empirical results that support the veracity of the claims. The functions and processes so described provide a logical and scientific explanation for (a) the BWRT methodology and (b) the high level of success. There are few, if any, other therapies that can offer either.
Before addressing the ‘Virtual World’, the first technique upon which much other work is based, it is helpful to have grasp of the psychological processes stemming from the response of the reptilian complex (AKA Lizard Brain) to stimuli from the world. It is convenient to consider that it is the cerebellum that is the most reactive part of the complex. The cerebellum is essentially a pattern matching organ connected to every other part of the brain and containing over 80% of the total 85 billion neurones.
Those 80%, all 68 billion or so of them, are different from the others in the rest of the brain, granular and very fast, though nobody has yet been able to discover the processes by which they work. But if we take Libet’s assertion of roughly 1/3 second before there is conscious recognition of the stimulus – or, more precisely, the result of the stimulus – and also that bio-electricity travels at approximately 100 metres per second, it becomes evident that the neural pulse has covered more than 33 metres of neural connections between stimulus and awareness.
A neurone–can be as small as one millimetre, and each is connected via a synaptic gap to the dendrites of other neurones, so there could be up to 33,000 synaptic ‘tests’ of the reaction to the stimulus before we are even aware that it exists. There is currently no clear understanding in science of the processes involved, and it is possible that at each synapse the stimulus is tested for modification or the need for additional input. It is within this complex network of neurological processes that BWRT creates change, converting the stimulus from, say, ‘fire up anxiety’ to ’no problem’ before it gets anywhere near the amygdala - the ‘emotion generator’ part of the brain.
It is important to be aware that such change can only be made where there is no logical reason for the arousal. The process cannot override genuine threats to survival and to that end, the practitioner always ensures that the result of the change to the impulse is possible, plausible, and fair. In other words, it is made certain that the required change would be possible for somebody, plausible for the patient when taking their entire ecology into account, and fair – that is, it must be entirely for the patient’s good, not in any way to the detriment of somebody else.
Preparation
The preparation entails a little education about the presence of the cognitive gap, why it exists, and what needs to happen if the therapy is to be as successful as it can be. Where the problem is a direct anxiety – something that involves only the patient’s response, such as fear of spiders, wasps, birds, etc. – then the entire therapy will often be completed in just a single session. The experience of thousands of sessions suggests a permanence of around 99% with most of the remaining 1% being successfully resolved on a follow-up session.
For more complicated issues, there is a dedicated intake form which will reveal the presence of trauma, grief or other issues that could be underpinning the presenting difficulty, and anything of that sort would be addressed first, often requiring just a single session.
The preparation done, it is time to apply whatever protocol has been decided upon and for many issues a process called the Virtual World, will be used:
	Run a preparation process to prepare the Reptilian Complex for work, including a memory of when the problem was active. 

	Establish how the patient would like to feel about it instead of how they feel at the moment. 

	Establish a future landmark, usually an imaginary memory. 

	Run the protocol: 



	Access the memory of how the problem feels. 

	Create a special ‘wait state’ to access the reptilian complex. 

	Specific methodology to modify the response as required. 

	Recursive loops of the modification, again a specific methodology. 

	A brief period of relaxation. 

	Consolidation of the change. 

	Debriefing (checking that all is well) 

	Review the outcome and repeat the protocol if necessary. 

	Seek to ‘fire up’ the original trigger and rework if necessary. 



The technique has a distinct advantage over other therapies where an active memory must be accessed, in that it only has to be held for 3 – 5 seconds rather than being held in an active state throughout most of the session, as in EMDR, for example. The eventual resolution is tested by (a) reviewing the result when the patient accesses the same memory they started with and via determined attempts to re-arouse the emotional state associated with the presenting symptom. Most of the time, the arousal is hugely reduced or even totally absent after the fifteen – twenty minutes or so of the protocol delivery. While it would be false to claim that all presenting symptoms can be resolved in such a short time frame, it is totally fair to state that BWRT is always faster than any other therapy and there are very few patients for whom it is not suitable.
This protocol can be used to provide an effective resolution for: anxiety, panic attacks, PTSD, all phobias, all fears, resilience issues, smoking cessation, acceptance, guilt and guilty secret, goal achievement, sexual abuse, anger, humiliation, dismissal, rape, misophonia, self-worth, mild-moderate depression, mild-moderate OCD, childhood issues, work-related stress, relationship issues, and more. There are specialised ‘targeted’ protocols and training for some of those, providing an exceptional degree of skill to make the work faster, easier or deeper, but all can usually be resolved via the judicial use of the Virtual World. 
There are four other effective protocols for certain issues:
	Association Method used when the patient is currently in a troublesome situation that cannot easily be completely resolved, this process lightens the stress until the situation is dealt with. 

	Mental Steering to relieve PTSD after a traumatic event of any sort. This can be effective for even quite severe cases. 

	Future Memory this one is useful where the client needs a confidence boost for pursuing any life or career plan. 

	Memoryless as its name suggests, is used when the client has an ongoing anxiety situation but with no memory of any event that presaged it. 



So, Level 1 can do a great deal, but in the next chapter, we’ll explore what Level 2 can do.
BWRT Level 2
The core identity therapy
(4-minute read)
BWRT Level 2 is designed specifically to work with what are known as ‘core identity’ issues. These much more complex than the ‘standard’ fears, phobias and anxieties, etc., with which Level 1 deals so easily, and people even sometimes identify themselves by the problem, as in:
	I am an alcoholic 

	I am a gambler 

	I am a drug addict 



Of course, there are many more than just those three and any issue that could be preceded by ‘I am a…’ is likely to be a core identity, though not necessarily one that needs any application of therapy. ‘I am a therapist’ or ‘I am an accountant’ would not be considered as indicative of problems, of course, as would ‘I am a drug addict’, ‘I am a gambler’, ‘I am a waste of space’, ‘I am a workaholic,’ and similar. It is where a negative or uncomfortable aspect of behaviour not only dominates somebody’s life but occupies, or is involved with, more of it than any other single concept that it can be called a core identity issue.
The psychological difficulties Level 2 is designed to deal with are:
	Alcohol or narcotic dependence 

	OCD 

	Gambling 

	Depression 

	Eating Disorders 

	Binge eating and drinking 

	Addictions 

	Sexual obsession/addiction 

	Other sexual issues 

	Bullying (being bullied or bullying others) 

	Substance Abuse 



As a matter of interest, the BWRT therapy model is not in any way similar to other ‘fixes’ for some of these issues, such as the ‘twelve step programme’ and others. BWRT does not require continued attendance at meetings, or continual confirmation of the problem. It works entirely differently.
Level 2 work is not usually as fast as Level 1, as you might imagine, but it is not unusual for addictions to be fully resolved in 4 – 6 sessions. To anybody who lives with a core identity problem, that sounds impossible, but it has been borne out over and over again by many different practitioners. BWRT works differently from other therapies and so any comparison with other ways of working is not really valid.
The major difference from other methods is that with BWRT there is no need to discover the original cause to ‘defuse’ it – BWRT works in an entirely different manner, different even from other solution focused therapies. On some occasions, though, that originating cause suddenly becomes totally clear as a result of the questionnaire, and in those cases, it can be dealt with easily and immediately.
A virtual new self
The system includes the development of a virtual version of self that is effectively a new self-identity that does not have, and never has had, the presenting difficulty. As with Level 1, the therapy works entirely with already existent neural pathways in the patient’s mind and does not rely on the adoption of new ideas or suggestions from the therapist, which could even be alien to the patient’s thought processes. It is exactly the same as if somebody is asked to imagine themselves wearing a new outfit, without any suggestion of how the outfit looks – the individual would automatically choose an outfit they think suits them and in which they feel confident.
At this point, the patient simply observes the new self as if looking in from the outside to just ordinary everyday life and is not yet directly associated with it. This is because the presenting issue in core identity work is so entrenched, it is unrealistic to expect a major change of behaviour in one fell swoop and so a process called the ‘Unlock Routine’ is used. The Unlock Routine is not designed to make a sudden drastic change but only to introduce the concept of a new self living a comparatively ordinary life, free from the incessant drives of the presenting issue.
At this point, it is not unknown for the patient to be vividly convinced that they are already released from the grip of the problem, while others might feel less certain that there is any difference at this point, which is usually the second or third session of therapy.
Whatever the patient’s reaction and belief, they can be reassured that what they have been experiencing is as expected and they will not begin to feel the true benefits of the therapy until after the completion of the next stage.
Since that last session they will have completed a short home assignment, a worksheet in which they have to enter the results of a brief mental exercise; this creates the gradual strengthening of the neural pathways created during the Unlock Routine, providing a solid foundation for the complete association of the new self, via the work of the Reboot Routine:
	Preparation: Creating of a mental video of ‘the best thing about being free’ (which is established during the Unlock questionnaire) This will be assessed for suitability, though the patient can maintain a ‘core of privacy’; create the future memory. 

	Activate a dynamic image of the ‘old self’, which will be subject to the BWRT procedure to create the wait state and connection to the Reptilian Complex. 

	The Adoption replacing the old, dissociated self and associating with the ‘new self’. 

	Activate the ‘best thing about being free’ video. 

	Experiential psychological loop process. 

	Relaxation, consolidation, debriefing. 

	Trigger guards for any specific triggers (dealers, pub mates, betting shops, etc.) 

	PAL check of the original self. 



An assessment session will be conducted around seven days after the Reboot Routine and if there is a need for any further work, it will be commenced immediately, sometimes via a rerun of the Reboot Routine and trigger guards. When all is well a goal setting process or ‘exploration of your future’ provides a good close to therapy, and this can be conducted via formal cognitive work or the use of creative work such as the ‘Warriors, Settlers & Nomads’ concept of personality-related methodology. This last is covered in a later chapter.
Next, there is an exploration of Level 3 BWRT, Psychobiology, which allows effective work with physical symptoms.
BWRT Level 3
Working with physical issues
(4-minute read)
Disclaimer: BWRT Level 3 makes no claim of diagnosis, cures or alleviation of symptoms and works with psychological processes to assist the patient in finding whatever comfort is possible. Where remission/alleviation of symptoms is encountered, it is assumed that this would have happened anyway, though may have occurred sooner than otherwise as a result of the BWRT process.
It was evident from the start that Level 3 was always going to be a difficult process to develop, both from the point of view of ensuring the patient’s medical needs are not compromised and the possible anxiety among some professionals about working with physiology. As a result, a great deal of study was carried out to ensure these concerns were properly and fully addressed, thus creating confident in the concept.
The programme
Many texts, both medical and ‘consumer’, were studied to glean as much information as possible about which conditions would readily respond to psychological intervention. The results were carefully checked to ensure as far as possible that any facts that could not be backed by science were not included in the final training. Once everything had been sourced and identified, a list of the physical conditions this level of training can work with was completed:
	Hypo/hyperthyroidism. 

	Autoimmune illnesses (such as: Diabetes II, Pernicious Anaemia, Hashimoto’s thyroiditis, Chron’s disease, some allergies, etc.) 

	Underactive immune system. 

	Adrenal Fatigue (or adrenal insufficiency.) 

	Cushing’s Syndrome (or high cortisol.) 

	Cholesterol problems. 

	Hypertension. 

	Vasovagal Syncope (stress/anxiety induced fainting.) 

	Bradycardia (slow heart rate.) 

	Tachycardia (fast heart rate.) 

	Digestive illnesses. 

	Many bowel illnesses and conditions. 

	Circulatory problems. 



A practitioner is only allowed to work with the above conditions with the knowledge and agreement of the relevant medical professional(s) with whom the patient has consulted. Also, there is no assertion or claim that the programme sets out to ‘cure’ any of the above, only that it can provide effective help to improve physical wellbeing and comfort, often hugely so, even in the case of terminal illness.
The patient is intricately involved with the work of therapy, with home assignments being required for most issues and this results in a more positive mental attitude and a high ‘Believability Index’ that is tested during the delivery of the protocols. It is a known fact that physical change can be brought about by the action of thought and focus upon the physical body, sometimes referred to colloquially as ‘mind over matter’ and it is this that the programme seeks to achieve.
The practitioner will have gained at least a functional grasp of all the major relevant systems in the body and be able to explain clearly how the patient’s physiology should be working, why it is not, and how therapy will seek to address the situation. This explanation will always be provided in plain English, rather than medical ‘jargon’, so that the patient has a complete understanding of the process.
A broad work plan helps to maintain a good work structure which includes:
	A specific technique to assess suitability for this style of work. 

	An explanation of the way the brain works similar to that employed in Level 1, including the information that the brain is part of the immune system. 

	questionnaire to discover and resolve negative values and agenda 

	Any Level 2 techniques as necessary to create best core-belief of wellness 

	Level 1 techniques to resolve any issues arising as a result of the Intake Questionnaire 

	Ensuring the understanding of the client about the process involved. 

	Implementation of the neural communication channels (BWRT specific process) 

	Implementation of the main Protocol 

	Possible extra session work: Level 1 to resolve issues arising since the previous session before more neural pathway work 



The therapy is intended for use with chronic or long-standing conditions, especially catastrophic illness, rather than transient conditions such as infections. ‘Catastrophic’ does not mean ‘terminal’, but life-changing and usually incurable conditions such as auto-immune disorders, thyroid issues and problems with adrenal glands, among others. It is not restricted to such though, and it can help those with almost any long-standing condition, including terminal illnesses, to feel more comfortable.
BWRT cannot achieve a full resolution of incurable illnesses any more than conventional medicine can, but it can focus the patient’s psychological energies onto changing what can be changed and managing that which cannot.
The protocol template
For safety reasons, the protocol employed in Level 3 work is not shown here, since there is a need for medical and/or psychological knowledge to fully grasp the meaning and capability of the process. Suffice to say that it addresses every necessary system and ensures a total ‘failsafe’ process where the worst thing that could happen is that it would not produce the required level of change.
This has completed the exploration of the three main Levels of BWRT and we will now be exploring many specialist protocols, commencing with the Psychology of Trauma & Abuse which is in itself effectively another Level of the BWRT methodology.
Psychology of Trauma & Abuse
Working with psychological leftovers
(4-minute read)
This is intended to be used where the patient is for one reason or another unable to respond adequately to other work methods, usually because of trauma or abuse of some sort. Although it is not in itself truly designed to resolve what the presenting difficulty is, experience has shown that this is actually quite frequently the case. Where it is not, however, it has the effect of releasing the blocks to therapy that previously existed.
A questionnaire explores the patient’s beliefs about, and experience of, several concepts in their life as well as the nature of the psychological drives in their Reptilian Complex (or subconscious). It explores, among other concepts, their relationship with their parents, their subjective experiences of childhood, how much control they feel they have over the life, and their attitudes towards death and sexuality. These last two are explored because we cannot exist without the one, and that existence is always ended by the other. They therefore are fundamental to life.
At this point, the presenting issue might well have been resolved, though if not, therapy will continue into the second stage of work, specifically oriented towards resolving any deep-seated trauma, though the client is always given the option to forgo this work.
Auto resistance
This concept refers to the type of resistance which is completely beyond the control of the patient who exhibits it. It is not a wilful refusal to fully engage with therapy but an entirely subconscious process that is not controllable, even though the patient will often be aware that they are somehow blocking the progress of therapy. This type of resistance is common where there has been abuse of some sort and is often brought about by a rather unusual concept – the reptilian lock.
The reptilian lock
The reptilian lock concept describes the situation where, although there is a difficulty in the patient’s life, the Reptilian Complex assesses that resolving the issue will lead to an even greater risk, and therefore seeks to avoid any change. A hypothetical example is: In a situation where an individual is standing blindfolded on a steel girder above a 500-foot drop, they know that movement could be fatal, so standing still is the safest option. There is an urge to escape the situation but attempts to do so could lead to destruction, where standing still leads to survival – in the short term at least. Movement will be inhibited, perhaps by paralysis.
A ‘real world’ example might convey a clearer idea of how abuse can result in such a situation:
A child hits a parent and the parent hits back harder each time until a sensation or belief becomes apparent in the child’s mind that physical survival is threatened. The acquired learning pattern is that you know that if you hit hard, your survival is threatened. This would probably result in an inability to strike another with any force, the end result being an exaggerated fear of violence and an inability to defend self against it if it occurs. It could also create the situation where the individual could never beat anybody at anything, therefore becoming ‘a loser’.
It can sometimes be created by a quite different situation, where an individual in an abusive relationship discovers that trying to extricate themselves in any way results in a worsening of the humiliation, physical attacks or whatever. They learn at a deep instinctive level, perhaps based on earlier experience, that the safest response is just to keep quiet and endure it. Coupled with feelings of shame and embarrassment, and possibly guilt, the reptilian complex acquires the instinct to remain as safe as possible by avoiding addressing the abuse in any way.
Sometimes, the lock itself might be protected by the adoption of defensive ideas such as: ‘I hear therapy can actually make you worse’; ‘You can’t stop, ever, you’re in it for life’; ‘It’s so expensive I couldn’t afford it’ and similar, none of which carry any truth where BWRT is concerned.
The three major types of abuse - physical, psychological, and sexual – are explored, as is also the type of ‘mixed’ abuse that can occur in relationships, and a specific protocol is employed that works in a special manner to avoid triggering the lock to close even more profoundly than it was originally.
PTSD
Much of the time, where there is the sort of resistance discussed in this programme, it is evidence of PTSD. The practitioner will know how to explore for this and, more importantly, how to completely resolve it.
PDSD/CPTSD
PDSD – Prolonged Duress Stress Disorder – is often referred to as CPTSD (Complex PTSD). The symptoms can be similar to ‘standard’ PTSD, though may well be less intense or dramatic. It is usually responsible for mood swings between anxiety and depression, though is more likely to cause insomnia than nightmares. Where PTSD is created via a single dramatic event, PDSD is the result of a cumulative lower-level trauma being brought about via an unremitting level of stress/distress being present over a long period of time. Examples are being subject to a continual harangue in the place of work; being constant witness to the type of trauma witnessed by police or paramedics; any situation creating continual profound anxiety where there is no opportunity to exert any form of control.
Whatever is revealed, the BWRT practitioner will have the tools to resolve it to help the patient to find the best life possible.
In the next chapter, we will be exploring the largest and probably the most profound of the current BWRT courses, the PLUS (Personal Life Upgrade System) programme.
The Personal Life Upgrade System
The ultimate life-enhancement programme
(5 – minute read)
The BWRT PLUS programme is more than a life coaching process, though it does include that. It is actually a whole life upgrade system that works to remove negativity, build resilience, resourcefulness, life skills and more. It is both investigative and remedial, and based completely in neuroscience.
It is a large programme, split into three separate stages, each one a complete integrated programme in itself, while laying the ‘foundations’ for more complex work later. Each stage within itself is constructed in the same manner, every process creating positive change as well as preparing the psyche for the next step.
It is entirely possible to create a customised programme for a client with particular requirements.
Stage one - the primary system tune
The BWRT PLUS questionnaire threads its way through the programme in sections, rather than seeking to extract all information at the beginning and this means that the practitioner can get to work creating change much earlier than is possible with other programmes. This programme creates speedy change, especially to begin with, and if all the questions were asked at the start, the answers might well be irrelevant later, so profound can the change be.
There is a brief exploration for the existence of grief or other trauma at the beginning (though no intensive investigation), only because the existence of such issues will effectively prevent any notable improvement being made to the quality of life overall. Should either situation be evident the client is advised that it might affect the success of the programme and is offered the chance to deal with it immediately and swiftly, usually in just a single session, sometimes in only a few minutes.
When all preliminary work is complete it is time to move on to one of the most important of protocols in this part of the programme, the Preparation for Change and once that is successfully completed, the practitioner will continue to:
	Dissolving residual stress 

	Immune system tune (partly biopsychology) 

	Neutralising any shame, guilt or embarrassment 

	Exploring specific childhood learning experiences of self 

	Improving personal life balance 

	Psychological resilience 

	Any self-destructive processes inhibiting progress. 



And finally in stage one, there is a Confirmation Protocol that consolidates the work done so far and provides a daily mind exercise for the client. It also prepares them to function without the practitioner’s input, because at this point, the first stage is complete and further work should cease, to allow consolidation for at least two months.
Stage two - the major system update
Stage two builds on the foundational work created previously and is designed to remove any remaining limitations as possible as well as act as a honing device for goals and achievement. Since it will have been several weeks since the last session, the practitioner will run through a checklist to ensure that all is well and resolve any problems as necessary.
There can be several reasons for recidivism, the most likely one being the negative influence of friends and/or family - not an uncommon instance when an individual makes positive and evident changes resulting in greater confidence and ‘presence’ and where this is the case the practitioner will be able to advise accordingly.
The above might well be the work of just a few minutes, after which the programme moves on to the Minor Health Issues protocol - it is a fact that when major changes in the psyche are created it can create a form of stress which can result in the client experiencing minor health issues. This protocol, effectively an ‘add-on’ to the Immune System Tune in stage one, is a simple but effective process that rallies the psyche to overcome minor ailments of what might be called ‘general malaise’ that has no meaningful physical cause. It will not override true illness of any sort though.
It is during this stage of the work that we start to take personality into account, using a specific version of the Warriors, Settlers & Nomads concept created by the author in 1997 and published in book form by Crown House Publishing in 2000 (ISBN: 9781899836482). This concept explores the balance between the three fundamental behaviours Control, Adaptability, and Charisma and is ideal for the programme since it reveals core strengths and weaknesses. It is the balance between the three that governs - almost dictates - the individual’s ‘way of being’, and that can have a profound effect upon many areas of life. A ‘lite’ version of the concept is employed at this stage of the work, using just ten questions, after which the course shows clearly how they are employed in this stage of the work.
The foundation work of this stage complete, we move onto the rest of the work:
	Goal Explorer: Exploring the suitability of any goals and personality. 

	The Inspiration Engine: To define a first or new goal where necessary. 

	The Central Core: To neutralise negative influences. 

	Assertiveness and self-worth: Exploration and enhancement if needed. 

	Symptom Group Defuser: To clear any remaining limiting beliefs. 

	Self-trust & self-belief: Enhancing the ability to stand up for self and ideas. 

	Anger filtering: To convert raw anger to manageable irritation. 

	Pain management: Two methods for relieving chronic pain. 



Again, the client is made ready to function without the practitioner’s input for at least two months to allow consolidation of the huge amount of work that has been conducted during this stage.
Stage three - the full system upgrade
This is by far the most complicated part of the programme and commences in a similar manner to stage two, with a check to see that there has been little or no recidivism since the previous sessions, and remedial protocols applied as necessary.
This stage starts with a more complete application of the Warriors, Settlers &. Nomads concept, looking beneath the surface values and exploring their part in a generally successful life. This concept has been used for almost a quarter of a century by therapists all over the world, has been required reading in many therapy courses which involve personality work, and has proved its worth over and again.
The rest of this stage covers the following complex concepts in sufficient depth for the practitioner to make excellent use of them, and the client who completes this stage of the work will have made inestimable improvement in their life.
The subjects covered in the remainder of this level are:
	The Fluster Buster: The antidote for overwhelm. 

	Health, Longevity and ‘Enjoymentability’: Getting the best of life. 

	The Mojo Activator: To fire up enthusiasm when necessary. 

	Stress, Sleep and Telomeres: The gateway to health improvement 

	Reptilian Meditation Exercise: Easy and deep for busy people 

	Ageing Resistance: To delay the inevitable. 

	The Maintenance Programme: To sustain the changes that have been made. 



All of the above are covered in great detail and those that affect the physical being employ the same straightforward clarity of language employed in the Level 3 training, avoiding medical ‘jargon’ as far as is possible.
That brings this chapter to a close and in the next, we are going to explore how BWRT provides an effective resolution for Obsessive Compulsive Disorder, or OCD as many know it.
Obsessive Compulsive Disorder
Releasing the grip of a complex disorder
(4-minute read)
Obsessive Compulsive Disorder is well-known as being one of the most difficult of presenting issues to work with. Described by Freud as a ‘crazy illness’ it defies many therapeutic efforts to begin with, then may start to respond, only to abruptly revert to its original state. It is generally held that it is underpinned by anxiety and yet when the anxiety is dealt with the OCD frequently returns after a period of remission and may never have disappeared completely in the first place. 
This illness takes various forms, including intrusive and obsessive thoughts with no physical response, often referred to as ‘Pure O’. There are also a number of ‘obsessive-compulsive related’ disorders such as Emetophobia (fear of vomiting or other people vomiting) and Body Dysmorphic Disorder[xi] - they all have obsessive tendencies, though few, if any, of the ‘classical’ symptoms of OCD.
Cognitive Behavioural Therapy has often been promoted as the ‘go to’ psychological therapy for OCD. But whatever therapy is employed (and most, including hypnotherapy, are unsuccessful in the long term), it is almost inevitably based on the notion that effectively managing/reducing the anxiety will result in some reduction of symptoms.
BWRT takes an entirely different approach and assumes that the anxiety is, in fact, simply co-existent with OCD, generated by the same processes in the psyche that create the OCD response in the first place, rather than acting as the driver. So, in the beginning of the development of the ‘Working with OCD’ programme, it was decided to investigate the notion that the OCD behaviours are a form of surrogate activity, a replacement for something else. There have so far been no clinical trials of the process, but empirical evidence indicates that the programme achieves a higher success rate than most, if not all, other therapeutic modalities.
One of the biggest problems when working with this illness is the patient’s conviction that their repeated action is somehow mysteriously associated with life and death - they often believe that if they fail to complete their action, somebody close to them will die. In those cases, it is as if there is a belief, maybe unconscious, that they are imbued with some special power which, if not handled very carefully and respectfully, can cause great harm to life, either theirs or that of someone else. Thus, those presenting for therapy present with a fear, albeit subconscious, that if ‘their’ OCD were to be ‘cured’ some unmitigated disaster would befall them or someone close to them. And it would be their fault.
The training here explores many of the typical patterns of behaviour for the benefit of the understanding of the practitioner, though these are not, and do not need to be, addressed with the patient during the therapy.
	Hand washing or use of wipes, maybe at specific intervals or after even momentary handling of almost anything. 

	Cleaning - commonly bathrooms, kitchens and lavatories, sinks sometimes the whole house or a doorstep. 

	Checking that things are as they should be - doors are locked and bolted, electric equipment is off, etc. 

	Counting. Anything – eggs in the ‘fridge, stripes on wallpaper, lampposts on a journey and so on. 

	Hoarding - anything, even useless items. 

	Arranging things in order, in parallel with each other, or in perfect angles etc. 

	Ritualistic routines, such as operating a light switch thirteen times, avoiding certain numbers, spelling words backwards. 

	Reciting neutralising material to offset obsessive thoughts. 

	Compensatory behaviour after OCD-related transgressions. 

	Repeating a word over and over that has ‘grabbed’ their thoughts. 

	Seeking reassurance from imagined threat. 

	Avoiding certain numbers, odd numbers or even numbers. 



Working with the client
Work begins with the usual outline of the BWRT process, ensuring the patient has a clear understanding of the ‘cognitive gap’ between response and conscious recognition of that response. From there, the idea is introduced that OCD may not actually be caused by the anxiety they feel.
Some preliminary preparation and exploration work into the subconscious drives, as in the Trauma and Abuse programme, is followed by a comprehensive questionnaire to help the practitioner gain a full and complete understanding of the way that the OCD affects the particular patient – like many psychological problems it can be highly personalised.
This is followed by an exploration of any traumatic events or situations that have occurred in each of five life development stages. It is not necessarily the case that any one event will be at the root of the OCD and anxiety (though this sometimes turns out to be the case), but the interplay and juxtaposition of them that is the cause. This is because of a complex process called categorisation, where the brain groups apparently disconnected things together, so that when something is amiss one of them, it affects all the others. Once this group is identified, the practitioner can get to work to neutralise the connection, then conduct another important part of the work, which consists essentially of two separate protocols:
	The Reconditioning Protocol which is designed to condition the psyche to the gradual acceptance that the behaviours, including OCD, are no longer relevant and can be left behind as the client moves on through life. It does not seek to make an instant change and is essentially a preparation for change. 



	The Consolidation Protocol which is only applied once it has become apparent that any suddenly arising negativities or difficulties have been properly resolved. This part of the programme, as the name implies, consolidates the changes that have been made. 



Finally, as a ‘belt and braces’ concept, the patient is taught a first aid ‘trigger stop’ they can utilise if they encounter stresses that they fear might retrigger the condition.
Working with children
Although there is a suitable and effective programme for working with children, there are many complex issues and possibilities that are best left to a practitioner to fully explain. They are not covered here, since to do so might create misunderstandings that could actually worsen the problem. Suffice to say that if you have a child who suffers OCD, help is available with BWRT, but the practitioner will need to speak with you at some length before embarking on any therapy.
The next chapter details the specialist courses for the related ills of Free-Floating Anxiety and Depression.
Anxiety & Depression
Resolving the pain to enhance the life
(5-minute read)
Anxiety and depression are two of the most common of psychological ailments. Even though they have different presentations, they are related illnesses, occasionally appearing together, and sometimes switching from one to the other or alternating between them. They can be apparently endogenous, as if hard-wired in some way, or triggered as a response to a life event which the patient experiences an inability to cope with or control. The major difference between them is the level of energetic activity, both psychological and physiological; overactive in anxiety and low or totally absent in depression. In this chapter, for ease of understanding, each is discussed separately.


Anxiety
The specialised Abolishing Anxiety Protocol was designed specifically to work with Free Floating Anxiety (FFA), where the patient complains of feeling anxious, even severely so, most of the time but has no idea why.
The important thing about Free Floating Anxiety is that it is entirely self-cycling. It is as if the Reptilian Complex has learnt that the whole of life is one big risk and the individual who has inherited a fear base will continue to search for risk everywhere even where there is nothing that others might be aware of.
It can have a huge number of causes but at root level always comes back to fears about survival – though it is not necessarily always about physical death. The mechanism is straightforward: the Reptilian Complex is not a reasoning or rational body and so the feedback from awareness can only be taken literally. It has little or no intrinsic recognitions and for our purposes we can accept that the outcome of every single behaviour pattern has been learnt as a result of the emotional feedback it receives. If that feedback happens to carry emotional distress, especially if it includes an ‘end of’ concept or ‘cannot survive’ reaction then as far as the Reptilian Complex is concerned it is The End. Those words themselves, when emphasised, often carry a specific feeling as they are read or heard, such is the responsiveness of the Reptilian Complex. After The End there is nothing. Oblivion… the very thing that the human animal fears most.
The course examines one of the major triggers of FFA - change in all its various forms and gives several example situations that clarify why this should be the case. In this situation we are not looking at crippling anxiety, the causes of which are usually quite obvious, but at a low level, intrusive attack on psychological wellbeing. It examines the effects of the parent-child relationship in their formative years, what they were taught about their capabilities and position in life, and any erroneous beliefs or suppositions about anxiety.
Even though FFA carries a relatively low level of anxiety, it needs a sharply focused therapy to resolve it, and the reason it can be difficult to resolve with ‘ordinary’ therapies is that they work at the result of FFA, rather than the anxiety itself. BWRT, as is usually the case, seeks to get to the absolute core of the problem via a targeted questionnaire that includes a search, via body maps, of the somatic responses to anxiety, the whole of which allows us to provide a highly personalised therapy.
One of the problems that can beset therapy for anxiety of any sort is the period between sessions where the patient must live a ‘normal’ life (as opposed to the rarefied atmosphere of the consulting room) where all the triggers still exist. This can result in a plateau phase, where gains made in the session are lost by the time the next session is due and to avoid this, the patient is given a small home assignment that has the effect of maintaining the decrease in neural activity achieved with the relevant BWRT protocols during the therapy session.
As with all BWRT courses at the time of writing, there have been no scientifically controlled trials conducted but empirical evidence suggests a high success rate with little recidivism.
Depression
As usual, the BWRT Defusing Depression programme approaches the problem of depression from a totally different angle, ignoring the oft-repeated advice that it is ‘anger turned inwards’, although it does cover the possibility that anger might be among the psychological processes that result in depression. Most of the time, ‘standard’ therapies focus on the effects of depression, but they are all associated with the past and cannot be changed. It sometimes escapes notice that a ‘depressing situation’ is not depressing when it first happens, only becoming so with the passage of time. There are two main forms of the illness:
	Reactive, where something has happened that resulted in depression and even if the patient has no idea what it is, they can probably remember when it started. 

	Endogenous, which used to be known by the old-fashioned term ‘melancholia’ and the patient is sure that they have always felt the same. 



NB: The type of depression found in bipolar disorder is not suited to the work of this program and needs a highly specialised programme.
The main theory on which the programme is based is that animals need a purpose to remain active and focussed, be it the pursuit of the next meal, sex, warmth, security, dominance, acceptance, recognition, or any one of a whole lot more possibilities. The human animal differs in only one major aspect and that is that we often have a central emotional focus in our sphere of existence; it might be broad, associated with what we perceive to be our position in society or career, for instance; narrow, focussed upon our family; or narrower still and focused predominantly on one ‘object’ or group. A spouse, perhaps, or children or pets.
When a relatively minor mishap strikes at the periphery of that focus, we experience anxiety that motivates us to do everything we can to regain the former state, which process becomes the new purpose, the new focal point. When we are unable to regain that state, the new focus point collapses and full-blown depression is the result, exactly the same response as when a major disaster strikes - a business fails, or a spouse dies, for example. Then, we have irretrievably lost our focal point in life… and there is no longer any stimulus to which we feel the need or wish to respond.
This idea, and others, is explored in depth and continues through to relevant questionnaires and consideration of personality conflicts before working with the relevant protocols, of which there are three:
	The Detach Protocol - because depression is an all-consuming state and one which the patient frequently seeks to protect, we make no attempt to create sudden improvement. This protocol seeks simply to separate the patient from their current state allowing gradual change. 

	The Energiser Protocol which is employed after the detach protocol has been successful and patient has developed a new ‘life focus’ - as the name suggests, it seeks to raise energy levels in the psyche. 

	The Easy Acceptance Protocol for use where the client is still reacting negatively to an event in the past, even though there is no longer any connection. 



Empirical evidence suggests that the majority of the time the depression ‘fits’ the theory upon which this programme is based. Even when that is not the case, however, because all BWRT programmes have a built-in ‘failsafe’ concept, the therapy still provides a satisfactory solution.
In the next chapter, we will be exploring the Neurological Analysis Protocol and the Major Life Reset.
Neurological Analysis & Major Life Reset
Working with the roots of belief
(5-minute read)
The two protocols are completely different from each other yet seek to perform the same task - that is, to resolve a tangle of psychological processes that can so often cause despair. In the first case, the individual suffers an issue with no clearly defined cause to work at; in the second, there is the one who proclaims that their whole life is ‘just one big mess.’
Neurological Analysis
The premise upon which Neurological Analysis rests is simple: if a symptom triggers a particular response, other situations that occurred in or before the same stage of life development and which triggered the same response(s) are in some way connected, as far as the reptilian complex is concerned. In other words, if, say, five things create fear, they are grouped together in the subconscious, even if invisibly. So, if one is triggered, so will be the others and the individual cannot focus on any one of them as a cause.
It could be a simple thing like the smell of somebody’s breath, the colour of the clothes they’re wearing or a background sound of some sort, because the reptilian complex observes and links every aspect of a threat situation.  Therefore, we explore different stages of the patient’s life, looking for issues that have a common psychological response, even though it might not be obvious. The stages are:
	Emergence of self-awareness: 3 – 5 years old 

	Exploration of the physical world: 6 – 10 years old 

	Development of autonomy: 11 – 15 years old 

	Separation from childhood: 16 - 21 years old 

	Development of maturity: 22 years onwards 



The reptilian complex has only three responses to any given situation or concept, none of them sophisticated. So, fear is fear, and if two or three situations create different types of fear, then they are grouped together as representing threat, and anxiety of any type always boils down to fear. The life situations that might be relevant include:
Being lost, verbal attack, physical attack, humiliated, physical abuse, psychological abuse (‘mental cruelty’), being neglected, jeered at, appearance criticised, being abandoned, sexual events, being rejected, being let down, sudden change, feeling out of place, bullied, being caught out, threatened, being dismissed, imprisoned.
These are, effectively, a starter list into which we insert the presenting difficulty and then ask the client to recall occasions where any of these happened, and their subsequent psychological reaction - i.e. fear, nausea, disgust, shame, guilt, embarrassment, or anything else, or any other situations they have encountered that has caused distress. Once complete, everything is entered into a table that clearly shows which events are associated by the same or closely related psychological responses, and thus, a ‘master list’ which reveals everything associated with the presenting difficulty.
The practitioner has several choices of how to proceed from this point:
	Ask the patient for more complete details about the event(s) listed and work with each  accordingly, using the relevant protocols. 

	Just work in the ‘standard’ manner of getting a replacement response for each concept in turn, working on no more than three in any one session. 

	Grade them in order of client preference, and work on each one in the order the patient prefers. 



While it is entirely possible to use any of the existing protocols to work through each of the issues associated with symptoms, as shown above, it is sometimes preferable to combine them into a single concept to resolve multiple issues simultaneously. Accordingly, a unified protocol was created that provides that possibility with the failsafe exit to standard work if it becomes apparent that the single concept approach is not suitable for any reason.
Major Life Reset
Essentially, this protocol is a single-session  life rebuilding process (which can be quite lengthy) or, more precisely, a rebuilding of the foundations of the life psychology. It is designed specifically for the individual who experienced abuse throughout all or most of their formative years, resulting in them becoming doubtful or cynical, maybe rebellious and/or auto-contrary, inconsistent and lacking any form of life enthusiasm. The symptoms may include:
	Childhood problems that keep on plaguing them. 

	Early adult life problems that they keep repeating involuntarily. 

	Poor self-confidence and a feeling that they are just ‘not right’. 

	Recurrent problems with situations such as: 



	Relationships: wrecking, jealousy, conflict, dependency, aggression 

	Debt: borrowing, gambling, spending unwisely, being ‘bailed out, obligation 

	Failures: career, repeated business ventures, bankruptcy, exams 

	Health: addictions, eating issues, sleep issues, hypochondria, allergies 



They will feel as if they are ‘totally messed up’ for one reason or another and that their whole life tends to totter from one abysmal situation to the next. They will usually have a background that matches one of the following:
	Their earlier life was acceptable as far as they can recall until some change occurred. 
	Their earlier life was poor quality as far as they can remember 
	Their early years varied unpredictably between poor and acceptable. 


There are many potentially disastrous ramifications to this circumstance: profound emotional immaturity; excessive subservience or aggression; excessive uncertainty in self; insecurity; unshakeable belief of being ‘weird’; free floating anxiety; subconscious belief of not being able to be liked; excessive dependence on approval; impaired decision-making ability; ready but unwarranted acceptance of guilt; total acceptance of ineffectiveness; emotional suppression; inability to integrate fully with others. There are probably far more but these are the most prevalent and it’s not difficult to understand how they arrive, given the circumstances during those important years when the personality is developing and consolidating.
Much of the preparation work is conversational, exploring how somebody who had never experienced such situations might be – this process is not hurried since it activates neural pathways that may always have been dormant, or only occasionally active.
Once a full exploration has been completed, the patient can be assured that they have created ‘a really good alternative self’ which is a good indicator of their ability to get the best out of the therapy if they want to continue. There is nothing that can be done in the event of a refusal at this point, other than to discharge them from therapy with the advice that they can return if/when they feel it is the right time to do so. Assuming an affirmative however, we work with four of the five life stages used in the Neurological Analysis programme:
	Emergence of self-awareness: 3 – 5 years old 

	Exploration of the physical world: 6 – 10 years old 

	Development of autonomy: 11 – 15 years old 

	Separation from childhood: 16 - 21 years old 



From birth to adulthood is a continuum, of course, but our thought processes change markedly during that time and by collecting the most vivid recall in each period we can establish the quality of our client’s life at the time. Then, in the protocol itself, we work in reverse order, repairing each stage as we go back through them so that each younger representation we work with ‘knows’ that however they are at that time is going to lead ultimately to that new version of self.
The idea might sound highly improbable, or even ridiculous but empirical experience suggests otherwise!
In the next chapter, we will be looking the BWRT Eating Disorders programme.
Eating Disorders
A radical approach with BWRT
(4-minute read)
The Eating Disorders programme is one of the newest additions to the BWRT ‘stable’ and, as usual, takes a radical view of the problem, in that there is no work on diet or eating until a great deal of other fundamental ground has been explored. This is because although the evident problem is to do with food intake (or lack of) it is almost always the case that the disorder has little or nothing to do with food at all, but with a psychological process that for one reason or another remains invisible.
As a result, although the course is designed to work with Anorexia Nervosa, Bulimia Nervosa and Binge Eating, it is likely to also be effective with many other types of the disorder, including ARFID (Avoidant Restrictive Food Intake Disorder) and others. Also, it is designed for people aged 15+, rather than children.
To begin the programme, an exploratory initial consultation is always conducted in which the practitioner:
	Outlines the way the therapy is going to work. 

	Explains that there will be all sorts of questions asked. 

	Clarifies that any omissions or ‘fibs’ will compromise the therapy. 

	Seeks a positive agreement from the patient that they wish to proceed. 



The main body of the programme includes a comprehensive questionnaire which is threaded through each section so that only issues which are going to be immediately addressed are asked at any one time. This means that we can get to work much faster than is usual with eating disorders. There is an easy-to-conduct but quite deep exploration of several important areas of the patient’s life that include techniques designed to discover thought processes that are all-but invisible to the conscious mind. These include internal conflict between different aspects of personality and the psychological problems created by remarks made by others, as well as their own thoughts, as well as what the patient fears others might think.
An important part of the programme challenges common beliefs and suppositions without trying to force change but by encouraging recognition to arrive naturally. In fact, at no point is any attempt made to force the patient to a recognition of any sort, since it is an established fact that if somebody is pushed, they tend to push back. Therefore, much of the programme involves exploration into how the patient perceives themselves in relation to others, without any criticism, but with some investigation into how that comparison was arrived at. This style of working closely echoes the way the brain learns throughout the whole of life and will often reveal internal thought processes of which the patient had no previous awareness.
Personality work
The ‘Warriors, Settlers & Nomads’ concept (covered in detail in a later chapter), created in 1997 by the originator of BWRT, has been the agent of change for a great many people over the years, including those with various different forms of eating disorder and it is therefore incorporated into this programme. It explores the psychological drivers of Control, Compliance, and Charisma the combination of which govern:
	The way an individual approaches life in general. 

	The difficulties involved with control. 

	The conflict that can arise as a result of ‘personality clash’. 

	The presence of internal conflict and doubt. 



Rather than a series of questions to establish the patient’s personality, a faster, scenario-based process is employed to establish the ‘major player’ as well as the ‘second in command’. These are essentially different parts of the personality and there will inevitably be subconscious conflict between them, which is investigated at some length to discover the connection, if any, to the eating disorder. This part of the programme also explores the patient’s relationship with their parents because a close but troubled relationship can underpin eating disorders.[xii] Among other issues, they can be frightened of disappointing their parents, or feel that they are the ones who must somehow regulate or manage familial upsets.
There is also an exploration to discover if any comments about the patient’s disorder, and their responses to those comments, has resulted in a ‘fixation' of an idea or concept that is supporting, or even causing the problem. This is followed by relevant protocols to resolve any issues that have come to light, and often creates a new sense of wellbeing in the patient, sometimes even the beginning of an entirely new ‘way of being’.
Stage five, the final part of the programme, begins with a comprehensive assessment of the patient’s progress. At this point, there should be a considerable noticeable improvement as far as the idea of eating ‘normally’ is concerned, if not in actual consumption, and if there is not, there is work to discover:
	The best approach to continue with more work 

	If the therapy is already as complete as can be achieved at this point in time. Where this is the case (rare) a ‘therapy rest’ may be needed. 



That completes the overview of the Eating Disorders course and in the next chapter, we will be looking at three life-changing protocols, Smashing Limits, Neural Manifestation and Financial Confidence and Success.
Smashing Limits, Manifestation & Financial Success
Resolving self-sabotage to fully engage with life
(4-minute read)
The majority of individuals never really find the success they seek - if they even start looking for it, rather than just thinking about it. They are easy prey for marketeers offering this or that programme ‘guaranteed’ to get you what you want and promising to reveal the secret that the government or some other body does not want you to know.
Most of the time, whatever is on offer completely ignores the real issue that is getting in the way of success - the individual’s own subconscious mindset. Almost everybody has a whole set of built-in limiting processes that have been acquired during their formative years and the more ambitious the pursuit, the more powerfully they operate.
BWRT has three programmes to resolve the issue, Smashing Limits, a powerful programme to resolve self-imposed limits to any form of success, Neural Manifestation, a scientific coaching-for-success programme, and Financial Confidence and Success to deal with the discomfort, secrecy and guilt that so often surrounds many aspects of wealth creation.
Smashing Limits
This programme is designed specifically for the client who carries a general feeling of having somehow missed out on an ‘instruction book of life’ which it seems to them as if everybody else has read. The resulting sense of inadequacy can extend into many areas of life:
	The sense of worth, capabilities, and intelligence of self. 

	The effectiveness and perceived credibility of self. 

	Achievements in career, education, hobbies and life in general. 

	Physical abilities and capabilities 



They create extraordinarily limiting internal views of self that are usually situation specific. An individual may well be totally competent in even the most demanding of career situations but descend to immature gaucheness while on a first date, for example. They might be able to address a football stadium full of hecklers for a presentation but be tongue-tied and inept when it comes to social chatter.
These internal representations are protected by the psychological responses of guilt, embarrassment, shame and just plain ‘feeling silly’ and similar, and so usually remain unadmitted. They continue to act in the background though, and unless brought to light and ‘mended’, for want of a better word, can exert their sabotaging influence for a lifetime
The depth at which this process works is such that emotional arousal, sometimes quite profound, is inevitable and so a special protocol is employed to leave the client feeling comfortable within themselves without undoing the work of the session.
When the programme is complete, usually after four sessions or so, any issues remaining can be effectively resolved via standard BWRT protocols.
Neural Manifestation
Various styles of ‘manifestation’ processes have existed for some considerable time and one notable version was ’The Secret’, a book and film propounding the ‘secrets of the Law of Attraction’. It conveyed the impression that it was only necessary to know what you wanted, why you wanted it, and that you deserved it, and it would almost miraculously find its way to you. Not surprisingly, it was a hit with those who wanted all the ‘goodies’ in life - the penthouse apartment, sexy partner, supercar - without having to get involved in the messy business of having to somehow gather enough money to pay for it all.
The real secret is that if you want something you have to do something to get it, but it is a fact that most people have some kind of self-limiting process in place that invisibly sabotages plans for success, and this is where BWRT Neural Manifestation can make huge changes. It:
	Will not make anybody ‘rich beyond their wildest dreams’ – but it can help them to become as rich as is possible for them to become. 

	Cannot achieve any goal on its own – it empowers you to use your resources in the best way possible to ensure success 

	Cannot get you anything you want – but it might get you everything you want, if what you want is realistic. 

	Is not magic and cannot do magic – but it will often seem like it. 



The programme employs several different protocols and techniques designed ensure recognise, and take advantage of, all opportunities to find the success you seek.
Financial Confidence and Success
This programme commences with an important observation: it matters not one jot what the conscious mind thinks about a project, whether it’s positive, negative or somewhere in between, because the Reptilian Complex can easily override or ignore it. An individual can school themselves, or be schooled, into truly believing they will definitely ‘make it’ (perhaps by coaching or manifestation) but if the Reptilian Complex has learnt that for whatever reason, financial abundance represents a threat, it will ensure as far as possible that wealth is avoided. It may even ensure a complete failure to hold on to any serendipitous financial gains that are made.
In preparation for the main work, five important facts are explored in detail, including the fact that there is nothing magical or mysterious about acquiring money whatever purpose it is intended for. It is a completely logical process – we have to do something to get it.
There is a comprehensive questionnaire that explores many areas of life which might be involved with financial success or otherwise, including formative years and the teaching of parents and other influential adults. It is not unusual to discover that what was intended to create a careful attitude about money has instead installed a destructive process.
Once all the information has been gathered and assessed, several different protocols are employed as necessary to negate any obvious issues that have been revealed via the questionnaire. Any destructive connections in the Reptilian Complex between money and other fundamental processes are explored and a specific protocol employed as necessary, along with a Money Reset Protocol for use where financial issues had not originally been a problem. The final part of the process is the Financial Success Protocol, which is straightforward, but which would have no effect were the underlying issues not resolved.
In the next chapter we will be exploring the Relationship Reboot and Procrastination Buster programmes.
Relationship Reboot & Procrastination
Cutting through the misunderstandings and resistance
(4-minute read)
Although relationships and procrastination are not intimately linked, it is not at all unusual to discover the second occurring in the first, often to the detriment of all concerned. Although they can be found together in those circumstances they are discussed individually in this chapter.
Relationship Reboot
This programme is designed for:
	Romantic relationships: issues in both singles and couples. 

	Familial relationships: siblings, parents and older children. 

	Work and career relationships: from the view of both employer and employee 



Romantic relationships
There are two levels of therapy, Basic, for straightforward issues with a  single individual, and Compound, where there is a need for professional assessment of the entire dynamics and interaction of the relationship.
The basic level is just that, working solely with the patient’s own feelings and not taking account of the way others feel or behave. It’s effective, fast, and asks as few questions as possible. The compound level looks at every possible cause and every possible solution. It is more thorough but takes longer and helps to stop future problems instead of just resolving current ones.
The course material includes a unique formula that assesses:
	The ‘functional wellness’ of the relationship 

	If change is a feasible option 

	The likelihood of compromise 

	The likelihood of acceptance 



The result clearly shows the likelihood of success so that the individual can make an informed decision as to whether to continue with therapy.
Familial issues
It is not possible with the material of this course to cover every possible conflict between every possible family member. It does, though, give an effective method for working with parents and older children, sibling conflict, and problems with ‘incoming’ partners of those family members - frequently a source of much discontent.
The ‘Warriors, Settlers & Nomads’ (see next chapter) concept has been used with relationship issues for many years with generally good outcomes and so is employed here as well.
Work related issues
Issues associated with careers and work often have more possible variations than do familial relationships and so the focus here is specifically on the psychological aspects of four specific areas:
	Boss problems 

	Employee problems 

	Colleague problems 

	Imposter syndrome 



The psychology involved in these areas responds well to BWRT standard protocols, though there might well be a need for the deeper work of Level 2 on some occasions.
Working with couples
This area of therapy is fraught with all manner of difficulties, and a lot of the work, as would be expected, is moderated discussion to explore grievances and misunderstandings. The BWRT practitioner will be skilled in ensuring ‘fair play’ from all parties, including the practitioner, who is specifically taught to remain unbiased. They will also know exactly when it is necessary to work separately with each half of the couple, allowing them to discuss issues they feel unable to introduce in a joint session.
The Procrastination Buster
Procrastination has much in common with OCD and is probably just as deserving of Sigmund Freud’s descriptor of the latter as “A crazy illness.” The procrastinator needs to complete a task or make a particular decision but is compelled by some invisible psychological force to delay it; they don’t want to spend time agonising about something that they are aware must be completed eventually anyway, but that same invisible psychological force insists they must.
When they finally do make the decision or complete the task, they then start to worry that they might have missed something or made a mistake. On the other hand, if they procrastinate for long enough, they worry about the consequences of having to rush the decision or hurry the task to avoid incurring some penalty or other mishap because of the procrastination.
There are three different procrastination modes - General, where the individual procrastinates about almost everything that needs a decision; Causative, where they are required to make a decision that affects others; and Situational, where there are one or more complicated issues that are specific to certain situations or tasks - specific situations, in other words.
The course is designed specifically for those experiencing the General mode of procrastination, since the other two modes will respond well to the more standard BWRT work.
The problem with questions
Requiring anybody with a tendency to procrastinate to answer complex questions is fraught with all manner of anxiety-inducing processes, and so the usual formal questionnaire is not used in this case. Instead, an ‘enquiry’ method is employed where the patient only has to tick ‘agree’ or ‘disagree’ to statements about several different specific situations.
The statements, along with other information gathered by conversation, allow for an accurate assessment of the patient’s particular procrastination drive and the mode in which it operates (there are twelve possibilities, which goes some way to showing why working with procrastination issues can be so difficult on occasions.) Once all the information has been compiled the ‘restoration’ work can be commenced, sometimes with one or more of the standard BWRT protocols, or occasionally when it has become clear that it is needed, Level 2 work.
As previously stated, it can be extraordinarily difficult to provide a resolution for procrastination that is both effective and permanent, and it is likely that the programme to guarantee that situation simply does not exist. But the BWRT programme comes closest and has already helped many thousands to get free from the frustration.
In the next chapter we are going to explore the Business Coaching Programme and Warriors Settlers & Nomads.
Business Coaching & Warriors, Settlers & Nomads
Supercharging the quest for business and personal success
(4-minute read)
Although the two courses reviewed here provide an excellent foundation for true success in business, Warriors, Settlers & Nomads started out in life as a self-help book published in 2000 by Crown House Publishing Ltd. (ISBN: 978-189983648-2). It became a training course shortly after that and has been developed a great deal to become a major player in the field of personality assessment within psychotherapy and is not restricted just to the world of business.
Business Coaching
Eighty per cent of startups fail in the first twelve months, usually because not enough attention has been paid to the essential, if somewhat boring, groundwork that will underpin stability. There are myriad reasons for this, not the least of which is the failure to recognise that one of the major requirements for success in whatever business is pursued is that it must suit the personality and ‘style’ of the individual who will be running it. To this end a full assessment of personality type, suitability, needs and availability of resources is carried out as part of the programme – many, maybe most, individuals have abilities and resources they had not previously recognised, and these will be revealed and explored.
The main ‘engine’ of the programme is M.A.G.I.C! – an acronym for a process first introduced in 2007 that can be thought of as a ‘success engine’,
the value of which has been proven many times over. It stands for:
	Motivation 

	Allocation 

	Generation 

	Implementation 

	Cooperation 

	! Stop! Think! Test! 



Motivation is an essential prerequisite for business success, but it is not sufficient if it lasts only while the first flush of enthusiasm for a new venture exists. For this reason, this aspect of ‘MAGIC!’ is explored in great depth.
Allocation is where the essential resources for success in whatever is being sought are investigated and developed if they are low or absent.
Generation is where the ‘bare bones’ of the business plan are formulated, the essential elements. This is essentially a ‘Big Picture’ outline of the plan into which the finer points are inserted later.
Implementation is where the final plan is built on the foundations created during the Generation stage and an ordered plan of progress is created. Often, the main plan will already be underway while this part of the process is being completed.
Cooperation is where we use a special technique to ensure the processes of the Reptilian Complex are ‘aligned’ with the conscious plan to minimise the chances of self-sabotage. (One of the most common causes of failures.)
! Stop! Think! Test! explores the way in which other areas of life might change as a result of success. This includes the reactions of others to the change(s) of status and possibly financial situation.
Personality Conflicts
This part of the programme explores for any evident conflict between the ‘outer’ more visible self (the ‘public’ self) and the inner private self, as far as the business plan is concerned. Where there is, it can result in what can be best thought of as an ‘internal disagreement’ where the internal self has a negative but invisible response to some part of the plan. There is usually no conscious awareness of this conflict, and it only becomes evident as errors and mishaps occur, sometimes along with a ‘sneaky’ feeling that ‘perhaps this is not the right thing for me’. When this happens, BWRT can resolve the situation.
Warriors Settlers & Nomads
NB: There is no claim that this text presents an anthropologically accurate record of Homo sapiens. It is simply a hypothesis based on the concepts of evolution and epigenetics that provides easy access to the inner workings of an individual’s mind and the way they are ‘designed’ to be.
Archaeology suggests that for millions of years, Homo sapiens lived in groups of 25-50 hunter-gatherer individuals. Then around 10,000 years ago, the earliest settlements appeared, perhaps founded by tribes that were community-minded, pooling their different skills and resources so that they no longer needed to continually roam the world for food and sustenance. There were other, more aggressive Warrior tribes, who would eventually discover these settlements, and were quick to seize the opportunity of an easier life. Some others, though, the original Nomads, enjoyed the change of the seasons and location, and though they would also have discovered this new arrangement for living and stayed for a while, they would soon move on.
So where previously, each tribe had its own ethos, things now started to become mixed and after a few centuries, every human on earth would share different amounts of the traits and behaviours of those from whom they were descended. Everybody has something of all three types, but most have a dominance of one of the three:
	Warrior types are down-to-earth, practical, critical, quick to spot error, great planners and organisers and like to be in control. Team leaders. 

	Settler types are friendly, communicative, adaptable, intuitive, can be moody, but are great negotiators and problem solvers. Team players. 

	Nomad types are energetic, enthusiastic, adore change and excitement, risk takers, usually charismatic ideas people. Not team people at all. 



Of course, there are many more than three personality ‘styles’ but most are defined by the ‘mix’ of those three and the one that is dominant.
The ‘WSN’ concept can be used to enhance business achievements (as outlined above), for personal life improvement, to resolve issues with relationships, career, general wellbeing and much else. The original questionnaire was compiled in 1998 and tested extensively via an internet-based MLM type of study which resulted in more than 3,700 responses and an apparent accuracy rate of close to 80%.
The current questionnaire is the direct descendent of that early version and includes an additional section that explores the conflict between the ‘public’ self and the inner ‘private’ self that is often quite different and occasionally reveals resources and capabilities that may have never been used, nor even recognised as available. The Warriors, Settlers & Nomads concept can be used to great effect in almost any life situation you can think of, from business success and career-climbing, enhancing skill levels in almost any pursuit, and even helping to keep romantic relationships romantic… or recognising that it really is time to quit.
Next, there is an overview of four protocols that excel at specific tasks.
Four More Protocols
Working with some fundamentals
(4-minute read)
The process described here are specialist programmes that produce rapid change though should certainly not be considered as ‘quick fixes’ that will not last. As with all BWRT programmes, they are designed to produce a permanent result.
Disarm Destructive Anger
This course was designed by BWRT supervisor and trainer, Sumedha Bhise and addresses anger at its very root in the primal recesses of the brain and can resolve destructive anger in only 4 or 5 sessions.
Anger is an expression of ‘fight’ rather than flight or freeze, having a higher energy than the other Reptilian Brain reactions to threatening stimuli. It is therefore more difficult to manage with traditional therapies when it turns harmful. Since BWRT works directly with the Reptilian Complex, it is ideally suited to this work. Destructive Anger is often masked and may show only as sadness or anxiety on the surface.  The course is based on well-established BWRT Protocols that have been employed many thousands of times in a variety of circumstances with first-class outcomes and can therefore be relied upon to provide a reliable base to therapy.
Neurophysical Enhancement Training
This protocol started out as a simple protocol to enhance muscle tone and physical strength, but it quickly became evident that it could usefully be extended to enhancing physical health in general, improving longevity as a result. It doesn’t pretend to be an exhaustive physical fitness programme – which would be a major undertaking  – but is an accessible enhancement of fitness and general health concept for the majority of individuals.
It is ideal for anybody who wants to improve physical performance of any sort, whether it is endurance running, sprint, lifting weights, athletic competition, football or any other pursuit that relies on physical fitness. Because it is based on both psychological and physiological processes, it can be beneficial for several situations:
	The ‘couch potato’ who wants to prepare for physical exercise. 

	The confirmed non-exerciser who wants to stay as fit as possible. 

	The moderate exerciser who wants to maximise benefit. 

	The one looking for rehabilitation after illness or ischaemic events – express consent from their doctor or medical consultant will be needed. 

	The athletically fit individual who is looking for ‘max performance’. 



The programme is ideal for use with those who might find physical exercise difficult because of a chronic health condition such as Diabetes, Parkinson’s, Fibromyalgia, CFS/ME and auto-immune disorders. It will not need much, if any, modification, though there will be a need to take account of physical limitations if/when introducing them to physical exercises using solely bodyweight. Because of the efficacy of the psychological aspects of the programme, it will be entirely possible for an individual with even quite pronounced limitations to make improvement to physical health.
BroadBand for the Brain
‘BB4B’ for short, this was originally part of the SymbioDynamics course in 2007, and while it is not ‘totally BWRT’, it provides the ability to work with physical processes as well as the more familiar psychology. BB4B in its original format is an effective standalone therapy for working with various issues including:
	Eating difficulties 

	Concentration enhancement 

	Sexual problems 

	Obsessive Compulsive Disorder 

	Boosting the immune system 

	Performance enhancement 

	Physical energy 

	Physical illness 



Because of its previous successes, it is a mandatory training before studying the BWRT Level 3 course, which is designed to provide effective help with a number of physiological issues. It encompasses some of the ideas of psychoneuroimmunology but approaches that process almost invisibly and in a way that works without our client having to even know the word, let alone understand what it means.
When the first version of BB4B was introduced in 2007, it used hypnosis and a form of post-hypnotic suggestion; later, after the early successes of BWRT, some modifications were made to create a faster and more effective work method, though the original hypnotic scripts remain available as an option for use if required.
Fear of Death
The fear of death, or Thanatophobia to give its common name, is ubiquitous. Evolution has ensured that every living creature has an urge to escape the event as far as is possible, even those who cannot truly have an appreciation of the actual concept of death. Fear makes them scuttle, run, slither, crawl, hop, or whatever their method of locomotion is, to escape the imminence of ceasing to exist, even if they have no awareness of self as a living entity, or of the concept of oblivion.
The human animal, as far as we are aware, is alone in having an awareness that eventually, they will cease to exist, and that awareness generates a level of fear in some that is not far short of what it would be if death were imminent. Imagination, ego, and foresight combine with the impossibility of fully comprehending nothingness to create a fixation on the very thing they fear most - extinction. Even if it were possible to completely remove the fear of death, it would be unwise as well as unethical, and so the programme seeks to suspend it, in order that the patient can enjoy simply being alive to the full.
As might be imagined, there is a comprehensive questionnaire and a specifically created protocol, The Continuum, referencing the fact that every person who has ever lived, or will ever live, is part of it and that the patient is currently occupying precisely the part of it that they were destined to occupy.
But perhaps the most important part of it is the reminder that no matter what any fervent individual emphatically states about whether there is or is not an ‘afterwards’ the truth of it is that nobody knows… and doubt can occasionally be a healing concept.
Now we move to South Africa, to explore the changes that BWRT has made for thousands by one of the earliest adopters of the process.
BWRT in South Africa
by
Rafiq Lockhat, MA
(4-minute read)
This part of the book briefly details some of the development of BWRT in South Africa, including how it became registered healthcare restricted to only those with clinical qualifications.
BWRT in South Africa was the first place BWRT was taught outside of the UK. It is an interesting story of how that happened. Rafiq Lockhat, a Clinical Psychologist who was already in practice for over 20 years at the time, did the first BWRT online training course in 2013 with Terence Watts. He was so impressed with the speed and permanence of the therapy that he decided to try it out on all his patients admitted to his private inpatient psychiatric clinic in Cape Town called Summit Clinic.
He had the opportunity to investigate BWRT’s effectiveness on a wide range of psychological and psychiatric conditions e.g. depression, bipolar disorder, PTSD, C-PTSD, phobias, anxiety related conditions, suicide attempts, panic disorders, sexual trauma and childhood trauma amongst others. He became Terence Watts’ research partner and collected detailed information on all the patients he treated with BWRT. When he had collected 200 case studies he flew to the UK, in September 2014, where he and Terence Watts spent the week revising and editing the training manuals. He returned to South Africa and presented his findings at the annual Psychological Society of South Africa’s (PsySSA) international congress held that year in Durban.
South Africa has an acute shortage of mental health practitioners for its 60 million population. As a result, the demand for BWRT has exploded. To date over 2000 mental health specialists, consisting of Psychologists, Psychiatrists, Registered Counsellors and Clinical Social Workers have been trained.
Over the past 10 years the following institutions have received training in BWRT: the  South African Military Psychological Institute, the Eastern Cape Provincial Education Department Psychological Services, the KwaZulu Natal Provincial Education Department Psychological Services, Student Wellness Centres of the University of the Western Cape, University of Stellenbosch,  University of Cape Town, Northwest University, University of Fort Hare and the  City of Cape Town Employee Assistance programme.
It soon became clear that practitioners needed specialized training in particular fields that could not be covered in sufficient detail in their level 1 and level 2 training. As a result, colleagues who had expertise and substantial experience in particular fields constructed courses that would significantly upskill practitioners and increase their competence and confidence. Shelley Kim Hall a Clinical Psychologist from Empangeni, with a keen interest in child therapy had effectively adapted the BWRT process and protocols to teaching children. She innovatively applied these skills online during COVID and her knowledge promised to assist many other professionals finding themselves in similar spaces, not being able to consult physically with their clients. So, Working Online with Children was born as a four-hour, CPD accredited master class, and her implementation of techniques that could be applied online.
Since the end of the pandemic the course constantly evolves to accommodate the dynamic therapeutic environment with children and has gone beyond just using BWRT with children in an online environment. Shelley’s passion for the use of BWRT has encouraged her to push the boundaries with her therapeutic skills, constantly innovating and translating these findings into her course. The short course was welcomed upon its release and continues to be a sought-after resource four years later, especially among professionals already working with children or seeking to integrate therapeutic practices with children.
The next BWRT short course was presented by the late, and it would be an understatement to call her great, Dr Elisa Mecco. She was a qualified and practicing Psychoanalyst with 30 years of experience, who trained in BWRT in 2017, immediately saw its potential for real change. Even though BWRT arrived late in her therapeutic career she instantly adopted the technique and made it her preferred therapeutic approach and soon put together a specialized course on BWRT and Borderline Personality Disorder. This course focused on the clinical diagnosis and understanding the development of Borderline Personalities and then on the specific BWRT methodologies to work with this client population. It was a remarkable success when it was taught. Sadly, Dr Mecco passed away in 2023 but her course has been taken over by the equally capable and very experienced BWRT practitioner Annerie Joubert, who has redesigned it and currently presents an updated course.
Young adults and teenagers form a complex segment of the communities that we engage with in South Africa, posing unique challenges for practitioners in the field. Hannelie Spies, drawing from her background as a teacher in an inclusive education school in Canada and later as an Educational Psychologist, gained invaluable experience working with children facing learning and mental health difficulties. Her early career insights paved the way for her current success with BWRT. Hannelie's pioneering use of BWRT in neurodiverse contexts (focusing particularly on ADHD and autism spectrum disorders) has yielded transformative outcomes, empowering her clients to surpass expectations. She developed a specialized course in 2022, focused on applying BWRT techniques specifically tailored for young adults and teenagers. This structured and technical approach has since become an integral component of our short courses, enriching our offerings to professionals in the field.
From the outset, Huda Gamieldien, alongside Rafiq Lockhat, laid the structural foundation for BWRT's rapid growth in South Africa by establishing robust business structures that were able to address the requirements to implement and scale such a dynamic venture. Securing legal accreditation from relevant authorities such as the HPCSA as well as the Companies and Intellectual Property Commission, was crucial to establishing credibility and a public profile. She also developed effective platforms for both patients and practitioners to engage with BWRT, essential for gaining traction and professional respect.
To ensure the proper implementation and uphold BWRT's integrity, the team has grown to include 15 BWRT Supervisors, made up of experienced Psychologists with multiple BWRT specific training qualifications. BWRT's course offerings have evolved from two introductory courses to include an additional five specialized courses developed specifically for the South African context. The extensive database of practitioners has become a valuable resource for anyone seeking mental health assistance.
BWRT in South Africa shows no sign of abating as the demand continues and its reputation as a groundbreaking psychotherapy spreads.
The Griefbuster
Rapid and safe resolution from pain and despair
(2-minute read)
The BWRT Griefbuster protocol is essentially a joint effort between Terence Watts and Rafiq Lockhat, as will become clear shortly.
Lockhat has a special interest in grief, stemming from his time at a large government psychiatric hospital where he worked in the specialized grief unit. In 2014 when he started using BWRT in private practice, he realised that it could not be successfully employed in grief-related conditions and so continued to research how it could be utilized with this often-debilitating condition.
Then in 2015 he created a protocol combining BWRT processes with the material in Terence Watts’ highly successful, hypnosis-based, Griefbuster script written in 1991. At the time this was written, it was held that only atypical grief could be helped by any form of therapy, the general advice being that this could not be conducted before the ‘four tasks of mourning’ had been completed. They are:
	To accept the reality of the loss 
	To work through the pain 
	To adjust to a life without the deceased 
	To emotionally relocate the deceased. 


Also, there was the accepted processes of grief following the pattern of Denial, Anger, Depression, Acceptance though it appeared that there was little, if any, clinical research into the validity of any of these rules, and they may well have been decided upon arbitrarily, eventually becoming a standard process for grief work.
However, none of this was suitable for working with the immediate aftermath of traumatic bereavement brought about by criminal activity such as muggings and shootings, road accidents and other extreme events, that were and are common causes of sudden death in South Africa. And it was while perusing Watts’ original text that Lockhat realised that because BWRT works via an entirely different process from other therapies such as hypnotherapy and CBT, it should be possible to create something which could be employed in the immediate aftermath of bereavement when necessary.
And so, after some editing and the addition of new material, the original script was eventually ‘reborn’ as the BWRT Griefbuster using the original premise of ‘letting go’ reworked into a ‘loving goodbye’. It immediately proved to be successful. The results have been astounding and practitioners have reported often immediate relief that is reducing the intense pain, that often accompanies complicated grief, to normal sadness.
The Griefbuster was then expanded for use in ‘normal’ grief to accelerate the rate of recovery, thus reducing the pain and suffering that usually accompanies the loss of a loved one. It has subsequently been expanded for use with abortions, miscarriages, still births and loss of beloved pets. It has proven to be an incredibly useful psychotherapeutic technique for the effective treatment of grief.
Where to from here?
Assistance for therapists or patients
At this point you might be wondering (a) how you can get some training in this new therapy, or (b) how you can contact a therapist to help you with a problem. This final chapter answers both those questions.
Training
While the information given here is correct at the time of writing (mid-2024) it is entirely possible that there will have been some changes by the time you are reading this text. The Terence Watts BWRT Institute is a legal entity allowed to use the term ‘Institute’ in the business name (‘institute’ is considered a sensitive term in UK law). This means that we were required to declare our entire professional ethos, including training procedures and quality control, before we could gain such permission. To this end, we have a team of professional Supervisors and Mentors to provide support to practitioners worldwide, as well as highly qualified trainers in several countries.
No experience
Currently, if you have no therapy experience whatsoever, you may be able to train directly with Terence Watts on the Newcomers Course (some countries are excluded). This training comprises monthly online sessions, with home study, and monthly one-to-one meetings with your specific Mentor, where your response to the home assignment for that month is discussed. The course includes instruction on the business and practical aspect of being a practitioner as well as two different therapy models besides BWRT. Although rare, there are occasions when BWRT is not a suitable therapy, when you can use one of the other two methodologies instead: basic hypnotherapy, and/or Warriors, Settlers & Nomads.
The reason those two are included is because:
	Hypnotherapy provides a sound education in the type of psychological processes you will need to understand to work effectively with the primary BWRT training. 

	Warriors, Settlers & Nomads is one of the easiest of personality-related therapies to understand and use and gives you a greater understanding of much of human nature. 



When you complete the one-year training, you will be eligible to take the professional assessment with one of our examiners, and you can then (optionally) become a Registered Member Practitioner of the Institute.
Previous experience
If you already have experience as a psychological therapist, you may be able to immediately commence with the primary Level 1 training, though the requirements are variable in different countries and may require you to have a certain level of qualification as a psychologist or counsellor. To discover more, contact a trainer in your country, if available, or the Terence Watts BWRT Institute direct via admin@bwrt.org
Whatever your level of experience, you still need to commence with the primary Level 1 training, since BWRT is totally different from any other therapy model. It is the fact that everybody, from a brand-new beginner in psychological therapy, through to a professor of many years standing must complete the same journey, that gives rise to a remarkable circumstance:
The therapy delivered in a sleepy village in the heart of the English countryside will be identical to that delivered in a penthouse clinic in one of the capitals of the World.
Once qualified, there is ample opportunity to enhance your skills in BWRT via the advanced training courses outlined in this book – though you are required to be a Registered Member of the institute before you can enrol on any of them.
To find out more about training, please visit www.bwrt.org
Therapy
If you want to find a practitioner to help with a specific problem, the website to visit is the professional register at www.bwrt-professionals.com. There you can search for a therapist to help with your specific problem by typing it into the search box or selecting your issue from the relevant dropdown menu.
Most practitioners work online or in a face-to-face setting and it is important to be aware that BWRT works every bit as well in either circumstance – in fact it can even work purely by telephone and get the same results! This means, of course, that location is not the problem that it used to be, when it was sometimes necessary to travel some distance to find the best-qualified practitioner for your requirements.
There are very few issues indeed that cannot be helped with BWRT, though more complex problems might need one of our more highly qualified members to assist. Those with Advanced or Accredited status will have completed more training, and especially in the case of the Accredited member, will have been in practice long enough to be familiar with most psychological issues, and therefore are among the most skilled of therapists.
Finally, if you are not able to find the answer you are looking for in this book, please do contact us via email: admin@bwrt.org and we will endeavour to reply to you within 24 hours, often sooner.
So, if you want to find a better life, the answer is in front of you…
Terence Watts, MCGI
The Terence Watts BWRT Institute
Appendix A
Charles Libet’s experiment
In 1983, Libet effectively proved to his own satisfaction that we do not actually have free will in the way we usually think of it, even though it feels distinctly as if we have.  In his experiments, Libet asked people to note the position of a moving dot on a circular scale at the moment they became consciously aware of the decision to move a finger. Somewhat surprisingly, he discovered what he called a ‘readiness potential’ occurred a little over half a second before the actual conscious decision was reported, and an ‘awareness’ response some 200 milliseconds before the actual action took place. Here is an important passage from a paper[xiii] concerning the experiment:
4. A freely voluntary act was found to be preceded, by about 550 ms, by the readiness potential (a slow surface negative electrical charge that is maximal at the vertex). But subjects reported becoming first aware of the wish or intention to act only about 200 ms (SE 6 20 ms) before the act (Libet et al., 1983; Libet, 1985). This meant that the brain was initiating the volitional process unconsciously, at least 350 ms before the person was aware of wanting to act.
[image: Diagram  Description automatically generated with medium confidence]
There has been much written in the years since the experiments were conducted, some of it quite vehemently opposing the idea with claims that the results are illusory and based on errors in timing, that the procedure was flawed, that the whole concept was so bizarre as to be a laughable impossibility.
To settle some of the doubts about the experiments, in 2007, John-Dylan Haynes of the Charité-Universitätsmedizin Berlin in Germany led a team of researchers in a modern redux of the experiment. They asked 14 subjects to lie in a functional magnetic resonance imaging (fMRI) scanner, which allowed the researchers to track more brain regions for longer than Libet had. They instructed the subjects to decide spontaneously whether to press a button on the right or one on the left. The volunteers could decide at their own pace, but they had to report the moment of the conscious choice based on a clocklike device in the scanner… and they found a gap of up to 10 seconds before the reported urge to press the button.
There is still controversy over the concept of whether we do or do not have free will, but it is impossible to ignore so many everyday illustrations of the body starting to perform an action before we are aware of it… usually referred to as instincts or conditioned reflexes.
The bottom line: empirical evidence from hundreds of thousands of cases completed all over the world indicates that the therapeutic concept inspired by Libet’s experiments works exactly as it was designed to do.
Appendix B
The Cerebellum
The cerebellum sits at the base of the brain, adjacent to the brainstem and in the past has been referred to as the ‘little brain’. A couple of centuries ago or so it was thought to be the seat of sexuality for a short period, though it was fairly quickly decided that it was involved solely with fine motor control and balance.
Latest research, though, reveals that it consists of many identical modules that are connected to, and interact with, all individual brain areas.[xiv] This means, of course, that as has often been taught, in the psyche everything is directly connected to everything else, even if only via the cerebellum. Importantly, it is also connected to everything in the Autonomic Nervous System ANS) – this is why things we experience or even just vividly imagine can alter the function of the ANS. Heart rate and respiration can speed up. Bowel and bladder activity can be triggered, and it is well-known that the immune system is compromised by prolonged stress. It is all part of the system that evolved to keep the body healthy and functioning properly.
It is important to understand what the cerebellum does and how it does it, as far as it is possible to do so – but do be aware that this is only a hypothesis, since nobody is really certain of how it works. That said, it is a hypothesis that explains perfectly the ‘how’ and allows a greater understanding of the ‘what’ part of it, even if that hypothesis is eventually shown to be incorrect. According to this article[xv] there are 86 billion neurones in the human brain, 80% of which are in the cerebellum. It’s perhaps something of a shock to discover the part of the brain responsible for our awareness of ourselves, the part with ‘intelligence’, the part which we tend to believe is the ‘authentic self’, has only 20% of the total power of the organ and much of that is not exactly conscious. It lends more strength and importance to the idea that the part of us we call “I” or “Me” is simply an observer going along for the ride in the programmable robot that is the human body.
The Reptilian Complex is not a linear device where stimulus is applied at one end and response comes out of the other; it is a mass of close to 69 billion neurones, each one of which is connected to many thousands of others. Maybe even hundreds of thousands of others. It’s a network that doesn’t stop and start with each stimulus but is constantly active on multiple stimuli, sifting, comparing, assessing, dumping, alerting, validating, qualifying, testing… it never stops, never sleeps. You can usefully think of it as a vast cosmic universe where every possible outcome of the current situation, based on previous experience, personal ecology, resources and attitudes, is evaluated.
It compares everything now with everything past, but it still only makes one of three decisions about the current situation and environment:
	Is safe 

	Is unsafe 

	Is uncertain (and therefore unsafe) so: create a state of increasing alertness while more data is processed. 



In the first two scenarios it ‘knows’ what to do, which is to instigate the ‘best match’ previously employed response. There are two catalysts involved in those first two, as well – pleasure and pain, and the presence of either will modify the response. Fundamental responses are obviously at a premium. For instance, somebody who is not hungry or thirsty will be unlikely to risk survival to get at food or drink. But the greater the hunger or thirst, the greater the risk that individual will take. It makes sense. The closer the organism is to extinction the greater the risk that will be taken to avoid it. It’s a kind of ‘law of diminishing returns’ situation.
Equally, the greater the propensity for the creation of pain, the greater the risk to survival an individual will accept in order to avoid it. For example, an individual faced with a chasm too wide to be certain they could jump across will, in the usual way, find a way to avoid the risk. They might try to create a bridge or find a route around it. But confront them with a charging lion hell-bent on eating them, or a raging fire that is about to roast them, and they will suddenly decide that attempting the jump is a preferred option.
The third situation, the ‘wait’ response, only really becomes active when there is a potential threat, though one that is not yet imminent. Then, known elements are assessed as safe or unsafe and a degree of action potential in the form of anxiety will be created perhaps to sharpen the awareness to find a suitable response.
NB: Sometimes ‘fawn’ or ‘fold’ are included as cerebellar responses, but these cannot be anything other than decision-based processes of consciousness, since they would not have existed in the early creatures wherein the first neural processes evolved. Evolution is slow; even a million years is but a moment, and so it is safe to assume that they do not exist as a fundamental and irrevocable process of cerebellar activity.
Whatever the response we don’t have to think about it or reason it out since it is promoted by the reptilian complex. Every bit of data is taken into account, including our personal preferences. The entire network is working the whole time, all 69 billion neural connections of it, and which is how it manages to assess so much information in a short time… but it still only makes one of those three decisions. Each decision will activate the ‘best match’ behaviour pattern for the event, although feedback from the growing awareness of the outcome can modify the continuance of the behaviour, and where a radical new pattern is learnt, it will become part of the Reptilian Complex ‘library’ of responses.
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