
 

 

R oberta had been neglected, abused, 
terrorized and overworked, first by her 
drug addicted mother, and later in succes-
sive foster care situations.  At age 9 she 
was adopted by a loving, savvy family 
who offered her a fine home and a private 
school education.  However Roberta 
raged, whined, cried, couldn't sleep, was 
failing at school, and seemed incredibly 
unhappy all the time.  Was the problem 
the adoptive home?  No!  Roberta just 
couldn't quiet herself down. She had Post 
Traumatic Stress Disorder. She also quali-
fied for a diagnosis of mild Reactive At-
tachment Disorder. 
 
The family took Roberta to a highly quali-
fied therapist who specialized in situations 
like hers.  With intensive therapy and ma-
jor changes in parenting, things got better; 
however Roberta was plagued with mas-
sive mood changes.  A psychiatrist pre-
scribed calming medication and an anti 
depressant.  Neither Roberta nor her fam-
ily was happy with daily medication, al-
though it helped.  The therapist suggested 
Neurofeedback and when Roberta was 10, 
the family came hopefully.    
 
A Neurofeedback assessment showed that 
Roberta had serious sleep problems: it 
was hard for her to fall asleep.  Once she 
was asleep she was plagued by night-
mares, and had a hard time returning to 
sleep once she had woken.  She dragged 
through her days and became alert only in 
the early evenings.  Also, very minor 
things irritated her to distraction including 
loud, sudden noises and clothing labels. 
At times she shrank away from affection-
ate hugs, but could be inappropriately 
friendly with strangers.  At other times the 

only thing that helped her calm down was 
her mother’s lap.  Also Roberta, who had 
excelled at school when in foster care, 
was getting B’s and C’s.   Roberta hated 
living this way, and her distress seemed to 
make everything else worse.  
 
 The family started neurofeedback (NFB) 
twice a week and came to sessions consis-
tently, even when it was hard to get out of 
the house, even when homework wasn’t 
completed, even when more desirable 
activities or family commitments con-
flicted, even when Roberta’s behavior had 
been very distressing.  For the first 5 
weeks there seemed to be no progress. 
After 10 sessions Roberta reluctantly ad-
mitted that although her mom continued 
to give her the medication, she wasn’t 
taking it.  Since her behavior and distress 
had gotten a little worse the first week, 
and then returned to baseline, mom and 
this therapist realized that progress had 
been made.  
 
Starting with the 11 session, progress 
truly began.  Roberta started to fall asleep 
more easily, and although she enjoyed 
having her mother with her at bedtime, it 
no longer seemed a necessity. She argued 
about chores and homework, but re-
sponded, finally, to “grandma’s law”, that 
is, setting the priority of work before play.  
Her mood continued to swing rather 
wildly, however she had some tools to 
help stay centered, and she often chose to 
use them without being reminded.   
 
By the 21st session, Roberta and her mom 
had family discussions as part of the ses-
sion.  School performance was a major 
issue; mom wanted her to strive for excel-
lence, Roberta wanted to get by and have 

fun.  They managed 
to find middle 
ground, and 
Roberta’s school 
performance im-
proved.  Manipulat-
ive tantrums were 
an issue; however 
behavioral inter-
ventions were fi-
nally helping in this 
area.   
 
By the 31st session 
we began to discuss 
completing treat-

ment.  Issues were minimal.  Roberta slept 
well, without nightmares, almost all the 
time.  The occasional emotional outburst 
was age appropriate, and easily handled.  
Roberta was happy in school and also 
happy at home, and mom was only mini-
mally stressed.  Training was completed 
by the 40th session when Roberta could 
finally talk to her parents about what was 
troubling her.    
 
Roberta and her mom have continued to 
“check in”, and Roberta came in for a 
“refresher” 3 sessions when things got 
tough.  Now age 15, Roberta has contin-
ued to do well both socially and at school.  
Both Roberta and her mom credit Neuro-
feedback as being the one intervention 
that helped all of the other work they did 
be successful. 
 
What is this thing called Neurofeed-
back?   
(Hammond, 2006) says “Neurofeedback 
training is brainwave biofeedback (p. 
26).”  It’s a carefully designed exercise 
program for the brain.  A course of Neu-
rofeedback affects the brain the way a 
course of carefully planned physical ther-
apy affects the muscles.  “Flabby” brain 
functions tighten up, helping the brain 
move from state to state easily, upon 
need, rather than staying in stuck and un-
comfortable places.  Sleep improves, tem-
per improves, and concentration and focus 
improve.   
 
And how can one train the brain?  Tiny 
sensors placed on the scalp read brain-
waves.  That information feeds into a 
computer.  The clinician evaluates the 
brain function, determines training proto-
cols, and then sets training parameters.   
(Hammond, 2006) says, “The trainee then 
watches a display on the computer screen 
and listens to audio tones, sometimes 
while doing a task such as reading. The 
training sessions are designed to teach the 
person to slowly change and retrain their 
brainwave pattern.  With continuing feed-
back, coaching and practice, the healthier 
brainwave patterns are maintained (p.28).  
(Hammond, 2006) goes on to say, 
“Ordinarily, a person cannot reliably in-
fluence their brainwave patterns because 
they lack awareness of them.  However, 
when you see your brainwaves on a com-
puter screen a few thousandths of a sec-
ond after they occur, it gives you the abili- 
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ty to influence and change them.  The 
mechanism of action is operant condi-
tioning.  We are literally reconditioning 
and retraining the brain (p.26).” 
 
What does neurofeedback help? 
At the present time neurofeedback is 
noted for its success with reducing symp-
toms of ADHD without medication, in 
calming emotional storms, and in helping 
handle all kinds of anxiety including 
problems with test taking and perform-
ance. (Hammond, 2005)   Stabilizing the 
brain to minimize migraines and mood 
swings is also very successful.  
 
Neurofeedback essentially helps the 
brain move to optimal regulation.  Emo-
tional outbursts in children, although 
sometimes manipulative in origin, almost 
immediately throw the brain out of opti-
mal regulation, so that a tantrum, possi-
bly initially caused by a reaction to pa-
rental direction, to a situation that caused 
fear, or to a feeling of disconnectedness, 
may get out of control.  It can be hours 
or days before a child with attachment 
issues or major emotional storms can 
find emotional balance again.  (Schore & 
Schore, 2008)  Since neurofeedback 
trains a person to move from brain state 
to brain state easily, the training almost 
always helps a person return more 
quickly to optimal brain regulation, thus 
helping resolve emotional storms more 
quickly.  As a person’s brain becomes 
stronger, the person may choose to avoid 
these storms altogether.   
 
Are there side effects? 
 (Hammond, 2006) says, “Mild side ef-
fects can sometimes occur during neuro-
feedback training.  For example, occa-
sionally someone may feel tired, spacey, 
anxious, experience a headache, have 
difficulty falling asleep, or feel agitated 
or irritable.  Many of these feelings pass 
within a short time after a training ses-
sion.  If you make your therapist aware 
of such feelings, they can alter training 
protocols and usually quickly eliminate 
such mild adverse effects. (p. 
32).”  (Hammond, 2006) goes on to say,” 
It is possible, however, for more signifi-
cant negative effects to occur 
(Hammond, Stockdale, Hoffman, Ayers, 
& Nash, 2001) if training is not being 
supervised by a knowledgeable, certified 

(www.bcia.org) professional who will 
individualize the training.  A “one-size-
fits-all” approach that is not tailored to 
the individual will undoubtedly pose a 
greater risk of either producing an ad-
verse reaction or of simply being ineffec-
tive (p.32).” 
 
Who is qualified to offer Neurofeed-
back? 
Almost anyone may take training in bio-
feedback and neurofeedback techniques; 
a person qualified to offer neurofeedback 
professionally, however, is a licensed 
medical or counseling professional. 
Medical and alternative physicians, 
nurses, including registered nurses (RN) 
and advanced practice registered nurses 
(APRN), licensed mental health thera-
pists including, doctoral level psycholo-
gists and neuropsychologists, clinical 
social workers, licensed mental health 
counselors, marriage and family thera-
pists and also physical therapists, occu-
pational therapists and speech therapists 
are all qualified to practice neurofeed-
back.  Full qualification, however, re-
quires advanced study. A clinician is 
fully qualified to offer neurofeedback 
only after taking a beginning and ad-
vanced course of study in the field, prac-
ticing under supervision for 1 year, and 
passing a qualifying exam offered by the 
Biofeedback Certification International 
Alliance (www.bcia.org).  Fully quali-
fied clinicians who have met all these 
criteria are considered Board Certified in 
Neurofeedback (BCN) and may be lo-
cated via the BCIA web page 
(www.bcia.org). A list of qualified prac-
titioners in the State of Hawaii is ap-
pended.  
 
Summary 
Neurofeedback, originally researched in 
the 1960s, has been successfully used to 
help people regulate their brain states, 
and thus stabilize emotions and behavior, 
for the last 50 years.  The training does 
not target specific diagnoses but rather 
exerts an overall calming and stabilizing 
influence on distressed brains.  Symp-
toms, including anxiety conditions, focus 
and concentration concerns, sleep prob-
lems, mood disorders, and symptoms 
resulting from psychological and physi-
cal trauma respond quickly and easily to 
neurofeedback training.  Although neu-

rofeedback may not replace medical and 
psychological treatment, a course of neu-
rofeedback usually augments the effec-
tiveness of those treatments, causing 
symptoms to resolve more quickly.  Neu-
rofeedback is an entirely safe, non-
invasive procedure when offered by a 
fully trained and qualified practitioner. 
The State of Hawaii Department of Pub-
lic Health Child and Adolescent Mental 
Health Division consider it an “effective 
best practice”. (Child and Adolescent 
Mental Health Division, Department of 
Health, Hawaii, 2008)   It is readily 
available on most Islands in the State of 
Hawaii (see list of providers).  Many 
neurofeedback providers are qualified to 
offer mental health services in conjunc-
tion with neurofeedback, and thus medi-
cal insurance will usually cover the cost 
of the service.   
 
Author Peggy Hill, LCSW, is with the 
Windward Biofeedback Associates .  See 
box for contact info. 
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