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Schedule for 3 Day Brainspotting Phase 2: 
 
DAY 1  
 
MORNING 
 
9:00 - 10:30 AM Review of BSP Phase 1 with extensive Q&A. 
 
10:30 - 10:45 AM Break 
 
10:45 - 12:45 PM Introduction to Phase 2 including PowerPoint lecture and Q&A 
 
12:45 - 2:00 PM Lunch  
 
AFTERNOON 
 
2:00 - 3:30 PM One Eye BSP presentation, demonstration with extensive debrief 
 
3:30 - 3:45 PM Break 
 
3:45 - 6:00 PM One Eye BSP practicum with extensive debrief 
 
DAY 2  
 
MORNING 
 
9:00 - 10:45 AM Z-Axis and Convergence Therapy, presentation, demonstration with extensive 
debrief.  
 
10:45 - 11:00 AM Break 
 
11:00 - 12:45 PM Z-Axis and Convergence Therapy, practicum with extensive debrief.  
 
12:45 - 2:00 PM Lunch  
 
AFTERNOON 
 
2:00 -3:45 PM Combined Inside-Outside Window Brainspotting - presentation, demonstration with 
extensive debrief.  
 
3:45 - 4:00 PM Break 
 
4:00 - 6:00 PM Combined Inside-Outside Window Brainspotting - practicum with extensive debrief.  
 
Day 3 
 
MORNING 
 
9 - 10:30 AM Rolling Brainspotting, presentation, brief demonstration   
 
10:30 - 10:45 AM Break 
 
10:45 - 12:45 PM Introduction of Advanced Resource Model. Demonstration of resource aspects of 
One-Eye and Z Axis Brainspotting Frame with extensive debrief 
 



12:45 - 2:00 PM Lunch  
 
AFTERNOON 
 
2:00 - 3:30 PM Resource Frame of One-Eye and Z Axis Brainspotting practicum with extensive 
debrief 
 
3:30-3:45 PM Break 
 
3:45 - 6:00 PM Advanced Resource Model – Part 2 
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Brainspotting 
3 Day Phase 2

Copyright 2017 

Released 
by Sounds 

True in 
April 2013

Report of Findings from the Community 

Survey, September 2016 
The mission of the Foundation is to 

devote itself to furthering and supporting 

operations and activities which address 
the short-term and long-term unmet 

needs of individuals and the Newtown 

community arising from the tragic events 
at Sandy Hook Elementary School on 

December 14, 2012. 

http://www.nshcf.org/wp-content/uploads/2016/09/2016-NSHCF-

Community-Assessment-Report.pdf
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Brainspotting was 
found to be the 
most effective 

mode of therapy 
used in Newtown-

Sandy Hook, 
Connecticut for 
survivors of the 

12/14 school 
shooting

Brainspotting – the efficacy of a new therapy 
approach for the treatment of Posttraumatic 

Stress Disorder in comparison to Eye 
Movement Desensitization and Reprocessing

Hildebrand, Grand, Stemmler

Published in the Mediterranean Journal of 
Clinical Psychology 2017

3 EMDR 3 BSP sessions  

Measurements of reduction of PTSD 
symptoms pre, post and 6 months later. 

http://cab.unime.it/journals/index.php/MJ
CP/article/download/1376/pdf

Brainspotting: Sustained 
attention, spinothalamic tracts, 
thalamocortical processing, and 

the healing of adaptive orientation 
truncated by traumatic experience

by Frank Corrigan, David Grand 
and Rajiv Raju 

Published in journal Medical 
Hypotheses 
(May 2015)

http://cab.unime.it/journals/index.php/MJCP/article/download/1376/pdf
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Brainspotting: A 
Neurobiological Hypothesis 
by Frank Corrigan and David 
Grand published in journal 

Medical Hypotheses 
(May 2013)

13,000  Therapists trained in 
Brainspotting

65 BSP Trainers Internationally
Argentina, Australia, Austria, Belgium, 

Brazil, Canada, Chile, China, Costa Rica, 
Ecuador, El Salvador, France, Latvia, 

Germany, Greece,  Indonesia, Israel, Italy, 
Japan, Mexico, The Netherlands, New 
Zealand, Norway, Panama, Paraguay, 

Philippines, Portugal, Romania, Slovenia, 
South Africa, Spain, Sweden, Switzerland,  

Tawain, Turkey, U.S., Ukraine, UK

For information go to: 

Brainspotting.com
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Requirements for Certification in BSP:

Phase 1 and 2

50 hours of Brainspotting sessions with 
clients

5 hours of consultation with approved BSP 
Consultant or Trainer

-OR-
BSP Intensive with David Grand or 

Approved Intensive International Trainer

BSP Phase 2
One Eye BSP 

Z Axis (3-D) BSP

Outside-Inside BSP

Rolling Brainspotting

Advanced Outside Window

Eyes Open – Eyes Closed

Advanced Resource Model



Brainspotting Phase 2

5

Brief Review of 
Brainspotting Phase 1

Ἓν οἶδα ὅτι οὐδὲν οἶδα”
“I know one thing -

that I know nothing”
Socrates

The Uncertainty Principle
(Heisenberg)

Uncertainty promotes and is 
necessary for attunement 
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Any form of certainty, albeit 
subtle, undermines 

attunement

The client is like the head of a comet 
and the attuned therapist is like the 

tail of the comet that follows the head 

Brainspotting 
sets and holds 

a Dual Attunement Frame
around the client 
relationally and
neurobiologically



Brainspotting Phase 2

7

The Brainspotting Set-Up
1. The beginning - choose the issue
2. Check on  activation
3. SUDS Level (10 to 0)
4. Location of activation in the body
5. Locate eye position of greatest observed or 
perceived activity – Outside or Inside Window
6. Focused Mindfulness (Processing)
7. Go back to the beginning to assess change
8. Squeeze the lemon 

In “Outside Window” the therapist observes the 
client’s eyes while tracking micro-slowly, 
searching for reflexes outside the client’s 

awareness (eye wobbles, freezes, blinks, tics, 
head nods & body shifting)

Outside Window

In Inside Window Brainspotting, the 
therapist and client participate together to 
locate Brainspots through the client’s felt 
sense of the highest intensity of somatic 

activation. In Inside Window 
Brainspotting eye positions are divided 

into two axes, X and Y. 
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Fixed gazing while thinking or speaking is 
a natural form Brainspotting that can be 

observed and harnessed 

Gazespotting

Facts about the eyes

From: Trataka Meditation: Still Eyes, Still Mind, by Giovanni             
(http://liveanddare.com/trataka/.)

The retina originates as an outgrowth 
of the developing brain. It is part of 

the central nervous system (CNS) and 
is comprised of neurons. 

http://liveanddare.com/trataka/
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Almost half of the brain is 
dedicated to vision

After the brain, the eyes are the most 
complex organ in the body containing 

200 million working parts

The extraocular muscles are the 
fastest muscles in the body and can 

function at 100% at a given moment
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Felt  sense,
Body awareness

Dual
Attunement

Visual  focus,
orienting

Brainspotting contributions of 
Damir Delmonte (damirdelmonte.de)

Focused awareness - activation
Focused Mindfulness - Processing 

Self-organization
RegulationDelmonte, 2017

The goal of all psychotherapy is to move 
clients from dysregulation to regulation.

Brainspotting aims to engage the regions of 
the brain that are engaged in regulation 

and bypass the regions that are not.

One fiber (neural pathway) enters the brain from 
the periphery while there are 100,000 fibers in 
the brain. As a result, the brain engages in an 

intense self-dialogue with minimal input from the 
periphery. Accordingly, our interventions have a 

minimal affect on the clients process.  (Delmonte)
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Accordingly, the dual attunement 
frame is set and held to 

therapeutically influence the 
internal dialogues inside the brain

The allocortex and the agranular isocortex
(ventromedial prefrontal cortex, orbito-

frontal cortex, and anterior cingulate 
gyrus) are involved in ongoing regulation; 
the granular isocortex (neocortex) is not.

.cognition - rationality
§connected to long-term-memory 

(put information “online“)
§working memory

§anticipation
§plans for action, movement

§ language, syntax
§purpose (aim) of regulation processes

§no direct connection to amygdala

Granular Isocortex (Neocortex) 
Non-limbic cortex 

Delmonte, 2017

Dorsal lateral PFC Middle Frontal Area Frontal Pole Broca’s Area
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Granular Layer IV

The granular isocortex 
has 6 layers and the 
4th is granular. This 

contributes to higher 
order processing but 

not to regulation.

The agranular isocortex 
has 3 to 5 layers with 
no granular layer. It 
accordingly is highly 

involved in regulation.

The limbic system has a cortex of its own 
called the allocortex (limbic cortex) which 

is highly involved in regulation

Delmonte, 2017

Limbic cortex (includes agranular isocortex) 

§ representation of autonomic activation
§ representation of somatic markers

§ individual Feelings
§ self-reflection, self-awareness

§ empathy
§ control of autonomic and endocrinal 

processes
§ medial inhibitory system

§ self-regulation
§ strong direct connection to amygdala, 

hypothalamus, PAGDelmonte, 2017
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Chronic Complex PTSD results in the over 
production of cortisol. This causes suppression of 
neurogenesis and atrophy in the hippocampus. 
When regulation is restored, cortisol production 

is reduced, supporting hippocampal regeneration.

Delmonte, 2017

Brainspotting accesses the regulating 
capacities of the allocortex (which includes 

the agranular isocortex), by setting and 
holding a dual attunement frame

It is theorized the BSP accesses the visual 
(1st) and tactile (3rd) layers of the Superior 
Colliculi. The BioLateral Sound may access 

the auditory (2nd) layer
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Brainspotting appears to promote 
coherence between sympathetic and 

parasympathetic activation

Delmonte, 2017

Cortical processing takes 500-600 
milliseconds (ms) and subcortical 

processing takes 50 ms. Thus cognitive 
processes follow and respond sequentially 
to the somatic processes of the subcortex.
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Guide your clients – “don’t react to your 
reactions – observe them with curiosity 
and mindfully observe where things go”.

This helps break the performance block 
and the vain attempts by the neocortex 
to gain control (faux control).

One Eye BSP 

Of Two Minds (Schiffer)

One-Eye Inside Window Brainspotting:
1. Choose issue
2. Determine activation
3. Take SUDs level – Level of intensity of activation (O – no 
intensity, 10 max intensity)
4. Identify location of activation in the body
5. Determine which eye carries higher activation level
6. Starting with activation eye, find highest activation tracking left 
and right horizontally at eye level (X axis). 
7. Then track up and down the Y axis (above/below eye) for the 
highest activation to locate brainspot.
8. Process on primary activation eye until SUDS is 0
9. Squeeze the lemon until there is no activation
10. Switch to opposite eye and explore X and Y axes to find 
Brainspot on resource eye 
11. Process to 0 SUDs, then squeeze the lemon until there is no 
activation 
12. Finish process with both eyes open.
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One Eye Brainspotting can start on the 
Resource Eye for those who need more 

grounding. Once the SUDs reaches a 
squeezed lemon zero, processing can 

be done on the Activation Eye.

There are a number of varieties of 
combinations between the 

Activation and Resource Eyes and 
Activation and Resource Spots

Demonstration of 
One Eye 

Brainspotting
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One Eye Brainspotting 
Practicum

Z Axis (3-D) BSP

In Z Axis BSP we add the 
3rd dimension of distance
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Z Axis BSP uses close/far 
distances which add the 

3rd dimension to the frame

The extraocular muscles are the 
six muscles that control the 
movements of the eye. These 
muscles are highly tuned and 
contain many reflexes.

The Oculocardiac Reflex directly 
activates the vagus nerve and the 
parasympathetic nervous system, 
slowing the heart rate and other 

metabolic processes (Bowan)
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Some dissociative clients, who are 
non-responders to many forms of 

Brainspotting, respond to the Z Axis 
approach of close and far and to the 

faster moving Vergence 

Z axis approach:

Determine the Brainspot (usually done on Inside 
Window).
The client starts by gazing at the tip of the pointer.
Guide the client to look straight through the pointer to 
the furthest place in the room (usually the far wall).
Guide the client to determine where the activation is 
highest; close or far. Start with the lower activation 
distance (usually far), and after about 5 minutes shift to 
the opposite distance. Progressively less time is spent on 
each distance (3, 2, 1 minute). Eventually the back and 
forth is rapid about 3 to 10 seconds at each distance 
(called vergence).

Vergence Therapy:
Determine the Brainspot (usually done on Inside 
Window).
The client should be gazing at the tip of the 
pointer.
Guide the client to look straight through the 
pointer to the furthest place in the room (usually 
the far wall).
Guide the client to flow back and forth between 
the pointer and far spot every 3 to 10 seconds 
and observe their processing. This can be slowed 
down if client reports nausea or dizziness 
(occasional side effects).
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Vergence therapy is a power tool that can 
quickly drop activation levels. Some clients 
are high responders to vergence. Vergence 

can be used at any time to reactivate a 
process that appears to have slowed down 
and can be used continuously in a session.

Demonstration of Z 
Axis and Vergence 

Therapy

Z Axis and Vergence 
Therapy

Practicum
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Advanced Outside Window
How do we find an optimal 

Outside Window Spot?

Although any reflex spot is 
effective, pause on each spot and 
wait to see if a series of reflexes 

appear one after the other. This is 
called a “cascade” of reflexes.

Outside-Inside BSP

Many 
Brainspotting 
therapists ask, 
“When do you 
use Outside 
Window and 
when do you 

use Inside 
Window?”
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In fact, both Outside and Inside 
Window Brainspotting can be 

easily integrated together. Many 
Brainspotting therapists discover 

this on their own.

Set up for Outside-Inside BSP
1. Choose the issue, asking for activation, taking a SUDs, 

asking for body location of activation, followed by the 
Outside Inside Brainspot exploration outlined in step 2. 

2. Instruct the client that you will be scanning their field 
of vision at eye level stopping when you observe a 
reflexive response. Inform the client that each time 
you stop you will be asking them for feedback on what 
they experience on that spot. Also, guide the client to 
be mindful that they will decide which spot they 
choose to process on and that they may make an 
intuitive choice of the spot they feel will help them the 
most. 

Demonstration of 
Outside-Inside BSP

Therapy
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Practicum of
Outside-Inside BSP

Rolling 
Brainspotting

Rolling Brainspotting (RB) entails slow eye 
tracking with stopping briefly on each 
Outside Window Brainspot and holding on 
it for a period of time, either momentarily 
(a second or two) or for more extended 
periods of time (one to two minutes).
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The sacrifice of the power of full 
deconditioning is compensated by the
ease, speed and synergistic effect of 

Rolling Brainspotting

A second alternative is to ask the client on each 
Rolling Brainspot what they are experiencing. 
Where more intense activation is present, stay 
longer on the Brainspot. If a Brainspot is very 
powerful, shift over to full Outside Window BSP 
and stay on the spot until it is released.

Brief Demonstration 
and Practicum of 

Rolling Brainspotting



Brainspotting Phase 2

25

Eyes Open – Eyes Closed

Brainspotting can be done not only 
with eyes open or “Shades Up”

or with eyes closed                             
“Shades Down”

Another facilitator for clients, who 
appear to be stuck or processing 

slowly, can be guiding the clients on a 
Brainspot to go between eyes open 

and closed every 3 to 10 seconds. This 
promotes a change of brain-state on 

the spot on the issue.
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Eyes Open – Eyes Closed

Group Experiential

Advanced Resource Model 
Review

Brainspotting is 
a Resource Model
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The attuned, mindful, compassionate 
(empathic), witnessing presence of 

the therapist is the foundation of the 
Brainspotting Resource Model

A Brainspot (activation spot included) is a 
neurological resource as it provides an 

attuned, focused, framed accessing anchor 
to the midbrain (Corrigan and Grand), and 

is grounded in the body experience

The essential resource is the 
survival instinct which is deeply 
subcortical, and has developed 

over billions of years



Brainspotting Phase 2

28

All animals, including 
humans, possess remarkable 
capacities for adaptation and 

for attaining homeostasis

The Brainspotting 
Window of Tolerance

Simple PTSD 

Complex PTSD 

Very Complex
PTSD

Extremely Complex PTSD 
(DID and severe attachment disorders)

The basic model of BSP 
is effective for most clients 

inside the Brainspotting 
Window of Tolerance
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A Body Resource is an area
of the body that feels 
calm and grounded

The Body Resource and Resource 
Spot may be needed for clients 

with Very Complex PTSD

A Resource Spot is an Inside 
Window eye position that 
matches (gains access to) 

the Body Resource
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Extremely Complex PTSD is outside of 
the Brainspotting Window of 
Tolerance and requires both a 

modified and expanded                     
BSP Resource Model

For clients with severe dissociative 
and attachment disorders, the attuned 
presence of the therapist is the core of 

the Advanced Resource Model 

The most powerful Brainspot 
for clients with clients who are 
highly dissociative is the Eye 

Contact Spot
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A client in flashback will often 
look off in a particular direction

Aligning our face where the 
client gazes can imprint a 

new image into the flashback

Resource Frame of 
Combined One-Eye and Z 

Axis Brainspotting
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Both One Eye and Z Axis BSP have a powerful resource 
component. With One Eye BSP the lower SUDs eye is the 

Resource Eye. With Z Axis the distance with the lower 
SUDs is the Resource Distance. Combining the resource 

components of One Eye and Z Axis together with the Body 
Resource, can serve as an effective Resource Frame for 
clients just inside (and even outside) the Brainspotting 

Window of Tolerance. But remember, the therapist’s 
attuned presence in the application of these combined 

models is still the core resource.

Set Up of Resource Frame of 
Combined One Eye and Z Axis

1. Issue, Activation, SUDs level, Identify 
Body Resource
2. Find the eye with the lower SUDs (the 
eye that matches the Body Resource)
3. Find the Resource Spot on the Resource 
Eye, first on the X Axis, then on the Y Axis
4. Find the Resource Distance on the Z Axis, 
far or close 
5. Process on the Resource Eye, the 
Resource Spot, the Resource Distance and 
the Body Resource

Combining One Eye and Z Axis BSP, sets a 
Resource Frame entailing a resource within 
a resource within a resource. This supports 

vulnerable clients to process issues they 
might not be able to work with otherwise.
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Advanced Resource Model

Demonstration of Resource 
Frame of Combined One Eye 

and Z Axis Brainspotting

PACIFIC COUNSELING AND 
TRAUMA CENTER IN FOLSOM
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For Brainspotting Therapy: 
Call Cameron Conley at 

Pacific Counseling and Trauma Center 
(916) 608-4569 ext. 1

$80-$200 per hour 
For Information go to:

www.pacifictraumacenter.com
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TREATMENT
OF

PANIC ATTACK
WITH VERGENCE THERAPY

AN UNEXPECTED VISUAL-VAGUS CONNECTION

� Merrill D. Bowan, O.D.

ABSTRACT
Panic attacks are a fact of life in today’s 
culture. As much as 10% of the healthy 
population can suffer a panic attack with-
in a given year. Various methods of treat-
ment have been described in the literature 
to counteract these panic attacks. It has 
been noted that it is possible to allevi-
ate panic disorder anxiety by performing 
convergence therapy. This somatic inter-
vention functions as a vagal maneuver, 
activating the oculocardiac reflex (OCR) 
by medial recti traction. It results in bra-
dycardia and other parasympathetic re-
sponses. I have found it possible to allevi-
ate panic attack, non-cardiac chest pain 
and other vagally mediated symptoms by 
using convergence activity with patients 
who suffer from panic attacks. I have 
extended this technique to address non-
cardiac chest pain and it may be further 
extended to patients with other anginal-
like pains. It may be possible to alleviate 
panic attacks, non-cardiac chest pains, 
and other vagally-mediated symptoms 
with this technique. The risk-to-benefit 
ratio is nil. Research is needed to further 
elaborate the full spectrum of benefits of 
this novel technique.

Key Words
angina, extraocular muscles, non-cardiac 
chest pain, oculocardiac reflex, panic at-
tack, somatic interventions, visual con-
vergence therapy, vagus nerve.

INTRODUCTION
Panic Attack

Panic attacks are sudden episodes of
multiple sensations that come upon a 

person who is under stress.  The primary 
cognitive symptom of a panic attack is 
extreme, anticipatory anxiety.  The suf-
ferer can have the perception of a real or 
imagined threat to themselves or others, 
fear of dying, “going crazy,” and the most 
frequent worry is the fear of having an-
other panic attack.1 The emotional stress 
causes excessive activation of the auto-
nomic nervous system. This is manifested 
by a parasympathetic overcompensation 
for the strong response of the sympathetic 
nervous system associated with the stress.  
They generally last no longer than about 
30 minutes and the somatic symptoms can 
include increased heart rate/palpitation, 
non-cardiac chest pain, tremor, breathing 
difficulty, difficulty with or an inability 
to speak, nausea or stomach irritability, 
and severe perspiration.2   The inherent re-
sponse can also lead to temporary loss of 
bladder control under moments of extreme 
fear. The vagal portion of this reaction can 
cause fainting (syncope) because of a sud-
den drop in blood pressure and heart rate. 
Vasovagal syncope affects young children 
and women more frequently than adult 
males, with the female to male ratio about 
2:1.  Up to 10% of otherwise healthy indi-
viduals may experience an isolated panic 
attack per year. 2  

Mechanism For Panic Attack
The vagus nerve is the major source of 
parasympathetic stimulation to the vis-
cera. It supplies sensory parasympathetic 
fibers to all the organs, except the supra-
renal glands, from the neck down to the 
second segment of the transverse colon. 

Patients who are susceptible to panic dis-
order may have inherited brainstem loci 
that are relatively more hyper-excitable 
or anomalous. Stress then appears to have 
an undue effect and excites the brainstem 
loci.3 
Parasympathetic innervation of the heart 
is via the vagus nerve.  The vagus has 
also been shown to affect the EEG in a 
frequency and intensity-dependent fash-
ion when electronic vagal nerve stimula-
tion is used. The precise mechanism for 
this effect however, remains uncertain.4,5   

The vagus nerve controls a few skeletal 
muscles, as well. This means that the va-
gus nerve is responsible for such varied 
tasks as heart rate, gastrointestinal peri-
stalsis, perspiring, and a fair number of 
motor movements in the mouth, including 
speech, and keeping the larynx open for 
breathing.6 The vagus nerve also receives 
some sensation from the outer ear.  Physi-
ological responses with vagal stimulation 
are known to be almost instantaneous, 
and this aspect seems to support, at least 
in part, the clinical observations being re-
ported here.  
The parasympathetic innervation to the 
heart comes from cardiac branches of the 
vagus nerves.  Vagal stimulation slows 
the rhythm of the sinus node of the heart 
while simultaneously decreasing the ex-
citability of the internodal pathways.7  
The net result is a slowing of the heart rate 
and some decrease in the power of heart 
muscle contraction. Very strong stimula-
tion can cause cardiac arrest for ten sec-
onds or more.

Treatment For Panic Attack
Somatic interventions have long been 
used to control the body’s responses to 
stress.6 They are often, but not always, 
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non-invasive strategies for altering physi-
ological and psychological processes by 
working directly with tissue systems. 
Mild degrees of intermittent vagal nerve 
stimulation by daily performance of cer-
tain breathing exercises, over a period of 
several weeks, has been known to lower 
blood pressure and heart rate in persons 
with elevated blood pressure or heart rate. 
The same breathing technique may also 
stabilize mood and affect. Another effec-
tive method used is to take a deep breath, 
and forcefully blow out through a small 
hole in your mouth, puffing one’s cheeks.6   
The Valsalva maneuver (attempt to exhale 
against a closed glottis, or to bear down 
as if having a bowel movement) also acti-
vates the vagus nerve.8   These techniques 
stimulate the vagus nerve, telling it to 
reset. Other examples of somatic inter-
ventions are: electroconvulsive therapy, 
transcranial electrical stimulation, tran-
scranial magnetic stimulation, deep brain 
stimulation, and electronic vagal nerve 
stimulation.9 

Optometric Therapy Effects On 
The Central Nervous System
Central nervous system effects of vision 
therapy (VT) have been reported for about 
three decades.10   In the family of binocu-
lar dysfunctions, both vergence and ac-
commodative problems can be treated by 
VT.11,12   Recently, a study of convergence 
insufficiency (CI) has reported that vari-
ous symptoms associated with CI were 
resolved with VT and statistically demon-
strated the superiority of in-office VT to 
other forms of treatment.13

Ludlam used convergence therapy to re-
store proper alpha blocking in several pa-
tients indicating a reduction in stress and 
an increase in attention.10  He empirically 
introduced convergence techniques to as 
many patients as possible. He used con-
vergence techniques with those patients 
who showed attention deficit disorder or 
attention deficit hyperactivity disorder 
(ADD/ADHD) and where normal patterns 
of electroencephalogram (EEG) rhythms 
are often disrupted.14,15   
Based on the experiences with the patient 
in this report, I have since found that con-
vergence techniques are particularly useful 
with individuals who have anxiety, panic 
attacks or panic symptoms. Convergence 
innervation has consistently shown good 
results with these patients. These clinical 
experiences might seem spurious without 
describing a unifying neuro-physiological 
mechanism to explain how convergence 

therapy might specifically decrease a sen-
sation of panic.  There must be plausible 
reasoning for why the observations might 
be associated, a rationale to support the 
responses.  It is my belief that the most 
reasonable explanation is the oculocardi-
ac reflex (OCR).  OCR stimulation of the 
vagus nerve through convergence therapy 
offers another, perhaps more practical, 
type of somatic intervention.

Oculocardiac Reflex
To understand the probable mechanism of 
the OCR, we should consider the neurol-
ogy of the eye. The ophthalmic division 
of the trigeminal nerve is the afferent limb 
of the OCR. The major pathway mediat-
ing the OCR6 consists of an afferent link 
through the ophthalmic portion of the tri-
geminal nerve to the vagus nuclei and an 
efferent link through the vagus nerve to 
the heart. Impulses pass through the re-
ticular formation to the vagus nerve’s vis-
ceral motor nuclei. The efferent limb mes-
sage is then carried by the vagus nerve 
to the heart and stomach.16  The OCR is 
usually understood to refer to a decrease 
in pulse rate (bradycardia) upon ocular 
stimulation—even to the point of actu-
ally stopping the heart (asystole). This 
phenomenon is associated with traction 
applied to extraocular muscles (EOMs) 
and/or compression of the eyeball. This 
reflex is especially sensitive in newborn 
and children and cardiac arrest may result 
as a major consequence. The mechanism 
may come from stimulation of the nerve 
endings of the EOMs.17   There are many 
nerve endings in the EOM insertions in-
cluding Golgi tendon organs, palisade 
endings, stretch receptors, muscle spin-
dles, trigeminal nerve terminals and other 
afferents.18   These sensors are thought to 
offer positional information to the EOM 
nerve nuclei and to higher processes. 18, 19

Veterinarians have used the OCR for some 
time, compressing the globes of the eye as 
a vagal maneuver to reduce tachycardia 
in their patients.20   Strabismus surgeons 
and anesthesiologists are quite aware of 
the risks of OCR stimulation. Medicine 
has devised tests to predict which patients 
are particularly sensitive to the OCR.21, 22  
Anesthesia is then adjusted based upon 
the test results to reduce the possibility of 
an untoward event.23, 24  Other areas of the 
head and face can result in vagal changes: 
pressing on the mandible, maxilla, eye lid 
or other facial bony structures can produce 
bradycardia.  One may demonstrate OCR 
by pressing on the muscle mass remain-

ing after enucleation.7, 16  This is believed 
to be mediated by the trigeminocardiac 
reflex.18  

OCULOCARDIAC 
CONVERGENCE TECHNIQUE
Mechanism
Via the relationships described above, Oc-
ulocardiac Convergence Therapy (OCT), as 
a somatic intervention, appears to result in 
the stimulation of the primary parasympa-
thetic vagus nerve, resulting in bradycar-
dia (Table 1).  The somatic interaction of 
the OCR offers a credible mechanism for 
the reduction of stress with its associated 
panic symptoms, including non-cardiac 
chest pain. The palliation may also em-
brace the diverse symptoms of pulmonary 
and gastric distress that can accompany 
congestive heart failure patients.  Vol-
untary convergence stimulates the EOM 
insertions, especially those of the medial 
recti, plausibly resulting in vago-depres-
sive responses. The site of origin for this 
phenomenon, most likely, is the muscle 
insertion into the globe, since topical an-
esthesia will greatly reduce the OCR.25  
OCT as reported here has been seen clini-
cally to result in amelioration of non-car-
diac chest pain and also the symptoms 
of panic attacks and anxiety disorder in 
humans.  The strategy is employed for a 
minute or less when any distress is sensed 
in either its prodromal stages or during an 
active attack.  It does not replace medi-
cations, but can be employed in conjunc-
tion with or, if it is possible to intervene, 
prior to, the use of pharmacologicals. It 
is strictly an intervention technique to 
be used spontaneously, at any needful 
moment.  To this point, there have been 
no reports of adverse reactions while us-
ing this technique, though it theoretically 
might be possible to create transient asys-
tole if performed too vigorously, or for a 
prolonged period of time. This potential 
transient asystole has not been reported, 
however.

CASE STUDY
A 62-year-old white female, with a history 
of panic attacks over a period of over six 
years or more has remained essentially 
panic attack-free after about half a dozen 
episodes and OCT interventions over a 
year’s time.  The activity was performed 
strictly as necessary when the symptoms 
were experienced.  The patient later began 
to suffer classic effects of what were then 
thought to be congestive heart failure, in-
cluding what were initially thought to be 
angina attacks.  The attacks were not clas-
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sic angina, in part because the pains did 
not come on with or after exertion, nor did 
resting relieve them substantially. Nitro-
glycerine sublingual tablets were moder-
ately effective in relieving the pains. 
A Cardiolite Stress test and, subsequently, 
a heart catheterization revealed a healthy 
heart with minimal to no obstructive dis-
ease, so she continued to do OCT with the 
onset of any angina-like pain or even the 
prodromal signs of pressure or tingling, as 
she described it.  The results were gratify-
ing in that within four to six cycles, the 
somatic awareness dissipated.  This tech-
nique rarely, if ever, failed to work for her 
and continues to do so for the rare occa-
sions that require intervention.  She no 
longer needs nitroglycerine tablets.  The 
patient has even begun to use this so-
matic intervention with mild respiratory 
and gastric distresses that she more rarely 
experiences, with comparable results. Re-
lief is experienced within a few cycles 
of OCT.  This would be consistent with 
a generalized vagal response, in all likeli-
hood.  This has been clinically replicated 
in our office with a number of similar suf-
ferers.

DISCUSSION
“Noncardiac” chest pain is present in 
about 20-30% of patients complaining of 
chest pain but who have no or insignifi-
cant obstruction upon cardiac catheteriza-
tion.26, 27   Bradycardia, regulation of heart 
rate variability and increased beat-to-beat 
coherence, are indicators of increased 
vagal tonus.  That is to say, they indicate 
increased parasympathetic activity. We 
have been able to clinically observe the 
impact of OCT upon heart rate regularity 

patterns using heart rhythm biofeedback 
equipment (HeartMath FreezeFramer® 
2.0).28  This is especially true when the 
medial recti are engaged by appropriate 
head posture (thus isolating their action 
field) while the heart rate is being moni-
tored.  Regulation of heart rate variability 
has been called cardiac coherence training 
and is seen when the intervals between 
beats become more consistently regular 
through entrainment exercises (activities 
that can influence neural frequencies to 
adjust themselves to other functional fre-
quencies, such as respiration).28 

The use of oculocardiac convergence ther-
apy may be used as a possible treatment, a 
somatic intervention, in the event of non-
cardiac chest pain, panic disorders and 
vagally-mediated stomach and breathing 
problems.  And, because of the efferent fi-
bers to the striated muscle of the pharynx 
and larynx, OCT may even treat globus 
hystericus, a lump-in-the-throat sensation 
that causes difficulty in swallowing in the 
absence of a physical cause.  This maneu-
ver is an interesting and novel use of OCR 
activation, because it appears to manage 
symptoms of autonomic hyperactivity.  
OCT appears capable of providing a quick 
palliation to these distressing symptoms in 
many situations.  It is quite likely that there 
may be a conditioning—an accumulative 
effect, with longer and longer refractory 
periods—since it has been noted that the 
vagus nerve response is somewhat train-
able, as has been reported in the popular 
literature on pulse generated vagus nerve 
stimulation.29  Whether that occurs in this 
instance or not, over the last five years, 
this patient believes that it does. This sim-

ple procedure has the potential to reduce 
the distress from both physical and emo-
tional factors. It has the potential to reduce 
not only tachycardia, but also non-cardiac 
chest pain and similar cardiac responses 
in perhaps a majority of sufferers.
Many of the medications used in ame-
liorating the conditions mentioned above 
have varying side effects. An effective so-
matic intervention like the one described 
here should be welcome to those who ex-
perience side effects while taking those 
medications. The risk to benefit ratio of 
this technique is virtually not a factor.

CONCLUSIONS
This new and novel method of employ-
ing convergence therapy in panic disor-
der attacks may be extended to non-car-
diac chest pain sufferers. It may also be 
of merit to make an attempt to apply the 
technique as a palliative to those who 
suffer gastric disturbances, situational 
breathing distress, and perhaps even with 
the prodromal stages of migraine.  The re-
sponse in panic disorder and non-cardiac 
chest pain has been seen to be swift and 
effective. Panic attacks and pain began to 
subside within 20 to 60 seconds. The re-
sults lasted from hours to days and upon 
continued practice, weeks and months.  
Alterations in vagal tone have been pro-
posed as a factor in the origin of panic 
attacks.30 This technique for stimulation 
of the vagus, and its tentative hypothesis, 
is based upon an initial set of observations 
and empirical clinical applications in a 
limited population. One case is reported 
above. Any stronger assertion will neces-
sitate rigorous trials.  Research in the form 
of controlled or cohort studies and/or ad-
ditional case studies can be designed to 
explore and verify the precise mechanism 
of this intervention technique and the de-
gree of amelioration that occurs. In doing 
so, it is difficult to conceive of how a true 
placebo control group might be designed. 
The patient is always aware that the treat-
ment and traction upon all of the EOMs 
can stimulate the OCR, though to lesser 
degrees than the medial recti.19  It would 
also be of great interest to verify if there 
is—indeed—an accumulative result.
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One-Eye Inside Window Brainspotting: 

1. Choose issue 

2. Determine activation 

3. Take SUDs level – Level of intensity of activation 
(O – no intensity, 10 max intensity) 

4. Identify location of activation in the body 

5. Determine which eye carries higher activation 
level 

6. Starting with activation eye, find highest 
activation tracking left and right horizontally at eye 
level (X axis).  

7. Then track up and down the Y axis (above/below 
eye) for the highest activation to locate brainspot. 

8. Process on primary activation eye until SUDS is 0 

9. Squeeze the lemon until there is no activation 

10. Switch to opposite eye and explore X and Y axes 
to find Brainspot on resource eye  

11. Process to 0 SUDs, then squeeze the lemon until 
there is no activation  

12. Finish process with both eyes open. 
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Z AXIS 

Determine the Brainspot (usually done on Inside 
Window). 

The client starts by gazing at the tip of the pointer. 

Guide the client to look straight through the pointer 
to the furthest place in the room (usually the far 
wall). 

Guide the client to determine where the activation is 
highest; close or far. Start with the lower activation 
distance (usually far), and after about 5 minutes 
shift to the opposite distance. Progressively less time 
is spent on each distance (3, 2, 1 minute). 
Eventually the back and forth is rapid about 3 to 10 
seconds at each distance (called vergence). 
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Vergence Therapy: 

Determine the Brainspot (usually done on 
Inside Window). 

The client should be gazing at the tip of the 
pointer. 

Guide the client to look straight through the 
pointer to the furthest place in the room 
(usually the far wall). 

Guide the client to flow back and forth between 
the pointer and far spot every 3 to 10 seconds 
and observe their processing. This can be 
slowed down if client reports nausea or 
dizziness (occasional side effects). 
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Set up for Outside-Inside BSP 

1. Have the client choose the issue, asking for 
activation, taking a SUDs, asking for body 
location of activation, followed by the Outside-
Inside Brainspot exploration outlined in step 2.  

2. Instruct the client that you will be scanning 
their field of vision at eye level stopping when 
you observe a reflexive response. Inform the 
client that each time you stop you will be 
asking them for feedback on what they 
experience on that spot. Also, guide the client 
to be mindful that they will decide which spot 
they choose to process on and that they may 
make an intuitive choice of the spot they feel 
will help them the most.  
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Rolling Brainspotting (RB) entails slow eye 
tracking with stopping briefly on each Outside 
Window Brainspot and holding on it for a period 
of time, either momentarily (a second or two) 
or for more extended periods of time (one to 
two minutes). 

 

 
 

A second alternative is to ask the client 
on each Rolling Brainspot what they 
are experiencing. Where more intense 
activation is present, stay longer on the 
Brainspot. If a Brainspot is very 
powerful, shift over to full Outside 
Window BSP and stay on the spot until it 
is released. 



Set Up of Advanced Resource Frame of 
Combined One Eye and Z Axis 
Brainspotting 

1. Issue, Activation, SUDs level, Identify Body 
Resource 

2. Find the eye with the lower SUDs (the eye 
that matches the Body Resource) 

3. Find the Resource Spot on the Resource Eye, 
first on the X Axis, then on the Y Axis 

4. Find the Resource Distance on the Z Axis, far 
or close  

5. Process on the Resource Eye, the Resource 
Spot, the Resource Distance and the Body 
Resource 
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