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To Helen Hunt Watkins

 

Who, like a concert artist, knew how to wield the science

of clinical practice for the betterment of human beings.

And to her colleagues, students, and patients, who will 

completely understand the message she wrote:

“All that we have been in life

will live on in the quality of other lives

that we have touched significantly, 

and in that way, we are reborn

again, and again, and again.”
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Preface

 

Unlike the majority of other treatment modalities and adjuncts to therapy,
hypnosis has been around for a very long time. Now, more than half a cen-
tury of science has demonstrated that hypnosis is one of the most versatile
and useful of health care tools for physical and mental health. Clinical
hypnosis is securely grounded in an enormous foundation of careful
empirical work that substantiates its efficacy under a variety of circum-
stances (for a recent review, see Lynn, Kirsch, Barabasz, Cardena, & Patter-
son, 2000; Patterson & Jensen, 2003). Franklin and Lavoisier described
science as “disciplined wonderment” in their royal commission report to
the king of France on mesmerism (Franklin et al., 1784). This notion is as
relevant now as it was 220 years ago. The efficacy of hypnosis is recognized
by the National Institutes of Health (

 

Journal of the American Medical Asso-
ciation

 

, 1996). The American Medical Association officially approved the
clinical use of hypnosis in 1958, and the American Psychological Associa-
tion approved it in 1960. The two major hypnosis societies, the Society for
Clinical and Experimental Hypnosis and the American Society of Clinical
Hypnosis, hold memberships in both the American Association for the
Advancement of Science and the World Federation for Mental Health.

An increasing number of rigorously controlled studies are showing
hypnosis is not just effective but also superior to a number of standard
treatment procedures. For example, Lang and her colleagues (Lang et al.,
2000; see also A. Barabasz & M. Barabasz, 2000) found hypnosis to have
significantly more pronounced effects on pain and anxiety reduction for
invasive medical procedures in contrast to structured attention or even
intravenous analgesia. The effects are not limited to adult populations. In
a comparison of hypnosis and distraction in severely ill children undergo-
ing painful medical procedures, J. Smith, Barabasz, and Barabasz (1996)
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studied an ethnically diverse sample of children suffering from cancer or
blood disorders. Measures of pain and anxiety were obtained from the
children and their parents, as well as independent raters. Hypnotizable
children (the majority) showed significantly lowered pain, anxiety, and
distress scores in response to hypnosis in contrast to low hypnotizable
children, and hypnosis was superior to standard pain amelioration inter-
ventions. Perhaps of greater interest to the majority of practicing psychol-
ogists is the effectiveness of hypnosis as an adjunct to psychotherapy. J.
Watkins and Watkins (1997, pp. 162–194) summarized the effectiveness of
ego-state therapy and hypnoanalysis. Both procedures were found to be
superior to psychodynamic therapies in general. Those using cognitive-
behavioral therapies will no doubt be impressed by the comprehensive
meta-analysis of  hypnosis as an adjunct (Kirsch, Montgomery, &
Sapirstein, 1995). The analysis was performed on 18 studies in which cog-
nitive-behavioral therapy was compared with the same therapy supple-
mented by hypnosis. The results indicated that the addition of hypnosis
substantially enhanced treatment outcome, so the average client receiving
cognitive-behavioral hypnotherapy showed greater improvement than at
least 70% of the clients receiving nonhypnotic treatment. They are partic-
ularly striking because of the few procedural differences between the hyp-
notic and nonhypnotic treatments.

Hypnosis is cost effective. As medical costs continue to soar, new
opportunities for those trained in hypnosis are on the horizon. Until
recently, the authors of numerous reports have merely alluded to the cost-
effectiveness of hypnotic interventions. Recently, a major Harvard Medical
School study (Lang & Rosen, 2002) showed findings that are astonishing
to those untrained in hypnosis. The average cost associated with standard
sedation for a range of outpatient procedures was $638, compared with
$300 for sedation with adjunctive hypnosis. The addition of hypnosis
resulted in a savings of $338 per case. Hypnosis was shown to reduce out-
patient room time, but hypnosis remained more cost effective even if it
added as much as an additional 58 minutes to room time. One can only
speculate about the cost-effectiveness produced by the greater improve-
ment, an average of 70%, shown with hypnosis by the Kirsch et al. (1995)
meta-analysis based on cognitive-behavioral therapies but, similar to the
Lang and Rosen (2002) findings, A. Barabasz and Barabasz (2000) demon-
strated significantly increased clinical effectiveness and a reduction in
treatment time by nearly 50% when hypnosis was added to specific bio-
feedback treatment interventions.

Therapists who practice approaches (such as psychoanalysis) that
require several sessions per week over many months or even years are
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faced with a severe economic crisis (Goldberg, 1996). Insurance compa-
nies, and other third-party payers, will simply not fund such lengthy treat-
ments. Hypnoanalysis, based on psychodynamic theories (Brown &
Fromm, 1987; Lavoie, 1990; J. Watkins, 1992, substantially reduces treat-
ment time to as little as 60 to 150 hours. Similar magnitudes of efficiency
are achieved with hypnosis in structural and developmental hypnoanalytic
treatment of severely disturbed patients (Baker, 1990; Brown & Fromm,
1987; Copeland, 1986). More recently, J. Watkins and Watkins (1997, pp.
162–194) demonstrated that intensive ego-state therapy (an extension of
hypnoanalysis) might offer an effective and even briefer approach. On the
basis of 15 years of case data, they concluded that therapy of as little as 12
hours often achieves permanent, structural personality changes, including
resolution of lifelong disorders.

Although treatment efficacy and cost-efficiency are primary consider-
ations, there is yet another important overlay that makes the study of hyp-
nosis all the more critical at this time. The United States is currently
undergoing demographic changes that are entirely without precedent in
its history. In 1960, only 16 million Americans did not trace their ances-
tors to Europe. Today, the number is in excess of 80 million. No nation has
ever undergone as rapid and radical a transformation. Immigration to the
United States is the largest population transfer in history. People are com-
ing from Asia, Africa, and Latin America. Embracement of cultural diver-
sity in the United States has put an end to the “melting pot,” a concept
made famous by Israel Zangwill, the Russian-Jewish playwright, in his
famous 1908 play of the same name. Diversity in the United States now is a
salad rather than an acculturating melting pot. Virtually all psychothera-
peutic modalities currently practiced today in the United States, Canada,
Europe, Australia, and New Zealand are Western-culture bound. In con-
trast, hypnosis is multicultural in nature, with experimental and clinical
research published in more than a dozen scientific journals worldwide.
Hypnosis is the only therapeutic modality that is yet scientifically sup-
ported on the basis of Western science that makes it possible, for example,
for a psychologist skilled in hypnosis to be accepted simultaneously by
Native American healers and those from Eastern cultures. As employment
opportunities for both clinical and counseling psychologists continue to
shift toward hospital or outpatient medical settings, multicultural adapt-
ability is already becoming increasingly important. The time has come to
look seriously at the integration of hypnosis in Ph.D. training. In recogni-
tion of this need, the APA Committee on Divisions of APA Relations has
provided a grant specifically for “the integration of hypnosis training in
Ph.D. programs” led by APA’s Division 30 (Society for Psychological Hyp-
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nosis), Division 45 (Multi-Cultural), and Division 17 (Counseling Psy-
chology, 2002–2003).

The present book, developed from J. Watkins’s (1987) classic text,
updates and expands the earlier work. It is specifically intended to meet the
current and emerging needs of a university graduate program to train psy-
chologists and medical practitioners in the use of hypnosis. Unlike many
other therapeutic modalities, it is still often difficult to get training in hyp-
notherapy. The majority of top medical schools offer training in hypnosis,
but lagging behind are graduate schools of psychology and counseling psy-
chology, where just a minority regularly offers courses in hypnosis. The
major scientific societies in the field, the Society for Clinical and Experi-
mental Hypnosis, the American Society of Clinical Hypnosis, and the Soci-
ety of  Psychological Hypnosis (Division 30 of  the APA), do offer
workshops, up to about three days in length, at their annual meetings and
during the year at various centers about the country. These are usually
“cram courses” where the beginner is immersed for a very short time in a
strange and baffling field that is frequently foreign to his or her previous
experience. Fascinating to be sure, but with demands upon his or her own
personality and its defenses, that immersion may provoke anxiety. The
skilled surgeon, calm and collected in the face of observable physical
pathology, may practice his or her skills with high concentration and equa-
nimity. Yet the same person confronted with apparently magical happen-
ings for which he or she has no apparently tangible objective rationale,
quails and avoids as if asked to stay in a haunted house. On the other hand,
the objective scientific researcher who has dealt with concrete, observable
behaviors as variables, and who can trace intricacies of behaviors with the
aid of complex designs and mathematical analyses, often wishes to avoid a
modality that lends itself to objective formulations only with the greatest of
difficulty and complexity.

Of the cognitive, sociocognitive, or behavioral theories available today,
none can adequately account for the esoteric phenomena induced by hyp-
notic trance. There are few competent instructors in this field. Many uni-
versity graduate schools, as well as many medical schools, still do not have
even a single faculty member who is properly prepared to offer regular
courses in this discipline. Furthermore, there is a tremendous ignorance
on the part of many physicians and psychologists concerning hypnotic
phenomena, which is manifested by suspicion and distrust of workers in
the field. Despite substantial scientific evidence to the contrary, a number
of psychologists confuse the effects of hypnosis with those that can be
wrought with suggestion and misconstrue its effects on pain relief as noth-
ing more than the effects of relaxation-suggestion. Some psychoanalysts
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continue to parrot objections to hypnotherapy based on unverified theo-
retical positions voiced by Freud and his associates nearly a century ago.
Accordingly, it is no wonder that so few professionals are skilled in the use
of hypnosis as a treatment modality. The bottleneck seems to be that skill
in hypnotherapy is limited to a few psychotherapists as compared with
many practitioners who have mastered other approaches for dealing with
mental and physical disorders.

In light of the previously mentioned information, and the recognition
of hypnosis as a legitimate scientific and treatment modality by the Ameri-
can Association for the Advancement of Science and the World Federation
of Mental Health, as well as the American Medical Association and APA, it
is clear that hypnosis should be taught along with other accepted methods
of treatment in medical schools and graduate programs in psychology.
Even for those psychology graduate programs that limit their emphasis to
only cognitive-behavioral treatments, dramatic enhancement of outcomes
by the addition of hypnosis (Kirsch et al., 1995) clearly indicates that train-
ing in hypnosis should be included routinely as part of these emphases.

Despite the plethora of articles and reference works on hypnosis cur-
rently available today, not one of these seems to have been specifically
designed as a teaching textbook. The topics, although often well discussed,
are not arranged in the same systematic way that one would expect a gen-
eral textbook in physiology or zoology would be arranged. Units of
instruction should be outlined with consideration of the typical three- to
five-credit-hour course for an academic semester or quarter. Lecture and
discussion need be interspersed with practicum experiences that gradually
initiate the new student into the various hypnotic phenomena and the
techniques for eliciting them. Presentations must range hierarchically
from simple to more complex. Theories of hypnosis, often thrown at the
reader in great profusion, should be simplified and directly related to hyp-
notic experiences. The history of hypnosis needs to be presented in a way
that allows the newcomer to identify with the struggles and difficulties
pioneers had when investigating these phenomena, developing their treat-
ment techniques, and dealing with hostile opposition from colleagues. For
indeed the history of hypnosis is one of repetition. One worker after
another has gone through the same sequence of skepticism, observation,
conviction, overzealousness, effort to maintain scientific respectability,
and problems of explaining his or her approaches to associates and the
public. The history of any field, and especially of hypnosis, ought to be
presented in such a way that the newcomer can identify with the stream of
its development, its heroes, and its innovators. In such training, the new-
comer can experience the same changes of perception and understanding
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that characterize the professional careers of our predecessors. Students will
pass through the initial amazement the same way their instructor did.
Whether this turns them on to the field or scares them off will depend on
whether the initiation is systematic and stepwise, permitting them to cog-
nitively master new experiences, integrate them into their previous profes-
sional background, and develop confidence in the skills of hypnotic
induction and therapy. Such skills are essential yet are too frequently
superficially learned by those involved only in university-based research in
hypnosis.

For decades, we have taught hypnosis to hundreds of psychologists,
physicians, dentists, and psychiatrists, as well as to other psychotherapists.
Several of them became quite proficient in the modality. Dozens are now
distinguished clinical and experimental contributors to the field. But sadly,
many left the courses, the workshops, or the institutes in which the
instruction was given, interested and fascinated, promising themselves
they would really learn to use these techniques but finding themselves
many years later using only nonhypnotic procedures. Somehow, their early
anxieties, personal blocks, and difficulty in obtaining supervision and
mentorship in the field were never overcome.

Many of us who have served as teachers of hypnosis have met former
students who report that they enjoyed the course, gained a great deal in
understanding their client’s personalities, improved their doctor-patient
relationships, and developed a greater comprehension of the role of psy-
chogenic factors in causing mental and physical dysfunction. But they
then state, “I always intended to practice hypnosis, but I never felt entirely
at ease with it.” If a student has not started using hypnosis within a month
or two after completing a course, he or she often never employs it. Much is
lost in the teaching of this modality, because only a minority of those who
take workshops have become active users of hypnosis in therapy or
researchers of the phenomenon.

Here at Washington State University at Pullman, a four-credit-hour
course in clinical and experimental hypnosis has been a regular yearly part
of graduate training for counseling psychologists for the past 20 years. In
the year 2000, an advanced course in hypnosis and psychotherapy was
added and is offered biannually. Students enrolled in the Washington State
University APA-accredited PhD program in counseling psychology may
begin their use of hypnosis at the university counseling center in practi-
cum experiences in their second practicum year, where nearly all of super-
vising faculty are experienced and trained in hypnosis. At the University of
Montana at Missoula, a course in hypnotherapy has been a regular part of
doctoral training in the APA-accredited clinical psychology program for
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more than 30 years. Teaching in both programs involves demonstrations in
class that are continually integrated with lectures and discussion. Audiovi-
sual media also are used. In spite of all this, we found that only about a
third of our students were actively using hypnosis in their practices 2 or 3
years later. Students begged for additional supervised training with actual
patients, and accordingly an advanced hypnotherapy team was established
in the Clinical Psychology Center at the University of Montana for those
who had completed the course. At the Washington State University coun-
seling center, a workshop is offered every few years for licensed psycholo-
gists. Findings show that initial courses, however well organized, can whet
the professional appetite of practitioners and generate research interests for
many students. But if these students are to profit from advanced seminars,
they need much more actual experience in using hypnosis. In our training,
students serve as subjects and as therapists. They work with screened vol-
unteer subjects of known hypnotizability, and they study the literature and
relate it first to their experiences in hypnotizing subjects and later to their
understanding of clinical cases. Only in this way do they seem to acquire
the confidence that permits them to employ hypnosis regularly as a contin-
uous technique in their therapeutic armamentarium.

It is from considering this background that we determined that a teach-
ing text in hypnotherapy was needed that would address specifically the
problems of teaching and learning and the personal needs of students
wrestling with this as a new modality. This book is, accordingly, designed
with a focus on the professor and his or her students. It aims to include
that which can be learned, and no more, within a typical academic semes-
ter. Given reasonable mastery of this text, a broader background, familiar-
ization with a wider variety of techniques, acquaintance with the many
nuances of theoretical controversy, and polished finesse in the practice of
hypnotic skills will come later with greater ease.

After having acquired certain basic procedures, having thoroughly con-
vinced themselves of the potential effectiveness that hypnosis can demon-
strate in the treatment situation, knowing at least a number of clinical
problems within their practices that are amenable to hypnotic approaches,
and having mastered the initial awe to the point where they feel some con-
fidence in their hypnotic abilities, clinicians can then develop further
through individualized reading of the literature plus attendance at scien-
tific meetings and legitimate workshops. This book, therefore, is dedicated
to getting students over the initial hurdles and furnishing the starting
impetus necessary to make them into functioning practitioners in the field
of hypnosis. One must subsequently develop skills if one is to be an artist,
a master of the discipline, and more than a journeyman practitioner.
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Many of the books written in this field are written from the standpoint
of the writer’s attempt to pour his or her experience, and wisdom, into the
student—the “big jug and little mugs” theory of education. We also have
written earlier books, book chapters, and articles in this field that were
presented from that point of view—that of the instructor.

In this book, we are attempting to handle the task before us a bit differ-
ently. A theory of the therapeutic relationship presented in an earlier work
(J. Watkins, 1978) posited two viewpoints from which we may view another
person: the objective and the resonant. When we are objective we observe
the actions of a patient from an outside vantage point, much as one might
look at a specimen under a microscope. The other is an “it,” not ourselves,
and our responsibility for “its” actions are minimal. But if we temporarily
identify with the other, perceive the world as if  through his or her
eyes—even view our own self as he or she might—then we are resonating.

This might be viewed as a large step beyond, but certainly in the same
direction as, empathy. Resonance is that process by which the individual
(therapist) attempts to replicate within himself or herself a close facsimile
of another’s experiential world. It is approaching a problem from the inner
perspective of the other rather than from that of our own. The practice of
resonance can be as valuable in the field of education as in therapy. The
teacher whose presentations are developed from the viewpoint of the stu-
dent struggling to master the material should be more effective than the
professor who simply “doles it out” and places on the student the burden
of mastery. Insofar as it is possible, we shall try to incorporate the resonant
point of view in writing this book. This means that when designing each
unit we shall try to think not “What is it we wish to tell the students? What
should they learn?”; rather, we will endeavor to continually ask ourselves
the question, “If I were a new student what would I want to know, what
help would I need to master both my own insecurities in this new modal-
ity and the techniques necessary to use it skillfully?” Whenever possible,
we will assume the student’s frame of reference and write the material
accordingly. To help ensure a student’s perspective, Ciara Clear Chris-
tensen, a student naive with respect to hypnosis at the beginning of the
preparation of this volume, read and discussed each chapter with the first
author as the text was written. Questions such as “Sounds great but what
does this mean?” or “Why say it that way?” were addressed. We also owe
her a great debt of gratitude for her dedication and weekends of work in
typing endless hours of dictation, proofreading, and serving as the subject
for photographs in this volume.

The chapter on Hypnosis and Sport Performance was contributed by
Erik Dunlap, a Ph.D. student of Arreed Barabasz, who brings his back-
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ground as a former offensive lineman on the Duke University football
team to the subject.

The second author’s theories of psychotherapy (J. Watkins, 1963, 1967,
1978; J. Watkins & Watkins, 1982, 1997) emphasize a balance between
objectivity and resonance. Therapy is only a kind of education or reeduca-
tion, often at unconscious levels. But a good therapist is a good teacher.
Here we are not trying to treat problems of a student but trying to inculcate
techniques, manners, and approaches effective in the treatment situation.

If this approach can be effectively used in teaching hypnotherapy, then
perhaps a beneficial spin-off will also occur. We learn by modeling. Those
of us who are psychotherapists often copied manners and skills from the
master, the professor or the analyst with whom we studied. In the same
way the clinical instructor relates to his or her students, the students will
relate to their students—their patients. Manners are contagious, so per-
haps the manner of presenting our material may prove of benefit, first,
objectively, as the student learns, practices, and masters the necessary
skills, and, second, through resonance, as he or she incorporates some of
the indirect manners of bringing about the phenomena of hypnosis both
with and without a formal induction, use of hypnotic suggestions, and
interpretation that might be transmitted by the written and the spoken
word. We believe that although the use of hypnosis in therapy may be
learned as a science, it is practiced as an art.

Every science-based discipline has its own unique language. Psychoana-
lysts talk in “psychoanalese.” Behavior modifiers write in “behaviorese”
terms, and cognitive therapists are forever reframing. Without wishing to
offend the psychologist, the psychiatrist, or other professionals, the termi-
nology in the present book is intended to be as clear and simple as possi-
ble. When we use technical or professional terms, we do not assume that
the student understands them. Because the physician, psychiatrist, psy-
chologist, psychoanalyst, and dentist each have a unique vocabulary, we
try to couch the language here in terms that are easily understandable to
the broadest range of graduate students. We explain and illustrate special-
ized terms. Repetition will not harm the sophisticated reader; failure to
explain may leave the professional from another discipline confused.

Explanations should be concrete, illustrations and case examples fre-
quent, and specific wordings presented. For example, how often have you
read a good psychoanalytic case presentation where the following state-
ment was made: “At this point I interpreted his negative transference”?
And how often have you wondered, “Yes, you did. But just what did you
say? Exactly what were the words you used, and why did you choose those
specifically? Why did you decide to interpret the negative transference at
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this time? What specific reactions did your patient show to your interpre-
tation—in his or her next remark, his or her behavior during the rest of
the session, in the hours and days that followed?” The statement “At this
point I interpreted his or her negative transference” may have satisfied the
writer. It was objective, but it was not resonant because it did not meet the
needs of the student to understand. It did not answer the questions that
were on the reader’s mind, and it did not develop learning so that the
reader would know just how to interpret the negative transference of a
patient when required. This is why the present book is made as concrete
and specific as possible. We use pictures and diagrams, and we note audio-
visual examples that have been made available, because these may be a fur-
ther aid in the learning process. Study questions and practicum exercises
are designed to develop the stages of learning and to maximize retention
of factual knowledge and acquisition of technical skill. As much as possi-
ble, we present verbatim induction techniques and case materials, together
with explanatory notes.

Hypnotherapy must be learned and practiced as a meaningful disci-
pline, not as a collection of scientific facts or as a cookbook of recipes for
handling various clinical problems. Elements must not be learned in iso-
lation from one another but be integrated as the whole of understanding
that should emerge within the student. As in other professional treat-
ment disciplines, the hypnotherapist should become a clinician, not a
technician.

The study of hypnosis usually makes a clinician a better psychologist or
physician (or other) and makes him or her a more understanding student
of human nature. Perhaps nowhere in the behavioral sciences does the
interplay of psychological cause and effect show more clearly than in the
psychodynamic movements revealed by hypnosis. Whatever has been one’s
skepticism about the reality of unconscious processes, no other experi-
ence, unless it is that of intensive psychoanalysis, is so convincing as to the
reality of covert interactions within the human psyche.

The orientation is psychodynamic and eclectic in this treatise. That is, it
is psychoanalytic to the extent that it accepts the existence of unconscious
behavior, considers that it is mediated within psychodynamic mechanisms
(such as projection, identification, displacement, rationalization, etc.), and
takes the point of view that these interactions play significant roles in the
etiology of pathological symptoms and maladaptive behavior. However,
because many contributions to the treatment of clinical problems have
stemmed from the recent investigations of the cognitive behaviorists and
have been incorporated in the technology of cognitive-behavior therapy,
this work also is eclectic. It is our opinion that some clinical problems are
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most adequately and efficiently approached from a psychoanalytic point of
view whereas others are best approached from the perspective of either
behavioral or cognitive-behavioral therapy. Furthermore, the significant,
broad and long-range goals targeted by the humanistic-existential thera-
pists, such as the development of meaningfulness, authenticity, and spon-
taneity in the self, often are required if other than temporary relief is to be
granted to many of our patients.

Obviously, this book is not meant to be “purist.” Instead, it draws from
several alternative theoretical conceptualizations and skills that, practiced
within the hypnotic modality, promise maximal therapeutic effectiveness.
We include information relating to the major scientific societies and how
to affiliate with them. They are key to an individual’s continued growth as
a clinician who uses hypnosis in his or her practice or research. They fur-
nish continuing education for the initiate and for the expert in the field.
There are legitimate national and international societies concerned with
research and practice in hypnosis and with ethical codes governing its use.
Unfortunately, certain other organizations with lowered professional and
ethical standards attract those whose power and exhibitionistic needs
exceed their professional sense of responsibility for the amelioration of
mankind’s ills.

The content of this volume is sufficient for a semester course in gradu-
ate school or medical school, or for an intensive introductory workshop. It
provides a background history of hypnosis, the phenomena of hypnosis,
theories of hypnosis, hypnotizability testing, and, most important, details
of hypnotic inductions and deepening techniques. Throughout, the inten-
tion of our emphases is to make it possible for students to learn how to
induce actual hypnosis in the subjects that they work with to make possi-
ble responses that can go well beyond the comparatively weak effects that
can be obtained by role playing, expectancy, context, or suggestion with-
out inducing a true state of hypnosis. Students will learn powerful tech-
niques that make it possible to use hypnosis to go beyond the effects that
might be wrought by social influence. Recent and rigorously controlled
experimental studies show us that hypnosis is clearly much more than
social influence or a simple response to suggestion. However, this text rec-
ognizes that the use of hypnosis in the treatment of our patients will prob-
ably always involve a complex interplay of actual trance induced states and
sociocognitive factors. We draw on both domains to maximize the partici-
pants’ ability to achieve a true hypnotic state that can be substantiated by
neural substrates.

Worldwide, the number of clinical and experimental studies being
currently published on hypnosis has become exponential. Accordingly,
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the bibliography of references included can in no way be exhaustive. It is
not intended to be. Many excellent books and articles must, of necessity,
be excluded. However, we have tried to refer to many of the most signifi-
cant works, and the serious student will wish to read further in this vast
literature.

For those readers who are just starting their acquaintance with clinical
hypnosis, welcome aboard and bon voyage. We guarantee an exciting and
challenging experience. For those of you who are already working in the
field, you know what we mean by the fascination of probing deeper into
the mysteries of human psychological and physical experience.

We, the authors of this treatise, are a generation apart. However, it came
as no surprise to either of us that as little boys we were both thrilled by
tales of exploration. In our very early teens we were both contributing to
science. The first author’s observations of the aurora borealis were
accepted as part of the extension of the International Geophysical Year
Studies, while the second author’s observations of variable stars were
accepted by the Society for the Study of Variable Stars. Alas, we have both
mused with sadness that we will probably not be privileged to walk on the
surface of the moon or gaze through a porthole window as the terrain of
an unknown planet unfolds beneath us. But as this book teaches you how
to use hypnosis, perhaps you too, like many of us who began its study ear-
lier, will experience the same intriguing sense of wonder as you see the
amazing phenomena that it continually reveals within “inner space,” the
universe of behavior and experience that constitutes the “self ” of every
person. Enjoy the adventure and resources that true hypnosis, like no
other modality, affords your patients and research participants.

 

—A.F.B. and J.G.W.
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Chapter 1

 

The History of Hypnosis and Its Relevance
to Present-Day Psychotherapy

 

Perhaps the earliest recorded description of hypnoanesthesia comes
from Genesis 2:21–22: “And the Lord caused a deep sleep to fall
upon Adam, and he slept; and He took one of his ribs, and closed
up the flesh instead thereof. And the rib, which the Lord God had
taken from man, made He a woman.”

Now, just imagine that you, as a doctor who has devoted your life to the
study of human illness, have discovered a totally awesome new healing
principle. You have happened, by good luck, on a new approach that seems
to have miraculous results in relieving pain and curing many conditions
that have defied the best efforts of your country’s most distinguished prac-
titioners. You have watched hundreds of sufferers lose their pains, throw
away their crutches, and resume normal living after being invalids for
years. As to the effects of your new technique, there can be no doubt.

Furthermore, to account for this therapeutic power, you have devel-
oped a theory that is related to what is known scientifically about the oper-
ations of natural law. Your waiting room is besieged by patients from near
and far. Your reputation as a great healer is established throughout the
land. Only one cloud shadows your satisfaction: Your colleagues refuse to
listen to you, learn your procedures, and verify them on their own
patients. How would you feel? What would you do?
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Perhaps in your eagerness to share this great discovery with the rest of
the world and to be scientifically recognized for your contribution, you
would welcome an official hearing. Let some highly respected members of
the medical and scientific societies investigate your practice and see your
therapeutic achievements firsthand. Their skepticism will be erased. They
can announce to your colleagues and to the rest of the world the truth
about your great discovery. Suppose that finally the government appoints
such a commission, consisting of several of the most respected names in
science. This group visits your treatment office. They study your charts,
observe your therapeutic procedures, and interview your patients. Now
you surely will be vindicated. Their long-awaited report is finally pub-
lished. You are devastated. They ignored the concrete examples of your
healing. They paid little attention to the reports of your many patients
who attest to their cures. They only criticized the theory by which you
attempted to explain your therapeutic achievements, and then said that
any reported results must be due to “imagination.” How would you feel
now? Could you carry on being scorned by colleagues and patients alike?
Or would you, like Franz Anton Mesmer, leave the country in disgrace,
filled with shame and bitterness?

 

The Discoveries of Mesmer

 

Mesmer, born in 1734, secured a degree in medicine in 1766. In tune with
the times, his doctoral thesis, 

 

De Planetarum Influsu,

 

 attempted to relate
changes in human functioning to gravitational and other forces in the sur-
rounding universe. After all, if the position of the moon could so move the
oceans of the world, would not such powerful forces also have significant
impact on the operations of living organisms, especially humans?

Mesmer was a brilliant man of great imagination. His interests were
indeed broad. A musician himself, he was a friend of Mozart, Gluck, and
Haydn. Vienna of that day was a city in which the arts blossomed as much
as the sciences. But Mesmer was equally a scientist and physician, and as
such had been made a member of the Bavarian Academy of Science.

The mid-eighteenth century was a time of great ferment. The impetus
for new advances, which two centuries before in the Renaissance had bro-
ken the frozen grip of medievalism and stimulated a new flowering in all
the arts, especially in Italy, that now swept on into the realms of natural
science. Newton, Galileo, Copernicus, Kepler, and others had made signif-
icant breakthroughs in understanding the universe and its laws. Gravity,
chemical reactions, electricity, and magnetism were being discovered as
great natural forces, energies that were soon to be harnessed and enor-
mously increase man’s standard of living. The Western world was on the
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verge of an industrial revolution. And speaking of revolutions, explosive
social forces were at work that would soon sweep through the United
States and Europe. Monarchies tottered before the increasing clamor of
the many common people demanding their rights for liberty, equality,
and fraternity.

It was in such a world that Mesmer learned from the Royal Astronomer
in Vienna, a priest named Maxmilian Hell, the principle of the magnet. If
one would hold a bit of magnetized metal before the eyes of an individual,
he or she would become transfixed. Moving and acting as if in another
realm, the subject was especially susceptible to healing suggestions that
could be administered at that time. His or her pains could be made to
leave. Many other complaints could also be banished under the spell of
the magnet.

However, Mesmer soon made a most puzzling discovery. A priest
named Gassner had been practicing a form of healing much like magne-
tism, which involved passes of the hands without the use of metal mag-
nets. Mesmer observed Father Gassner’s work and found that he himself
could also accomplish the same results merely by placing his hand near his
patients even without holding a piece of magnetized metal. How could this
be? It had been established that a magnet has about it a field that influ-
ences other pieces of metal, and when held close to patients it obviously
influenced them too, because pain and other symptoms were relinquished.
There must be something of the same energy in the hand of the doctor.
Therefore, this great healing power apparently was not limited to metals; it
could also be found in bodily tissues. So Mesmer coined the term “animal
magnetism” to represent a universal force that might account for the heal-
ing achieved by “the laying on of hands.”

How normal, how natural it was that a brilliant thinker with the search-
ing mind of Mesmer could arrive at such an explanation. Yet here we see an
example of what has often occurred in science where, through faulty rea-
soning, an invalid theory is formulated even though based on apparently
sound observational data. Accordingly, Mesmer established his clinical
practice on a concept that several years later was invalidated by scientists
who were more careful and rigorous in their experimental controls.

Mesmer was not the last to advocate the theory of a fluid, magnetic
energy to account for healing effects. A century and a half later, a brilliant,
creative psychoanalyst, Wilhelm Reich (1945), formulated theories about
the concept of the “orgone,” a life energy that could be concentrated in a
box and focused back on the human body with healing results. He also
treated patients according to his theory and was jailed for refusing to obey
a desist ruling of the Federal Food and Drug Administration in the United
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States. He died in jail, but perhaps his idea, even now, has not been put
finally to rest. Recent “Kirlian” photographs (Krippner & Rubin, 1973)
have shown that there is an “aura” of radiation about plant and animal tis-
sue and alterations in it are correlated with healing effects. Maybe, just
maybe, Mesmer and Reich were not entirely wrong.

 

Mesmer’s Controversial Case of “Restored” Sight

 

Maria Theresa Paradis, a young singer and pianist, had been blind since
the age of 3 years. The best physicians had not been able to restore her
sight. She was brought to Mesmer, who developed a strong interest in her
case. With her parents’ consent, he took her into his home and treated her.
Although a number of prominent physicians had diagnosed her condition
as due to destruction of the optic nerve, there was considerable evidence
that the blindness might be hysterical.

Maria had performed before Empress Maria Theresa who, being favor-
ably impressed with the girl, had provided for her education and granted
her parents a pension. At first, the treatment seemed to be successful, and
the girl apparently was able to see again. However, the case created conster-
nation within the conservative medical profession of Vienna. If Mesmer
really had such powers, the other doctors might lose their patients to him.

Several influential physicians were able to convince Marie’s parents that
her cure was not genuine, and they suggested that if she was no longer
thought to be blind, the parents might lose the pension. As a result, she
was removed by her parents from Mesmer’s care and returned to her
home, after which her blindness returned.

Here we see an experience from history that is so frequently repeated
today, one that society prefers to ignore but that complicates enormously
the task of the healing arts practitioner; namely, attempting to treat a
patient who has more to gain by remaining ill. Huge malpractice suits are
won; workman’s compensation, disability payments, and the pensions of
neurotically ill veterans are awarded to those who can successfully estab-
lish and retain symptoms in the face of treatment, psychological or physio-
logical. To his great chagrin, Mesmer learned about secondary gains and
reinforcements in the maintenance of illness long before the investigations
of such factors by scientist-practitioner psychologists. This case example
also serves to warn us that the first therapeutic question is not how we
should treat the patient but whether the patient should be treated at all.

 

Mesmer’s Fascinating Theory of Disease

 

Mesmer held that because the human body was composed of the same ele-
ments as those that made up the universe, it should be subject to the same
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laws that govern other bits of matter, including the planets. The body, too,
should be influenced by light, heat, electricity, and changes in gravitation
and even by influences from celestial space. He believed that the two halves
of the human body acted in relation to each other like two poles of a mag-
net and that physiological processes were disrupted when there was a lack
of harmony because of the improper distribution of magnetism.

Animal magnetism was viewed as a kind of fluid that could penetrate all
matter, that could be concentrated and reflected, and that could be
invested by the human will into various parts of the body. Mesmer believed
that he could direct this magnetic fluid through his presence, the passes of
his hands, the waving of a metallic rod, and contact with the baquet.

The baquet was a large wooden tub about a foot high, which he had
constructed within his clinic. It was filled with bits of metal, bottles sys-
tematically arranged in concentric rings, broken pieces of glass, and water.
It was large enough to allow a number of patients to sit around it. From its
upper lid there projected several iron rods. This baquet was supposed to
concentrate the magnetism (like a kind of eighteenth-century cyclotron)
that could then be transferred by patients to their afflicted members
through rubbing against the rods. Being a musician (and undoubtedly
somewhat of a showman) Mesmer felt that the experience would be
enhanced if the clinic room was darkened and music was playing while he,
in a long flowing purple robe, passed among his patients, rubbing their
bodies from time to time with his metal rod.

Because patients were expected to go into crises (hysterical seizures)
when the concentration of “magnetism” became sufficiently great, it is not
surprising that every so often one would writhe and fall into a “fit,” thus
further impressing the others as to the potency of the treatment. When the
number of patients seeking Mesmer’s help exceeded the capacity of his
clinic, he would magnetize a tree in a nearby park by stroking it. People
could then stand around it, basking in its “magnetism” and occasionally
going into crises.

Despite all of this apparent foolishness, Gravitz (2004), as a remarkable
historian of hypnosis, brought to our attention that Mesmer also recog-
nized that his own belief in animal magnetism was a crucial element and
that it “must in the first place be transmitted through feeling” (Mesmer,
1781, p. 25). At some level then, Mesmer understood the criticality of what
we speak of when we emphasize the importance of resonance as a key ele-
ment in helping to bring about the state of hypnosis as an instrument of
therapeutic change. Indeed, it would seem that Mesmer had an awareness
of key aspects of transference. Although he had no concept of issues of
libidinal regression, he was a century ahead of Freud’s recognition that the
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hypnotic state was created from transferential phenomena: “the key to an
understanding of hypnotic suggestion” (S. Freud, 1910, p. 51). A complete
discussion is cogently presented by Gravitz (2004).

 

Mesmer’s Reception by Colleagues

 

The same suspicion and criticism by medical colleagues that plagued him
in Vienna continued in Paris, and the greater his successes, the greater
became the hostility of the other doctors. In 1784, because of the conflict-
ing claims, King Louis XVI appointed a distinguished commission, whose
members were suggested by the French Academy of Science, to investigate
Mesmer’s practice. It is most interesting to note who was included among
its members. There was doughty old Benjamin Franklin, who had discov-
ered the relation of lightning to electricity with his kite. At that time, he
was the American ambassador to France. There was Lavoisier, the first to
isolate the element of oxygen. There was Jussieu, an eminent botanist, and
finally (not without symbolic significance for the future of Mesmer’s prac-
tice) there was the inventor of that device for amputating the head — Dr.
Antoine Guillotine (we might also blame him for starting the whole
mind–body separation notion that persisted until just a decade ago).

Mesmer’s therapeutic zeal was exceeded only by his tendency for exag-
geration, his lack of caution in theoretical generalization, and his arro-
gance, a trait not uncommon in many good therapists today. The
commission was soon able, through simple but well controlled experi-
ments, to conclude that the changes in the symptoms of Mesmer’s patients
could not have occurred through the action of a hypothesized magnetic
field. Their report stated flatly that there was no such thing as animal mag-
netism and that, because it did not exist, reported cures could be only the
result of fraud or imagination. Rejected by colleagues and patients alike,
Mesmer left Paris, and, after some wandering, settled in Switzerland near
Lake Constance, on whose shores he had been born 50 years before. There
he spent the rest of his days, unnoticed and unheralded.

How often do individuals who are beaten by the forces of life return to
the scenes of their childhood? How often do they simplify their existence,
relinquish challenges to competitors, and cease efforts to make further
advances? We see it every day in many of our patients. We call it regression.
Mesmer’s star burst forth like a brilliant nova in the development of psy-
chological treatment, but within a few short years it had returned almost
to oblivion. Although personally discredited, broken, and embittered, he
left a legacy of findings and questions that have ever since fruitfully stimu-
lated humans’ quest for more knowledge about themselves. Mesmer
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reached to become God; he ended up very much human. Such strivings
for power have often been the nemesis of practitioners of hypnosis, who,
dazzled by the apparently unbelievable effects they achieve through the
hypnotic modality, reactivate their own infantile yearnings for omnipo-
tence. They sometimes lose their raison d’être as practitioners of the heal-
ing arts, as servants to men, and seek to use their newfound skills to
become masters of humankind. The history of hypnosis has many lessons
to teach the would-be hypnotist, and history tends to repeat itself.

The development of modern hypnosis is considered to have started
with Mesmer. However, the use of hypnosis in treating human ills is prob-
ably as old as the history of medicine. There is evidence that most hyp-
notic phenomena were known to ancient man. Eighteen hundred years
before Christ, hypnosis was apparently practiced in China. The Old Testa-
ment Hebrews employed the trance state in the making of prophecies. And
the Druids would put suspects into a “sleep” to induce them to tell the
truth. In the fourth-century B.C., temple cults developed in Greece (dur-
ing which an induced sleep was combined with other forms of suggestion
for the treatment of illness). Through the dances of whirling dervishes, the
ancient Egyptians induced states of trance and ecstasy, during which hyp-
notic analgesia could be achieved. It would appear that many of these early
inductions were successful in establishing true hypnotic trance effects, well
beyond what is labeled “hypnosis” by some today. As we reveal in the theo-
ries and techniques foci of this text, a number of practitioners and even
researchers today seem content to settle for nothing more than the social
influence or suggestion and relaxation effects that accompany some insuf-
ficient hypnotic inductions. Although these effects can be used to the ben-
efit of our patients, far more can be accomplished with true hypnotic
trance, which can now be identified by reliable and rather robust physio-
logical markers of hypnosis (see chapter 3, “Theorizing About Hypnosis”).

Mass hypnosis may largely account for the rage of tarantella dancing
that swept through Europe during the late Middle Ages. Hundreds of peo-
ple were seized by the fury, and they gyrated in wild abandon until they
collapsed in a state of exhaustion. In India and Tibet, more passive forms
of hypnotic meditation were developed that have continued today in the
exercises of the Yogis and various forms of Buddhism. Many Indian tribes
in the United States used the trance for purposes of medical treatment,
making it possible today for psychologists and medical practitioners who
are skilled in hypnosis to be accepted by tribal healers. G. Williams (1968)
presented a more detailed and documented account of the various hyp-
notic practices among early peoples. It is sufficient here to note that hyp-
nosis (although called many different names) has been known for many
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centuries by both primitive and civilized humankind and was employed to
treat ills in every part of the world long before it became a serious object of
scientific inquiry.

 

The Development of Hypnosis After Mesmer

 

Let us now return to trace the history of this interesting phenomenon dur-
ing more recent years. One of Mesmer’s students, the Count Maxime de
Puysegur, is credited with being the first to discover the phenomenon of
somnambulism, wherein the hypnotized individual can walk, talk, and
engage in many activities, yet still remain in a trance state. After Mesmer, a
number of people continued to practice in the field, calling themselves
magnetists or mesmerists. Some of these, such as de Puysegur, while
employing Mesmer’s therapeutic techniques, were not convinced that the
phenomena were due to an invisible magnetic fluid. They approached
close to the more psychological etiologies that are now held. (In 1821, in
France, Récamier reported a painless surgery accomplished on a “magne-
tized” patient.)

Although practice of animal magnetism became almost extinct in
France following the discrediting of Mesmer, workers in Germany, espe-
cially during the 1840s, continued to employ it. Their efforts were appar-
ently aimed at gaining respectable medical and scientific acceptance, and,
in fact, in 1818 the Berlin Academy of Science offered a prize for the best
thesis on the phenomena. However, little more was done to bring new dis-
coveries to the field, and none of these men left enduring marks on its
development. Sporadic attempts were also made by disciples of Mesmer in
France to reactivate interest. They were able to induce the French Academy
of Medicine on several occasions during the early 1800s to appoint a com-
mission to examine the therapeutic claims of magnetism. The results were
usually inconclusive, and it was not until many years after Mesmer’s death
in 1815 that renewed study of the phenomenon awakened attention.

Perhaps this illustrates the repetitive nature of the history of hypnosis
that has occurred again and again up until the present. Each episode
started as a reputable physician or scientist observed hypnotic demon-
strations by another worker. The physician’s incredulity changed to belief
and enthusiasm. These techniques were adopted in their practice and val-
iant efforts were made to convince professional colleagues. Students and
disciples flocked around, and his or her center became a beehive of prac-
tice and investigation. The physician would frequently become overly
arrogant and pretentious in his or her therapeutic claims, thus antagoniz-
ing more conservative scientific colleagues who then tried to discredit the
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findings. Overenthusiastic followers attempted to treat all conditions,
both organic and functional, with hypnotic techniques. Similar to a bor-
derline patient, they made their leader a god. Inevitably they became dis-
illusioned, and interest in the field died down, only to be revived again
similarly by a new messiah.

A critical psychiatrist once remarked, “Hypnosis has been tried and
abandoned by the human race many times. Why should we study it
now?” To which the only appropriate reply is, “No matter how many
times hypnosis has been abandoned, people keep coming back to it.”
Apparently, its efficacy kept rising to the surface well before present-day
research and the National Institutes of Health found hypnosis to be offi-
cially efficacious.

Not only has the cycle of skepticism, discovery, application, and overen-
thusiasm leading to abandonment characterized different times and the
physicians of different countries; it is a typical experience today by the
newcomer who is taking his or her first course or workshop in the field. In
fact, you who are now reading this may go through these same stages. You
undertake a course in hypnosis because of curiosity or the recommenda-
tion of a colleague. Initially you have many doubts and reservations about
its reality or potency. You observe the induction of a number of individuals
taken into a trance state and learn how to do it yourself. You watch demon-
strations of deep trance phenomena, such as pain control, regression, per-
ceptual distortions, and hallucinations. You are astounded. Why had you
not been taught these marvelous powers before? Here you have the “magic
bullet” that medicine has always sought to cure human ills. You enthusias-
tically apply the procedures to your own practice with varying degrees of
success. If you now seek perfection and omnipotence, sooner or later you
will be disappointed. Many of you will forsake the field, as did most of
Mesmer’s followers. First stage is skepticism. Second stage is overenthusi-
asm. But if you can persevere through to the third stage, you may reach the
point where you recognize that hypnosis is not the magic wand, that it can-
not cure all conditions, that it has limits, and that it does not always work.
You will then perceive it as simply another useful technique in your thera-
peutic armamentarium that can often help in the successful treatment of
many sufferers. You will find that with this tool you can at times do some
things you could not otherwise accomplish, or at least not without a much
greater expenditure of time and effort. You are then no longer merely a
hypnotist. You are a mature member, along with many others, of the heal-
ing arts professions who knows how to use this modality as an adjunct to
other aspects of your training for the benefit of your patients. These are a
few of the lessons that the study of scientific hypnosis teaches us.
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It is 1837 in England, and history is about to be repeated. John Elliotson
(1843), a very attractive and brilliant physician, has just observed demon-
strations by Monsieur Depotet, a visiting French mesmerist. Elliotson was
known for his tremendous energy, his willingness to experiment with new
concepts, and his unorthodoxy. He had been the first physician in England
to use a stethoscope (curiously, the motivation for the invention of the
stethoscope came from the physicians’ restraint in placing their ears on the
chest of a more than frequently filthy patient). He had translated Blumen-
bach’s 

 

Physiology,

 

 a major text of the day. He had many other original con-
tributions to his credit. He had discovered the value of such drugs as
potassium iodide and prussic acid in the treatment of various conditions.
Moreover, he was first professor of the Practice of Medicine in London
University and president of the Royal Medical and Chirurigical Society.

Obviously, such an inventive and innovative man would be fascinated
with the phenomenon of hypnosis. He began practicing and writing about
it. He and his students published a journal, the 

 

Zoist,

 

 devoted to the
reporting of cases treated by mesmerism. He immediately incurred the
anger and scorn of his medical colleagues and was singled out especially
for attack by the editor of 

 

Lancet,

 

 the medical journal. Elliotson believed in
the magnetic theories of Mesmer and was inveigled into an experiment
where he intended to demonstrate that a silver coin (because it contained
magnetism) would induce the trance state, whereas a lead coin would fail.
Unfortunately, one of his opponents switched coins. The subject was hyp-
notized by the lead coin, hence responding to Elliotson’s words and not to
the “magnetized” coin.

Elliotson was bitterly attacked. He continued his work against all oppo-
sition, but he was denied the pages of the medical journals and forced to
resign his post on the staff of the University Hospital. He was especially
noted for his treatment of children, with whose sufferings he could so well
identify. Ridiculed, despised, and abused, he died in 1868, vainly attempt-
ing to interest his medical colleagues in the practice of mesmerism and to
regain his scientific respectability.

Times are better now for clinicians and researchers interested in hypno-
sis. Courses in the modality are offered in many medical schools and in
graduate departments of psychology and counseling psychology. One can
specialize in this area and retain professional acceptance. But even yet, the
shades of reactionary ignorance linger on. If you return to your hospital or
clinic and practice what is taught in this book, do not expect to be auto-
matically received by your more conservative colleagues with open arms.
And if you are an academic professor of psychology, your department
might indicate it would prefer that you study such respectable areas as
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learning theory, motivation, or perception. Yet my (A.F.B.) own appoint-
ment at Harvard Medical School and early promotion to associate profes-
sor was made possible only because of my work in hypnosis. The similar
acceptance and career rewards have come to many of my former PhD stu-
dents who rapidly became chiefs of their psychological services units or
repeated winners of major National Institutes of Health grants for
research. The second author’s (J.G.W.) stellar lifelong career features
appearances on national TV (

 

60 Minutes,

 

 etc.), and his international repu-
tation of fame as the “Father of Ego-State Therapy” is unquestionably due
to his work in hypnosis.

Now, the time is 1845 and the place is Calcutta, India. A skilled surgeon
by the name of James Esdaile (1957) has been conducting dozens of oper-
ations using mesmerism as his anesthesia. He induces profound trance
states in his patients and during a period of 7 years has performed more
than 2,000 painless operations. Some 300 of these would be classed as
major surgery. They involved amputations, removal of scrotal tumors, cat-
aracts, and so on.

At first, Esdaile attracted favorable attention, especially from the deputy
governor of the State of Bengal. Through his auspices, Esdaile was given a
hospital devoted to mesmeric practice. He even succeeded in convincing a
number of prominent physicians of the validity of his work. However,
when he returned to Scotland in 1852, he too was the recipient of the
rejection that had been hurled at Elliotson. In Calcutta, hypnoanesthesia
was for the first time practiced on a grand scale. True, scattered operations
had been reported earlier in the United States, England, France, and Ger-
many, but no one had before employed mesmerism for the wholesale relief
of pain in hundreds of surgical cases, and no one has employed it so exten-
sively since that time. Ether and chloroform were discovered. The more
general applicability of chemoanesthesias, coupled with the unreliability
of the mesmeric trance and the greater skill required for its use, soon set-
tled the matter. However, at least one finding of Esdaile’s has not been
challenged to this day and is deserving of much further research. Although
a high proportion of surgical cases died in surgery (or shortly afterward)
of shock, almost none of those whose operations were conducted under
mesmerism did so. This favorable ratio held even when compared with the
ratio of successful surgeries conducted under chemical anesthesias.

One other great contributor of the day came from the English-speaking
world. James Braid (1843) was a Scottish ophthalmologist. In November
1841, he visited the demonstration of La Fontaine, a French magnetist.
Initially skeptical, he denounced the first séance. But he stayed, continued
his observations, and changed his mind. Within a year, he presented a

 

RT5814_book.fm  Page 11  Wednesday, November 17, 2004  1:56 PM



 

12

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

paper, which was rejected, to the Medical Section of the British Associa-
tion in Manchester.

Braid received attacks, not only from the medical profession but also
from the clergy with whom he got into a controversy as to whether the
effects of mesmerism were due to the influence of “Satanic agency.” Braid
could not accept the magnetic theories of Mesmer. He was the first to
insist that the phenomenon was psychological in nature and due to sug-
gestion administered while the patient was in a unique state. Extrapolating
on the work of Faria (1819) who coined the term 

 

sommeil lucide

 

 (lucid
sleep) as an alternative to the animal magnetism explanation of the behav-
iors elicited by Mesmer, Braid saw a neurological basis and termed it
“neuro-hypnotism,” or nervous sleep. Soon he referred to it as simply
“hypnotism” and the one who practiced it as a “hypnotist.” Braid derived
the word from the Greek term that means sleep. However, hypnosis is not
sleep at all. As Herbert Spiegel (1998) pointed out, both sleep and hypno-
sis involve a contraction of outside awareness. But it goes in opposite
directions: in sleep it dissolves, in hypnosis it intensifies.

Braid did not suffer as much from the darts of jealous colleagues as did
Mesmer and Elliotson. But then he was not a man who was driven to seek
prestige as much as the others were, nor was he as argumentative in his
claims. His career leaves us with a constructive thought. He who returns
from his first acquaintance with hypnosis to trumpet enthusiastic claims
for its superiority as a therapeutic modality can expect the mobilized
opposition of his colleagues. Resistance is not engendered nearly as much
when assertions of its value are tempered.

Interest in magnetism reached the United States during the 1830s and
1840s and a number of operations under trance were reported, facilitating
an active society of mesmerists in New Orleans in 1845. Phineas Quimby
practiced hypnosis in the United States, but he is not as well known as his
most celebrated pupil, Mary Baker Eddy, who founded Christian Science.
Although the latter method of healing greatly resembles hypnotic inter-
ventions, its founder and followers, contrary to controlled research show-
ing that hypnotic phenomena are present in eye movement desensitization
and reprocessing therapy (R. Alexander, 1997), insist that it has nothing to
do with hypnosis (see Janet, 1919/1925).

Almost a half-century after the death of Mesmer, the focus of hypnotic
practice returned to France. In 1864, Ambroise-August Liebeault, a poor
man’s doctor, settled in Nancy after finishing his medical degree in 1850 at
the University of Strasbourg. After reading a book on mesmerism during his
medical studies, he had been successful in hypnotizing several subjects. How-
ever, it was not until 1860 that he began to practice the modality seriously.
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Liebeault was a simple and modest man. To induce his French peasant
patients to submit to hypnotic treatment (because they were accustomed
to drugs and physical manipulations), he offered to treat them free with
hypnosis while charging for the more traditional therapies. By offering
such free treatment he, unknowingly, was testing the effects of hypnosis
versus those of expectancy. During the late 1900s, expectancy was thought
by those of the sociocognitive perspective (Kirsch, 1990; Kirsch & Council,
1989) to account for much if not all of what could be wrought by hypno-
sis. Such notions, originally refuted by the therapeutic results produced by
Liebeault more than 100 years ago, are only now being brought to request-
ioning (A. Barabasz, 2001b; Russell & Barabasz, 2001). Liebeault acquired
much respect among the poor people of the area and is pictured as a great
humanitarian, interested in the welfare of others regardless of recompense
to himself. Bramwell (1956, p. 57) described a typical incident that he
observed in Liebeault’s clinic:

Two little girls, about six or seven years of age, no doubt brought in
the first instance by friends, walked in and sat down on a sofa
behind the doctor. He, stopping for a moment in his work, made a
pass in the direction of one of them, and said; “Sleep, my little kit-
ten,” repeated the same for the other, and in an instant they were
both asleep. He rapidly gave them their dose of hypnotic sugges-
tions and then evidently forgot all about them. In about twenty
minutes one awoke and, wishing to go, essayed by shaking and pull-
ing to awaken her companion, her amused expression of face when
she failed to do so being very comic. In about five minutes more the
second one awoke, and, hand in hand, they trotted laughingly away.

Liebeault believed that the phenomena were psychological in nature,
and he completely discarded the magnetic theories. After 2 years of hard
work he published a book titled 

 

Du Sommeil et des Etats Analogues, Con-
sidères Surtout au Point du Veu de l’Action de la Morale sur le Physique

 

 (On
Sleep and Related States, Considered Especially from the Point of View of
the Action of the Mind on the Body). Perhaps initially the most unsuccess-
ful book ever published, only one copy of the book (Liebeault, 1866) was
sold then. He continued treating as the poor man’s doctor, unknown, for
some 20 more years, when great recognition belatedly came his way.

Liebeault practiced actually and figuratively on “the wrong side of the
tracks.” On the other side lay the great University of Nancy, and at its med-
ical school resided an eminent doctor, Hippolyte Bernheim, professor of
neurology. Liebeault was successful in treating a patient who for many
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years had resisted Bernheim’s therapeutic efforts, and the eminent profes-
sor decided to pay a visit to Liebeault. Highly skeptical at first, Bernheim
might have felt that he was carrying out this investigation for the purpose
of exposing a quack.

However, if he came to jeer, he stayed to cheer. Liebeault’s work inter-
ested him greatly, and he became one of the country doctor’s best friends.
In 1886, he published his own textbook, 

 

Suggestive Therapeutics 

 

(see Bern-
heim, 1964), describing the techniques and giving due credit to Liebeault.
After that, visitors from far and near flocked to Nancy to observe and
study with Liebeault and Bernheim. Even though now famous and
although many purchased his book, Liebeault preferred to treat the poor
for little or no fees, and he apparently never profited financially from his
newfound status. He and Bernheim developed what came to be known as
the Nancy School, a center for hypnotic practice and instruction that
emphasized the concept of suggestion and taught that hypnosis was a psy-
chological phenomenon, not a magnetic one.

Another school developed to the north in Paris under the leadership of
the distinguished neurologist Jean Martin Charcot (1889). Charcot, who
practiced at the Salpetrière Hospital, opposed the views of the Nancy
group. He mistakenly believed that hypnotic phenomena were pathologi-
cal and found only in hysterical people. Although he was aware of the fac-
tor of hypnotic suggestion and of psychological influence, he still tried to
revive interest in the old magnetic theories (see Figure 1.1).

Liebeault and Bernheim were soon drawn into a controversy with
Charcot and a number of joint experiments were set up to test the relative
claims of each. The views of the Nancy group prevailed, and magnetic the-
ories of hypnotism were no longer seriously voiced after that time.

Pierre Janet (1919/1925) studied with both Bernheim and Charcot and
was a prolific practitioner of the hypnotic art. He considered it a form of
dissociation and likened hypnosis to hysteria. He reported an interesting
case of a young woman who suffered from anorexia and a glove anesthesia
(see p. 246 of this volume) over most of her body. She would eat only
while under a state of hypnosis. Once, while Janet was absent from the
clinic, he left her under hypnosis so she could be fed. In the hypnotic state,
she appeared so normal that when her family came to visit that day they
concluded she was cured and took her home. After a week or two, the hyp-
nosis wore off, and her symptoms returned. She was hypnotized by Janet
again and sent home once more. During the next 8 years, she was placed
back in hypnosis and sent home every few weeks. She died of tuberculosis,
apparently having spent 8 years without any further problems caused by
anorexia. Janet was aware of unconscious processes and wrote about them.
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However, because it was Freud who described these processes in more
detail, Janet was not given the credit for discovering them.

Up to this time, hypnosis had been used as a general therapeutic
method for attacking all types of symptoms, whether organic or psy-
chogenic in nature. Hypnoanesthesia and the relief of pain were its most
common uses. Also, until this time, most practitioners considered psychi-
atric illness to be, if not simply malingering, organically caused. Even
Charcot subscribed largely to this point of view. But now the time was ripe
for the discovery that many disorders were psychologically, not physiolog-
ically, caused, and hypnosis was to play an important role in the vanguard
of these advances.

Josef Breuer was a general-practice physician in Vienna, highly
respected and also a teacher of medicine, although not a professor. He was
conservative in nature and given to much equivocation and doubt in pur-
suing a remarkable discovery he had made. Hypnosis had been used pri-
marily to suppress or eliminate symptoms. Thus, Bernheim and Liebeault

 

Fig. 1.1  

 

A demonstration of hypnosis by Jean Martin Charcot. 

 

A Clinical Lecture at the Salpetrière

 

.
A. Brouillet’s painting shows Charcot at the height of his fame, demonstrating a case of 

 

grande
hysterie

 

 to an elite audience of physicians and writers; behind him is his favorite disciple, Babin-
ski. The painter has involuntarily shown Charcot’s fatal error: his verbal explanations and the pic-
ture on the wall suggest to the patient the crisis that she is beginning to enact; two nurses are
ready to sustain her when she falls on the stretcher, where she will display her full-fledged crisis.
(Le Salon de 1887, Paris, facing page 62).
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would hypnotize their patients and instruct them to relinquish their ill-
nesses. Often this was effective; often it was not. Breuer used “suggestive
hypnosis” to treat a young woman known as Anna O., who suffered from a
hysterical disorder. He was not successful in relieving her symptoms at
first. However, when he induced her to “abreact” or relive early traumatic
situations in her life in which she remembered (reconstructed memory
may or may not be accurate; see A. Barabasz, 2001a) and expressed feel-
ings, the symptoms left. Breuer and Freud were close friends. In fact,
Breuer helped Freud financially during his early medical studies, which
enabled Freud to get married. Both men had studied with Dr. Ernst
Bruecke, a psychiatrist who espoused a strong physical–chemical approach
to the understanding of mental disorders. Freud was most intrigued with
Breuer’s abreactive method, but he received no encouragement from
Charcot when he described it to this teacher, and Bruecke was most vio-
lently opposed to hypnosis, which he regarded as rank charlatanism.
Accordingly, although Freud had observed Breuer’s work as early as 1882,
he did not take up the practice of hypnotism until 1887.

Freud’s experience with hypnosis brought him to the discovery of
unconscious processes and provided the great breakthrough in psychiatric
thinking that was to dominate this discipline for the next half century
(Breuer & Freud, 1957). However, for a number of reasons he relin-
quished his use of this technique. In the first place, he was not a very good
hypnotist. He was unable to induce a deep state in many of his cases. This
might have been due to the fact that Freud, a brilliant, impatient young
genius, was not sensitive in interpersonal relationships. Not unlike some
noted hypnosis researchers today, he was not sufficiently patient to involve
himself in the induction process long enough to secure a profound hyp-
notic state. Furthermore, Breuer, the modest old conservative, was quite
embarrassed when Anna O. developed strong love feelings for him
because of the treatment. This caused him to break off his therapeutic
relationship with her. Freud was similarly embarrassed when a female
patient threw her arms about him. He had not at that time discovered the
meaning of transference and did not know how to deal with such mani-
festations. Also, many patients who relinquished their symptoms under
hypnotic abreaction would reinstate them again, and Freud despaired of
achieving permanent results by this modality (see J. Watkins, 2001, and J.
Watkins & H. Watkins, 1997, for new hypnotic abreactive techniques that
minimize this problem).

At any rate, Freud developed a much slower and less effective method of
cathartic release by pressing his hand on the patient’s forehead and asking
the patient to freely associate, that is, tell everything that came to mind. As
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we see later, this might have actually constituted the induction of a light
hypnotic state, but the material that emerged was less emotionally laden.
As Freud was better able to handle and understand this, he was able to
study the process more logically and with less emotional distraction. Per-
haps this was best for the development of psychoanalysis because it
brought to therapy a slower and more rational approach. 

Unfortunately, Freud

 

 

 

masked his own inadequacies at working within
the hypnotic relationship by maintaining that

 

 

 

psychoanalysis began only
with his discarding the hypnotic method and introducing that of free asso-
ciation. The daughter (psychoanalysis) rejected its mother (hypnosis), and
it was the parent that was regarded as illegitimate during the next few
decades. Most of the objections that Freud raised about hypnosis, such as
that its results were temporary and that it “bypassed the ego,” have since
been disproved by investigators in the field.

It should be noted also (see Kline, 1958) that when Freud practiced
psychoanalysis, he was content to listen passively to the associations of
his patients, but when he used hypnosis, his own manner of treatment
changed. He became the authoritarian and commanded the symptoms
to disappear. In fact, he said that he became bored with the monoto-
nous arbitrary prohibitions used in treatment by hypnosis. Whether
Freud’s different therapeutic manner when he used hypnosis compared
with when he was psychoanalyzing was because of his having been
taught that hypnosis was an authoritative approach involving command
and entreaty or whether something within his own counter-transfer-
ence needs was stimulated by the hypnotic relationship, we will proba-
bly never know. Hypnosis gives the hypnotist the illusion of great
power, and many a modest man has been seduced by power into
becoming a tyrant. At least it does teach us that therapeutic hypnosis is
much more than an altered state of consciousness achieved by manipu-
lations of the operator. In the treatment situation, it is a sensitive mode
of communication, and its effective use is subject to the quality of the
interpersonal relationship between hypnotherapist and patient. There is
little doubt now that Freud’s failure with hypnosis was largely due to his
personality rather than to an inherent weakness in the modality. It is a
pity that this point seems unknown by the majority of analytic psycho-
therapists. But the aura of Freud, the great master of psychoanalysis,
remains and still keeps many of his disciples from learning to recognize
that his prejudices withheld from the psychoanalytic field a most fruit-
ful technique that can uncover repressed material, assist in its ego inte-
gration, and frequently produce permanent results in a much shorter
time than can free association.
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In spite of his rejection of hypnosis, Freud could never quite abandon it
completely. Time and again, he would toy with the idea, although he per-
sonally could not bring himself to reexamine his position and use it again
on his patients. In 1919, he wrote, “Hypnotic influence might find a place
in it [psychoanalysis] again.” He also stated that practical psychoanalysis
might constitute an alloy of “the pure gold of analysis” with the “copper of
direct suggestion” meaning hypnosis (S. Freud, 1900–1953, p. 402).

The days of the 1890s were a boom time for hypnotic practitioners.
Everybody hypnotized everybody for every known disorder. Carcinomas,
brain tumors, viral diseases, and so forth were subjected to hypnotic sug-
gestion, of course with a high number of failures. Doctors who wished for
omnipotence and thought that they had arrived there became disillu-
sioned. Then, with the rising interest in psychoanalysis among physicians,
hypnosis fell once more into disuse. Only a few isolated practitioners and
lay entertainers continued to employ the modality.

A Harvard psychiatrist, Morton Prince (1906), investigated multiple or
dissociated personalities by hypnosis and, in World War I, Simmel in Ger-
many and Hadfield in England employed it to treat war neuroses. Simmel
(1944) developed a modified abreactive technique in which his German
soldier-patients were induced to release their angers by tearing to pieces
under hypnosis a dummy wearing a French uniform. Hadfield integrated
hypnosis with psychoanalytic techniques and was probably the first to coin
the term 

 

hypnoanalysis

 

.

 

Modern Hypnosis

 

In 1933, Clark Hull, a distinguished experimental psychologist, published
the first book that presented controlled research investigations on hyp-
notic phenomena. He and his associates looked into such matters as the
relation of postural sway to hypnotizability, age differences in hypnotiz-
ability, the relation of hypnotizability to general intelligence, the ability of
individuals under hypnosis to transcend normal motor and sensory abili-
ties, and so forth. These were the first carefully controlled investigations.
Up to that time, nearly all data about hypnosis had been secured from
clinical observations on patients. Such reports had inherent in them the
subjectivity and biases that are characteristic of case studies. Hull was the
first to map out hypnosis as a legitimate field of study by modern experi-
mental science.

The world of academia proved to be just as conservative as the province
of medicine, and Hull was the recipient of much criticism by other psy-
chologists, who regarded hypnosis as within the field of magic and not sci-
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ence. Hull’s pioneering studies did much to break down academic
prejudice against investigators in this area, because his own scientific cre-
dentials were impeccable. He was widely renowned as a researcher and
theorist in the field of learning, and in 1936 served as president of the
American Psychological Association (APA). Hull and his students were a
powerful influence in making hypnosis respectable among experimental
scientists, just as Bernheim and Charcot had been in relation to the medi-
cal profession.

During the 1930s, another boost to physicians and psychotherapists
came in the form of a flood of innovative papers emerging from the pen of
Milton H. Erickson (see Haley, 1967). This psychiatrist experimented with
a wide variety of ingenious techniques for inducing hypnosis and elimi-
nating symptoms. He became a master in the art of using language to
communicate with his patients at unconscious levels. Erickson did not
subscribe to the psychoanalytic goals of achieving insight into the causes
of neurotic disorders. Rather, he would bypass resistances and make his
patient’s defenses untenable, thereby forcing a relinquishment of symp-
toms. As first president of the American Society for Clinical Hypnosis, and
as the first editor of the 

 

American Journal of Clinical Hypnosis,

 

 he achieved
worldwide recognition. He was also a controversial figure during the soci-
etal quarrels that broke out among hypnotic specialists during the late
1950s and early 1960s. That is another story, which we describe later.

During World War II, the second author of the present text (J. Watkins,
1949), while at the Welch Convalescent Hospital in Daytona Beach, Flor-
ida, was given the unusual opportunity of developing a hypnotherapy pro-
gram for returning soldiers. The abreacting of war experiences had been
found valuable by Grinker and Spiegel (1945), but in their work they, as
well as most other military psychiatrists, relied on the use of such drugs as
sodium amytal and sodium pentothal to induce the altered state of con-
sciousness that would permit emotional release. At that time, only a few
military practitioners were employing hypnotic techniques in the treat-
ment of war neuroses. In 1945, the Welch Hospital included some 2,500
soldiers who were psychiatric casualties, and an entire company of patients
was allocated to treatment either by hypnotherapy or by “narcosynthesis,”
the term Grinker and Spiegel (1945) applied to their approach. Much lati-
tude was given in this “Special Treatment Company” to develop and
experiment with a wide variety of hypnoanalytic procedures.

During the years immediately after the war, there was a great upsurge of
interest in the applications of hypnosis to dental practice. The anxieties
and dental phobias shown by many patients have always been a source of
difficulty to these practitioners. Hypnosis offered an approach for dealing
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with them. In addition, hypnotic anesthesia might prove of value in either
replacing or supplementing chemoanesthesias for the relief of dental pain.
Burgess (1952) and Heron (1953), two psychologists in Minnesota, taught
hypnotic techniques to many dental practitioners. “Hypnodontia” societ-
ies were organized, and there were more than 300 dentists within that state
using hypnotic procedures almost before dentists in other parts of the
country had heard of such procedures.

A pioneering group of some 25 psychologists and psychiatrists orga-
nized the Society for Clinical and Experimental Hypnosis (SCEH) in 1949.
The leaders in this group were Jerome M. Schneck, a psychiatrist and psy-
choanalyst, who served as its first president, and Milton H. Kline, who
became the editor of the 

 

Journal for Clinical and Experimental Hypnosis,

 

published by the society. To counter the criticism focused on hypnosis by
psychoanalysts, conservative physicians, and academic psychologists,
membership in this organization was purposely restricted by the extremely
high membership requirements. To become a member one was required to
have had many years of experience and have published significant contri-
butions. Accordingly, the organization grew very slowly, and during the
following 8 years, it did not number more than 100.

In 1955, a report by a lay hypnotist was published that described a par-
ticipant who, under hypnotic regression, purported to be the reincarnation
of a young Irish woman called Bridey Murphy. Bridey gave many details of
her supposed “life” of 150 years earlier. Although reputable scientific study
could find no realistic basis for this claim, the case attracted much public
attention. 

 

Time, Life, Look, 

 

and many other magazines devoted space to it.
Both lay people and professionals were intrigued. The publicity given to
Bridey Murphy tended to emphasize the unscientific and spectacular
claims that had so often in the past brought repudiation of hypnosis by
reputable physicians and scientists. It smacked of Mesmer’s showmanship.
Interest in hypnotic “reincarnation” died down, but a number of scientists
and mental health practitioners were induced to commence serious study
of the therapeutic potentialities in hypnosis.

Milton Erickson organized a teaching team that gave 3-day seminars
throughout the United States to physicians, psychologists, and dentists.
Many new recruits to the field received their initial training at these
courses. However, these newcomers found that they did not have the
extremely high requirements for membership in the SCEH. They were
considerably dissatisfied at their inability to affiliate with the only hypnosis
society existing at that time.

After a battle over efforts to lower the entrance requirements for the
SCEH, Erickson and his associates organized, overnight, a new society
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called the American Society of Clinical Hypnosis (ASCH). Filled from the
ranks of the students in seminars, this organization grew rapidly and
became much larger in size than the SCEH. A bitter conflict ensued
between the parent group, centered in New York, which insisted on the
extremely high standards of membership, and the new vigorous young
ASCH, centered in Chicago, which argued that hypnosis was too valuable
a modality to be so restricted. This split occurred in 1957 and was followed
by more than 5 years of bitterness, name-calling, and raiding of each
other’s memberships. Competition for new members, especially of those
who had achieved status in the field, was keen. The SCEH prided itself on
its quality and had at that time, as it does today, the better-established
journal. The ASCH, with its large and increasing membership, was much
stronger financially, had a built-in recruitment system for new members in
the seminars, and held out its shingle as “the most representative” organi-
zation in the field.

The SCEH, threatened by the large membership and financial sol-
vency enjoyed by the ASCH, countered in 1958 by developing two new
organizations that were to make significant impact. Specialty boards
existed in the field of medicine, dentistry, and psychology that certified
practitioners who could demonstrate certain high-level qualifications.
Thus, medicine had the American Board of Obstetrics and Gynecology,
the American Board of Psychiatry and Neurology, the American Board
of Surgery, and so forth. Specialty certification existed in such dental
fields as periodontia and orthodontia, and in psychology the American
Board of Examiners in Professional Psychology certified highly quali-
fied practitioners in the fields of clinical, industrial, and counseling
psychology. These usually involved 5 years of specialized experience
plus examinations.

Accordingly, the SCEH undertook to organize and launch the American
Board of Clinical Hypnosis with three subboards: the American Board of
Medical Hypnosis, the American Board of Hypnosis in Dentistry, and the
American Board of Examiners in Psychological Hypnosis; the latter issued
separate certificates in clinical and in experimental hypnosis.

Reception of these boards was mixed. The psychology board was
approved by the APA, and its “diplomats” were officially listed in the asso-
ciation’s directory. The medical board did not receive official recognition
by the American Medical Association (AMA), although the association
had approved hypnosis as a legitimate medical discipline. The dental
board did not receive the approval of the American Dental Association,
nor would the association even recognize hypnosis as a legitimate study
for dentists at the time.
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To complicate the picture of conflict further, the AMA, stimulated by its
psychiatric members, tried to restrict the use of hypnosis only to medical
practitioners and to exclude psychologists from the field, especially clinical
psychologists who were employing it psychotherapeutically. In general,
this effort was not successful, except for a few states where medical prac-
tice laws were amended to limit the use of hypnosis to physicians. Within
the two societies, the SCEH and ASCH, physicians, psychiatrists, psychol-
ogists, and dentists enjoyed a close congenial relationship, and quarrels
between disciplines were largely avoided.

The second move by the SCEH at that time was in organizing the
International Society for Clinical and Experimental Hypnosis (ISCEH).
The ASCH had

 

 

 

been more successful in developing the field within the
United States, but its very name limited its member-getting ability in
other countries. Accordingly, the ISCEH, with the SCEH as its U.S. divi-
sion, soon initiated divisions in some 30 different countries. Bernard B.
Raginsky, a Canadian psychiatrist who was president of the SCEH at the
time, requested John G. Watkins to form and chair the International
Organizing Committee. The committee contacted leading workers all
over the world to become the international directors of the new society
and to organize the various national divisions. Raginsky (1963), who
was also a president of the Academy for Psychosomatic Medicine, was a
distinguished contributor to the field and had published numerous
papers, especially on the applications of clinical hypnosis to the treat-
ment of psychosomatic disorders. Widely known and respected, his
leadership as the first president of the ISCEH was strongly instrumental
in getting it accepted on a worldwide basis. The second author (J.G.W.)
served as its executive secretary during the first 4 years, and later served
as its president.

The ASCH initially perceived the boards and the ISCEH as inimical to
its interests, and it boycotted both organizations. However, as time passed
and as the bitterness of competition between the SCEH and ASCH
declined, it became rather inevitable that these two groups were comple-
mentary to each other and that each had something constructive to offer
the field. The ASCH had many more members and a continuous educa-
tional program. The SCEH had the boards, the ISCEH, and a widely
accepted journal, the 

 

International Journal of Clinical and Experimental
Hypnosis

 

. Many people who were members of both societies pressed for
unification. As of 2005, such a uniting had not taken place, but the old
quarrels, the bitterness, and the competition have disappeared. The two
societies now cooperate in many matters, and joint national conference
meetings are planned. Reports of each other’s conventions and papers are
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published in both the 

 

American Journal of Clinical Hypnosis

 

 and the 

 

Inter-
national Journal of Clinical and Experimental Hypnosis

 

.
The ISCEH held meetings about every 2 to 3 years (Chicago, 1958; São

Paulo, 1960; Portland, Oregon, 1962; Kyoto, 1967; Mainz, West Germany,
1970; Uppsala, Sweden, 1973; Philadelphia, 1976; Melbourne, Australia,
1980; Glasgow, Scotland, 1982; Toronto, Canada, 1985; The Hague, 1988;
Jerusalem, 1992; Melbourne, Australia, 1994; San Diego, 1997; Munich,
2000; Singapore, 2004). In 1973, it was reorganized and its name changed
to the International Society of Hypnosis. Both the ASCH and SCEH are
now affiliated with it.

The Institute for Research in Hypnosis was also originally organized by
the SCEH as a training and research unit. It was chartered by the Board of
Regents of the State University of New York as a nonprofit educational
foundation and served as the medium through which a number of
courses, workshops, and international congresses were presented. The
institute developed a treatment facility in New York City called the Morton
Prince Center for Hypnotherapy. In the APA, Division 30 (formerly
known as “Psychological Hypnosis” and recently renamed “Society of Psy-
chological Hypnosis” [SPH]) also was organized to promote research and
practice in the field of hypnosis. The SCEH, the ASCH, and to a much
lesser extent the Society of Psychological Hypnosis sponsor workshops in
hypnosis, as do various local hypnosis societies. APA’s Division 17 (Coun-
seling Psychology) started a Special Interest Group in Hypnosis in 1997.
An increasing number of medical schools and graduate departments of
psychology and counseling psychology from the larger universities now
offer training in hypnosis. The year 2002 is another milestone. APA’s Com-
mittee on APA Divisions Relations awarded a grant to the first author of
this text (as president of the Society of Psychological Hypnosis 2002-2003)
to develop a basis for the Integration of Hypnosis Training in PhD Pro-
grams (in clinical psychology and counseling psychology). The grant was
developed in cooperation with APA’s Multicultural and Counseling Psy-
chology Divisions.

At long last, hypnosis has largely overcome the prejudices in the medi-
cal profession and academia. Hypnosis is accepted as a legitimate scientific
and treatment modality. The substantive National Institute of Mental
Health supported research from the 1960s to 1980s at laboratories, such as
those headed by Ernest Hilgard at Stanford, Martin Orne at the University
of Pennsylvania, and Theodore X. Barber at the Medfield Foundation.
More research and clinical application is focused in medical settings led by
Harvard University Medical School, where hypnosis is the standard non-
pharmacologic analgesia for interventional radiological procedures (see
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Lang et al., 2000; Lang & Rosen, 2002), and by Stanford University Medi-
cal School, where hypnosis is routinely used to prolong life and provide
cancer pain relief (see Spiegel, 1997.) At the University of California
(Davis) Medical Center, hypnosis is in regular use to reduce blood loss and
speed healing in spinal surgery patients (see Bennett, 1993). The APA
Division — Society of Psychological Hypnosis program at the APA
National Conventions has been overflowing with attendees. The national
conventions of the SCEH and ASCH are attended by hundreds of mem-
bers where the latest research papers, clinical studies, symposia, and train-
ing workshops on hypnosis are presented. Awards are annually made to
outstanding contributors. Hypnosis appears to have outgrown its boom-
or-bust cycles and is here to stay, intriguing legitimate scientists into inves-
tigating its strange phenomena and converting reputable clinical practitio-
ners within the medical, psychological, and dental professions into using it
to help their patients.

As a final note, we should remember that this current stage of growth
and acceptance was achieved only at the cost of much conflict. The pio-
neers in this field fought hard to secure its recognition and to maintain
their own professional status. Mesmer, Elliotson, Braid, and Esdaile bat-
tled constantly with the establishment of traditional medicine. Liebeault
treated for 20 years in obscurity. Charcot engaged in bitter controversy
with the Nancy practitioners. Freud drew from hypnosis his first under-
standing of unconscious processes and then abandoned it. His followers
rejected it. Professional quarrels raged over the question of training. Hyp-
nosis societies battled over standards of membership and fought for
respective status. Practitioners or investigators in this field survived and
flourished only if they could demonstrate outstanding abilities and could
maintain their professional integrity in the face of attacks and pressures
from many directions.

Perhaps this resulted in a selecting process that was all to the good,
because the field today is peopled by many able clinicians and scientists.
The major North American societies, the European Society, the Australian
Society, plus the international organization, and numerous societies by
individual country now number among their members many outstanding
contributors who are continually adding to our knowledge of this fascinat-
ing modality and developing an even more effective therapeutic technol-
ogy. If humanity is to survive, the understanding of man’s inner space may
be of greater importance than the conquest of outer space, and in this
realm, hypnosis can play a significant role.
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A Chronological Outline of the History of Hypnosis

 

Prehistoric period Hypnosis is probably used by primitive man as almost
his only “medical” treatment.

Ancient historical Hypnosis is used in India by yogis and in Greek tem-
ples as “sleep therapy.”

Medieval period Trance states involve dancing frenzies and cures by the
“laying on of hands.”

1775–1784 Mesmer develops and practices his theories of animal
magnetism.

1784 The French Commission evaluates and rejects Mes-
mer’s theories.

1784 De Puysegur discovers the state of somnambulism.
1821 A painless surgery reported in France by Récamier on a

“magnetized” patient.
1837–1868 Elliotson fights for scientific and medical acceptance.
1841 Braid develops the term 

 

hypnotism

 

 as a psychological
phenomenon.

1845–1853 In Calcutta, India, Esdaile performs more than 2,000
operations with patients under hypnoanesthesia.

1864 Liebeault begins his practice of clinical hypnosis in
Nancy.

1864 Phineas Quimby practices hypnosis and teaches it to
Mary Baker Eddy, founder of Christian Science.

1882 Bernheim visits Liebeault and is converted to the value
of hypnosis.

1882 Freud observes Breuer’s abreactive method.
1885 Bernheim publishes his book 

 

de la Suggestion

 

.
1886 The Nancy School of Liebeault and Bernheim prevails

over the Paris School of Charcot, and hypnosis is estab-
lished as a psychological, not magnetic, phenomenon.

1887 Freud takes up the practice of hypnotism.
1894 Freud abandons hypnosis and begins the development

of psychoanalysis.
1906 Morton Prince treats a case of dissociated personality

with hypnosis.
1933 Hull publishes the first book on experimental hypno-

sis, 

 

Hypnosis and Suggestibility

 

.
1933 Milton Erickson begins publication of a series of

papers reporting unique and innovative approaches in
hypnotherapy.
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1945–1946 Watkins develops hypnoanalytic techniques in the
treatment of war neuroses.

1947 Dental hypnosis begins in the state of Minnesota.
1949 The SCEH is founded.
1953 The 

 

Journal for Clinical and Experimental Hypnosis

 

begins publication.
1957 The ASCH is formed.
1957 The American Board of Clinical Hypnosis with three

subboards, the American Board of Medical Hypnosis,
the American Board of Hypnosis in Dentistry, and the
American Board of Examiners in Psychological Hyp-
nosis is formed.

1957 The ISCEH is founded.
1957–1962 Much strife exists between the two hypnosis societies,

the SCEH and ASCH.
1958 The therapeutic use of hypnosis by physicians is

approved by the AMA.
1960 The American Board of Examiners in Psychological

Hypnosis receives the official approval of the APA.
1973 The ISCEH is reorganized, broadened in membership,

and renamed the International Society of Hypnosis.
1983–2000 A series of experimentally controlled studies apply

advanced EEG and brain scan technologies to reveal
the neural substrates of the hypnotic state.

1996 National Institutes of Health technology assessment
panel recognizes hypnosis in the treatment of chronic
pain, insomnia, and other disorders and recommends
its integration into medical interventions.

2002 The APA Committee on APA Divisions Relations pro-
vides a grant to the APA Division 30 — Society for
Psychological Hypnosis (in collaboration with the APA
divisions of Counseling Psychology and Multicultural
Psychology) to study the integration of hypnosis in
Ph.D. training.
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Chapter 2

 

Hypnotic Phenomena

 

“Even the best hypnotic subjects pass through life without anyone
suspecting them to possess such remarkable ability until by deliber-
ate experiment it is made manifest.” Then they are hypnotized and
“no ordinary suggestions of waking life ever took such control of
their mind.” (James, 1890, p. 600)

Most of us in the general population respond to hypnosis. We are not
usually gullible; neither are we more responsive to placebos, social pres-
sure, or authority figures than those unfortunate nonresponders. Further-
more, research shows that responses to hypnosis do not correlate with
most types of suggestibility (Killeen & Nash, 2003). Hypnosis predates the
study of psychology and has outlasted just about any other medical or psy-
chotherapeutic modality known to modern science quite simply because it
makes it possible for people to use their own natural talents to achieve
goals without the negative side effects wrought by other means (A. Bara-
basz, 2003a).

Despite historical controversy about what hypnosis really is, many are
in agreement as to its phenomena. Whether it is instituted as a formal hyp-
notic induction, self-induced, or spontaneous, there is general agreement
as to the behavioral and perceptual changes possible once one is experi-
encing a state of hypnosis. The ability of hypnotized individuals to exhibit
unusual behaviors and to transcend normal limits of function has never
ceased to amaze the average person who observes it for the first time. Even
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experienced workers, who have become accustomed to observing certain
responses to hypnosis and view reactions not normally obtainable in
unhypnotized individuals, frequently reexperience a sense of awe. It is
truly astounding to see the remarkable possibilities in human functioning,
which become amenable to initiation and new self-control, simply
obtained by the hypnotic modality.

When a class of scientifically trained professionals, such as physicians or
psychologists, first sees a demonstration of deep trance phenomena,
including posthypnotic hallucinations, amnesia, or regression, the com-
mon reaction is one of shock and disbelief. With seeming ease the thera-
pist accomplishes miracles. Participants appear to recall and relive
emotionally encoded details of their lives long ago forgotten. They can
evince disturbances of perception that are usually seen only in psychotic
patients. They can compulsively carry out actions that they might not per-
form if they were in complete control of themselves. It is no wonder that
objective observers, who have been educated not to believe in miracles,
immediately find their rational processes challenged to account for such
apparently weird happenings. The strange behavior flies in the face of
common sense.

In an attempt to explain the happenings, some say simply that it is not
really occurring, it is a trick, or the participant is acting only to please the
therapist and fool the viewers.

Professionals might find it easier to retreat into explanations of dissocia-
tive reactions. Hypnosis cannot be science; it belongs to the realm of fairies
and goblins. Hypnosis also challenges the ideas held by those with religious
background, and often times these natural talents are mistaken as works of
the devil. This being said, one can clearly understand why therapists during
the Middle Ages were often burned at the stake for practicing witchcraft.

Here we have observable human behavior, which is contrary to normal
expectations, and we have no completely adequate theory or rationale to
account for it. Reasonableness promotes reasonableness. Likewise, irratio-
nal behavior stimulates irrational reactions. It is not uncommon for
beginners in the field to experience strange feelings of awe, perplexity, dis-
belief, anxiety, or laughter. Primitive transference reactions stemming
from early fantasies of power and omnipotence are frequently mobilized.
Clinical teachers of hypnotherapy often view with concern the early exper-
iments of some of their students who are suddenly imbued with the idea
that they have acquired godlike powers, which they can use to control oth-
ers and build up their own prestige.

John Watkins was once dismayed to hear about how one of his work-
shop students, a physician, used his new knowledge to hypnotize patients,
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anesthetize their arms, and then stick needles through them before col-
leagues to impress them with his newly acquired powers. It is with diffi-
culty that the serious instructor in hypnosis guides students safely between
the early Scylla of skepticism on one hand and the Charybdis of overin-
volvement on the other.

Hypnosis is a phenomenon that can initiate strange behaviors in the
therapist and in the participant. Those of you who are reading this book,
or perhaps are studying it as part of a course, should be ever mindful of
this factor and strive to keep an even emotional keel, even though you
remain highly curious and motivated. The hypnotherapists who learn to
use this modality for helping others are those who also have learned to
react to it constructively within their own selves. A “therapeutic self ” (J.
Watkins, 1978) finds in hypnosis a powerful adjunct to one’s healing abili-
ties, but a pathologic self can employ this modality for the release of one’s
destructive tendencies.

Regardless of whatever little remains of the argument as to whether an
altered state is necessary to elicit hypnotic behaviors, let us take the posi-
tion held by the majority of therapists using hypnosis (A. Barabasz, 2000;
E. Hilgard, 1992; Kirsch, 1993; H. Spiegel and D. Spiegel, 2004). We rec-
ognize, as the EEG and brain imaging studies discussed in the next chap-
ter show, that such a state can be made manifest. Now let us assume that
hypnosis has been induced and deepened (by one of the techniques to be
described in later chapters) and that the therapist is now administering
suggestions aimed at influencing the participant’s reactions. We shall also
assume that a moderately deep degree of such trance has been secured.
What hypnotic responses are now possible?

 

Motor Behavior

 

One of the characteristics of hypnosis is a loss in criticality. Hence, if the
therapist were to say, “You will sit on the floor and cross your legs,” partic-
ipants will act as if under a compulsion, that is, as if they were no longer
“critical” or able to resist carrying out such strange behavior, as they
would be in the nonhypnotic state (see Figure 2.1). Almost any motor
behavior can be suggested and, if it is within their physical capabilities, the
participants will probably carry it out as if they were a dutiful automaton.
Sometimes they can even be induced to behave in ways that transcend
normal functioning. Watkins and Showalter reported the case of a 19-
year-old participant who was told that she was 29 years old, a genius, and a
doctoral graduate of a famous university. She could then read with amaz-
ing speed and facility, and she increased her reading speed 63% with no
loss in comprehension (see LeCron, 1968, p. 159). This response was sub-

 

RT5814_book.fm  Page 29  Wednesday, November 17, 2004  1:56 PM



 

30

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

(a)

(b)

(c)

 

Fig. 2.1  

 

Hand wagging compulsion. (a) In hypnosis, the participant is told that her right hand will
wag up and down and that it will be unable to stop after emerging from hypnosis until the therapist
touches the hand. Therapist also gives the hypnotic suggestion nonverbally as the waging is initi-
ated by moving the hand up and down. (b) The participant is brought out of hypnosis and is sur-
prised to see her hand wagging automatically. (c) The participant is quite amused to see that she
cannot stop her hand from wagging up and down.
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jected to experimentally controlled investigation with a group of partici-
pants and was fully supported (A. Barabasz & Barabasz, 1994b). However,
the increases were maintained for only a short period of time.

The participant who has been given a suggestion of an action to be car-
ried out, such as walking across the room and examining a certain book,
usually carries this through as if there were no other possibility. Such par-
ticipants might be unable to remember, after having been removed from
hypnosis, that they ever performed the action. Sometimes, when the hyp-
notic state is very light or for certain inner dynamic reasons that may not
be known to the therapist, the participant will sit motionless and refuse to
carry through the action. The person is actually in a state of hypnosis but
does not respond, and it appears that the suggestion has been recorded
and processed, the inhibition of the suggested action might have been
achieved at the cost of anxiety and inner conflict. This sort of reaction on
the part of the participant can be used to further enhance rapport or, we
hope, resonance between the participant and the therapist by interpreting
that the occurrence demonstrates how hypnosis remains ultimately in the
control of the participant. Indeed, as pointed out by H. Spiegel and Spiegel
(2004), all hypnosis is essentially self-hypnosis. The skilled and consider-
ate therapist will either remove the suggestion, which has not been exe-
cuted, or simply instruct the participant during or after hypnosis to carry
it through. An unresolved suggestion may leave the individual burdened
with inner turmoil after the session is finished. In my (A.F.B.) initial train-
ing in hypnosis, my instructor suggested, after inducing and deepening
hypnosis, that a member of the class had a coin in the palm of his hand.
The student said he could not feel any coin there. Unfortunately, my
instructor forgot to remove the suggestion. Later that night the student
phoned him to ask about “feeling something warm” in the palm of his
hand. The hypnotically suggested coin was getting a bit warm in his hand!
Relief came only when my mentor removed the suggestion. In another
interesting case, one of John Watkins’s participants did not carry through
a suggestion to pick up a teacup and put it down. He seemed pleased to
mention that he had successfully resisted the suggestion. However, he
reported the next day that he had been unable to sleep that night.

Accordingly, failure to carry through a hypnotic suggestion may mean
simply it was not heard. However, it might mean that the trance state was
not deep enough to induce the lowered criticality or that some need to
resist has been mobilized in the participant. We believe this is a far too
common problem in a large number of university studies of hypnotic phe-
nomena that use inexperienced graduate students to induce hypnosis and
collect data. In any event, be sure to remove all uncompleted suggestions.
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Compulsive behaviors are not the only suggestions that can be made;
compulsive inhibitions can also be suggested. Hypnotized participants
who are told that they cannot rise from the seat can be quite unable to do
so no matter how hard they try. Individuals who are told that they cannot
speak their names can find themselves unable to respond. Hypnotic sug-
gestions of inhibiting behavior have been used as part of the treatments
aimed at stopping smoking, overeating, drinking, or other bad habits and
addictions. There are complications that can occur when hypnotic sug-
gestion is used to counter normal reactions or habitual responses, which
is why therapists should be psychologically trained and sophisticated.
Those who use hypnosis in their practices act first, according to their
training as a psychologist, medical practitioner, or dentist. Any sugges-
tion is an intervention in a human system of equilibrium. Previous
responses, even though unconstructive, can have been established for
specific reasons. Intervening in them with hypnotic suggestions for com-
pulsions or inhibitions can change that equilibrium and release a train of
subsequent reactions that might be worse than the ones that the sugges-
tions are aimed to supplant.

Sometimes the therapist tries to facilitate or improve behavior sugges-
tively. During World War II, John Watkins, as an army psychologist, sug-
gested to a soldier that he would be exceptionally clear-sighted and steady
while firing on the rifle range. On that particular day the soldier made an
almost perfect score and qualified as “Expert,” a level of behavior substan-
tially above what he had previously achieved. That temporary improve-
ment in behavior achieved through hypnosis has been so frequently
demonstrated that it no longer requires proof. However, much research
needs to be done on the conditions that preceded or accompanied the
administration of the successful suggestions and their potential duration.
There is great variability. One report was made of a suggestion given a
hypnotized individual, which was carried out 30 years later.

It should be noted that sometimes suggestions are aimed directly at
changing a specific behavior: “You will rise out of your seat and yawn.” At
other times a situation is suggested that results in a desired behavior as a
consequence; for example, “Your muscles will feel tired and stiff,” causing
individuals to rise from their seats, stretch, and yawn.

 

Influencing Attitudes

 

Hypnotic suggestions are sometimes intended to modify attitudes that
underlie behavior rather than the behavior itself. Thus, a suggestion
directed toward improving morale — “You will begin to feel hopeful about
getting well and will view your doctors as genuinely concerned in helping
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you” — can have the effect of stimulating more cooperative behavior on
the part of a hospitalized patient.

Not only is it possible to induce individuals to concentrate more highly
when studying or to motivate themselves to a greater degree of interest,
individuals also can often be helped by hypnosis to reason selectively. Tele-
vision news stories indicated that something of this nature was done by
the North Koreans in brainwashing prisoners of war so that they perceived
information that was made available to them as only anti-American and
procommunist. The same strategy was employed

 

 

 

in the

 

 

 

famous case of
Cardinal Mindzenty in Budapest during the 1950s. Through what was
termed hypnotic brainwashing he was induced to renounce his normal
allegiances and accuse himself at a public trial staged by that communist
regime. More recently, the Chinese soldiers that attacked and captured
students retreating from Tiananmen Square were exposed to days of
monotonous systematic misinformation about the students while being
held in a train station. Hypnotic-like pressures can thus be used for malev-
olent and benevolent purposes.

 

Alteration of Perceptions

 

Easy behaviors can be carried out from simple directions without hypno-
sis, mere suggestion, or the simple consequence of the individual’s need to
please the therapist by role-playing (Sarbin, 2004). However, hypnosis is
required to obtain more difficult suggested disturbances to perception.
When such changes are produced by hypnosis, they are surprising and
sometimes alarming to the participant. Such alterations in perception are
the most convincing of the potency of hypnosis.

The research thus far indicates that hypnosis is used most to influence
perceptions directed against pain. It is quite amazing to the lay observer to
hear therapists say to their patients, “When I count up to five you will be
wide awake, alert, and you will no longer have the headache that has been
troubling you.” The individuals emerge smiling and report, “It doesn’t
hurt now.” Has the pain really stopped, or are they merely saying this to
please the therapist? Does it make any difference that the physiological
marker of pain can still be present? As E. Hilgard (1992) pointed out, pain
is what hurts and when the hurt is gone the pain is gone.

E. Hilgard and Hilgard (1975) completed several carefully controlled
experiments that show rather conclusively that at the overt or conscious
level the participant is indeed not experiencing pain. However, at a covert
or unconscious level the pain is apparently being recorded. The football
player who completes a game suffering from an undiscovered fractured
clavicle demonstrates the same phenomenon. Even though a pain is initi-
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ated organically in some part of the body, the individual must receive it at
a higher level of brain function before one feels the hurt (Hilgard, 1992). If
it is dissociated from perceptual centers, one does not sense the pain. Such
an ability to block off pain stimuli is routinely done with hypnosis in the
interventional radiology clinic at Harvard Medical School (Beth Israel
Deaconess Medical Center, Boston) (Lang & Rosen, 2002), and it can be of
great help to a suffering patient. Furthermore, anesthesia or analgesia hyp-
notically induced in one part of the body can be transferred to other parts
by rubbing these other parts (or placing them in contact) with the anes-
thetized area (see Figure 2.2).

The fact that such a manipulation of pain perception is possible by hyp-
nosis does not mean that all patients can achieve it. Nonetheless, the
majority of research studies support the finding that all but the least hyp-
notizable can benefit to some substantial degree. Differences in hypnotiz-
ability, the depth of trance that a patient can reach, the skill of the
therapist, and many other factors will determine just how much pain relief
a given patient receives. There is great variability.

Hallucinations can be induced in good hypnotic participants. For
example, they can be told that they will hear voices calling their names,
hear a fly buzzing around, or smell the flowers and the good green earth
(see Figure 2.3).

In contrast, Milton Erickson (1938a, 1938b) used hypnosis with the
suggestion for total deafness so that the participant did not flinch at a loud
noise. Long ago Kline, Guze, and Haggarty (1954) showed that this appar-
ent deafness, while similar to that found in hysteria, could not be equated
with organic hearing impairment (see also Kramer & Tucker, 1967). For a
time, our understanding of this phenomenon became even further
clouded when the Erickson report was brought into question by a clever
experiment. Scheibe, Gray, and Keim (1968) employed Orne’s (1979) real
simulator design (see A. Barabasz & Barabasz, 1992) and asked unhypno-
tizable individuals to fake being in hypnosis. This form of social influence,
known as experimental demand characteristics, induced them to approxi-
mate the same behavior even though they were not hypnotized. Alas, it
seemed that social-influence role-playing rather than a true hypnotic
effect could account for the apparent deafness.

It was not until decades later when advances in EEG measurement and
analysis made it possible to study the phenomenon to determine how hyp-
nosis can change the way the brain responds to a hallucination for deaf-
ness. Role-playing is no longer a viable explanation for those who actually
experience hypnosis. We (A. Barabasz et al., 1999; Jensen, Barabasz, A.
Barabasz, & Warner, 2001) discovered that when highly hypnotizable indi-
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(a)

(b)

 

Fig. 2.2  

 

Hand anesthesia. (a) Without hypnotic anesthesia the participant’s left hand hurts pain-
fully in the ice water. (b) Because of posthypnotic anesthesia the participant’s hand is rendered
painless in the ice water.
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viduals were deeply hypnotized and given a suggestion for total deafness,
versus when given a suggestion to imagine placing ear plugs in their ears
that would attenuate sounds produced by a computer tone generator, EEG
brain activity reacted in opposite ways. Because the hallucination for total
deafness was contrary to the way the brain responds to hypnosis (partici-
pants have to hear the sound before they can block it out at the executive-
control level; see E. Hilgard, 1992; D. Spiegel & Barabasz, 1988), partici-
pants were surprised that they heard anything at all. This surprise effect
produced an increase in their EEG event-related potentials. When given
the ears plugged suggestion, just the opposite happened and the brain
reacted with a decreased event-related potentials. The findings were con-
sistent with controlled experiments using olfactory hallucinations and
visual hallucinations (A. Barabasz et al., 1999; A. Barabasz & Lonsdale,
1983; D. Spiegel, Cutcomb, Ren, & Pribram, 1985). Those who still insist
that hypnosis is nothing more than a product of social influence might
consider that the nonhypnotizable control participants in all of these stud-

 

Fig. 2.3  

 

Olfactory hallucination. (a) Hypnotized, the participant is told to take a good sniff of some
beautiful perfume. She is now enjoying the perfume, which really is ammonia.
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ies were, at best, able to fake overt responses. They were not able to change
their EEGs, as were those actually experiencing the hypnotic state. Social
influence could not produce the EEG event-related potential changes that
could be wrought only by the high hypnotizable participants in the hyp-
nosis condition. The auditory attenuation effect was tested again (A. Bara-
basz, 2000) in a situation where the individuals were first given the
suggestions in a hypnosis free context. Again, the event-related potentials
could be altered only in the true hypnotic condition but not in the hyp-
notic context condition, which used the identical suggestions. This later
study showed that the hypnotic induction, given sufficient hypnotic depth,
produces effects far beyond those that could be produced by suggestion or
social influence alone.

Even more dramatic are the effects produced by hypnosis that appear
when inducing visual hallucinations (see Figure 2.4), either negative —
“You will be unable to see anybody in this room” — or positive — “You
will see a large white dog sitting in the middle of the room.” The deeply
hypnotized individual responds so realistically that it is quite amazing to
watch. However, participants might also experience a form of amnesia
when emerging from the hypnotic state, disclaiming any awareness of the
hallucination. For example, some individuals coming out of hypnosis will
report, “There was an idea of a white dog in my mind, like a dream. I
could see it even though I knew it wasn’t really there.” Another reaction
participants might have after coming out of hypnosis might be complete
denial of their behavior. Those participants with top scores on the better
scales of hypnotizability can even produce complex positive and negative
visual hallucinations with clear brain activity indicants (A. Barabasz et al.,
1999; D. Spiegel & Barabasz, 1988), which reflect the subjective experi-
ences of individuals rather than a simplistic hypnotized-unhypnotized
correlate (see Figure 2.5).

A common demonstration of suggestion distortions in the olfactory
sense is to tell hypnotized persons that they will smell a most beautiful
perfume. A bottle of ammonia is then held under the noses. If the trance
state is deep enough the individuals will smile and describe this “beauti-
ful perfume.” Later if told that they will smell some ammonia, and a bot-
tle of water is placed under the nose, reactions can involve grimacing and
violent withdrawal just as if the liquid were truly ammonia. Further-
more, the taste sense can also be altered so that if individuals are told
they will enjoy a “nice apple” but in actuality are given a piece of lemon,
they will eat the lemon with much gusto and report how enjoyable the
“apple” was. In addition, the taste hallucination has been used to alter
the taste of junk foods and add desired flavors, such as a butter taste
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(a)

(b)

 

Fig. 2.4  

 

Visual hallucination. (a) Hypnotized, the participant is given the posthypnotic suggestion
that there is a rabbit on the table in front of her. (b) Responding posthypnotically, the participant
pets the rabbit. 
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(c)

(d)

 

Fig. 2.4  

 

Continued. 

 

(c) The participant demonstrates how long the rabbit is. (d) The arranged sig-
nal of the therapist’s touching the participant’s shoulder removes the posthypnotic suggestion. The
participant is amused to discover the rabbit has disappeared.
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without butter, to healthy foods with my (A.F.B.) patients in treatment
for weight management.

Every one of the senses is subject to influence under hypnosis. The
degree can range from slight alterations to profound hallucinations, which
are astonishing to observers and most baffling to the participants. Little
work seems to have been done investigating how long such severe distor-

 

(a)

(b)

 

Fig. 2.5  

 

Negative posthypnotic hallucination. (a) In hypnosis, the participant is told the therapist
is invisible. The book, held by the therapist, appears to be floating in midair. (b) The therapist
raises the book up and down, and the participant laughs as she sees the book floating up and down
on its own. 
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tions of reality perception can endure. It is obvious that to insist that a dog
is present when one is not there or to maintain that there is nobody in a
room that is actually filled with people, one must require a great amount
of energy in the denial of reality calling heavily on the dissociative and the
focused concentration aspects of the hypnotic trance. There are limits in
each situation related to the hypnotizability of individuals and the inten-
sity of their relationship with the therapist. If the therapist pits his or her
authority against reality, the closeness to the participant must be quite
intense, or the participant will relinquish the therapist instead of the real-
ity (“I know you told me to see a dog there, doctor, but I don’t see it”).
Undoubtedly, this variable has come into play in a number of laboratory
studies of hypnosis leading to the misinterpretation that only social influ-
ence could be at work once the hypnotic trance, if actually achieved by the
researcher in the first place, is relinquished under the ultimate control,
always held at some level by the participant.

Not only the perception of hot or cold (temperature sense) but also
body temperatures have been influenced hypnotically (A. Barabasz &
McGeorge, 1978; Maslach, Marshall, & Zimbardo, 1972). If participants
are told that the furnace has been turned on very high, that it is becoming
insufferable, and that they feel as if they are in an oven, they will fan them-
selves, sweat, roll up sleeves, and so on. If the image of being in a wintry
blizzard is suggested, they will shiver, huddle for warmth, blow on the
hands, and engage in other compatible behavior.

By suggesting to individuals that their hands were being placed in a
basin of hot water, we raised the skin temperature of their hands more

 

(c)

 

Fig. 2.5  

 

Continued. 

 

(c) The hypnotic suggestion is released by the therapist’s touching the partic-
ipant’s shoulder, and the participant giggles with surprise as the therapist becomes visible to her.
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than 4 degrees as measured instrumentally. At first glance, this seems
miraculous, but if one considers that by suggesting a most frightening sit-
uation to individuals or showing them a gruesome film, the adrenal glands
will increase the release of adrenaline into the blood stream, the phenome-
non does not appear to be so unusual. The hypnotic hand-warming tech-
nique has been used as an aid in the treatment of migraine headaches (A.
Barabasz, 1977), precluding the need for patients to be dependent on elab-
orate biofeedback devices or medications with dangerous side effects.

 

Influencing Autonomic Processes

 

Suggestions can be directly given for behaviors requiring activity of the
striated muscles. Organ behavior usually has to be influenced indirectly by
picturing to the participant emotional situations that will normally stimu-
late such activity (Ikemi & Nakagawa, 1962). Thus, suggestions of hunger
combined with images of delectable foods will result in an increase in gas-
tric acidity (Hall, 1967).

Pulse rate and blood pressure can be modified using hypnosis, but the
effects produced thus far have been transient rather than of treatment value
to patients for which such management might be of value. In one extreme
case, Bernard Raginsky (1963) reported a complete cessation of heart func-
tioning during the hypnotically regressed reliving of a previous emotional
situation. Salivation can be increased by suggesting that participants visual-
ize biting into a rich, juicy orange, or it can be decreased when the partici-
pants are told that there are dry crackers in their mouths. This latter
manipulation has been of value for some patients during dental treatment.

 

Influencing Mood and Affect

 

One of the most frequent symptoms for which patients consult psychia-
trists and psychologists is depression. Because depression is commonly
based in some underlying guilt or inhibited anger, direct suggestive ther-
apy is seldom successful in achieving a permanent resolution. However,
temporary elevations of good mood can serve to provide the necessary lift
and revival of hope, which then can be used to therapeutic advantage.
Manic individuals can also be temporarily quieted, thus increasing the
likelihood of their cooperation in treatment programs. A continuous, but
not severe, depression could accordingly be lifted for a day or so to per-
mit, for example, a student to take and pass a crucial examination. Over
the past decade considerable progress has been made in the use of hypno-
sis to enhance the cognitive-behavioral treatment of depression (Yapko,
1992, 1997).
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Influencing Cognition

 

It is quite obvious to everyone that the set, orientation, theory, or political
position individuals have adopted materially influences the way they
think. A piece of economic news will be evaluated quite differently by a
conservative than by a liberal person. Not only perceptions but also cogni-
tions are filtered selectively through pre-established belief systems. It is
accordingly not surprising that hypnosis does not easily or quickly reverse
those beliefs of which we are convinced. However, skillful suggestions
implanted in individuals while in hypnosis will quite often result in a
modification of selective cognitions. Specific instructions to concentrate
and think about an interpretation given by their therapist can often result
in their becoming convinced of a previous error in judgment and a will-
ingness to modify their point of view much more quickly than would be
the case if the argument were presented in the conscious, nonhypnotic
state. Hypnosis does not provide magical change or instant reversal of pre-
vious sets, but it does offer a modality for strongly influencing thought
processes. It is this ability, which hypnosis presents to the psychotherapist
who is trained to work with it, the opportunity to shorten the time for
achieving constructive therapeutic change in many patients. Hypnoana-
lytic therapy, although not suitable for all patients, tends to progress much
more rapidly than traditional psychoanalytic therapy (J. Watkins & H.
Watkins, 1997).

 

Posthypnotic Amnesia, Hyperamnesia, and Regression

 

A typical characteristic of the deeply hypnotized individual is the appear-
ance, spontaneously upon emerging from trance, of an apparent amnesia
for that which had transpired while in the hypnotic state. Most frequently,
it will be partial, but it can be total. It can also be selective in that the par-
ticipant sometimes reports to the therapist an inability to remember but
does remember when questioned by others. This brings up the question as
to whether the amnesia was real or faked. At other times, the suggestions
given by the therapist not to remember can result in amnesia for hypnotic
events that otherwise the participant would normally recall (the most
thorough science-based coverage of amnesia remains that of Kihlstrom &
Evans, 1979).

Although there is controversy over the theoretical rationale for this phe-
nomenon, there seems to be substantial agreement that it is not the same
as simple forgetting (E. Hilgard, 1977; Orne, 1966). Thus, researchers have
viewed the phenomenon as a product of hypnotic suggestion, direct or
implicit, and also as a special form of dissociation. Kline (1966) empha-
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sized the psychodynamic needs of the participant as an initiating cause,
whereas Wright (1966) called attention to the unique interpersonal rela-
tionship between therapist and participant. J. Watkins (1966) viewed the
selectiveness of the amnesia (specifically as related to the therapist versus
others) as inhering in intrapersonal gestalts or “ego strategies” that “forget”
that which is cognitively inconsistent between the hypnotic and the post-
hypnotic conditions. Often the participants will remember an item sug-
gested during hypnosis but will manifest “source amnesia”; that is, forget
where they first learned it. Source amnesia has been suggested as a criterion
to distinguish between genuinely hypnotized individuals and simulators.

Among the phenomena of hypnosis, which are most surprising to the
uninitiated, is hypermnesia, or the ability of many individuals to seem-
ingly reconstruct memories of details of their earlier life that they were not
normally able to recall. Deeply hypnotized individuals can be quite capa-
ble of naming every classmate in their first-grade class and describe clearly
all the features of the room. They might be able to recite poetry that they
had learned early in school and had not repeated for many years. A 40-
year-old school principal was asked (by J.G.W.) if he had ever “spoken a
piece” as a child in school. He stated that he had been valedictorian of his
eighth-grade class. No amount of conscious effort, however, could enable
him to remember even the title of his address. After a deep hypnotic trance
was established, he apparently regressed back to the eighth grade and,
once “introduced on the graduation platform,” he delivered a 15-minute
speech quite worthy of an intelligent 14-year-old. There were no hesita-
tions in his delivery, and the nature of the speech was such that it was quite
unthinkable that it could have been concocted on the spur of the moment
merely to please the therapist. Afterward, he corroborated the title and the
content. However, he was still not able to reproduce it as a speech without
entering a hypnotic state. In another case, a 30-year-old individual sat
down at the piano and performed the number that she had played at her
first recital about the age of 13. Prior to being hypnotized and subse-
quently, she was also completely unable to execute it.

Hypermnesia is much easier to achieve than regression. In the latter, a
reexperiencing seems to occur with the emotions and motor movements
that are presumed to have accompanied the original incident. The phe-
nomenon of hypermnesia seems to have been well substantiated experi-
mentally (E. Hilgard, 1965). It is widely accepted and used in clinical
practice. However, despite the sometimes convincingly high level of emo-
tionality that can accompany hypnotically reconstructed memories, such
reconstruction is no more likely to be accurate than nonhypnotic inter-
ventions aimed at reconstruction (E. Hilgard & Loftus, 1979; Orne, 1979).
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The reality of hypnotic regression also remains controversial. Many
hypnotherapists use it in clinical practice (J. Watkins & H. Watkins, 1997).
A given participant may demonstrate a true or apparently real regression,
another participant may demonstrate a partial regression, and another
participant demonstrate only a simulated one. Furthermore, the same
individual may manifest various degrees of involvement in regression at
different times. (Experimentalists have not always been able to achieve in
the controlled laboratory studies the kind of regressed experience reported
by clinicians with their patients.) Accordingly, there are some workers who
consider it as an artifact, an “acting as if.” There is but one experimentally
controlled laboratory study available to date to shed light on the issue (A.
Barabasz et al., 2003).

Watkins once hypnotized a 19-year-old college sophomore and
regressed her to ages 6, 9, 12, and 14. At each of these regressed ages, she
was administered standardized reading tests and her eye movements were
photographed on an opthalmograph. When hypnotically regressed to 6
years and 10 months (June at the end of the first grade), she demonstrated
a reading age of 6-10 in word recognition, 7-3 in sentence reading, and 7-4
in paragraph reading as measured on the 

 

Gates Primary Reading Tests

 

.
When regressed to the age of 8-10 (June at the end of the third grade), she
achieved reading levels of 9-6 in vocabulary, 9-10 in level of comprehen-
sion, and 7-9 in speed of reading on the 

 

Gates Reading Survey

 

. This aver-
aged exactly to an age of  8-10 in general reading ability. Reading
specialists, masked as to actual age of the participant and the focus of the
experimental demonstration, judged her eye movements as being typical
for a first grader and third grader, respectively (see Figure 2.6). At the
upper ages there seemed to be greater variance between her reading
achievement scores and what would have been expected at those ages. A
truly definitive study would involve comparing test scores and eye-move-
ment photographs under regressed hypnosis with those that had been
made years before when participants were actually at the age to which later
they had been hypnotically regressed (LeCron, 1968).

Age regression is closely related to hypermnesia, and an increase in
memory detail is usually found in hypnotically regressed participants or
patients. However, the fact that the hypnotized individual is highly suscep-
tible to suggestive influence throws doubt as to what extent the reenacting
of the early experiences may have been initiated or altered by the thera-
pist’s influence. Both researchers and therapists must be extremely careful
to avoid suggesting happenings that did not occur. Regressed participants
may relive fantasies rather than actual historical occurrences. The experi-
mental reliving by patients of such fantasized events is generally useless in
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establishing accurate memories unless fully corroborated. However, the
same reliving techniques can be meaningful and constitute valid therapeu-
tic material because they generally have personal if not historical validity.
The reliving of known circumscribed past events is an enormously power-
ful tool in accelerating progress in ego-state therapy (Emmerson, 2003; J.
Watkins & H. Watkins, 1997).

J. Hilgard (1977) proposed three interpretations of hypnotic regression:
one is the “ablation” theory, which holds that earlier experiences can be
reactivated by hypnotically ablating away later ones. This rationale has
been more accepted by clinicians and earlier workers but is supported by
rather weak experimental evidence.

A second conception, the “age-consistency” theory, proposes that par-
ticipants will behave in ways appropriate to their regressed age rather than

 

(a) (b) (c)

 

Fig. 2.6  

 

Photographs of eye movements in experimental participants. (a) Eye movements of a nor-
mal college student while reading. (b) Eye movements of the same participant while reading when
hypnotically regressed to the third grade. (c) Eye movements of the same participant while reading
when hypnotically regressed to the first grade.
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simply relive actual experiences (see Figure 2.7). Researchers have been
divided on these points for decades.

Finally a “role-enactment” theory was first introduced by the studies of
Troffer (1965). She found that the most realistic performances of childlike
behavior occurred when the experimenter became involved in the role
enactment, hence, behaved in a manner appropriate for an adult speaking

 

Fig. 2.7  

 

Handwriting samples of a participant hypnotically regressed to various ages.
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to a child. This finding held for all three of her groups: the unhypnotizable
simulators, the hypnotizable but not hypnotized simulators, and the hyp-
notically regressed hypnotizable participants. Her study suggests doubt as
to the necessity of ensuring that the participant is in a hypnotic state to
secure regression worthy of use in psychotherapy. However, because both
hypnotizable groups did better than nonhypnotizable simulators, the pos-
sibility remains that the hypnotizable simulators were actually hypnotized
while enacting the simulating role. This study also supports the concept
that hypnosis may be not only an altered state of consciousness, which
inheres in the participant, but also an interpersonal transaction between
therapist and participant, hence a “state relationship” as proposed by Kline
(1958) and J. Watkins (1967). Hypnosis in the individual cannot be
divorced from the role, manner, and involvement of the therapist. It is a
bipolar phenomenon.

The reality of hypnotic regression rejected by some experimentalists
remains controversial among clinicians. Therapists use it widely and con-
sider it a valuable tool, especially in hypnoanalysis and in ego-state ther-
apy. When a highly experienced clinician is involved, it is possible, even
highly likely, that the intensive, regressed hypnotic relationship, which
inheres in a therapist-patient interaction, cannot be obtained in the more
artificial laboratory setting. If so, clinicians and academic researchers may
simply not be observing the same phenomena.

 

Dissociation

 

E. Hilgard (1977, 1992) recalled that hypnosis has been closely associ-
ated with the process of dissociation. Whether or not hypnosis is a form
of dissociation, there is little doubt that dissociation can be induced by
hypnosis. Thus, participants can be told that they are somebody else,
perhaps a well-known celebrity, and they will act accordingly, often most
convincingly. In addition, they can be given hypnotic suggestions, which
they carry out and then show a complete amnesia about later. They can
also be told under hypnosis that they will be unable to remember certain
experiences that they have had while hypnotized or that they will forget,
for example, the pain that they had endured during a surgical procedure.
Hypnosis, accordingly, is a modality in which dissociation can be estab-
lished or resolved. It is no wonder that some variation of hypnosis
becomes the therapy of choice in treating cases of amnesia and dissocia-
tive identity disorder (multiple personality). In the book 

 

Sybil

 

(Schreiber, 1974), the analyst noted that the changes occurred much
more rapidly when she was using hypnosis than during the more tradi-
tional psychoanalysis.
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John and Helen Watkins have been systematically using hypnotic disso-
ciation in the development of a type of therapy that they termed “ego-state
therapy” (J. Watkins & H. Watkins, 1981, 1997). “Normal” individuals are
dissociated into ego states, or “part persons,” by hypnosis to evaluate intra-
psychic conflicts, and “family therapy” techniques are employed to resolve
them (Emmerson, 2003; J. Watkins & H. Watkins, 1997). This approach
will also be described in more detail in our Volume II, 

 

Hypnoanalytic Tech-
niques 

 

(forthcoming).

 

Altering Subject-Object Relationships

 

Closely associated with dissociation is the ability of hypnosis to alter sub-
ject–object relationships. Thus it is possible to create the feeling in individ-
uals that a member of their bodies is no longer a part of them, hence, that
they are “object” instead of “subject.” This is similar to what occurs spon-
taneously without hypnosis in a hysterically paralyzed patient. By revers-
ing this subject–object maneuver, a part, which has been experienced by
such individuals as “it” rather than “me,” becomes once more incorpo-
rated into the self. Ideas, or entire patterns of behavior and thinking, also
can be altered as to subject and object. Through hypnotic manipulation,
individuals can be induced to throw themselves into some “role” or to act
out and live out a facet of their own selves. They are then experiencing this
role as “me.” Later the entire role can be hypnotically changed over into an
“object,” and they will then experience it as “him” or “her,” as if watching
this behavior in another person. These complicated maneuvers require
considerable training and experience to be used effectively in the sophisti-
cated strategies of hypnoanalytic and ego-state therapies.

 

Time Distortion

 

Another rather puzzling hypnotic phenomenon is the apparent ability of
hypnotized individuals to experience greater or lesser amounts of experi-
ential time within a given period of clock time. This should really not
seem so unusual, because most of us commonly experience time as passing
rapidly when we are involved in interesting meaningful activities, and we
feel that time is dragging when our immediate environment is providing
little stimulation or when we are assigned to boring tasks. The manipula-
tion of time sense is spontaneous under such conditions.

A typical behavioral demonstration of time alteration using hypnosis
involves setting a musician’s metronome at 1 beat to the second. The hyp-
notized participant is told, “You will hear a tick each second, 60 to the
minute. You will not consciously be aware of this ticking sound, but it will
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be recorded in you unconsciously, and you will know that a second passes
between each of the ticks. Tick-tick-tick. One second, 2 seconds, 3 sec-
onds,” and so on. Suggestions of this type are repeated until the ticking is
built into the participants’ time sense. The participants are then asked to
write their names over and over again, either on paper or at a blackboard.
After a norm is established for the number of times, they normally write
their names within a 1- or 2-minute interval, and the metronome is
increased to 120 beats per minute. The participants respond by increasing
their speed of writing, sometimes inscribing their names furiously. The
metronome is then slowed to 30 beats to the minute. The participants now
decelerate their writing speed, appear depressed, and write their names in
slow motion. Experiential and behavioral time seem to be tied to the tick-
ing rate of the metronome. If questioned posthypnotically, the individuals
may maintain that they wrote at a constant rate. This apparently hypnotic
phenomenon is in need of controlled experimentation in a laboratory set-
ting to determine how much of the response is due to hypnosis versus
other factors. A few early attempts provided only partial information,
which remains subject to alternative interpretations.

Cooper and Erickson (1959) reported a series of studies involving the
manipulation of time experience by hypnosis. They compared “world
time” or “clock reading” with experiential time, which they termed “seem-
ing duration.” A typical experiment involved suggesting to hypnotized
individuals that they would engage in the continuous activity of picking
cotton for a “personal time” of 1 hour and 20 minutes. Actually the partic-
ipants were given only 3 seconds of actual time. They then signaled the
number of cotton balls that they had picked, which generally were in the
hundreds. Sutcliffe (1965), in his role as a sociocognitivist, criticized this
study in that no actual behavioral referents were used. He argued that the
participants were only conforming to suggested expectations and that we
have no proof that they actually experienced 1 hour and 20 minutes within
a 3-second interval, which is true, because one’s internal subjective experi-
ence is not perceptible to another person. Here again, the debunker and
the credulous worker can interpret the data differently.

Zimbardo, Marshall, and Maslach (1971) found that hypnotic partici-
pants given suggestions of “expanding the present” behaved differently
from simulators, both in subjective reports and in behavior involving play-
ing with clay. They were also able to distinguish between hypnotized par-
ticipants and simulators on the basis of their ability to translate the verbal
suggestion of a synchronicity between clock time and personal time into
behavioral reality on a task involving the regulation of lights by pressing a
key. Their carefully controlled studies added substantial experimental evi-
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dence to an acceptance of the reality of time distortion that can be pro-
duced by hypnotic trance.

Therapeutic possibilities for the use of time distortion were demon-
strated by Aaronson (1968), who found that when the present was
expanded, a state of euphoria ensued and a schizophrenic-like state “fol-
lowed removal of the present time sense.” This entire area shows consider-
able promise for employment in therapeutic tactics but needs much
further exploration.

 

Hypnosis as an Altered State and Interpersonal Relationship

 

Except for instances of spontaneous hypnosis in everyday life (see chapter
3), we view hetero-hypnosis and self-hypnosis developed under the guid-
ance of the therapist, as both an altered state of consciousness and an
intensive interpersonal relationship. The following question arises then:
How much of the participant’s behavior is due to the effect of trance and
how much inheres in the interaction between therapist and participant?
Fortunately, when we practice hypnotherapy we are interested in maxi-
mizing all factors that will facilitate the treatment. Throughout this book
we, therefore, typically employ techniques of hypnotic induction and
deepening, which, at the same time, use all constructive interpersonal rela-
tionship aspects possible that exist in any good therapist-patient interac-
tion. As therapists, we are interested in the outcome for the patient, not in
the purity of each contributing factor.

 

Summary

 

In this chapter, we tried to describe the many different types of phenom-
ena that can be elicited under hypnosis. By this we mean what is possible
with some participants or patients, not that every person is capable of
exhibiting all of these phenomena. The more complex phenomena seem to
require a greater hypnotic depth. Because of the controversies in the field,
research findings must be evaluated with the recognition that enthusiastic
therapists often over-evaluate their accomplishments, and overly critical
experimenters may simply have failed to elicit the phenomena. However,
even the most critical and rigorous workers generally agree that, regardless
of what hypnosis is, unusual alterations in behavior, perception, affect,
and cognition can be achieved by means of it.
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Chapter 3

 

Theorizing About Hypnosis: Recent
Breakthroughs Shed New Light

 

Visiting Ernest (Jack) Hilgard’s Stanford Laboratory of Hypnosis
Research, Milton Erickson demonstrated classic hypnotic dissocia-
tion with a highly hypnotizable student volunteer. The student,
already hypnotized [by Professor Hilgard], was asked by Erickson
to hold up his right arm, straight from the shoulder. Holding gently
the upraised hand, Erickson explained that he was lowering the
upraised hand and arm. Upon letting go of the still upraised hand,
he touched the student’s lap, as if still holding it, to indicate that the
hand was now resting there. To validate the subject was hallucinat-
ing the hand on his lap, Erickson encouraged him to place his left
hand over his right hand on his lap and to hold it there. Once the
subject accomplished this, Erickson, using his fingernails, pinched
the hand of the upright arm with great intensity. Then, observing
no apparent response to the painful pinch, he immediately, yet
calmly, inquired as to whether the subject had just felt anything.
With no mention of anesthesia, or any mention of expected perfor-
mance, the subject casually reported he felt nothing. Indeed, how
could he feel something in the hand that was, as he knew it, some-
where else. (E. Hilgard, personal communication to Arreed Bara-
basz, August 16, 1991.)
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This fascinating demonstration of hypnotically produced dissociation
(ca. 1960) was repeated by Hilgard and his colleagues with dozens of stu-
dents who tested high on the 

 

Stanford Hypnotic Susceptibility Scale

 

. This,
in combination with other examples of dissociation dating back to Pierre
Janet (1889), served as the basis for E. Hilgard’s (1977) neodissociation
theory of hypnosis. Numerous experiments, based on Hilgard’s theory,
were conducted using hypnosis for pain relief at Stanford in the 1960s to
1979. The findings are now in widespread use for the benefit of our
patients in treatment for conditions in which pain is prominent, when an
alternative to dependence on chemical analgesics is preferred, or when
hypnosis is used adjunctively in combination with analgesic medications.
(we discuss Hilgard’s theory in greater detail later in this chapter).

Theories are, by their nature, oversimplifications. In a sense, the more
simplified a theory can be elucidated, the more useful (and perhaps more
likely to be used) it becomes as a decision guide to practitioner scientists
and research scientists. Both groups can draw on a stated theory to con-
ceptualize their clinical treatment plans or experiments, and then test
them for effects. Psychotherapists are better equipped in their work when
they recognize that all clinical interventions are, in essence, mini experi-
ments. As a basis for the intervention, a theory, if useful, predicts the out-
come with reasonable reliability. A theory is not necessarily true or false.
The usefulness of a theory then depends on whether its predictions are
borne out and whether treatment outcomes can be controlled when it is
applied. The theory that most succinctly provides an explanation of a phe-
nomenon, which can also be applied to real life treatments for our
patients, therefore, becomes the best science can offer practice.

Anyone curious about psychopathology, psychotherapy, psychology, or
many aspects of medicine will find the study of theories and applications
of hypnosis compelling. Behaviors such as analgesia, controlled hallucina-
tions, age regression, amnesia, and trance logic can be elicited by hypnosis
in less than an hour. As Kihlstrom (1987, p. 1449) explains, hypnosis can
produce “experiences involving alterations in phenomenal awareness,
memory, and actions.” How many other situations can you think of in
which all of these behaviors can be elicited in those that have the abilities
to create them? Accordingly, it is not surprising that a number of theories
have been proposed to explain hypnosis. Most are merely descriptive;
some only deal with a single aspect of the modality. A few try to account
for hypnotic phenomena by relating them to other psychological concepts
that are already in use. Hypnosis, derived from the Greek word 

 

hypnos

 

meaning “to sleep,” is a misleading metaphor in itself, given that it is long
established as a scientific fact that hypnosis is not nocturnal sleep as

 

RT5814_book.fm  Page 54  Wednesday, November 17, 2004  1:56 PM



 

Theorizing About Hypnosis: Recent Breakthroughs Shed New Light 

 

∑

 

 

 

 55

 

defined by EEG brain waves (reviewed by Evans, 1979). William Coe
(1992), citing the use of the term 

 

hypnosis

 

 by different groups and differ-
ent theorists to mean different things, went so far to say that hypnosis is
indefinable. Perry (1992) pointed out cogently, “Regardless of whether this
is true, the existence of competing interest groups does not warrant a
wholesale rejection of the term, anymore than the existence of competing
religious groups implies that there is no such thing as religion.” On August
7, 2003, the executive council of Division 30 of the American Psychological
Association voted unanimously in favor of a new official definition of hyp-
nosis (Green, Barabasz, Barrett & Montgomery, in press). It reflects recent
research that stimulated new ways of thinking about hypnosis. I (A.F.B.)
was honored to chair the definition committee and to serve as president of
the division. The executive council at the time of the unanimous vote had
prominent members from divergent theoretical positions. 

The new definition still lacks of an explanation of a hypnotic trance that
is satisfactory to all serious workers in the field, but this shortcoming does
not deny existence of the phenomenon. We still lack an adequate defini-
tion of 

 

personality 

 

despite decades of wrestling with the concept. Knowl-
edge and research on sleep and dreams was enhanced by the discovery of
rapid eye movement sleep and the EEG stages of sleep, but we did not
deny the reality of nocturnal sleep or dreams prior to these advances (E.
Hilgard, 1992). Until the recent breakthroughs and discoveries of physio-
logical markers of hypnosis (e.g., see A. Barabasz, 2000, 2001b; A. Barabasz
et al., 1999; Kosslyn, Thomas, Constantini-Ferrando, Alpert, & Spiegel,
2000; Rainville, Hofbauer, et al., 1999) the study of hypnosis was very
much the same as the study of sleep years earlier. So, why should there be
such concern about a precise explanation of the trance phenomenon and
such a quest for absolute certainty about what we are studying? 

The expectation for complete information leaves one immobilized by
indecision. In one 

 

Star Trek

 

 episode, Captain Kirk, for whatever reason,
had lost his communicator, thus leaving him stranded on a strange planet
and unable to return to the starship 

 

Enterprise

 

. The 

 

Enterprise

 

 then comes
under attack from (you guessed it) Klingons. Spock takes command.
Spock obtains information on the location of the enemy but is unable to
act because the data is incomplete. Time to act has nearly run out. Captain
Kirk then returns and, of course, saves the day because he can act without
complete information. The episode’s writer misunderstood both Spock
and rationality. Certainly Spock, as the supremely rational being, would
not have been immobilized but would have taken the course of action that
would have the highest probability of benefit to the 

 

Enterprise

 

 and crew
based on the incomplete information available. If absolute certainty was
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essential to make a decision (draw a conclusion, develop a treatment plan)
few decisions could ever be made by rational beings. As is the case with
most decisions, one must select a single theoretical position explaining
hypnosis from those theoretical positions available at the time. The deci-
sion is based on the incomplete information available without knowing
with absolute certainty whether it is correct.

Alternative conceptualizations have led to conflict between those who
adopt the generally accepted (for a review, see E. Hilgard, 1992) view of
hypnosis and those who adopt an opposing standpoint. The primary view
sees hypnosis as a distinct psychological state characterized by focused
attention allowing one to dissociate perceptions and sensations, to attend
with intensity and precision to thoughts and events, and to rally innate
resources in unusual ways (A. Barabasz, 2000, 2001b; A. Barabasz & Bara-
basz, 2002; A. Barabasz & Lonsdale, 1983; A. Barabasz et al., 1999; Fromm,
1992; E. Hilgard, 1965, 1977; E. Hilgard & Hilgard, 1975; Kihlstrom, 1987,
1997; D. Spiegel, 1991b; D. Spiegel & A. Barabasz, 1987, 1988; H. Spiegel &
D. Spiegel, 2004; J. Watkins & Johnson, 1982; J. Watkins & Watkins, 1979-
80). Those who accept the state conceptualization of hypnosis may or may
not embrace “hypnotic trance,” but they recognize that the major hypnotic
phenomena have been established well enough by controlled experiments
and clinical practice to provide investigatory avenues in psychology and
medicine. The state conceptualization explains (perhaps incompletely) the
demonstrated utility of hypnosis in a variety of psychological and medical
practices. Those with psychodynamic orientations accept hypnosis as an
altered state of consciousness. Erika Fromm (personal communication to
E. R. Hilgard, January 23, 1991) saw hypnosis as an altered state of con-
sciousness into which people go if they have the talent to do so: They expe-
rience heightened ego receptivity and ego activity, attention changes, more
primary process thinking, more imagery, dissociative phenomenon,
regression in service of ego, and a fading of the generalized reality orienta-
tion. Fromm saw hypnosis as an altered state of consciousness in which
the repressed returns more easily.

Sigmund Freud (see J. Watkins, 1987) was intrigued with hypnosis
with his observation of Breuer’s use of hypnotic abreactions in the treat-
ment of hysteria. Freud’s period of using the modality occurred before he
developed his understanding of the dynamic processes involved in inter-
personal relationships. Hypnosis was a medium he did not understand
(his induction techniques were inept) and could not master. He was faced
with reactions from his patients he was not then able to handle. He aban-
doned its use. Freud did make efforts to understand the phenomenon. He
apparently linked hypnosis with hysteria, as had Jean Martin Charcot and
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Janet. Thus, he concluded that evocation of the hypnotic state facilitates
the discovery of painful aspects of repressed character underlying hysteri-
cal phenomena. This conception about hypnosis, first promulgated by
Freud and later emphasized by Anna Freud (1946), has been most instru-
mental in turning psychoanalysts away from using it. Sigmund Freud
(1938, p. 27) reported

on an experiment, which showed me in the coldest light, what I
have long suspected. One of my most acquiescent patients, with
whom hypnotism had enabled me to bring about the most marvel-
ous results, and with whom I was engaged in relieving her suffering
by tracing back her attacks of pain to their origins, she woke up on
one occasion, threw her arms around my neck. The unexpected
entrance of a servant relieved us from discussion. From that time
onwards there was a tacit understanding between us that hypnotic
treatment should be discontinued.

Freud conjectured that hypnosis obliterated the ego and made it impos-
sible for the integration of unconscious material to be uncovered during
its use. This progress impeding conception was shown to be an error (Gill
& Brenman, 1959) and is no longer held by those analysts who are knowl-
edgeable and experienced with hypnosis. However, the notion was very
close to theories that view the hypnotic state, at least in part, as a special
relationship or transference. In fact, Sigmund Freud (1922) stated, “From
being in love to hypnosis is evidently only a short step.”

 

Hypnosis as an Interpersonal Relationship

 

Ferenczi (1926) specifically depicted hypnosis as a form of transference,
describing it as a parent-child relationship. He went on to delineate two
different types of hypnoses, which he called “father hypnosis” and “mother
hypnosis.” The first hypnosis exemplified that kind of relationship exhib-
ited during authoritarian hypnosis where the therapist dominates his or
her participant. This was related to the typical German family of that time,
wherein the father exercised a commanding power over his wife and chil-
dren. The second hypnosis was a typical form used in clinical treatment,
where the practitioner maintains a more gentle and persuasive attitude,
using a soft voice to lull the participant into a trance state, and where the
therapeutic suggestions are couched in a diplomatic manner — the way
Victorian mothers were reputed to handle their children. Viewed from this
standpoint, hypnosis becomes a special type of state or relationship that
facilitates the responsiveness to suggestions in hypnosis. Perhaps the con-
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ceptualization of mother hypnosis was the first recognition that hypnotic
trance could be brought into treatment without the need for a formalized
induction ritual.

J. Watkins (1954) at one time attempted to equate the hypnotic state
with transference, but later (1963) modified this stance and maintained,
rather, that hypnosis was much more than transference. He explained the
phenomenon by elucidating that transference needs in the hypnotic indi-
vidual and countertransference motivations in the therapist determined
whether a hypnotic state could be induced easily, with difficulty, or not at
all, and whether that state was light or deep.

Kline (1958) also recognized the interdependence of the hypnotic state
on the quality and intensity of the interpersonal relationship between
therapist and participant. Thus, he concluded that there is no constancy of
itself in the hypnotic relationship, but there is constancy to the hypnotic
trance state. The trance state was seen as a very basic and fundamental
reorientation in perceptual and object relationships. Kline brought to light
the point that hypnosis is not a unitary “something” or “either-or.” It exists
quantitatively to different degrees and in different depths, and qualitatively
in different forms depending on the nature of the unique relationship
between the two parties before the induction, during the induction, and
during nonhypnotic therapeutic interventions. We can conclude from this
that the state of hypnosis induced in Participant A by therapist B is not the
same as that induced in the same person by therapist C, that it is not the
same in Participants A and D when both are induced by therapist B, and
that it is not the same in Participant A when induced by therapist B at one
time and at another time. The differences in each of these cases are quanti-
tative and qualitative in nature. The hypnotic state should, therefore, not
be regarded simply as a unitary state without considering the relationship
in which it occurs.

Adequate rapport, the special kind of relationship, accounts for the fact
that many individuals may become more hypnotizable after they are better
acquainted with the therapist, whereas at other times they may be respon-
sive to strangers onto whom they can project unrealistic transference feel-
ings. It also explains the observation made by experienced practitioners
that many research studies showing negative results with hypnosis are
often conducted by insensitive investigators who are more knowledgeable
in the intricacies of experimental design than they are experienced in the
subtle interpersonal relationships involved in working with hypnosis. As J.
Watkins (1987) noted, such experimenters crudely read off standardized
instructions, secure perhaps some degree of relaxation, and then conclude
that the hypnotic phenomena are not “real” but merely role-playing. It is
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considerably more likely that these folks never succeeded in activating a
genuine hypnotic state. Recent findings support this hypothesis (Barabasz
et al., 2003; Barabasz and Christensen, submitted).

A. Barabasz and Barabasz’s (2002) invited address at the annual con-
vention of the American Psychological Association cited numerous studies
coming from the sociocognitivists where nothing more than a superficial
induction was employed, and then no attempts whatsoever were made to
ensure any depth of hypnosis had been achieved at all before exposing the
participants to demanding test suggestions that, consistent with the expec-
tations of the sociocognitive experimenter, were doomed to failure.

We believe that the recent data demonstrates the hypnotic state can be
shown as an essentially pure psychological state with replicable neural cor-
relates. The simple fact is that the sensory alterations experienced by the
person in hypnosis are accompanied by task-related brain function
changes whether or not a hypnosis-related brain region lights up every
time. We also opine that the clinical application of hypnosis is incomplete
if we do not endeavor to also recognize that the human interpersonal fac-
tor is always the prerequisite essential part.

 

The Hypnotic State as Regression in the Service of the Ego

 

The famous Menninger Clinic analysts Gill and Brenman (1959) concep-
tualized the hypnotic state as a temporary and nonmalignant kind of
regression. They characterized it as a “regression in service of ego.” This
was contrasted with “regression proper.” Essentially, the concept is that the
ego engages primary process in its service to make use of it for the pur-
poses at hand. Of course, primary processes are primitive both cognitively
and behaviorally, characteristic of the experience of a small child. Operat-
ing in the realm of primary process, ideas are simply accepted at face value
and need not be integrated within a broader matrix of meaning. In classic
psychoanalytic theory, primary process characterizes the “id” wherein two
opposing concepts can reside yet not contact each other or struggle for
resolution. As reconceptualized by Orne (1979) in his concept of hypnosis
as “trance logic,” primary-process thinking does not follow the principles
of Aristotelian logic. The psychopath who groups a sink stopper and a cig-
arette together in an object assembly test, not because they are both round
but because he once saw a man who “was smoking a cigarette while he was
fixing a sink,” is functioning at the level of primary-process logic. Func-
tioning at the primary-process level will not solve mathematical equations,
but it may be an open door to creativity. When regression takes place in
the service of the ego, it is possible for the strong ego to relinquish its need
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for full integration and to simply “enjoy” the childhood play of a regres-
sion to primary processes.

The concept of hypnosis as an altered state of consciousness was viewed
by Gill and Brenman as a state of altered ego functioning that was elicited
by transference; that is, the ability of the hypnotized individual to regress
into a more passive and childlike state in which the relationship with the
therapist changes the nature of the participant’s functioning so that it
involves a greater degree of primary-process thinking and behavior. This
change, however, unlike that of the psychopath, is temporary and can be
reversed at the will of the participant’s ego, hence, is voluntary in nature.
Michael Nash (1992), editor of the 

 

International Journal of Clinical and
Experimental Hypnosis

 

 from 1998 to 2002, shed considerable light on the
similarities and differences between hypnosis, psychopathology, and psy-
chological regression. Those wishing to explore this aspect more thor-
oughly are referred to Nash’s 1992 chapter in which he critically examines
in what sense there is and in what sense there is not a shared process
underlying hypnosis and psychopathology. He explored temporal regres-
sion, topographic regression, and hypnosis as a division of consciousness.
In 1959, Gill and Brenman characterized regression in the service of the
ego as (a) more likely to occur as the ego becomes more adaptive and less
likely to occur as the ego grows less adaptive; (b) marked by a definable
beginning and end; (c) reversible, with a rapid and full reinstatement of
normal organization of the psyche; (d) terminable under urgent condi-
tions by the unaided participant; (e) occurring only when the participant
judges the circumstances to be safe; and (f) voluntarily sought by the par-
ticipant and is in contrast to “regression proper,” which is an active rather
than passive regression.

Only the notion of reversibility with total reinstatement of normal neu-
ronal organization of the psyche has been subjected to the rigors of con-
trolled scientific experimentation. On the basis of Gill and Brenman’s
conceptualizations, Reyher (1964) reasoned that hypnosis and sensory
restriction are manifestations of the ascendance of lower levels of neuronal
integration in the organization of brain functions and behavioral regula-
tion. Conditions that restrict or homogenize sensory input prevent adap-
tive behavior with adaptive neuronal integration. Regression to primary
process involves the replacement of fully adapted neuronal integration by
a phylogenetically older and lower level of integration. Removal from
restricted environmental stimulation should then reactivate higher neu-
ronal integration.

Men isolated by winter in Antarctica became significantly more hypno-
tizable (A. Barabasz, 1979, 1980c). Inspired by these findings, obtained

 

RT5814_book.fm  Page 60  Wednesday, November 17, 2004  1:56 PM



 

Theorizing About Hypnosis: Recent Breakthroughs Shed New Light 

 

∑

 

 

 

 61

 

under field conditions with a crude measure of hypnotizability, a con-
trolled laboratory experiment was devised (A. Barabasz, 1982) to test Rey-
her’s theory directly. Restricted environmental stimulation (REST)
procedures were used with ten subjects. The 

 

Stanford Hypnotic Clinical
Scale: Adult

 

 (A. Morgan & J. Hilgard, 1978-1979) was modified to include
a posthypnotic suggestion for an analgesic reaction, then ferodic shock
was used to determine pain threshold and tolerance levels prior to REST,
immediately after REST before removal from the REST environment, and
10 to 14 days later. To mask the hypnotic focus of the study and to obtain
physiological data — for example, skin conductance — researchers col-
lected peripheral, core, and chamber temperature data during 6 hours of
REST. Researchers used a control group to assess the effects of repeated
hypnosis on hypnotizability scores and any potential effects of social influ-
ence and context of the experiment.

Multivariate analysis of variance results showed hypnotizability and
pain tolerance scores to be significantly enhanced only for participants
exposed to REST immediately after REST and 10 to 14 days later. The
maintenance of the enhanced hypnotizability and pain tolerance at fol-
low-up failed to support Reyher’s (1964) theory of brain function and
this single feature of the concept of regression in the service of the ego.
The qualitative, independent postexperiment inquiry findings were
revealing. Apparently, sensory restriction forced the organism to focus,
perhaps as seldom before, on internally generated imaginal activity. This
defensive maneuver might better be conceptualized as a dissociative reac-
tion, which serves to maintain neuronal integration in the organization of
brain functions.

J. Hilgard (1974, 1979) found imaginative involvement and strict child-
hood discipline to be positively related to high hypnotizability, which
could not be explained by conformity behavior. Apparently, the child
learned to mitigate the effectiveness of punishment through the imagina-
tive involvement of practiced dissociation. Perhaps in the A. Barabasz
(1982) study, and its replication (M. Barabasz, Barabasz, Darakjy-Jaeger, &
Warner, 2001), participants learned to develop imaginative involvements
in REST as a mechanism of coping with the reduced external stimulation.
Consistent with J. Hilgard’s findings, these skills, once acquired, may
account for the higher levels of hypnotizability found after REST and the
maintenance of this ability over time. The data seemed to be more
cogently explained by E. Hilgard’s (1977) neo-dissociation theory of hyp-
nosis rather than regression in the service of the ego. However, it seems
important to note those experiments disproved only one aspect of Gill and
Brenman’s conceptualization of hypnosis as regression in the service of the
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ego. In any event, both theoretical explanations are consistent with the
overall state conceptualization of hypnosis in contrast to the social influ-
ence and role-playing explanation.

 

Meares’s Concept of Regression in Hypnosis

 

Meares (1961) also viewed hypnosis as a regression, but he differed from
the Gill and Brenman point of view in that he focused not on regressed
behavior but rather on regressed mental functioning as included in the
concepts of Reyher (1964) and addressed, in part, by our experimentally
controlled laboratory experiments (A. Barabasz, 1982; A. Barabasz et al.,
2003). Meares saw the hypnotized person, especially the deeply hypnotized
one, as one who thinks and functions at a primitive level much like that
which must have characterized humans during their phylogenetic develop-
ment from animal to primitive man. Meares held that in this early stage the
process of hypnosis must, in some way, have determined the acceptance of
ideas, hence intellectual functioning was at an archaic level. Logical
thought in man developed later. Meares explained that it is precisely this
logical thought that is set aside during the regression into the hypnotic
state. J. Watkins (1987) explained this atavistic regression coincides closely
with Kline’s (1966) “lowering of criticality” as a central feature of hypnosis.

 

Hypnosis as Superego Modification or Reparenting

 

Kubie and Margolin (1944) emphasized the mechanism of identification
in their psychoanalytic theory of hypnosis. The state of hypnosis and the
hypnotic induction are carefully distinguished. They emphasize that the
induction involves a gradual elimination of normal sensorimotor rela-
tionships as environmental stimulation is restricted. The hypnotic state is
viewed as evolving from the obliteration of all channels of communica-
tion with the outer world except one, that with the therapist. Through
monotony and immobilization (eye fixation, etc.) the participant with-
draws all attention from exteroreceptive stimuli, except those presented
by the therapist. Once the hypnotic state is fully established in the partic-
ipant, the participant’s ego once more expands to contact the outer
world. This time, however, “his or her own ego” is changed by its incor-
poration of the therapist within it. The image (voice, behavior, etc.) of the
therapist is now fused with the previously incorporated images of par-
ents. This allows the replacement or modification of the superego. The
voice of the therapist is like the voice of the parent within and is obeyed as
such. Hypnosis, then, is viewed as becoming an experiential reproduction
of the natural developmental process that represents the early parent-
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child relationship. Kubie and Margolin emphasized that hypnosis may be
necessary, perhaps essential, in any psychotherapy that aspires to replace
the authority of early critical superego figures with a more benevolent
reparenting.

As in the work of Brenman and Gill, Kubie and Margolin’s work incor-
porated the concept of regression as predominant. However, unlike Bren-
man and Gill, who conceived of it as a regression to an early state of
thinking and behavior, Kubie and Margolin perceived it as regression to
the earliest child-parent relationship. Because Kubie and Margolin incor-
porated identification with the therapist by the participant, this accounts
for the fact that the participant experiences and carries out the therapist’s
suggestions as if he or she were ego-syntonic; that is, originating within
the participant’s own self. 

 

Object Cathexes: Hypnosis as a Modality for Ego Manipulation

 

Paul Federn (1952), a close associate of Freud’s, formulated a theory of
personality structure that was never well understood by psychoanalysts or
other psychologists, perhaps partly because of his difficulty in clearly
expressing his views. Although Federn’s theories were aimed not specifi-
cally at hypnosis but rather at the general structure and functioning of the
ego, they appear to be especially relevant. He held that the essence of self
was an energy that he called “ego cathexis.” Any physiological or mental
process invested with this energy was experienced as belonging to “me.”
Hence, “my” hand is experienced as part of me because it contains ego
cathexis. The same would be true of “my” thought. This ego energy is “the
self ” and is distinguished from “object” cathexis, a kind of nonself energy
that can also activate various physiological and psychological processes. If
my arm is invested only with object cathexis, I experience it as not part of
me, as if it were a board simply attached to my shoulder or as it would be
sensed if it had been hypnotically anesthetized and made immobile. It has
no feeling and appears to be detached from the body ego. My arm is no
longer “me” but has become “it.”

According to Federn’s theory, “me” or “it” depends on whether an item
(either physical or mental) is “cathected” with ego energy or object energy.
Thus, an idea that breaks out of repression into the ego without being
invested with ego energy is experienced as an object, as “not me.” In the
schizophrenic such an idea (e.g., the thought of his dead mother) breaks
into consciousness without being invested with ego cathexis. Accordingly,
it is experienced as a hallucination, as if it had originated in an object out-
side the self. The schizophrenic experiences this as if he were “seeing” his
dead mother, not “thinking” about her.
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Federn did not write much about hypnosis per se. However, when
through hypnosis we resolve an amnesia, initiate or remove a paralyzed
limb, lift a repression, or inculcate within a participant suggestions that
are acted on as if they were his or her own ideas, we are definitely manipu-
lating object and ego energies as these have been defined by Federn. From
his ego-psychology viewpoint, hypnosis becomes a modality for the
manipulation of cathexis, a way of reversing subject and object either in
parts of the body or in ideas and perceptions.

Federn further delineated ego structure by hypothesizing that it is nor-
mally divided into states. Each ego state represents a body of self behav-
iors and experiences bound together by a common principle and
separated by a boundary from other states that have been integrated about
other factors. Thus, Ego-State A may represent those behaviors and expe-
riences that are united by the common factor of having occurred when the
participant was in the first grade. Ego-State B may represent a similar set
of items that are included within the concept of relationship to parent fig-
ures. Ego states may be large or small. Another way to think about ego
states might be similar to the setup of the United States, which includes
states, counties, cities, school districts, and national forests, each orga-
nized around a central concept, including a set of items bound by a com-
mon jurisdiction and separated by a boundary from other states.

J. Watkins (1978) modified and extended Federn’s concepts to pro-
vide the rationale for a manner of psychotherapy, which can be hypnotic
or nonhypnotic. He conceived of normal personality structure as being
organized into ego states because of the economy of jurisdiction, such as
leaving to the federal authority the interaction of the entire nation with
other countries, whereas specific responsibilities are left to local juris-
dictions. Within the personality at any given time, one state is usually
“executive.” It constitutes the “self ” in the “now.” It includes those
behaviors and experiences that are currently being activated and that are
being felt or acted on. At that time, the executive state is the one most
highly energized with ego cathexis. Other states, separated by a bound-
ary from the executive state, are for the moment relatively immobilized.
Their impact on the entire individual is “unconscious.” For example,
when individuals are at a party one state is executive and one set of
behaviors and experiences is operative. When they are at work the next
day the party state has ceased to be executive and is replaced by another.
One behaves and experiences differently. Likewise, a hypnotized person
is in a different state, so a different set of behaviors and experiences are
activated. Hypnosis, by its ability to manipulate cathexis, can deactivate
a present state and make another executive, just as in regression to an
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early age participants are induced to relive their earlier experiences and
repress present awareness.

The boundaries between ego states vary in permeability from person to
person and probably within a single individual from time to time. At one
end of the continuum there is almost complete communication between
elements in different states. The boundaries are permeable, and the federal
jurisdiction over all the person makes him or her highly integrated. At the
other end are the true multiple personalities (dissociative identity disor-
ders), wherein the boundaries between the respective states are so rigid
and impermeable that “Mary” is completely unaware of the existence of
“Joan,” and when one is executive, it is amnesic to the period during which
the other was activated. Most people lie somewhere in between. There is
also partial dissociation, and there are many latent multiple personalities.
Such an ego state or covert multiple personality might account for Hil-
gard’s “hidden observer.” E. Hilgard and Hilgard (1975) wrote, “It does not
mean that there is some sort of secondary personality with a life of its own
— a kind of homunculus lurking in the shadows of the conscious person.”
The hidden observer is merely a convenient label for the information
source tapped through experiments with automatic writing and automatic
talking. They apparently did not attempt to rule out the possibility that
this hidden observer might be an ego state or a latent multiple personality.

J. Watkins and H. Watkins (1979–1980) extended Hilgard’s inquiry to a
number of hidden observers located in a good hypnotic participant by the
responses to such questions as “What is your name?” “Where do you come
from?” “How long have you been in the person?” “Under what circum-
stances were you born?” “What is your function within George?” and so
on. They found that these entities described themselves as having identity,
content, and specific functions within the psychological economy of the
entire individual and could often indicate their origins — sometimes
related to traumatic events. In other words, they acted like “covert multiple
personalities.” Further exploration of the hidden observer phenomena
would seem to have significant implications for personality theory.

Federn’s ego-state theories appear to parallel and to predict the kind of
findings reported by Hilgard except that they are couched in a psychoana-
lytic rather than a behavioral terminology. If this is true, cognitive control
systems and ego states are simply two names for the same phenomena,
hence, dissociated parts of the ego. If hypnosis is to be considered as a
modality for the manipulation of cathexes, then it has the ability to change
subject to object and vice versa; that is, it can be used to change part(s) of
“me” into an “it” and back again. Psychoanalysts have used the term

 

introjection

 

 to represent the internalization of an object. However, once it
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has been internalized they then treat it as if it is now part of the self. Kubie
and Margolin do that when they speak of the “incorporation” of the thera-
pist into the participant’s ego.

There has been great confusion in many psychoanalytic writings
because of  failure to distinguish between subject and object. An
“introject” can be compared to an internalized objectlike piece of undi-
gested food within the stomach. It is within the person but not a part of
him or her. Once food has been metabolized, assimilated, and incorpo-
rated into the protoplasmic structure of the individual it is no longer an
object but truly part of the physical “me.” This is analogous to identifica-
tion wherein a mental object is incorporated into the self. Federn clearly
distinguishes between subject and object in that a mental object is acti-
vated only by object cathexis. When this has been replaced by ego or self
energy, the previous “object” has now become “subject.” Identification has
taken place.

The use of the word 

 

identification

 

 represents a process and the entity
created by that process is confusing. Because there is no noun term that
represents the entity created by the process of identification in the same
way that 

 

introject

 

 is the entity created by the process of introjection, J.
Watkins and Watkins (1981) proposed the term 

 

identofact

 

. Through iden-
tification (the investment of an internalized object with ego cathexis) the
object has been changed into subject and is now termed an identofact.
This distinction is important in understanding various hypnotic manipu-
lations. Hypnosis makes it possible for us to change introjects into idento-
facts and vice versa. Kubie and Margolin spoke of the incorporation of the
therapist into the ego of the participant so that the voice of the therapist
now becomes the thoughts of the participant and is experienced as such.
This means that an initial introjection during the induction process is fol-
lowed by a change of that introject into an identofact through its invest-
ment with ego or self energy. This is accomplished through modified
attention, concentration, and the directing of ego energies within the hyp-
notic relationship.

J. Watkins and H.Watkins (1997) developed a therapeutic approach
that they called “ego-state therapy” based on the concept that anxiety is
caused by inner conflict between different ego states. Both with and
without hypnosis they activate the different component states of the con-
flict in turn (make executive), ascertain the role each plays in the “family”
of ego states, and attempt to resolve the conflict. Ego-state therapy
involves the application of group and family therapy techniques to the
treatment of conflict within the “family of ego states” that constitutes a
single person.
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Trance Logic as the Essence of Hypnosis

 

Orne (1959, 1979) held that the essence of hypnosis, and that which dis-
tinguishes truly hypnotized individuals from simulators, is the ability of
hypnotized participants to freely mix perceptions derived from reality
with those that stem from this imagination. This characteristic of toler-
ance of logical inconsistencies Orne termed 

 

trance logic

 

. Trance logic
might be manifested as follows. Truly and deeply hypnotized participants
(“reals”) are given the hallucination that they will see a certain friend sit-
ting in a chair in front of them. The participant is then brought out of
trance. The participants see their “friend” and may engage in conversation
with the friend. The participants are then asked to look behind where the
real friend is seated and are asked, “Well, then, who is this?” The real par-
ticipants demonstrate logical inconsistency or trance logic by indicating
that the real friend and the hallucinated image are seen. Participants who
are faking or simulating hypnosis, having already reported seeing the hal-
lucinated image, tend to deny seeing the real friend. They feel the need to
demonstrate logical consistency.

Trance logic is closely related to the concrete thinking or primary pro-
cess that characterizes the reasoning of psychotics, dissociative reactions,
primitive peoples, and children (see Kasanin, 1944). Whether or not
trance logic represents the essence of hypnosis, there is substantial evi-
dence (Sheehan, 1977) that it is a significant factor in assessing true hyp-
notic behavior in contrast to behaviors that are merely obtained by
suggestion alone or role-playing.

 

An Ego-Psychological Theory of Hypnosis

 

Erika Fromm’s (1992) theory is based, to a great extent, on concepts devel-
oped in classical and neoclassical psychoanalysis. She noted, foremost, that
hypnosis is an altered state of consciousness, a state different from the
waking state. Until about 1885, psychology acknowledged only two states:
the waking state and the state of sleep. The waking state was defined as one
in which we operate with consciousness. Sleep was considered to be a non-
consciousness state and, therefore, not worth exploring. Then, at the turn
of the century, Freud (1900-1953) made his great discovery: the uncon-
scious. He identified three mental states: the conscious (that which at a
given moment is in full waking awareness), the preconscious (that which is
not in full awareness but can be brought into consciousness by simply
turning one’s attention to it), and the unconscious (those mental contents,
memories, fantasies, thoughts, and affects that resist being brought into
consciousness). He conceived of dreams as a special state of consciousness

 

RT5814_book.fm  Page 67  Wednesday, November 17, 2004  1:56 PM



 

68

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

of great significance; namely, as “the royal road to unconscious activities of
the mind” (Freud, 1900-1953, p. 608). Fromm contended that dreams are
clearly not the only royal road to the unconscious. Hypnosis is another.
Consistent with neodissociation conceptualizations of hypnosis, in gen-
eral, Fromm highlighted William James’s (1890, 1935, p. 298) first research
on altered states of consciousness where James emphasized that our nor-
mal waking consciousness is but one type of consciousness and that parted
from it by the flimsiest of screens lie potential forms of consciousness
entirely different. James emphasized that we may go through life without
suspecting their existence, but in the presence of an appropriate stimulus
they are, in all their completeness, definite types of mentality that are dis-
continuous with ordinary consciousness. 

Fromm also recognized that as a cognitive-perceptual state that is dif-
ferent from the waking state, it has its own felt reality. She embraced an
involuntaryism or nonconscious involvement as elucidated by Shor
(1979). Simplifying the concept further, she noted that the individual
might recognize the hypnotically altered state of consciousness as being
“different from the waking state.” However, subjectively, very vividly
altered states do not necessarily translate into overt behavior that is easily
measurable or observable by an outside observer (Fromm, 1979; Shor,
1979). Given these antecedents to her ego-psychological theory of hypno-
sis, Fromm (1992) contended that hypnosis does not circumvent the ego.
Rather quite the contrary; the hypnotic individual can hear, see, and smell
and can produce imagery, thoughts, and even defenses. All of these are, of
course, ego functions. 

Fromm viewed E. Hilgard’s (1977) model of hypnotic consciousness as
a horizontal one in which all subsystems are on the same level. Rather than
conceptualizing hypnosis as a neodissociation process, she (Fromm, 1965,
1976) interpreted the dissociation process that takes place with such great
ease in the hypnotic state as a dissociation of the experiencing ego from
the observing ego. Her psychoanalytic model of consciousness, precon-
scious, and unconscious awareness in trance, then, is a vertical one in
which, as in psychoanalytic theory, the unconscious, the preconscious, and
the conscious are viewed as mental states arranged in an ascending order
(Gill & Brenman, 1959). 

Fromm (1977, 1992) viewed hypnosis as an adaptive regression consis-
tent with regression in the service of the ego. She saw the hypnotic state as
one that causes an ego-modulated relaxation of defensive barriers, allow-
ing a return to earlier, less realistic, primary-process thinking. She empha-
sized that this is also temporary and limited to the time of relatively deep
hypnotic trance. The major point is that Fromm viewed regression in the
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service of the ego as healthy. She noted that letting go of one’s usual con-
trols and going backward a step on the developmental ladder to be able to
take steps forward is indeed the definition of “regression in the service of
the ego” or, as Hartmann (1939/1958) called it, “adaptive regression.”

Fromm (personal communication, August 11, 2002) explained that this
should all be quite obvious that, for example, a person suffering from a
cold might well curl up in bed “just like a child,” watching hours of sense-
less lightweight TV programs, letting himself or herself simply be taken
care of by others. This regression helps the person to get well, healthy, and
independent once again more quickly. She further likened the activity to
taking a vacation in which one engages in entertainment, napping, or
reading nondemanding materials. Clearly, these regressions in the service
of the ego are nonpathological and healthy. Fromm emphasized that sec-
ondary-process thinking occurs in words and in sentences rather than in
imagery. It is a result of the impact of reality and is, therefore, reality ori-
ented and goal directed thereby operating by logically ordered practical or
abstract concepts. It is the dominant everyday cognitive mode of the nor-
mal adult. When primary process occurs spontaneously in the healthy
adult, it represents an input from the drives or from the unconscious ego,
both of which can enrich waking logic and otherwise ordinary modes of
thought. Fromm emphasized that primary-process thinking is not given
up when secondary-process thinking is in operation. The point is that our
thoughts are hardly ever devoid of some minor form of imagery and even
in the very deepest stages of trance or perhaps even in nocturnal dreaming
there always remain elements of realism and logic. There is simply no
sharp line of distinction separating one from the other. Healthy primary
processes are particularly characteristic of intuitive thought and creativity,

 

1

 

whereas pathological primary processes are schizophrenic hallucinations
and psychotic thinking. In the psychotic, primary process overwhelms the
secondary-process logic and reality orientation. Neither primary-process
nor secondary-process energy can be invested in imagery.

Consistent with E. Hilgard’s (1977) neodissociation conceptualization
and the plethora of other state-oriented theorists, Fromm’s argument con-
vincingly states that the state of hypnosis is anything but the “special pro-
cess” proposed by Spanos (1982). Individuals in the waking state are
mainly reality oriented and at the secondary-process level. The balance
shifts toward the primary-process pole of mental functioning when one
enters a state of hypnosis. Waking trance, then, is a form of primary-pro-
cess imagery in which the individual is fascinated and in some depth of
hypnosis while apparently wakeful. Fromm also differentiated between
concentrated or focused attention in one instance and expansive or free-
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floating attention in another (Fromm, 1979).

 

 

 

She saw that attention,
absorption (Tellegen & Atkinson, 1974), and the general reality orienta-
tion (Shor, 1959/1969) are also important parts of the hypnotic state.
Although originating from cognitive psychology, Fromm saw both atten-
tion and absorption as representations of ego functions. As persons’
capacities for absorption are realized when they enter the hypnotic state,
the general reality orientation fades into the background of awareness.
Attention is a cognitive process, and cognition is a function of ego.
Absorption is a product of ego receptivity and concentrated attention.

During the 1980s, Fromm and her colleagues at the University of Chi-
cago focused their attention on the identification of structural variables
that characterize the state of hypnosis (Fromm, 1981, 1988; Fromm &
Kahn, 1990). These variables include absorption (Tellegen, 1981), concen-
trative and expansive (free floating) attention (Fromm, 1969), ego activity,
and receptivity. The general reality orientation (Shor, 1959/1969) fades
into the background of awareness, as the individual enters the hypnotic
state. The context of the hypnotic state may typically include increased
imagery; hypermnesia; a wide variety of thoughts, emotions, hyperactive
dreams, and self-suggestions of sensory; and motor phenomena (Fromm,
1988). The extent to which, these characteristics are experienced by indi-
viduals is dependent on trance depth.

Unlike the majority of other psychoanalytic authors, Fromm subjected
a number of her hypotheses about hypnosis to experimentation. For
example, to test whether hypnosis is regression in the service of the ego, a
research team administered the Rorschach to 32 participants in waking
and hypnotic states. The findings revealed that in hypnosis there was a sig-
nificant increase in primary-process thinking. However, this increase was
not uniformly reflected in increases in defense and coping functions that
would be predicted by the psychoanalytic conceptualization.

Furthermore, they found that hypnosis had no effect on Holt’s 

 

Adaptive
Regression Scale

 

 scores (Holt, 1963). Predominately flexible and far-rang-
ing ego activity and a higher level of coping mechanism activity character-
ized the hypnotic state. Uniquely, males produced significantly more
primary process in the hypnotic state than in the waking state as compared
with females (Fromm, Oberlander, & Gruenewald, 1970). The findings
were replicated and extended by Levin and Harrison (1976), who used the

 

Thematic Apperception Test

 

 and the Rorschach to induce dreams. They also
found a significant increase in primary-process thinking in hypnosis, but
again the participants did not universally demonstrate the increase of con-
trols and defenses under hypnosis that should make it possible to adap-
tively use regression. Importantly, Levine and Harrison recognized that
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they may have failed to obtain full confirmation of adaptive regression
because of the fact that the participants may have only been lightly hypno-
tized rather than at a level of adequately deep trance. 

Research from our lab (A. Barabasz, 1982; A. Barabasz et al., 2003) dis-
proved one of the six Gill and Brenman characteristics of regression in
the service of the ego, whereas research from Fromm’s lab and those repli-
cating her work statistically isolated two relatively independent factors
and experimentally found support for one but not the other. Fromm et al.
(1970) showed that hypnotic trance significantly increased primary-pro-
cess (childlike) mentation. However, contrary to the investigators expec-
tations, hypnosis had no significant effect on adaptive regression, which
was thought to involve going backward developmentally then making for-
ward progress.

Given these data, Fromm did not relinquish the idea that hypnosis is a
form of regression in the service of the ego but went on to conclude that
the increase in primary process alone simply cannot be all that is needed
to demonstrate adaptive regression. She insisted there must be a combina-
tion or balance of the two factors to constitute regression in the service of
the ego (Fromm, 1992).

Perhaps Fromm’s greatest contribution to our understanding is that her
work disproves Freud’s notion that hypnosis circumvents the ego. Hypno-
sis is better conceptualized as an altered state of consciousness in which
the ego functions in a way that is quite different from the way in which it
functions in the waking state. Although hypnotized individuals retain the
capacity to observe and reflect, even to think and experience as they wish,
these are all clearly ego functions. The deeply hypnotized individual, one
in which the trance state has been actually accomplished, may hallucinate
objects that cannot be so hallucinated in the reality-oriented secondary-
process-based waking state. Hypnosis, to one degree or another, involves a
shift toward primary process while retaining some aspects of secondary
process. Rather than circumventing the ego, the hypnotized person shows
greater ego receptivity than a person in the waking state. The person
relaxes his or her vigilance and defenses while allowing internally gener-
ated stimuli (A. Barabasz, 1982) to become established at the hypnotic
level of awareness.

The receptivity is clearly one of the most essential aspects of hypnosis
and is frequently mislabeled 

 

suggestibility

 

. Receptivity facilitated by hypno-
sis facilitates the freedom to allow unconscious fantasies, memories,
thoughts, and affects to rise into awareness while in the hypnotic trance.
The hypnotic state is characterized then by a greater intensity of affect
than the waking state and the tendency to experience imagery as reality.
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Fromm (personal communication, August 11, 2002) recognized that her
theory of hypnosis does not include the all-important aspects of the trans-
ference relationship and its role in bringing about hypnotic trance, which
is emphasized by the present authors. 

 

The Neodissociation Theory of Hypnosis

 

During dissociation, certain behaviors and experiences seem to be split off
from others. In psychoanalytic terms there is a division in the ego that sep-
arates it into two or more different states. If the dissociation is severe
enough, we have multiple personalities (dissociative identity disorders) in
which each of the entities is oblivious of the existence of the other. These
two different personalities may take turns being “executive.” Hence, during
the period when Personality A is functioning, Personality B is dormant,
asleep, or unconscious. When Personality B appears, it is amnesic to the
period during which Personality A was active. These alternating multiple
personalities had been observed by Janet (1889) and classified as a form of
hysteria in his 1907 Harvard lectures. Janet recognized that dissociation
need not be complete, as in the case of dissociative identity disorder, and
he supported partial dissociation in the sense that dissociated ideas might
still affect the emotional life of the patient (James, 1890).

Hilgard’s attraction to dissociation first became apparent in the early
years of his writing in his first book on hypnosis (Hilgard, 1965). Hilgard
found the term 

 

dissociation,

 

 particularly 

 

partial dissociation,

 

 to be more
useful than 

 

regression

 

 as an interpretation of hypnotic phenomena (pp.
392–393, 395–396). Well in advance of the upsurge of interest in multiple
personality disorders (dissociative identity disorders), Hilgard’s Stanford
Laboratory of Hypnosis Research was involved in numerous experimental
studies that revealed less pervasive types of dissociation, such as those
found in routine hypnosis, as illustrated by the profound example given at
the beginning of this chapter.

Hilgard’s original focus on dissociation was entirely based on his inter-
est in investigating the hypnotic relief of pain. These involved, primarily,
the administration of hypnotic suggestions of analgesia in an arm that was
placed in cold water. Apparent pain-free responses were elicited in which
the participants evidenced no overt pain behaviors and reported that they
did not feel pain. Such phenomena, of course, have been well documented
since the time of Esdaile. However, when questioned under hypnosis as to
whether there was “some part” of the person that experienced the pain,
most participants responded affirmatively. Communication was estab-
lished with this part by the automatic writing method, in which a hand is
dissociated from the rest of the body and asked to write independently
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about the felt experience. Because of the slowness of this procedure the
communication was shifted to “automatic talking” in which the voice is
dissociated and speaks for this part independently and separately from the
rest of the person.

The studies of E. Hilgard and Hilgard (1975) showed that although
there was often little evidence of 

 

overt

 

 pain when analgesic suggestions had
been hypnotically inculcated, the experience of pain and memories of it
were being 

 

covertly

 

 recorded and could be reported by this part as a hidden
observer.

 

 

 

A typical classroom demonstration by E. Hilgard at Stanford
University, and now in our own classes, might involve something like sug-
gested deafness. It is after hypnotic induction has been successfully com-
pleted that it is suggested that the individuals may be hearing at some level
whereupon when one tells them, even though hypnotically deaf, they
might be hearing at some level and, if that was the case, to signal by lifting
the index finger. Invariably the finger rises.

A similar experiment can be conducted using anesthetic suggestions
after hypnosis has been successfully induced to cold pressor pain instead of
hypnotically suggested deafness. This procedure involves hypnotically
anesthetizing the hand and then placing it in circulating ice water. Even
though participants consciously report no pain, a finger signal can be used
to indicate that the pain was being experienced somewhere by some part
of the participant. Hilgard’s theory holds that this “something” was an
underlying “cognitive structural system,” which he termed “hidden
observer” (E. Hilgard, 1977).

Hilgard regarded the hidden observer as merely a metaphor or conve-
nient label for the information tapped, and not as a secondary personality
with a life of its own. In contrast, J. Watkins and Watkins (1997) viewed
the hidden observer as the same phenomena as ego states. Accordingly, J.
Watkins and H. Watkins replicated parts of these studies for hypnotically
induced deafness in hypnotically induced anesthesia to cold pressor pain,
using his verbalizations for making the suggestions. For participants they
used patients who had once been in ego-state therapy with Hellen Watkins
and whose major ego states were already known to her. They then acti-
vated hidden observers using Hilgard’s verbalization and then inquired
about them further. They found different ego states, many of whom they
had observed in therapy (J. Watkins & Watkins, 1979-1980).

Hilgard became more explicit and proposed that the human personality
was divided into “cognitive control systems” and that the covert pain was,
in these experiments of deafness, being recorded by a secondary cognitive
control system that did not normally have communication either with the
outside world or with other primary systems that had been hypnotized.
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Hilgard hypothesized that this was a secondary cognitive control system
separated by “barriers” from the primary one and from communication
with the outside but that under hypnosis these barriers could be broken by
the techniques of automatic writing or automatic talking, thus making it
possible to verify the existence of covert pain in the absence of normal
overt indicators.

Sutcliffe (1961), coming from the sociopsychological (social influence)
explanation of hypnosis, accused Hilgard’s participants of deluding them-
selves. If they achieved pain reduction but did not evidence the physiolog-
ical indicants identical to those found through the use of local or general
anesthetics, Sutcliffe saw them as deluded. Sutcliffe’s logic is narrow, for
pain is the feeling that something hurts, and less pain means that it hurts
less. Physiological changes such as blood pressure, heart rate, or other con-
comitants of felt pain need not be alike for insensitivities to painful stimu-
lation to be genuine. When the pain is gone, the hurt is gone, and the
hidden observer phenomenon clearly explains these issues. J. Hilgard and
Hilgard (1975, 1983) discussed physiological and psychoanalytic explana-
tions for this phenomenon, ranging from consideration of the duality of
right and left hemisphere action within the brain to “temporary partial
structures within the ego” similar to multiple personalities. They sug-
gested that the hypnotic suggestions could apparently “shift controls from
one system to another” and propose that if these systems were more
intensely investigated they would prove to represent “broader mechanisms
than those applicable to only pain and suffering.” Hypnotic procedures
can then be employed to rearrange “the hierarchies of control over systems
other than those involved in pain.” Years later, D. Spiegel, Bierre, and
Rootenberg (1989) tested the brain’s reaction by means of event-related
potentials (ERPs) (see A. Barabasz et al., 1999) and showed convincingly
that hypnosis served to attenuate the brain’s reaction to painful stimuli.
Sutcliffe’s (1961) assertion that pain reduction achieved by hypnosis was
not supported by physiological indicants was disproved.

This line of thinking from E. Hilgard and Spiegel revived the theory of
hypnosis as a kind of dissociation. This carries significant implications for
a reappraisal of what constitutes normal personality structure and func-
tioning. General Norman Schwarzkopf (1992) provided an interesting
example in his post–Gulf War autobiography: “As I walked out the gate, I
had the same odd sensation that I’d experienced for much of the after-
noon: a dissociation from my actions. It was a kind of out-of-body experi-
ence, as though I stood watching at a safe remove while Schwarzkopf went
back outside the perimeter at risk of being blown away. But there was
nothing eerie or mystical about it. I was kind of on automatic pilot.”
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Hypnosis as Intense Focal Concentration

 

H. Spiegel and D. Spiegel (2004) emphasized, as do most theorists, that
there is no absolute dividing line between nonhypnotic and hypnotic alter-
ations in consciousness. Dissociated experiences where one’s usual pan
awareness of the surrounding world is suspended are naturally occurring.
They include (a) daydreaming, (b) intense concentration in a work or play
activity, (c) absorption in (a book or audio or video stimuli), (d) natural
childbirth when pain is not experienced, (e) spontaneous fugue states
involving waking activity without later conscious recall (see A. Barabasz,
1980), and (f) the intensity of two people who are in love with each other
where they are so involved with each other that they are unaware of other
people or counter cues around them. Spiegel and Spiegel agreed with the
sociological notion that placebo effect occurs in response to a situational
context (for the most comprehensive review of the complex placebo effect,
see Shapiro & Morris, 1978). However, in sharp contrast to the sociopsy-
chological conceptualization, Spiegel and Spiegel explained that placebo
effect can be due to spontaneous trance states. Spontaneous hypnosis was
first experimentally addressed by E. Hilgard and Tart (1966) and then
revealed in a number of other studies (A. Barabasz, 1990a, 1990b, 1990c,
2000). 

A quarter of a century ago, H. Spiegel and D. Spiegel (1978, pp. 22–34)
conceptualized hypnosis as a psychophysiological state (we discuss numer-

 

Fig. 3.1  

 

EEG event-related potential (ERP) brain responses to alternate hypnotic suggestions for deafness
in hypnosis and nonhypnotic conditions. (Data from Barabasz et al., 1999.) 

 

Note

 

: Downward deflec-
tions indicate greater brain ERPs. In the hypnotic state, the demnd for complete deafness shows a
strong retention, while an obstructive suggestion (ear plugs) attentuates the brain’s response.

Hypnotic
Obstructive
Hallucination

 

RT5814_book.fm  Page 75  Wednesday, November 17, 2004  1:56 PM



 

76

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

ous recent experimentally controlled studies supporting this position else-
where in this chapter). The hypnotic state is characterized by the
participant’s ability to sustain a state of attention, receptive, intense focal
concentration with diminished peripheral awareness. Rather than a form of
relaxation, the hypnotic state occurs in an alert individual who has the
capacity for intense involvement with a single point in space and time. Thus,
the hypnotic state involves a contraction of awareness or involvement with
other points in space and time. The intense focal attention necessitates the
elimination of distracting or irrelevant stimuli, thereby creating a dialectic
between focal and peripheral awareness. Individuals with the ability to enter
hypnosis attend only to a given task while simultaneously freeing themselves
from distractions. This special capacity for absorption has been supported
by several research studies (A. Barabasz, 1980c, 1982, 1984a; M. Barabasz,
Barabasz, & Mullin, 1983). The trait can be tested using a simple true-false
scale developed by Tellegen and Atkinson (1974), who also showed that high
hypnotizability was correlated with absorption.

To further elucidate the nature of the hypnotic trance phenomenon, H.
Spiegel and Spiegel (2004) liken it to one’s central visual field (macular
vision capacity) that is but a small arc of 5

 

o

 

 to 7

 

o

 

. Humans can see only a
very small part of what surrounds us in detail, with the remainder of the
visual field hazy and colorless. Our brain makes presumptions and assem-
bles a relatively detailed, stable, and colorful visual environment based on
snapshot samples. It is our choice to focus on detail or access the wider
visual environment. Analogous to macular vision, the hypnotic state is
intense and detailed yet highly focused. Consciousness, then, is the result of
the dialectical tension between intense and less intense focal experiences
and the integration of experiences focal and peripheral. Spontaneous hyp-
notic trance, then, is a normal and frequent experience of any individual
with hypnotic capacity without the need for any formal hypnotic induction.

Spontaneous hypnosis is elicited either by internal arousal such as
imaginary involvement (A. Barabasz, 1982) or by trauma external cues
such as an accident resulting in physical injury (Ewin, 1986a). The formal
hypnotic induction brings discipline to the elicitation of the trance state
and adds the complexity of the interpersonal transference factor. Although
formal trance induction does not involve control of one person by
another, the relationship factor can substantially influence the willingness
of the individual to suspend critical judgment. The individual capable of
entering hypnosis will then be more likely to stretch the limits of usual
responses.

The 

 

Hypnotic Induction Profile,

 

 a test of hypnotizability developed by H.
Spiegel and Spiegel (1978–1987, pp. 35–78), is one method for inducing
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trance while measuring it simultaneously. The participant learns to iden-
tify the special state of attention involved in hypnosis, thereby facilitating
his or her ability to use self-hypnosis. The Spiegels view all hypnosis as a
form of self-hypnosis.

 

The Sociopsychological Explanation of Hypnosis

 

In opposition to those who adopt the major (see E. Hilgard, 1992) view of
hypnosis are the critics of hypnosis who adopt an opposing standpoint
based on social-psychological theories (T. X. Barber, 1969; Kirsch & Lynn,
1995; Sarbin & Coe, 1972; Spanos & Chaves, 1989; Spanos & Coe, 1992;
Wagstaff, 1981).

 

2

 

 Proponents of the sociocognitive explanation of hyp-
notic phenomena address their theorizing and experiments to decon-
structing most of the ordinary beliefs, research, and clinical observations
about hypnosis, such as the genuineness of posthypnotic amnesia or of
hypnotic hallucinations. As E. Hilgard (1992) explained, they reflect a dis-
taste for any interpretation that favors distinct identifying characteristics
of hypnotic phenomena as compared with more mundane forms of social
interaction. They view even the most responsive of hypnotic participants
as purposeful agents who are responding to contextual demands and who
guide their behavior in terms of their understandings of those demands
and in terms of the goals they wish to achieve (Lynn, Rhue, & Weekes,
1990; Spanos, 1986). The sociocognitivists conceptualize hypnosis as mere
role enactments, deliberate constructions, or doings of highly motivated
individuals. For example, contrary to the numerous experimentally con-
trolled studies discussed later in this and other chapters and the countless
numbers of painless surgeries conducted with hypnosis as the sole anes-
thetic is explained away simply as being the result of the participant’s
motivation, context of the situation, simple distraction, or mere role-play-
ing to please the therapist.

Sarbin (1950) explicitly rejected the research and clinical observations
supporting the hypnotic state. Instead, differences in hypnotic responding
were viewed as simply differences to the extent to which individuals
become involved or absorbed in hypnotic role-playing. Fifty-two years
later, Sarbin (2002) maintained his position that hypnosis is nothing more
than contextually supported social action.

Spanos & Coe (1992) summarized the sociopsychological position as
one that views that individuals organize sensory information into catego-
ries that are then used to guide their actions. The idea is that people use
implicit understandings to negotiate social situations. This provides for
smooth social interaction, because the interacting parties share similar
understandings of a common situation and of the reciprocal roles that they
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are to play within the confines of their shared definition of the situation at
hand. Hypnosis, defined as role enactment, is an interaction with the ther-
apist that proceeds in terms of some sort of mutually negotiated self-pre-
sentations and reciprocal role validation. All of this involves tacit
understandings of the “actors” concerning the definition of the situation
(hypnotic context) and the behaviors that they must play to be considered
appropriate to that definition. The sociopsychological conceptualization
emphasizes the notion that hypnotic responding may involve faking and
lying on the part of the participants, such as acting deaf when they actually
hear or raising an arm even if it does not feel right. Sociocognitivists also
believe that participants may be deluding themselves into thinking they do
not feel pain or that their arm is rising involuntarily. The position
acknowledges disinterest in isolating the essence of hypnosis in favor of
attempting to account for all that can be wrought by it into some general
theory of social activity. Spanos (1991) placed the word 

 

hypnosis

 

 in quota-
tion marks to emphasize the sociocognitive position that he believed does
not in any way refer to a state or condition of the person but rather refers
to the matter in which historically rooted conceptions of hypnosis are held
by the participant in a context labeled “hypnosis.” Spontaneous hypnosis
and the evocation of hypnotic responses outside of such labeled contexts
are ignored.

Spanos & Coe (1992) dismissed the eight experimentally controlled
investigations of hypnosis versus waking suggestion on EEG ERPs with a
footnote. Differences in the wording of suggestions in hypnosis leading to
increased or decreased ERP amplitudes between the A. Barabasz and Lons-
dale (1983) and the D. Spiegel, Cutcomb, Ren, and Pribram (1985) studies
are dismissed despite the existence of two explanatory articles (D. Spiegel &
Barabasz, 1988) that appeared before the Sarbin paper. Later, the Spiegel
and Barabasz hypotheses were subjected to tests in a series of fully con-
trolled experiments (A. Barabasz, 2000; A. Barabasz et al., 1999; Jasiukaitis,
Nouriani, & Spiegel, 1996; Jensen, Barabasz, Barabasz, & Warner, 2001)
and were fully confirmed. As in the 

 

Star Trek

 

 example at the beginning of
this chapter, Sarbin also apparently wanted absolute certainty about the
psychological functioning that can be drawn from the late component ERP
amplitude changes before he is willing to recognize that the issue is not
whether a “hypnosis” part of the brain lights up but that the state of hyp-
nosis can be demonstrated with distinct physiological correlates that reflect
alterations in consciousness that correspond to participants’ experiences of
perceptual alteration. Contrary to numerous studies that consistently show
such changes due to hypnosis but not suggestion alone there is no evidence
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to support the idea that such EEG changes can be produced by social-influ-
ence role-playing without the presence of hypnotic responding.

 

Theory Convergence, State Theory Breakthroughs, and a New Focus

 

Taking on the difficult task begun by Spanos and Barber (1974, p. 508),
Irving Kirsch and Steven Jay Lynn, once again, engaged in an attempt to
converge current theories of hypnosis. Their article “The Altered State of
Hypnosis,” which appeared in the 

 

American Psychologist

 

 (Kirsch & Lynn,
1995), became widely cited. They accomplished much in the interest of
helping to guide the writers of introductory psychology texts away from
the traditional oversimplified tack of portraying the field as dominated by
two diametrically opposed warring camps most frequently referred to as
state and nonstate conceptualizations of hypnosis. The article argued that
“virtually all substantive differences between [among] theorists cut across
this apparent distinction” and a more accurate description is to view the
trance state versus the sociopsychological phenomenon position “as points
on a continuum” (p. 846). Many of us in the field might find much to
agree with in the Kirsch and Lynn article, especially concerning what Hil-
gard (1992) termed the “domain of hypnosis”; that is, what happens when
an attempt is made to induce hypnosis in a consenting individual. How-
ever, many of us would recognize that the article, written by two of the
best-known sociocognitive theorists, might assume a bit too much com-
monality, in the attempt to accommodate state conceptualizations within
sociocognitive theory. Since the article was published, new data has shed
additional light on the issues (A. Barabasz, 2000, 2004; A. Barabasz &
Barabasz, 2002; A. Barabasz et al., 1999; Barnier & McConkey, 2003;
Killeen & Nash, 2003; Koch et al., 2003; Ray & Tucker, 2003; Vermetten,
2004; Woody & McConkey, 2003). This new work shows that the complex-
ity of hypnosis involves more than response to suggestion, social influence,
and expectations. Barnier and McConkey (2003) concluded that now
there is almost as much divergence as there is convergence at the theoreti-
cal level. Commendably, Kirsch and Lynn did draw attention to unre-
solved issues and questions. The concept of convergence of theories was
short lived because it served to obscure features of the phenomenon that
allows us to seriously study the problems of interactions between con-
scious and unconscious mental life. To shed further light on the matter we
shall focus on three salient issues while attempting to dispel one of the
remaining myths or misconceptions that unnecessarily continue to divide
the field.
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Although research by Kinnunen, Zamansky, and Nordstrom (2001) cast
new doubts about notions regarding compliance and expectation and new
evidence showing the criticality of assessing subjective experience has
emerged (Milling, Kirsch, & Burgess, 1999), our guess is that many were
drawn back toward trance-state conceptualization because of the striking
findings from what has now become a wide range of recent experiments.

Recent research has dealt directly with the limitations that plagued the
earlier experiments on markers of hypnotic trance. Critical control condi-
tions have been added and researchers are benefiting from the exponential
advances in measurement and computer technology that was unavailable
less than a decade ago. Once thought “unlikely to be found” while holding
out the “possibility that subtle indicators will eventually be found” (Hil-
gard, 1973, p. 978), measurable, repeatable, and parsimoniously logical
markers of hypnosis were, at last, available to test the reality of trance — a
subtle, yet, clearly identifiable altered state of consciousness. Consistently
controlled experiments with replication after replication involving more
than a dozen different researchers in labs as far apart as England, Italy,
New Zealand, and the United States have revealed robust physiological
markers of hypnosis.

The first substantive response to the Kirsch and Lynn article came from
John Kihlstrom (1997). Kihlstrom elucidated the rationale for persistence
of the controversy between the state and nonstate views. Let us recognize
that even without physiological markers, the trance state of altered con-
sciousness denied by Kirsch and Lynn back in 1995 does exist. Cogently,
Kihlstrom (1997) reminded us there is a state of altered consciousness in
hypnosis and that “it matters not one wit whether it can also occur with-
out a formal induction”; “Amnestic subjects cannot remember things they
should be able to remember; analgesic subjects do not feel pain that they
should feel; subjects asked to be ‘blind’ or ‘deaf ’ do not see or hear things
that they should see and hear.” Even simple motor responses involve alter-
ations in consciousness: “We feel heavy objects in our hands that are not
there, forcing our outstretched arms down to our sides; we feel magnetic
forces, forces that do not exist, pulling our extended hands and arms
together” (Kihlstrom, 1997, p. 326). The behavioral markers of alterations
in consciousness are simply blinding flashes of the obvious to many clini-
cians and researchers. Behavioral indicants have been there for our experi-
mental pleasures and our patients’ wellness for a very long time. Now, in
addition to the long list of behavioral markers, neoteric science has made
it possible to identify some rather subtle, yet robust, physiological markers
of hypnotic responding that cannot be produced by those lacking hypnotic
talent, by relaxation alone, or by suggestion alone.
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Kirsch and Lynn (1995) acknowledged, “If physiological markers of
hypnosis could be identified, it would support the idea that hypnosis is a
unique altered state of consciousness” (p. 855). But in that same article
they persevered in their sociocognitive position and claimed that hypnosis
is nothing more than social influence, that suggestions can be responded
to with or without hypnosis, and that the function of a hypnotic induction
is merely to increase suggestibility to a minor degree. In scholarly support
of their skepticism about the existence of physiological markers of hypno-
sis, they cited Dixon and Laurence (1992, p. 50), who believed that conclu-
sions about the “physiological distinctiveness of an alleged hypnotic state”
could not be supported because of an “unfortunate but customary lack of
replication.” The recent findings regarding physiological markers of hyp-
nosis were reflected earlier in Kirsch’s (2003) revised theoretical perspec-
tive that now recognizes “states” of hypnosis. Still currently relevant were
Dixon and Laurence’s criticisms about psychophysiological studies of hyp-
nosis that failed to examine nonhypnotic relaxation. This maybe a poten-
tial trap for the unwary researcher unaware of the work of Hilgard and
Tart (1966), who used the now all but forgotten experimental control of
“state reports” in their series of experiments, affirming the phenomenon
of spontaneous hypnosis

 

 

 

as discussed earlier in this chapter (see also H.
Spiegel, 1998; H. Spiegel & Spiegel, 2004)

 

. 

 

Spontaneous hypnosis can and
does occur for those who are hypnotizable, in a variety of contexts without
a formal induction, such as in response to relaxation instructions. Yet
another related element brought to us by Dixon and Laurence was their
suggestion that to “truly reveal physiological correlates of hypnosis” an
alert, rather than relaxation-based hypnotic induction, would be required.
It is precisely this sort of scientific rigor brought to us by many serious and
dedicated researchers of hypnosis that ensured that such important issues
were addressed in recent research.

Before focusing on data relating to the key points highlighted, we must
debunk the “special process” myth started by Nick Spanos 15 years ago.
Contrary to Ernest (Jack) Hilgard’s controlled research and clinical find-
ings from Herbert and David Spiegel showing hypnosis to be a part of
everyday life for those with hypnotic capacities, the “special process” label
caught on. As pointed out by Kirsch and Lynn (1995), the labels “state”
and “nonstate” were largely dropped in favor of “special process” and
“social psychological” by those of the sociocognitive persuasion when
Spanos (1982) coined the term “special process” as a label for E. Hilgard’s
(1977) neodissociation trance-state conceptualization of hypnosis. The
“special process” mislabel has been confusing for those new to the field as
well as to those endeavoring to understand hypnotic phenomena ever
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since. The “special process” label wrongly implies a state unachievable in
everyday life under normal conditions, thus misleading researchers as to
the need to address the occurrence of spontaneous hypnosis when testing
the effects of hypnosis or suggestion. The need to obtain subject “state
reports” (see Hatfield, 1961; LeCron, 1953; Tart, 1963) has been ignored
far to often. Such depth of hypnosis reports were so fruitfully employed
in the clever hypnosis studies of the 1960s era and has recently reemerged
in a more sophisticated form, developed by McConkey, Wende, and Barn-
ier (1999).

The E. Hilgard and Tart (1966) experiment showing the significant
effects of a hypnotic induction on responsiveness to suggestion, versus
suggestion alone in relaxation, is just one brilliant example. State reports
made it possible to assess hypnotic responding on a 0-3 scale. Participants
are told to respond “0” to the question “State” if they felt in their usual,
normal, wide-awake state; to respond “1” if they felt very relaxed or were
drifting off, as in going to sleep; to respond “2” if they were in a mildly
hypnotic state; and to respond “3” if they were more deeply hypnotized.
Because depth of hypnosis often fluctuates within a session, these reports
were frequently called for repeatedly within a session, typically before and
after a test suggestion. For example, in the E. Hilgard and Tart (1966)
study, if participants were in the waking condition and reported “1” they
were aroused until the report returned to “0.”

The latest approach to measuring hypnotic depth developed by McCo-
nkey and his colleagues (McConkey, Szeps, & Barnier, 2001; McConkey et
al., 1999) asks participants to turn a dial to indicate their hypnotic depth,
in terms of variations in strength of their experience during the progres-
sion of hypnosis at the test item level. Participants turn the dial as they
progress in hypnosis. Because data is available for the induction, sugges-
tion delivery, participant’s response to the suggestion, release from the test
item, and awakening from hypnosis the potential to index variations if
physiological reflections of the hypnotic experience exists. This clever and
promising technique is currently in use in our (A.F.B.) lab and elsewhere.
At last, we are beginning to attempt to quantify, biologically, the complex-
ity of hypnotic responding.

Of course, clinicians have far too frequently been routinely obtaining
some measure of assurance of adequate hypnotic depth before calling on
the participant for difficult responses, such as might be needed for a med-
ical procedure. Unfortunately, state reports and strength of experience
indexing and spontaneous hypnosis have been ignored by researchers
drawing conclusions about the equivalence of suggestion with veridical
hypnotic responding.
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Jack and Josephine Hilgard, Herb and Dave Spiegel, Erika Fromm, Ron
Shor, Jack and Helen Watkins, Michael Nash, Marianne Barabasz, and I
(A.F.B.), as well as many others, have consistently accredited continuities
between hypnotic trance and everyday experiences. For example, simple
dissociations such as absorptive imagery and the more complex phenome-
non of spontaneous hypnosis have long been known to exist and have
been repeatedly verified in the lab and in everyday applications by those of
us involved in clinical hypnosis. The fact that hypnotic-trance experiences
can and do occur in everyday life should not be construed as implying that
hypnotic trance is not in some way uniquely differentiable from nontrance
or what is often termed “waking states.” Plentifulness of alternative con-
scious states does not mean they are the same, no more than a cornucopia
of apples and oranges makes them alike.

Several recent experiments shed new light on Kirsch and Lynn’s (1995)
assertions that (a) hypnosis is nothing more than social influence, (b)
there are no physiological markers of hypnotic responding, and (c) the
structure of hypnotic communications is unimportant in determining
hypnotic responsiveness. First, it is important to underscore the point that
the focus of contemporary research on responses of the brain to hypnosis
is not to attempt to uncover some simplistic unidimensional EEG “signa-
ture” of the hypnotic state, per se. The complexity of hypnosis is such that
instead we must consider both saliency and individuality in responding to
hypnosis. Kilhstrom (2003), citing A. Barabasz et al. (1999), explained that
very similar hypnotic effects can be achieved by very different neutral
means. The structure of the hypnotic suggestion modulates the precise
psychophysiological correlate of the effect.

The notion of a unique brain signature of hypnosis is like the special
process notion, a construction of a straw man by those who wish to recon-
ceptualize hypnosis as a social construction. The need to see such a unidi-
mensional signature trivializes the range and complexity of hypnotic-state
responses. E. Hilgard (personal communication, ca. 1989) wondered
whether they (Chaves, Kirsch, Lynn, Spanos) expect to see a light flash on
one’s head when experiencing hypnosis. Surprisingly, EEG and brain imag-
ing techniques have shed light on this issue. The question that has been
answered convincingly in the affirmative is whether physiological indices
directly reflect the subjective state sensed by the individual responding to a
hypnotic induction, whether it is formally induced by an operator, self-
induced, or spontaneously experienced.

The EEG line of studies from the Barabasz research group, reflected the
interests of Dave Spiegel, Jack Hilgard, and others, refines our point of
convergence on the determination of whether hypnotizable individuals
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exposed to a hypnotic induction, with depth sufficient for the demands of
the specific task, can show EEG brain ERP changes that correspond to
their subjective experiences that can be physiologically differentiated from
the effects of suggestion, relaxation, and expectancies.

Recently, we (A. Barabasz et al., 1999) culminated 20 years of event-
related EEG hypnosis research by dispelling the original concerns about
nonreplication (Dixon & Laurence, 1992; Spanos & Coe, 1992) of physio-
logical markers of hypnosis. The data revealed that apparent inconsisten-
cies in the ERP-hypnosis literature could be accounted for by the wording
of the hypnotic suggestions. Once accounted for, the physiological mark-
ers of trance are interpretable consistently, logical, and robust. The effects
of positive obstructive and negative obliterating instructions on visual and
auditory P300 ERPs were tested (A. Barabasz et al., 1999). Participants
were selected for hypnotizability using the Harvard Group Scale of Hyp-
notic Susceptibility (Shor & Orne, 1962) and the Stanford Hypnotic Suscep-
tibility Scale, Form C. Attempts to maximize or plateau participants’
hypnotizability before individualized testing and between hypnotizability
testing sessions were made using repeated hypnosis. To adequately test for
potential differences between hypnotic and nonhypnotic responding,
researchers must carefully differentiate high- and low-hypnotizable indi-
viduals. Little can be said about hypnotic responding by studies operation-
ally defining highs and lows by median splits particularly when only group
or psychometrically weak individual measures of hypnotizability are used.
Simple high-low scoring splits pose a special problem for hypnosis
research because hypnotizability in the general population is clustered
about the mean (average hypnotizability). Thus, such simple splits will
likely produce groups of high- and low-hypnotizable individuals that are
not significantly different from each other. This situation leads the unwary
to falsely conclude mere suggestibility, and expectancies rather than hyp-
nosis might account for the apparent findings.

After our participants were stringently selected, both groups were
requested to perform identical tasks during balanced conditions of waking
suggestion only and alert hypnosis (A. Barabasz & Barabasz, 1996, 2000).
An alert hypnotic induction was chosen in contrast to a traditional relax-
ation induction to preclude EEG effects that might be attributed to relax-
ation alone. High-hypnotizable individuals showed significantly greater
EEG ERP amplitudes while experiencing negative hallucinations and sig-
nificantly lower ERP amplitudes while experiencing positive, obstructive
hallucinations in contrast to the low-hypnotizable individuals (who were
trying to mimic hypnotic responses to the suggestions) and their own
waking-imagination-only conditions. The data clearly revealed that when
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responses are time locked to events, rather robust physiological markers of
hypnosis emerge. Rather than producing a unidimensional signature of
the hypnotic state, these bidirectional ERPs varied consistently by type of
suggestion after a hypnotic induction to directly show alterations in con-
sciousness that corresponded closely to participants’ subjective experi-
ences of perceptual alterations. These effects were not produced by the
low-hypnotizable individuals, by social influence (trying to mimic
responses to the suggestions), or by the highs in a waking condition. These
findings have been fully replicated in separate studies by Calvin (2000) and
Jensen et al. (2001). The next investigation was intended to bring even fur-
ther stringency to the A. Barabasz et al. (1999) investigation.

The study (A. Barabasz, 2000) completely separated hypnotizability test-
ing (completed 6 to 9 months earlier) from the context of the experiment.
How could the high-hypnotizable individuals be holding back their best
efforts in the suggestion condition (Zamansky, Scharf, & Brightbill, 1964)
when they had no knowledge that this was a hypnosis experiment or that
hypnosis was to be used, until after the suggestion-only data were collected?

The data showed that only the hypnotic induction, with efforts to
ensure adequate hypnotic depth, made it possible for the high- but not the
low-hypnotizable individuals to significantly attenuate their ERPs in
response to the hypnotic induction plus suggestion condition, in contrast
to the identical suggestion alone’s disproving one the sociocognitive
notion that suggestion alone accounts for all that can be wrought with
hypnosis.

Although it would seem that adequate hypnotic depth should be pro-
duced before expecting a participant to complete a difficult task with hyp-
nosis, as reviewed elsewhere (A. Barabasz & Barabasz, 1992), one highly
hypnotizable partcipant in the this study (A. Barabasz, 2000) produced
almost identical responses to the two conditions. During the postexperi-
mental inquiry he noted, “When I got the instruction to make like there
were ear plugs in my ears, I just did what I learned to do when I was a kid.”
“Tell me more,” replied the independent postexperimental inquirer (who
was uninvolved in any other aspect of the experiment). “Well, when I’d get
spanked by my Dad for something, I could turn off the pain like just going
to another place, so that’s what I did with the suggestion too — same as
the hypnosis part too.” This response appears to be a classic example of
spontaneous hypnosis with apparent dissociation as first elucidated by E.
Hilgard and Tart (1966) nearly 40 years earlier. Clinicians who use hypno-
sis regularly with difficult cases frequently observe that hypnotizable
patients spontaneously evoke the hypnotic state in their own idiosyncratic
ways, rather than slavishly responding to the practitioners’ instructions.
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The findings reveal that suggestion-expectancy was insufficient to pro-
duce a difficult response without hypnosis. Only those who had demon-
strated their ability to become hypnotized were able to produce such
changes showing robust physiological markers of hypnosis that directly
reflected alterations in consciousness that corresponded to participants’
subjective experiences of perceptual alteration.

The EEG studies, regarded as breakthroughs by a number of national
awards, have nonetheless been superseded by brain-imaging technology
(positron emission tomography) that provides even better brain-region
localization to determine more precisely the state effects of hypnosis.

Positron emission tomography has illuminated our understanding of
the hypnotic state, showing that trance effects are reflected in neural activ-
ity in the brainstem, thalamus, and anterior cingulate. It has been consis-
tently shown that hypnosis reduces the activity of the anterior cingulate
cortex but does not affect the somatosensory cortex, where the sensations
of pain are processed, showing that the analgesic effects of hypnosis occur
in higher brain centers (Rainville, Duncan, Price, Carrier, & Bushnell,
1997; Rainville, Hofbauer, et al., 1999; Rainville & Price, 2003; Ray & De
Pascalis, 2003; D. Spiegel, 2003; Szechtman, Woody, Bowers, & Nahmias,
1998). The findings support H. Spiegel and D. Spiegel’s (1978–1987, p. 23)
conceptualization of hypnosis as “a response to a signal, a state of attentive,
receptive intense focal concentration with diminished peripheral
awareness … a function of the alert individual who utilizes their capacity
for maximal involvement with one point in space and time and thereby
minimizes their involvement with other points in space and time.” Consis-
tent with E. Hilgard’s (1977) neodissociation theory, the changes that take
place in hypnosis occur at the executive level of functioning. The anterior
cingulate is involved in the type of executive functioning that allows one to
focus or pay attention to one set of cues (Aston-Jones, Rajkowski, &
Cohen, 1999). For example, a person fully absorbed in listening to a lec-
ture, watching a movie, or reading a book maybe be dissociated from dis-
tracter cues that might otherwise trigger arousal (A. Barabasz, 1982; J.
Hilgard, 1974, 1979).

The data from the EEG ERP studies (A. Barabasz, 2000; A. Barabasz et
al., 1999; A. Barabasz & Lonsdale, 1983; D. Spiegel & Barabasz, 1988; D.
Spiegel et al., 1985) showing that ERPs after a hypnotic induction to hallu-
cinate a block to visual and auditory stimuli show alterations in conscious-
ness that corresponded closely to participants’ subjective experiences of
perceptual alterations (see Figure 3.1). This discovery converges with the
Szechtman et al. (1998) research implicating the anterior cingulate in the
hallucination but not the simple imagining of external stimuli only for
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participants who could experience hypnosis. Furthermore, the Rainville et
al. (1997) anterior cingulate findings showed that its activity closely paral-
leled subjective experience, reflecting the emotional component but not
the sensory component of experimentally induced painful stimuli.

The color-perception positron emission tomography research by Koss-
lyn et al. (2000) is perhaps one of the most elegant examples of research on
the physiology of hypnotic responding. Only in hypnosis were color areas
of the left and right hemispheres activated when asked to perceive color,
whether they were actually shown the color or a gray-scale stimulus.
Unlike a number of other brain-imaging studies, the Kosslyn et al. study
analyzed only the areas of the brain hypothesized to be regions of interest
a priori. The point was that if the hypnotized participants perceived the
hypnotic hallucination as real, the blood flow in the color-processing
region of the brain would be affected consistently with the hypnotically
suggested hallucination. Just as in the A. Barabasz (2000) ERP study of an
auditory-blocking hallucination, Kosslyn’s color-hallucination suggestion
to perceive differently occurred only after the hypnotic induction. The
positron emission tomography effects were different for the mental-imag-
ery instruction, using the same suggestion in the no-hypnosis condition.
The only difference in both studies was the use of hypnosis; the sugges-
tions and social demands for performance were identical, yet the brain
showed us different affects that reflected the subjective perceptions of the
participants. The color-hallucination suggestion (to perceive differently),
after a hypnotic induction consistent with our ERP findings observed
changes in subjective experience achieved only during hypnosis, were
reflected by changes in brain function. It was concluded that hypnosis was
a psychological state with distinct neural indices and is not just a result of
adopting a role (social influence).

It is important to recognize that all of these highly consistent findings
do not contradict the notion that social influence, expectancy, and context
may be useful in maximizing treatment outcomes with patients. The point
is simply that hypnosis per se can make certain responses possible that go
beyond and are different at basic physiological levels from those that
might be wrought by social influence; more simply put, “suggestibility.”
Hypnosis is obviously much more than simple or even complex socially
influenced expectancy responses to suggestion. Killeen and Nash (2003)
reminded the scientific community of the data showing that responses to
hypnosis do not correlate with most types of suggestibility and that those
who respond to hypnosis are not usually gullible and they are not more
responsive to placebos, social pressure, or authority figures. The belief that
suggestibility can account for all that can be wrought by hypnosis does not
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meet the tests of science. We can recognize the reality of the trance state
while still doing all we can for our patients in the artful realm of maximiz-
ing the appropriate use of social influence, expectancy, context, and
numerous other variables to bring about the most optimal outcomes.

In the light of the overwhelming neurophysiological data now extant,
the “nonstate” conceptualization of hypnosis must, like the elephant of
fable, drag itself off to some distant jungle to die if hypnosis is to be credi-
ble to science in general, to psychology, and to medicine in particular.
Killeen and Nash (2003) concluded that we should now see the “hypnotic
situation” to mean the “hypnotic state (HS) in which the subject’s
responses are characteristic, and different than without the state.” The
state versus nonstate argument must give way to the study of the “different
combinations of necessary causes that will bring about the phenomenon”
(Killeen & Nash, 2003). The most efficacious use of hypnosis in the treat-
ment of our patients will probably always involve a complex interplay of
multiple domains, including those unique to hypnotic states and to social
influence and other causes. 

Notes

1.  In a personal observation, J. Watkins reported that he applies this principle of “creative
regression” when writing scientific contributions, poems, or short stories (Watkins, 2001).
On rousing from sleep, instead of getting out of bed at once, he lies in a half-wake state for
an hour or two; during that period new ideas and more succinct phrases often become con-
sciously available but are forgotten if not recorded shortly.

2. We acknowledge that Kirsch (2003) altered his theoretical perspective in the light of the
new data recognizing “states” of hypnosis. Similarly, Lynn (2003) stated, “Of course there
are altered states of consciousness.”
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Chapter 4

 

Hypnotizability

 

If patients walked into your office and requested hypnotherapy,
how would you know whether they were hypnotizable? Would it be
necessary for you to spend long and frustrating sessions only to
conclude that they were so highly resistant to hypnosis as to require
an alternative intervention (J. Watkins, 1987)?

Differences in participants’ hypnotic talents have intrigued workers in
the field for many years. Numerous attempts have been made to correlate
hypnotizability with some measurable psychological trait. If only we could
know in advance just who is hypnotizable and who is not, a great deal of
wasted effort, humiliation, and impaired status would be saved the practi-
tioner. Patients, who had read about the “miracles” of hypnosis and sought
treatment with it could be spared subsequent disappointment and disillu-
sionment with the therapist.

 

Hypnosis as a Matter of Degree

 

As we discussed in the earlier chapters, hypnosis is not a special process
with a one-dimensional EEG brain signature where, when experiencing a
hypnotic state, a light bulb of sorts flashes on the participant’s forehead.
The research (discussed earlier) now shows clearly that rather than a sim-
ple matter of “either-or,” reliable physiological correlates reflect the various
subjective states perceived by the participant. Hypnosis is also a matter of
degree. Some individuals apparently can enter a deep state and exhibit
very bizarre behavior such as regression, time distortion, and hallucina-
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tions. Others seem to reach a plateau where they will carry through simple
suggestions, but not unusual ones involving major distortions of percep-
tion, whereas others might become more relaxed or slightly more alert
only with minimal involvement. We are, therefore, concerned not only
with the question as to whether given participants or patients are hypno-
tizable but also to what degree of depth they can be expected to respond.
Some hypnotherapeutic techniques and experimental research responses
require rather deep states; others can be effectively employed with the par-
ticipant only slightly hypnotized. The first question to be answered is the
participants’ level of hypnotizability, and next their depth capability. It is a
frequent mistake among researchers and clinicians, we have observed, to
assume that because participants have shown a high score on a reputable
standardized scale of hypnotizability, once hypnosis is induced, they are
somehow automatically at an adequate hypnotic depth to complete
demanding responses to hypnosis. Such is not the case at all. Given such
faulty reasoning on the part of the researcher or clinician, it is no surprise
to see that the scales of hypnotizability, useful as they are, only predict
responses to hypnosis about half of the time (E. Hilgard, 1979). Efforts
should be made to ensure adequate depth, which will vary throughout the
period of hypnosis, depending on the receptivity of the individual to the
induction and deepening procedures. Depth may also vary for dynamic
reasons according to the demands placed on the individual by specific sug-
gestions. We recommend that when a matter of depth is an issue, such as
might be required to achieve a response to a demanding suggestion, that
the E. Hilgard and Tart (1966) method reviewed in chapter 3 be employed.
Pending further research, the McConkey, Wende, and Barnier (1999)
“dial” method may be shown to be even more useful. Ideally, one should
become comfortable with using both methods to the point of their becom-
ing second nature in your inductions so they do not interfere with the
responses of the participants or your ability to observe them.

 

Informal Tests of Hypnotizability

 

Prior to using hypnosis with a patient or research participant, it is advis-
able to familiarize the individual with hypnotic-like experiences to rein-
force your debunking of myths about hypnosis and ameliorate potential
underlying fears about the modality, which will also help build rapport
and trust. These informal clinical tests are generally useful in screening
suitable individuals for hypnosis practice, and later in evaluating patients
for possible hypnotherapy. Not only do the following tests serve to screen
and evaluate but their very administration also can establish a positive
psychological set and make easier later induction of hypnosis.
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Chevreul’s Pendulum

 

The response to the Chevreul’s pendulum test is an indicator correlated
with hypnotizability. It presents an excellent opportunity to reveal anxi-
eties about hypnosis denied or left unstated in the initial interview with
the patient when myths about hypnosis were debunked and the partici-
pant’s questions answered. It is a good nonthreatening demonstration of
the effect of how the participant’s thinking about something can affect his
or her behavior without the ceremony of the initial hypnotic induction. A
small object, such as a Lucite or crystal ball, a plumb bob, or simply a bolt
attached to the end of a string, can be used. When using this test in the
first research on hypnosis conducted in Antarctica, my (A.F.B.) personal
identification dog tags swung from the neck chain to the same effect (A.
Barabasz, 1980c). Ideally, the participant is standing up, feet close together,
with elbows away from his or her sides, with the object suspended over the
intersection of two lines drawn on a blank sheet of paper. The first line is
horizontal, running the length of the paper and labeled “A” at one end and
“B” on the other. The second line is vertical and is labeled “C” and “D.”
The participant is simply instructed to relax and just make his or her eyes
and thoughts go back and forth across the A-B line. The instruction is
repeated. If the participants have fears about hypnosis not previously
mentioned, they will frequently be anxious enough to deliberately inter-
fere with the tendency of the body sway to produce the back and forth
motion. This is an easy test. Typically, the object will, within moments,
swing back and forth across the line. Once the back and forth motion is
established, the therapist switches the instruction to indicate that the
motion is changing: “Now it can move up and down from C to D.”

Alternatively, the participants can be seated at a desk or table and be
given instructions as follows (see Figure 4.1):

 

 

 

“Put your elbow on the desk
and hold this string between your fingers so that the weight at the end
[ball, plump bob] just misses touching the desk.” This means that the dis-
tance from the fingers to the desk will be about one foot. The suggestions
are now continued: “Stare at the weight and concentrate all your attention
on it. As you look at it you will notice that it has a tendency to move.”
Movements, even though slight, are almost certain to appear. The thera-
pist watches carefully, and when the movements begin to stabilize in one
direction, the therapist capitalizes on this movement.

“You notice that the weight is beginning to swing back and forth, back
and forth, back and forth” (or whatever direction it is swinging). The ther-
apist permits this movement to continue and enhances it until it is clear to
the participants and to all observers that this movement is indeed taking
place. The therapist then suggests a change in the direction of the move-
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(a)

(b)

 

Fig. 4.1  

 

Chevreul’s Pendulum. (a) The object is suspended from a chain just above the tabletop.
The therapist suggests that the participant move her eyes from side to side and the pendulum will
begin to swing. (b) The pendulum appears to automatically swing back and forth. 

 

RT5814_book.fm  Page 92  Wednesday, November 17, 2004  1:56 PM



 

Hypnotizability 

 

∑

 

 

 

 93

 

ment: “Now, as you watch this weight, you will notice that the direction of
movement begins to change. There is now a tendency for it to move from
side to side.” After the side-to-side movement has been established, the
therapist may notice that the movement becomes a bit circular. The opera-
tor immediately takes advantage to suggest, “The weight is now beginning
to move round and round in a clockwise [or counterclockwise] direction.
Round and round it goes swinging in an ever larger arc.”

Finally, the therapist suggests a change in the direction of rotation by
indicating, “It is now slowing down and beginning to turn in an opposite
direction. Notice the tendency for it to move counterclockwise (or clock-
wise), round and round in an ever-increasing arc. That’s fine.” Then the
therapist says, “Were you making the weight perform those movements or
were they just happening? Were you aware of any movements on your own
part that caused it to swing back and forth, then side-to-side, then clock-
wise, and finally counterclockwise?”

In almost all cases, the participants will state that they were not aware
of any voluntary action to cause these movements to occur. Many will
show considerable surprise, thus helping to create an accepting attitude
toward future positive responses. A few will even mention that they tried
consciously to resist the movements, but that they occurred in spite of
their efforts.

This test makes a good demonstration of the effects that can occur as a
result of hypnosis per se without the participant’s expecting to feel partic-
ularly unusual. Such nonhypnotic responses to simple suggestion, whether
it is direct or indirect, may be closely related to the suggestive aspects of
once commonly accepted practices such as water witching.

Many years ago, when John Watkins was a high school science teacher,
he lived in a community in which all the wells had been located by witch-
ing. One of his students was the son of a local “witch” and volunteered to
give a demonstration, because he “had been taught how to witch” by his
father. Louie came to class the next day bringing his forked peach branch,
and the entire class proceeded to the fields, which surrounded this rural
high school. As he came to one spot, the branch turned downward. A peg
was driven into the ground at that point, and Louie approached it from
another angle, and then another. In each case, it turned down near the
peg; Louie, with an air of considerable confidence, then stated, “There’s
where the water is located.” No attempt was made to contradict him, but
instead he was asked, “Louie, are you sure that you aren’t doing this your-
self with little muscle movements?” Louie insisted that the stick had
turned down by itself, that he had held it loosely, and that he had no part
in its movement. Then he was asked, “If it is the stick doing the movement,

 

RT5814_book.fm  Page 93  Wednesday, November 17, 2004  1:56 PM



 

94

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

you will not object to performing the experiment again blindfolded?”
Louie, with some surprise but still with confidence, indicated he was will-
ing to do the experiment. After he was blindfolded, he was led all over the
field, including several times by the point where the stake was driven.
Never once did the stick turn down twice at the same location. Finally,
Louie was led over an area where the water pipes entered the school build-
ing. Again, the stick failed to turn down. When confronted with this evi-
dence, Louie regretfully threw his peach branch away with the remark, “It
doesn’t work, but I sure never could convince Dad of that.”

At the end of the term, the instructor asked a final (noncredit) question
on the exam: “What do you think of water witching?” Twenty-nine stu-
dents indicated they no longer believed in it, but one wrote, “Louie just
ain’t a good witch.” Such simple yet apparently dramatic responses to sug-
gestion, without induction of the hypnotic state, has served to mislead
many professionals in the healing arts into thinking hypnosis is nothing
more than response to suggestion.

 

The Arm-Drop Test

 

It is generally unwise to ever base an assessment of a person’s ability to
enter hypnosis on a single item (A. Barabasz, 1982). However, a clinically
urgent situation may impose time constraints, which limit us to a single
test item. In our opinion, the arm-drop test is the single, most valuable test
in that it can be applied in a very short period of time and it also creates an
advantage for the therapist. The word 

 

hypnosis

 

 need not be mentioned to
the patient. It provides an easily administered rapid indicator of a patient’s
probable response to hypnotherapy. Although an item from the 

 

Stanford
Hypnotic Susceptibility 

 

Scale

 

 

 

our clinical experience shows, it is one of the
most sensitive of the screening techniques. A positive response on this test
typically means that the participant or patient is capable of responding
favorably to the induction of hypnosis to a significant degree. Further-
more, with a simple extension it can be turned into an actual induction
procedure.

Perhaps one of its greatest advantages is that it permits the therapist,
especially one who is relatively inexperienced and not secure in his or her
ability to induce hypnosis, to determine, at least to a small degree, the
patient’s hypnotizability before committing to the use of hypnosis.

When the therapist is uncertain of the chances for success in inducing
hypnosis with certain patients, this lack of certainty is often initiated in
such patients, who becomes resistant to the induction procedure, not
because they are unhypnotizable but because a lack of confidence in the
therapist has been perceived. When the test is favorable, the therapist,
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knowing that the participant is probably hypnotizable, begins the induc-
tion procedures with an air of confidence, that then transmits itself to the
participant and increases the likelihood of responsivity. Accordingly, we
recommend that students of hypnosis learn this procedure and practice it
on their first participants.

The therapist tells the participant simply, “I would like to test your
reflexes. Would you please sit up straight in your chair and extend both
arms straight out in front of you, palms down. Don’t let them touch each
other. That’s right. Now close your eyes and imagine that I am giving you a
bucket to hold in your right (or left) hand. Please close your fingers
around the handle of the bucket.” (Note that the therapist now treats the
imagined bucket as a reality by asking participants to close their fingers
around the handle.) “Now I want you to visualize what it would be like if I
were standing in front of you pouring water into your bucket from a pail
of water that I am holding. Your bucket can hold over two gallons, and I
am now pouring one quart into the bucket. Observe the stream of water
flowing into your bucket. Now, I’m pouring more and more water into
your bucket. There are now two quarts in it, and you can feel the increase
in weight. Three quarts. More and more water going into it. Four quarts,
now five quarts, and your bucket is half filled. You are becoming increas-
ingly aware that more and more water is being poured into your bucket. I
shall continue to pour water into it. Six quarts, seven quarts, eight quarts,
and the bucket is beginning to fill up. Notice how heavy two gallons of
water are? Now nine quarts, and the bucket is almost full, almost full.
There now. I shall pour the tenth quart into it, and the bucket is full right
up to the brim. Two and a half gallons of water and the bucket is com-
pletely full.” The therapist allows another 10 to 20 seconds and carefully
observes the movements in the participants’ arms (see Figure 4.2).  

Hypnotizability is indicated by the following movements:

1. The hand gradually lowers while the therapist is suggesting that
more quarts are being poured into the bucket. The degree of lower-
ing of the arm is significantly related to the hypnotizability; that is,
if the hand goes all the way down until it rests on the lap, or on a
desk or table in front of the participant, then it is probable that the
participant

 

 

 

is highly hypnotizable and can either enter hypnosis
rapidly or may even be capable of entering deep trance states, which
will make possible the initiating of such phenomena as regression
and hallucinations.

2. If during the period of the test the hand lowers somewhat but does
not go all the way down, the inference is that the participant is
responsive to hypnotic suggestions but may be resistant, a slow
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responder, or capable of reaching only a light or medium trance, not
a deep one. However, in our experience, the individual who
responds in this way eventually may become a very good hypnotic
participant after his or her initial doubts and anxieties have been
resolved and a better relationship has been established with the ther-
apist. The slowness of response may only be a way of saying, “I don’t
completely trust you yet, and this situation is disturbing to me.” The
extent of one’s response is related to one’s hypnotizability at this

 

(a)

(b)

 

Fig. 4.2  

 

Arm Drop Test. (a) The therapist asks the participant holding the imaginary bucket to
notice the weight of the bucket pulling the right arm down. (b) The participant’s right arm begins to
show evidence of fatigue as the imaginary quarts of water are poured in.
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point in time. Thus, if the right hand is some 6 or more inches
below the left at the end of the test, then the participant shows a
substantial degree of hypnotizability, even if it has not come all the
way down. If the hand has slowly moved downward, at least 3
inches, then the participant shows a positive response even if it is
not strong. Such an individual indicates to the therapist at least an
ability to become hypnotically involved to some degree, and with
proper handling may be able to achieve an even more significant
response level. Because it is not necessary that a deep degree of hyp-
nosis be induced in a client for the effective use of many hypnother-
apeutic techniques, this individual should certainly not be rejected
as a possible candidate for hypnotherapy. Occasionally, some partic-
ipants’ right hand will not drop downward at all, but they will man-
ifest a considerable struggle to keep it level with the left one. There
may even be slight tendencies for it to drop, followed by slight cor-
rective movements designed to pull it up, level with the left hand
again. These actions might be interpreted that such individuals are
responsive to hypnosis but do not think that they should be, or that
they are fearful of losing control, that the situation is one in which
they are in competition with the therapist, one in which they must
demonstrate strong willpower. When this occurs the therapist
should not let it deteriorate into a struggle for control. Participants

 

(c)

 

Fig. 4.2  

 

Continued. 

 

(c) The imaginary bucket, “filled to the rim with water,” is so heavy that the
participant’s right arm is pulled completely down.
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might be approached as follows: “I noticed that you seemed to have
some difficulty. It was as if the arm felt like dropping down as the
bucket became heavier, but you did not want it to do so and wished
to show that you were capable of resisting this tendency. You obvi-
ously are quite capable of resisting it, like I said when we were talk-
ing about what hypnosis is and I mentioned that you, not the
therapist, are always ultimately in control. But it might be interest-
ing to see what would happen if you did not fight such tendencies;
simply let happen whatever occurs naturally, don’t make it happen,
just let’s see if it happens by itself, without interfering.”

3. Perhaps the response that is most related to lack of hypnotic talent is
no response whatsoever. The hand does not go down, it does not
rise, and its position parallel to the other hand seems to be main-
tained without any effort. In this case, it is often useful to ask partic-
ipants about their response and feelings concerning it with such
questions as “Could you visualize the bucket when I described it to
you?” or “Could you experience the water being poured into it?”
Often the nonresponsive individual will say, “I was not able to imag-
ine the bucket” or “I could see the bucket, but I didn’t feel as if any
water was being poured into it.” Further questioning might be con-
tinued as follows: “Did the bucket feel heavy?” “Did you notice any
difference in the feel of your two arms?” “Do your arms feel tired
now?” These questions often elicit a positive response, even in the
resistant individual. Holding one’s arms out for a minute or more
naturally creates physiological fatigue. The normal person admits it.
A complete denial of feeling any fatigue suggests individuals who are
very fearful of hypnosis and are determined to show that they can be
strong. If such participants admit that the arms feel tired, they may
then be asked, “Which arm feels the most tired?” The response that
both arms feel equally tired usually indicates considerable resistance
to hypnosis, either because the individual does not possess any hyp-
notic talent or because of fear and a strong determination not to be
controlled. When there has been no overt movement of the hand
downward but participants state that the right arm feels more tired
than the left one, they are showing, at least to some extent, that they
are capable of responding, but the influence is at a perceptual level,
not at the motor level. With such individuals, the possibility of using
hypnotherapy is still open.

In case the matter of employing hypnotic treatment techniques has
already been explored, and the patient is not completely ignorant of this
possibility, then the therapist and patient might discuss the matter. If the
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patient says “Doctor, does this mean that I am not hypnotizable?” a good
response would be, “Not necessarily. Some people respond easily to hyp-
nosis. Others have more difficulty and are slower to react. This simply
means that it might take a little longer to teach you how to respond. If
hypnosis seems to be a possible treatment for your problem, we can work
on it more intensively. It may well be that you are a bit nervous, tense, or
that you have some fears about hypnosis. Tell me how you feel about the
matter.” This may lead into an airing of the patient’s fears, doubts, and
preconceptions. However, let us leave a fuller discussion of how to handle
these patients in later chapters on induction procedures.

As Ernest (Jack) Hilgard once explained (personal communication to
A.F.B., November 8, 1990), one should never qualify or disqualify an indi-
vidual for hypnosis on the basis of responses to a single test item, no mat-
ter how predictive it usually may be. There are a number of other tests that
can be administered, and we describe these shortly. Nonetheless, the arm-
drop test appears to be the single most sensitive one and is the technique
of choice, especially if only one test can be given.

 

The Postural Sway Test

 

This test is also positively correlated with hypnotizability and has the
advantage that in the case of a strong favorable response, it can be turned
into an actual induction technique. The therapist asks the participant to
stand up straight with his or her heels and toes together. This distributes
his or her weight over the smallest area and maximizes minor signs of
unsteadiness. A chair is placed about 6 inches behind the participant. Pref-
erably, this chair should be large and cushioned, with arms and a high
back. The therapist gives the following instructions: “Close your eyes and
take several deep breaths. That’s good. Now I want you to imagine that
your feet are hinged to the floor and that your body extends upward. You
may feel a bit unsteady, but don’t worry. If you should fall I will catch you.”
(If you think that the participant is highly hypnotizable, a little more lever-
age can be gained by saying, “When you fall I will catch you,” instead of “if
you fall.” In the first case, the suggestion of a possible fall is implanted; in
the second, a conviction that this will happen is inculcated.) Because the
therapist’s conviction that a hypnotic suggestion will be carried out is an
important part of its success, the choice of wording may depend on one’s
own certainty and clinical judgment regarding the particular individual
with whom one is working. If the second hypnotic suggestion is given by
an insecure and doubting therapist, it will most likely fail. It is no surprise
to experienced clinicians, who annually use hypnosis successfully with
large numbers of patients, that some university research studies conducted
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by inexperienced graduate students or disbelieving researchers seem to
achieve comparatively few of the phenomena produced routinely in a clin-
ical setting.

In all hypnotic work, whether it is hypnotizability tests, induction tech-
niques, deepening procedures, or therapeutic interventions, the manner,
confidence, and precise communications of the clinical experience of the
therapist are paramount. Weaknesses in any of these critical prerequisites
determine why one operator is successful with a given individual whereas
another is not.

The therapist should now be positioned at the side of participating indi-
viduals in order to have in sight the side of participants’ noses or the back
of their heads, so as to detect slight movements in relation to the opposite
wall. Successful hypnotizing requires that we align our hypnotic sugges-
tions as closely as possible to reality during the initial stages of a hypnotiz-
ability test, or an induction. Accordingly, it is wise to wait for a brief period
while observing any signs of swaying movement by the participant. In gen-
eral, inductions begin with the use of the future tense. For example the
therapist might say, “The longer you stand there, the more unsteady you
may [will] feel yourself becoming. Don’t worry. Just remember that I will
not allow you to fall and hurt yourself. I am here and will catch you. This
unsteadiness will increase, and you may develop a swaying feeling.”

The therapist should wait a little while longer while observing carefully
signs of movement as determined by a sighting of the participant’s nose or
back of head projected onto the wall. Time and the implementation of
these suggestions will tend to increase the feeling of unsteadiness. Because
the participant’s feet are placed together heel to heel and toe to toe, slight
swaying motions along with adjustments of posture are almost certain to
appear in any individual. Once the therapist observes that signs suggested
in the future tense have begun to occur, he or she then builds on these by
using the present tense as follows: “You notice that you are now drifting
forward.” After saying the word 

 

drifting,

 

 the therapist pauses and observes
the movement again. As soon as it has been ascertained as forward, it is
labeled “forward.” If the movement were backward, it would be described
accordingly. The point is that some swaying has almost certainly been ini-
tiated. The therapist then calls it correctly, immediately after its direction
has been determined. This may continue for some time as the therapist
reports the natural movements of the participant.

 

Floating

 

 and 

 

drifting

 

 are good words for the therapist to use at first:
“You are now drifting backward. Now you are floating forward. Forward,
backward.” Later, as the movement becomes more pronounced, and more
obviously in response to the therapist’s suggestions, the wording can be
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changed to 

 

swaying

 

. The therapist will notice in most cases that the partic-
ipant’s back and forth movement soon ends, like the swinging of a pendu-
lum; rhythmical and evenly spaced. The individual sways through a
specific arc that may be 3 or 4 inches forward, then 2 or 3 inches back-
ward. During this time the therapist has been following these movements
and reporting them, now in a firm and even more confident voice. His or
her credibility rises in the mind of the participant. It is almost as if the
patient were thinking, “The doctor says I am swaying forward, and I am.
Then when I am swaying backward, that’s called correctly also. The doctor
knows what he is saying, and it’s always right. I can believe it.”

At this point, the therapist moves from following the movements to lead-
ing them. If the therapist has been following and correctly reporting the
area of movement, he or she might be saying, “Swaying forward, swaying
forward, swaying forward — now swaying backward, swaying backward,”
and so on. Now the therapist can make an attempt to interrupt this cycle in
midpoint. When participants are swaying forward and have reached the
center of the arc — before they have completed all of the normal forward
swaying motion — the therapist in the same confident voice reverses the
suggestion to “Swaying backward, swaying backward,” and so on. If the par-
ticipants have by this time become hypnotically involved (absorbed, not just
following simple suggestions), they will interrupt the normal pattern of for-
ward movement in midpoint and reverse the sway. After this, the therapist
can lead the swaying movements rather than simply follow them. The par-
ticipants are then likely following suggestions at a hypnotic level. At this
point, the therapist can conclude that the test has been positive and that the
individual will be hypnotizable at least to some degree.

What we have done so far constitutes another test of hypnotizability. In
a later chapter on advanced induction techniques we return to this point
and describe how this postural sway procedure can be continued to ini-
tiate an induction of an actual hypnotic state, sometimes a very deep one,
in which various hypnotherapeutic techniques can become successful. A
slightly different form of this procedure is found in the 

 

Stanford Hypnotic
Susceptibility Scale

 

 (Weitzenhoffer & Hilgard, 1959) in which the therapist
stands behind the participant and gives suggestions to induce falling back-
ward. The therapist then catches the participant.

 

The Hand-Clasp Test

 

This is a somewhat more aggressive procedure that culminates in an actual
hypnotic challenge to the participant. It is useful as part of a group screen-
ing procedure, but it may have less value in the clinical situation, where
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the object is to work therapeutically with a patient. It relies to some extent
on suggested intimidation of participants to precipitate a hypnotic
response, hence pulling on transference relationships to a dominating par-
ent figure, if that had characterized their childhoods. It is similar to what
Ferenczi (1926) called “father hypnosis” (see chapter on theorizing about
hypnosis for a discussion of Ferenczi’s conceptualization).

The therapist instructs the participant or group of participants as fol-
lows (see Figure 4.3): “Please clasp your hands tightly in front of you and
look carefully at my clasped hands at the same time.” The therapist dem-
onstrates by interlacing his or her own fingers so that the hands grip each
other very tightly. The suggestions to the participant are now being given
verbally by the commands of the therapist and visually, as the focus is on
the clasped hands of the therapist, which are clasping tighter and tighter.
“Now make those hands tighter and tighter. Imagine they are like fingers
of steel encased in a block of concrete, which is shrinking or a vice that is
being screwed down and locked. The hands get tighter and tighter and
tighter.” The therapist raises his or her voice, making it ever more strong
and firm. At the same time, the therapist’s fingers dig into each other so
that the muscles and blood vessels stand out. Notice how the colors change
in those fingers. (Note that the term “those fingers” rather than “your fin-
gers” is used to facilitate dissociation of the hands from the participant as
if they are involuntarily acting on their own.)

The therapist might say, “That’s it, tighter, tighter, tighter. In fact, so
tight that it doesn’t seem as if they could come apart. It seems as if the
more you try to take them apart, the tighter they stick together. The more
you try to take them apart, the tighter they stick. They are sticking so
tightly they will not come apart. They will not come apart. They are tightly
stuck together. Try to pull them apart. Try to pull them apart. You see, they
are so tightly stuck together they cannot come apart. The harder you try to
pull them apart, the tighter they stick together.”

At this point, a challenge has been issued, and a substantial number of
participants will be unable to pull their hands apart if a hypnotic response
has been truly elicited by a competent practitioner. The participants are
now observed as they struggle to pull their hands apart. Then, within no
more than 3 to 5 seconds, the therapist releases his or her own hands and
places them around the participant’s clasped hands, moving them up and
down gently and reassuringly while saying, “Your hands are relaxing, they
are normal and can now come apart.” He or she then gently assists the par-
ticipant in performing the release. Alternatively, the therapist still holds his
or her hands tightly clasped together, and then immediately pulls his or
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(a)

(b)

 

Fig. 4.3  

 

The Hand-Clasp Test. (a) The participant is instructed to interlace her fingers together.
(b) Transitioning to hypnosis, the participant is told that her hands are locked together. She is
asked to pull her hands apart, but they will not come apart. She is astonished by her inability to
release her hands. 
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her own hands apart, as if with difficulty, and says, “Now you can pull
your hands apart. See! They will come apart now.”

If only one individual is being tested and seems to be succeeding in
pulling his or her hands apart — that is, the individual is showing signs of
loosening — the therapist quickly intervenes before the hands are apart
with a cessation of the challenge and permission to pull them apart. Such
participants are then left with the recognition of how tightly their hands
were stuck together and with doubt as to whether they would have been
successful in pulling them apart if they had continued to try. The test is
considered to be successful if participants, after 3 to 5 seconds of strug-
gling, are unable to separate the hands.

The therapist uses the principle of the reversed effect toward the end of
the test. He or she suggests, “The harder you try to pull them apart the
tighter they will stick together.” Hence, the participant’s trying to pull the
hands apart becomes the stimulus cue for being unable to separate the
hands. This principle can be used in many different ways as a part of an
induction and therapeutic procedures, which we describe later.

Some participants will resist this test by not making the grip tight to
begin with. This resistance can be observed, and the therapist can then
urge the participant as follows: “Okay now, that’s a start. Now really
tighten your hands.” If little further tightening is then observed, the thera-
pist says, “Just relax your hands now — bring them apart,” and then asks
the participant about the half-hearted response to the request to tighten
the hands. Others will respond to the challenge by pulling their fingers
apart easily. The amount of hypnotic talent of participants may be inferred
by the degree of difficulty they experience in pulling the hands apart at the
time of the challenge. In this test we are, of course, enlisting normal physi-
ology on our side. By “freezing” the participants’ tightly clasped hands
together, we make it much more difficult physically for them to draw the
hands apart. The good therapist uses normal muscle physiology to
enhance the psychology of induction procedures.

 

Arm Levitation

 

This procedure is especially good in screening the more hypnotically tal-
ented individuals from a group of volunteers. It is not to be confused with
the induction technique of the same name, which we describe in the next
chapter. The therapist asks the participants to sit up straight, close their
eyes, and hold out one arm. He or she then gives the following visualization:
“I want you to imagine that a balloon filled with helium gas has just been
connected to your wrist with a cord. It is large and of your favorite color. It
is floating above the wrist. As you observe it, you will notice that it is pulling
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strongly upward on the wrist. Watch it as it floats higher, higher, higher.
With each passing moment, the lifting sensation becomes stronger and
stronger, and the balloon is floating up, up, up, higher, higher and higher.”

A balloon, a typical remembrance of childhood, is deliberately chosen
to facilitate at least a partial regression. Notice that the attention is cen-
tered on observing the balloon as it floats upward. The rising of the hand
then becomes a consequence of the balloon’s upward movement and is
suggested indirectly. By indicating that the balloon is “of your favorite
color,” the feeling of participation is encouraged. As the participants visu-
alize the balloon in their favorite color, they become more personally and
imaginatively involved. The participants exercise free will in the choice,
and what happens afterward can then occur on a more involuntary basis.
Again repetition is used, a technique that is commonly a part of all induc-
tion procedures, to intensify the hypnotic suggestion. The therapist con-
tinues the wording previously discussed and repeats it for a minute or so,
until a number of the participants show substantial lifting of the arm. Very
talented hypnotic participants may finally have their arms lifted almost
straight up. In a large group, they are easy to spot. Your volunteers for fur-
ther hypnotic study now have raised their hands.

 

Head Nod Forward

 

Although the experienced hypnotherapist usually becomes sensitive to
many slight signs of hypnotic involvement, for the beginner in the field, it
is desirable that hypnotizability tests show some overt movement as a pos-
itive signal. Accordingly, if the eyes have become closed during one of the
foregoing procedures, the following test is useful. A positive response con-
firms the hypnotizability that the participant has demonstrated so far.
Consistent with the principle that the carrying out of hypnotic suggestions
is frequently hypnotizing, its successful accomplishment by an individual
will tend to deepen whatever hypnotic state is now present. If an eye clo-
sure was part of a group screening, but not all have yet closed their eyes,
they are now all simply instructed to do so. Then the operator proceeds as
follows: “Now that your eyes are closed you will notice a tendency for your
head to nod forward as if some force were pushing on the back of it. The
head will tend to move forward and the chin to drop down toward your
chest. The head is becoming heavier and heavier and heavier.” Notice,
again, to facilitate dissociation, the therapist said “the

 

 

 

head” not “your
head.” This wording has a tendency to remove the head from voluntary
control so that “it” is responding; “you” are not bringing your head down.
The head is dissociated from “subject” and designated as “object.” Objects
are elements outside the self, over which we have no voluntary control.
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They are controlled by outside forces for which we have no responsibility.
They just happen to us.

 

Inability to Push Hands Together

 

This test can now be conveniently administered to participants whose eyes
are closed and who have indicated some nodding forward of the head. It is
similar to one of the items in the 

 

Stanford Hypnotic Susceptibility Scale

 

.
The participants may be given the following suggestions: “Hold both
hands in front of you, facing one another, about a foot apart. You will
notice if you try to bring the hands closer together that there is a force that
seems to push them apart. It is like trying to push in on the two sides of a
pillow. The harder you try to bring them together, the stronger becomes
the force holding them apart. It is almost impossible to bring them
together so closely that they touch each other. Try to bring them together.”

This test, like the finger lock, consists of a challenge. However, if partic-
ipants have responded favorably to the previous tests, such as the eye-clo-
sure and the head nodding forward tests, they are likely to be involved
hypnotically. Accordingly, the participants may manifest a positive
response by struggling to bring the hands together and discovering that
they are unable to get them closer than about 6 inches apart.

By now, in this series of hypnotizability exercises, many participants
will be quite hypnotically involved. In fact, a true hypnotic state may have
been induced. As the therapist proceeds in hypnotic technique, he or she
will note that the tests, with a little extension, turn into trance-induction
procedures, and induction techniques, when continued, become methods
for deepening the hypnotic state. They are all part of the psychological
process of restricting attention, concentrating on minor movements first,
and then spreading the involvement to larger areas of the person, psycho-
logical and physiological. They include the elements of narrowing the per-
ceptual field and regression to earlier modes of  response, which
characterize the hypnotic condition. Many of the participants may now be
capable of responding to suggestions of a hallucination.

 

Hallucinations of Warmth

 

Those participants whose eyes spontaneously closed, whose heads nodded
forward, and who were unable to push their hands together in the previ-
ous tests may now evidence an actual perceptual hallucination when sug-
gestions such as the following are administered: “I wonder what is wrong
with the furnace. The thermostat must be stuck, because it’s getting hotter
and hotter in this room. The air is becoming stifling. It’s getting so warm
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that it’s very hard to breathe. What I wouldn’t give for a breath of fresh
cool air. It certainly is getting warmer and warmer. Makes one sweat. What
can we do in the face of all this heat?”

At this point, the participants who are rather deeply involved hypnoti-
cally will make some movements indicating they are experiencing the
intense heat. These movements may include breathing heavily, fanning
themselves, wiping the forehead, and so forth.

As the hypnotic involvement becomes greater, the therapist approaches
that stage that has been called somnambulism. Participants have now
passed beyond the point of perceptual restriction and the performance of
minor motor movements. They are now, typically, capable of walking
about and behaving in many complicated ways, while still remaining in a
deep hypnotic state, one that is often so dissociated from their normal
condition that they manifest a complete amnesia for it on being removed
from hypnosis; that is, the participants cannot even remember what they
did while in the hypnotic state.

The earlier tests of hypnotizability should have indicated that a partici-
pant was, or was not, likely to be able to respond to hypnosis. The initia-
tion of hallucinations and the following test, which involves decisive
motor action, may indicate those participants who are capable of entering
a fairly deep hypnotic state.

 

Compulsive Rising

 

Let the therapist continue to assume that he or she is screening those indi-
viduals with good hypnotic talents from a group (although the following
suggestions similar to those given previously can just as well be applied to
a single individual). The therapist now tells the participants the following:
“As you sit there, you begin to be aware of a strong need to stand up, to
rise from your seat. This tendency is becoming stronger and stronger. Feel
that need to stand up. The need is becoming so powerful that if you
remain seated you will feel increasingly uncomfortable. Your inner tension
gets stronger and stronger, and you know that if you could stand up, you
would immediately feel relieved. It seems that only by rising from your
seat could you get rid of this uncomfortable tension and feel at ease.”

Such hypnotic suggestions are continued until some members of the
group rise from their chairs. Others may put up quite a struggle, whereas
some sit passively and manifest no tendency to stand up. They may have
felt the need to rise and wanted to rise for some time, but felt embarrassed
to be the first ones to do so. As those who are still seated (with their eyes
closed) hear the sound of others standing up, there is a strong group sug-
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gestibility effect. Do not make the mistake of assuming that these later-ris-
ing suggestion-responsive participants are also hypnotically involved.
They are likely responding to social influence.

Finally, all or almost all of the individuals will rise, even though some of
them are not at all hypnotically responsive, but feel the need to conform.
Accordingly, the early risers tend to have better hypnotic talents. This test,
too, involves a kind of challenge. It is therefore better adapted to the selec-
tion of good hypnotic participants for research, demonstration, or prac-
tice purposes rather than for the evaluation of the hypnotizability of
patients with whom one may wish to develop a sensitive, therapeutic rela-
tionship later.

 

Standardized Tests of Hypnotic Responsivity

 

The obvious benefits of a systematic method of measuring hypnotizability
can be traced as far back as the 19th

 

 

 

century (Perry & Laurence, 1980),
when Braid attempted to define stages of hypnotic depth. However, seri-
ous and exhaustive research on the measurement of hypnotic responsivity
did not begin until the 1950s, at Ernest (Jack) R. Hilgard’s Laboratory of
Hypnosis Research at Stanford University. By 1959, the 

 

Stanford Hypnotic
Susceptibility Scale, 

 

Forms A and B (SHSS:A, SHSS:B, respectively) had
been fully developed. The 

 

Stanford Hypnotic Susceptibility Scale, 

 

Form C,
now considered the “gold standard” (A. Barabasz & Barabasz, 1992) of
hypnotizability measurement, was published in 1962 (Weitzenhoffer &
Hilgard, 1962). The SHSS:C, frequently referred to by researchers as sim-
ply “the Form C,” eclipsed the Forms A and B, because the Form C
included a range of more difficult test items to determine whether the par-
ticipant could manifest dissociative responses. Like the Forms A and B, the
Form C consisted of 12 items of progressively greater difficulty and
required about 1 hour to complete the administration. At last, investiga-
tors of hypnosis had a uniform yardstick with excellent psychometric
properties against which studies and clinical trials among different
researchers and clinicians could be assessed. Shor and Orne (1962) devel-
oped the 

 

Harvard Group Scale of Hypnotic Susceptibility

 

 (HGSHS:A) was
developed by on the basis of the SHSS:A. Although far inferior to the use
of the individualized Form C, it provides a relatively easy method of
obtaining a “first cut” for researchers needing to tease out those with par-
ticularly high or low hypnotic capacity.

The SHSS:C and HGSHS:A have become the most widely used scales
in hypnosis research conducted since their introduction, except by a
minority of researchers who held a nonstate view of hypnosis. These
sociocognitivists have preferred to use their own tests, which have fewer
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items and psychometric properties that can wrongly classify low-hyp-
notizable individuals as medium-hypnotizable individuals. The tests
include the 

 

Barber Suggestibility Scale

 

 (T. Barber & Glass, 1962), which
takes 10 minutes to administer, and the group scale the 

 

Carleton Uni-
versity Responsiveness to Suggestion Scale

 

 (CURSS) (Spanos, Radtke,
Hodgins, Stam, & Bertrand, 1983). The aptly named CURSS attempts
to measure “suggestibility” in 11 minutes, including a 5-minute induc-
tion, followed by seven items of 50 seconds each, then indices of sus-
ceptibility are given. Not including self-scoring by the participants, this
test is completed in about 25 minutes. As might be expected, the
CURSS and the gold standard SHSS:C show relatively good agreement
in identifying high- and low-hypnotizable individuals, as these indi-
viduals are at extreme ends (Spanos et al., 1983). Unfortunately, most
of the individuals classified as having medium or average hypnotizabil-
ity by the CURSS were classified as lows on the SHSS:C (Perry, Nadon,
& Button, 1992; Spanos, Salas, Menary, & Brett, 1986). All studies
using the CURSS to obtain a pool of “average hypnotizables” would
then, in all likelihood, have low-hypnotizable individuals wrongly
labeled as medium-hypnotizable individuals. As we know, low-hypno-
tizable individuals respond to suggestion and placebo but are incapable
of true hypnotic responses that could be produced by trance states that
can be experienced by true medium- and high-hypnotizable individu-
als (McGlashan, Evans, & Orne, 1969). Studies using the CURSS to
obtain “average” hypnotizables then are preloaded to produce effects
consistent with sociocognitive conceptualizations of hypnosis as sug-
gestion–role-play response.

Summarily, the Form C (SHSS:C) includes comprehensive pretest
instructions aimed at maximizing rapport, alleviating anxieties about the
test, and maximizing the probability of obtaining the most accurate mea-
sure. Next, a nonscored lengthy set of eye-closure hypnotic induction
instructions are provided, which provides opportunities to move on to the
test upon eye closure, without the necessity to complete the full induction.
Thereby, different speeds of participants’ responses to the induction are
taken into account while still maintaining a standardized procedure.

Briefly, the SHSS:C items are as follows:

1.

 

Hand lowering

 

. The therapist asks the participants to hold out their
right arms at shoulder height, attend to feelings in the hands, and
imagine holding something heavy, maybe a heavy baseball. The
therapist gives suggestions about the hand feeling heavy and slowly
but surely going down. The item is scored plus if the hand has low-
ered 6 or more inches after a 10-second wait.
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2.

 

Moving hands apart

 

. The therapist asks the participants to extend
their arms to the front, with palms facing each other, close together,
but not touching. Then the therapist administers suggestions, call-
ing for imagination of a force pushing the hands apart. The item is
scored plus if the hands move at least 6 inches apart 10 seconds after
cessation of the suggestions.

3.

 

Mosquito hallucination

 

. This is the first test item to call on a more
difficult response requiring dissociative processing, taken from the
SHSS:A. It is essentially the only item calling on dissociation in the
earlier test. The therapist suggests that the participant may not have
noticed a mosquito that has been buzzing around the room. The
participant should to try to listen to its high-pitched buzzing; the
therapist suggests the mosquito is landing on the participant’s hand,
it tickles a little, it might bite, and the participant does not like it and
wants to get rid of it, brush it off, and so forth. A plus is recorded if
there is grimacing, movement, or acknowledgment of effect.

4.

 

Taste hallucination

 

. This more complex dissociation suggests devel-
oping a sweet taste in the participant’s mouth then changing it to a
sour taste, such as lemon or vinegar. A plus is recorded if both tastes
are reported as experienced, if either is experienced with overt signs
such as lip movements or grimacing, or if one is reported as strong.

5.

 

Arm rigidity

 

. Returning to a motoric measure shared with the
SHSS:A, this response to hypnosis is a more difficult response than
those called for in Items 1 and 2. Here, the therapist asks the indi-
viduals to hold their right arms straight out and to think of them as
becoming stiffer and stiffer, as though tightly splinted and unbend-
able. Then the participants are asked to test how stiff they are and to
try to bend them. The item is scored plus if in 10 seconds the bend is
less than 2 inches.

6.

 

Dream

 

. Calling on dissociation again, this item explains that the
operator is interested in finding out about hypnosis and what being
hypnotized means to people, and it states that one way to do so is
through the dreams one has while hypnotized. The therapist then
asks the participants to rest and tells them that they will “sleep and
have a dream.” After 2 minutes have passed, the participants are told
the dream is over, but that they can remember every detail. The
therapist asks the participants to describe the dream. A plus is
scored if an experience comparable to a dream, not just vague or
fleeting experiences, is reported.

7.

 

Age regression

 

. This two-part dissociation item is still more demand-
ing. First, participants are asked to go deeper and deeper into the
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hypnotic state and, as this takes place, they are given a pad and pen-
cil in a manner to facilitate writing. Participants are asked to write
down their names, ages, the date, and so forth. Then, using further
deepening techniques and using a 1 to 5 counting method, the ther-
apist tells the participants that they are getting younger and smaller,
going back to the fifth grade, and that they will actually be there.
The therapist asks the participants’ age, where they are, what they
are doing, and so on; the therapist then asks the participants to write
their names and ages, the date, and the day of the week on the pad.
The therapist uses a two count for deepening and regression and
tells the participants they are no longer in the fifth grade but are get-
ting still younger, back in the second grade. Again, similar questions
are asked, as is the request to write on the pad. Once this task is
completed, the participants are told to grow up again, and the thera-
pist carefully brings them back to the present date, time, and locale.
The participants’ reorientation is confirmed before moving to the
next item. A plus is scored if there is a clear change in the handwrit-
ing from the present age to one or both of the regressed ages. (It is
important to understand that the ability to pass this item need not
depend on the identicality of the writing samples with those that
might have been retained by the participant from that age; the point
is to determine whether a dissociative response was possible. The
actual memory traces may have been lost, but the participant’s dis-
sociative capacity is unlikely to be affected. In such a case, the partic-
ipant constructs the age regression, yet nonetheless it can be a true
response to the hypnotic state [A.F.B.].)

8.

 

Immobilization of the right arm

 

. This item is also taken from the
SHSS:A. The therapist gives suggestions that the participants’ arms
have become heavy and that they will not be able to lift them. The
therapist ends the item with a challenge to “try to lift it.” The item is
scored plus if the arm rises fewer than 1 inch within 10 seconds.

9.

 

Anosmia to ammonia

 

. When properly administered, this rather dra-
matic dissociation item is difficult to pass by nonhypnotizable role-
playing or hypnosis-simulating participants brought into various
research studies as controls. The therapist tells the participants that
in a moment they will not be able to smell any odors, they can smell
odors less and less, and so forth. Then the participants are told to
take a good sniff of an odorous substance placed under the nose to
demonstrate that they are incapable of smelling any odors. The ther-
apist holds an opened bottle of household ammonia under the par-
ticipants’ noses and they are instructed to take a good sniff. The
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therapist gives suggestions for the participants to return to their
normal state of smell, and the ammonia is reintroduced with the test
suggestion. The participants are asked to compare the two odors
and are reassured that all is again normal and that there will be no
more odors. A plus is scored if the ammonia is denied and overt
signs were completely absent. (In actuality, the response to ammo-
nia relates to pain receptors far more than the olfactory sense.) Cli-
nicians or researchers involved in work requiring repeated
administration of odors to test responsiveness should, therefore, use
stimuli that are established as purely olfactory in nature. For exam-
ple, on the basis of the A. Barabasz and Lonsdale (1983) research on
EEG event-related potential responses to hypnosis, we found labora-
tory-grade eugenol to serve that purpose.

10.

 

Hallucinated voice

 

. This demanding dissociation item begins by the
therapist’s telling the participants that the examiner forgot to tell
them that there is someone in the office who wants to ask some
questions, such as the participant’s age and place of birth. The
questions will be asked over a loudspeaker-microphone combina-
tion on the wall. The participants are asked to talk good and loud
when answering questions and are told that “the speaker has been
turned on, there’s the first question.” A plus is scored if at least one
realistic answer is heard or if evidence of having hallucinated the
answers is apparent.

11.

 

Negative visual hallucination

 

. This is an extremely difficult item,
which is usually passed only by those in the hypnotic virtuoso cate-
gory. The therapist tells participants that in a little while they will be
asked to open their eyes while remaining deeply hypnotized and that
two small boxes have been placed on the table in front of then, when
in fact, three boxes (2 inch 

 

¥

 

 3 inch 

 

¥

 

 0.5 inch; colored red, white, or
blue) are placed in front of the participants. The participants are
then asked to open their eyes and look at the two boxes. Once con-
firmation is obtained, the participants are pressed with further
questions as to whether they see anything else and are asked to name
the colors of the boxes, and so forth. A plus is scored if the halluci-
nation is present.

12.

 

Posthypnotic amnesia

 

. This item appears last, because of the require-
ments of test administration rather than that of graduated difficulty.
(We regard it as less difficult than the preceding items 9 to 11.) Here
participants are asked to listen carefully and are told that they will be
counted out of hypnosis and will have been so relaxed that they will
have trouble recalling the things that were said and what was done;
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they will forget all that has happened until the therapist says they
can remember everything. Once awake and completely out of hyp-
nosis, participants are asked to tell everything that happened since
the induction began. The examiner records items in order of men-
tion and asks if there is anything else the participants remember.
The release suggestion is given and the additional items mentioned
are recorded. The participants are asked about the quality of the
experience and so forth. A plus is scored if 3 or fewer items are
recalled before the release.

The pluses are added to determine the participants’ hypnotizability score.
The mean (average) score in samples drawn from university student stud-
ies in the United States runs from 6.0 to 6.7, depending on the sample. The

 

Stanford Hypnotic Susceptibility Scale

 

 reliability has been tested over the
25-year period from 1960 to 1985, yielding an 

 

r

 

 =.64 for the 10-year
period of 1960 to 1970, an 

 

r

 

 =.82 for the 15-year period of 1970 to 1985,
and an 

 

r

 

 =.71 for the entire 25-year period (Piccione, Hilgard, & Zim-
bardo, 1989).

 

Standardized Clinical Scales of Hypnotizability

 

Recognizing that the best scales we reviewed above were lengthy to admin-
ister and seldom used by practitioners, the need for shorter clinical scales
became apparent if measured hypnotizability was to become of direct use
with patients, rather than with primarily curious university student volun-
teers. The first of the clinically oriented scales were closely adapted from
the parent 

 

Stanford Hypnotic Susceptibility Scale, 

 

Forms A, B, and C.
Arlene Morgan and Josphine Hilgard introduced the 

 

Stanford Hypnotic
Clinical Scale

 

 (SHCS) in the now classic book 

 

Hypnosis in the Relief of Pain

 

by E. Hilgard and J. Hilgard (1975). The SHCS was intended to make mea-
surement of hypnotizability more suitable for hospitalized patients who
might be suffering from conditions in which pain was prominent.
Reduced patient mobility was considered in drawing items from the 

 

Stan-
ford Hypnotic Susceptibility Scale,

 

 and the scale was reduced to a total of
five items, with a scripted relaxation hypnotic induction. It takes about 20
to 25 minutes to administer and debrief the patient. We have found it is a
particularly easy scale to learn to administer for those new to hypnosis,
and it is useful as an aid in guiding the selection of particular procedures
to be used in therapy, as it helps predict responsiveness to hypnosis
beyond the screening of pain patients. For example, A. Barabasz, Baer,
Sheehan, and Barabasz (1986) found SHCS scores to correlate significantly
with successful responses to hypnosis for smoking cessation at an 18-
month follow-up at Harvard Medical School and Massachusetts General
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Hospital, although experience of the therapist was still a better predictor of
outcome.

Briefly, the SHCS items are as follows:

1.

 

Hands moving together

 

. The therapist asks participants to hold their
hands straight out to the front, about a foot apart. The therapist
gives hypnotic suggestions to the participants to imagine magnets in
each hand attracting each other or rubber bands stretched between
the wrists, to think of a force acting on the hands pulling them
together, and so forth. The item is scored plus if the hands are fewer
than 6 inches apart within 10 seconds. In the case of an immobile
arm, the hand-lowering Item 1 from the SHSS:C is substituted.

2.

 

Dream. The therapist asks participants to continue relaxing and tells
them that they are going to have a real dream much like the kind
they might have at night. A timed period of 1 minute is allowed, and
then the patients are told the dream is over but that they can
remember it very clearly. The therapist asks the patients to please tell
all about the dream. The administrator probes for details as needed,
and the patients are asked to assess how real they felt the dream was.
A plus score is recorded if the reported experience was comparable
to a real dream.

3. Age regression. Participants are given the choice of returning to the
third, fourth, or fifth grade and are told that in a little while they will
be going back to a happy day in elementary school. A count from 1 to
5, “younger and smaller,” and so forth is used in the attempt to elicit
an age regression response while also deepening trance. On the count
of 5, the participants are told they are “now a small boy [or girl] in
the [selected] grade.” The therapist then asks a series of questions,
such as, “Where are you?” “What are you doing?” “Who is your
teacher?” “Who is with you?” The participants are told that they can
grow up and come back to their present age, and so on. Care is taken
to ensure the participants are fully reoriented in time and space. A 5-
point scale is used for the participants’ subjective rating (given after
all hypnosis). The scale ranges progressively from 1 (no regression at
all) to 5 (participants actually felt they were back reliving a past expe-
rience). A plus score is recorded for the item if either the administra-
tor’s rating is “good” or the participants’ rating is 4 or 5.

4. Posthypnotic suggestion. The posthypnotic suggestion of clearing of
the throat or of coughing is rather cleverly embedded within the
final amnesia item. During the amnesia instructions (see the next
item) participants are told that later, when the administrator taps a
pencil twice on the table, they will have a sudden urge to cough or
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clear their throat and then will do so. A plus score is recorded if par-
ticipants do so after they are brought out of hypnosis and the pencil
is tapped.

5. Amnesia. The therapist explains that at a backward count from 10 to
1, the participants will come out of hypnosis gradually. The post-
hypnotic suggestion in the previous item is administered with the
instruction that the participants will forget that they were told to
cough or clear the throat, just as the participants will forget all that
has happened until the therapist says that they can remember every-
thing. After awakening, the participants are asked to tell everything
that happened since closing their eyes. A plus score is recorded if
they remember no more than two of the test items.

Herbert Spiegel and David Spiegel (1978) developed the Hypnotic
Induction Profile (HIP), which takes 5 to 10 minutes to administer. It is
intended to tap hypnosis as a subtle perceptual alteration, involving the
capacity for attentive, responsive concentration that is inherent in the par-
ticipant. The HIP provides a procedure for trance induction and a stan-
dardized measure of hypnotic capacity. Unlike the other scales, the HIP
was standardized and validated on a patient population in a clinical set-
ting, rather than on young, more fully functioning university students.

The Spiegels focused on the clinical point of view in the development of
the HIP, rather than the research point of view emphasized by the Stanford
Hypnotic Susceptibility Scales. The Spiegels saw the need for an even
shorter test of hypnotizability than the 20- to 25-minute SHCS. At the
same time, they wanted a scale that would facilitate the clinical-therapeu-
tic relationship, rather than one intended primarily to meet the needs of
the laboratory situations.

The Spiegels conceptualized hypnosis as a state, rather than as merely a
function of social influence. They also recognized that context and moti-
vation are key factors in any psychological measurement. Certainly, tests
administered to student volunteers for the sole purpose of hypnosis
experiments must measure different dimensions than those presenting
themselves for clinical treatment (Frankel & Orne, 1976). University stu-
dents curious about hypnosis are no doubt less motivated than clinical
patients seeking help with a personal problem. The HIP was intended to
overcome the difficulties inherent in the university-based scales of hypno-
tizability. The test consists of three major components and is the first
attempt to bring a biological measurement directly into a test of hypnotiz-
ability. Considering that the HIP was developed in the 1970s and that the
biological components of brain responses to hypnosis have only very
recently been established, the authors’ inclusion of a biological measure-
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ment in the test was remarkably foresightful. The three major compo-
nents are as follows: a biological component, an eye roll that records
presumed biological trance capacity; an idiomotor item consisting of
hand levitation; and a subjective discovery experience, the control differ-
ential between hands. The test is intended to yield information regarding
a participant’s hypnotizability sufficient to make a clinical decision
regarding the role of hypnosis in treatment. The scale correlates signifi-
cantly with the best Stanford Hypnotic Susceptibility Scale, but, more
important to the clinician, it is rich in predictive relationships to treat-
ment outcomes and psychopathological factors.

Consistent with the other recognized scales, the HIP correlates significantly
with the SHSS:C (Frischholz et al., 1980) and assesses a single trance experi-
ence as it progresses through the stages of entering hypnosis, experiencing
hypnosis, and responding to hypnotic suggestions. The HIP also establishes a
structure for the sequence, but the specific point in time in which the shift
from customary waking awareness into trance varies from person to person.
The SHSS:A, SHSS:B, and SHSS:C provide for this variance by moving from
the eye closure to the test, but allowing for several different phases of the eye-
closure experience to be experienced so that it accommodates for different
participants’ individual responses. Unfortunately, the SHCS has but a single
relaxation induction after which participants are assumed to be in hypnosis.

The HIP punctuates the trance experience and divides it into phases by
10 individual items. Six of the items are actually used for rating the partic-
ipant’s trance capacity and for scoring the HIP according to the profile-
scoring method. The remaining items are intended to further establish the
clinical picture for entering and exiting trance and for subsequent self-
reporting. However, scoring these last four items is considered optional,
because they are not part of the core HIP summary score. The technique
induces hypnotic trance quickly under observed and specified conditions
and, as in the other scales, provides a clear shift out of trance on signal.
Simultaneously, the test introduces the participants to their own individ-
ual idiosyncrasies for entering and exiting trance. The examiner measures
trance capacity, and the participants learn to identify the trance experience
so they can initiate it and use it independently in the form of self-hypno-
sis, without the need of a therapist at a later time.

The HIP is divided into four phases of measurement. As in the SHSS:A,
SHSS:B, and SHSS:C, there is first a pre-trance or pre-induction phase that
lasts until eye closure. The SHCS asks the participants to voluntarily close
their eyes before relaxation induction instructions are given, and, there-
fore, much is lost from the clinical and psychometric picture of assessing
the participants’ response to the induction.
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Briefly, the four phases for measurement of the HIP are as follows:

1. Pretrance. Preinduction state of customary awareness is tapped by
the up gaze and is one of the optionally scored items.

2. Induction. Formal trance is induced by eye-closure instructions and
instructions for postinduction responsivity, as well as the instruc-
tions for exiting the formal trance with eye opening. This phase
includes the eye-roll sign and the instructional arm levitation.

3. Initial postinduction. Initial postinduction is measured in the post-
formal trance with open eyes to tap postformal trance responsive-
ness. It includes the items of tingle (optionally scored), dissociation,
signaled arm levitation, and control differential. The administrators
touching of the participant’s elbow end this phase.

4. Postinduction final phase. This phase comes after trance, once the
customary state of awareness has been established. The items
include amnesia (optionally scored) and float.

Briefly, items of the HIP are as follows:

1. Dissociation. Scoring on this item requires spontaneous response
from the participant and can be scored positive 1 or 2 if the partici-
pant reports that the arm used in the preparatory levitation task
feels “less part” of the body than the other arm, or if the hand feels
“less connected to the wrist” than the other hand.

2. Signaled arm levitation. This item is scored 1 to 4 if, on the
instructed signal, the participant’s arm rises to the upright position.
Scoring is based on the number of verbal reinforcements necessary.

3. Control differential. This item is also spontaneous and uninstructed.
It is scored 1 or 2 if the participant feels less control over the arm in
the levitation item. The administrator’s questions do not indicate
which arm is expected to be less controllable.

4. Cutoff. This item is scored positive 1 or 2 if, on the instructed signal,
the participant reports normal cessation and control returning to
the arm used in the levitation item.

5. Float. This item is scored 1 or 2 if the participant reports having felt
the instructed floating sensation through the administration of the
levitation item.

The HIP is an objectively scored interpersonal hypnotic interaction that
obtains results comparable to standardization data established with clini-
cal participants. The induction requires skill and experience. There must
be momentum or rhythm that is established and maintained during the
interaction. There cannot be long silences or pauses during the test
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administration, and the pace cannot be so rapid that the participants do
not have a chance to attend their experiences. Administration of the HIP
requires considerable expertise on the part of the administrator and com-
plete familiarity with the test, which is not required by the Stanford Hyp-
notic Susceptibility Scale. It is for this reason that at Washington State
University we generally introduce the HIP only at the very end of the
advanced course in hypnosis. This means graduate students beginning to
learn the scale will have already completed a minimum of 500 to 1,500
hypnotic inductions and are well advanced in their PhD programs. Even
so, without considerable clinical experience and confidence, the HIP can
be difficult to master. It is a scale reserved for the experienced clinician.
Detailed instructions for administration of the scale appear in the H. Spie-
gel and D. Spiegel’s classic text Trance and Treatment (1978) and in the sec-
ond edition (2004).

The Quantification of Hypnotic Depth

A number of attempts to quantify hypnotic depth, or at least to indicate
the characteristics of various levels of hypnotic involvement, have been
published over the years. Charcot (1882/1888) considered that there were
three types of hypnosis: catalepsy, lethargy, and somnambulism. Bernheim
(1964) and Liebeault (1866) classified various levels of trance ranging
from drowsiness to catalepsy (e.g., rigidity in the limbs achieved through
suggestion), up to suggested hallucinations experienced posthypnotically.

Davis and Husband (1931) published a scale that differentiated five lev-
els of hypnosis, assigned a depth score, and indicated the percentage of
participants they found capable of reaching each level (see Table 4.1).

J. Watkins (1949) published an expanded version of this scale, which
added the following items: 8, Hyperamnesia slight; 16, Hyperamnesia
marked; 19, Regression; and 32, Negative visual hallucinations, posthypnotic.

Efforts to correlate hypnotizability with other personality traits have, in
general, been unsuccessful. However, J. Hilgard (1979) showed that the
ability to respond hypnotically is related to “keeping alive the imaginative
involvements of childhood.” Those individuals who enjoy fantasies
through reading or identification seem to respond better than average.

In the Thematic Apperception Test, participants are asked to imagine sto-
ries about the pictures that are presented to them. One of the pictures
shows a boy lying, apparently asleep, on a couch with an older man leaning
over him. This picture is often perceived as a picture of hypnosis. There is
some evidence that the relationship between this boy and the older man, as
described by the participant, may tell something about whether the indi-
vidual regards the therapist favorably and trusts him or is suspicious of his
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motives and feels a need to resist. Response to this picture may be of help
to therapists (who practice either hypnotherapy or other types of psycho-
therapy) in assessing the therapeutic relationship and the possibility of
favorable response from their patient.

Table 4.1 Davis and Husband’s (1931) Hypnotic Susceptibility Scale

 Depth  Score Objective Symptoms
Number
of Cases

Percentage
of Cases

Insusceptible 0 5 9

Hypnoidal 2 Relaxation 16 29

3 Fluttering of lids

4 Closing of eyes

5 Complete physical relaxation

Light trance 6 Catalepsy of eyes 10 18

7 Limb catalepsies

10 Rigid catalepsy

11 Anesthesia (glove)

Medium trance 13 Partial amnesia 8 15

15 Posthypnotic anesthesia

17 Personality changes

18 Simple posthypnotic suggestions

20 Kinesthetic delusions; complete 

amnesia

Somnambulistic 21 Ability to open eyes without 

affecting trance

16 29

23 Bizarre posthypnotic suggestions 

accepted

25 Complete somnambulism

26 Positive visual hallucinations, 

posthypnotic

27 Positive auditory hallucinations, 

posthypnotic

28 Systematized posthypnotic 

amnesias

29 Negative auditory hallucinations

30 Negative visual hallucinations; 

hyperesthesias

3

Total 55 100
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For successful therapeutic intervention, the therapist must translate
theory into practice. Clinical hypnosis cannot be learned from reading
books alone. The ability to employ the hypnotic modality in effective
treatment of patients requires that the learner spend considerable time in
practice, working with real, live patients. Accordingly, practicum exercises,
which include some of the preceding hypnotizability tests, should enable
researchers or clinicians to develop their skill at selecting suitable partici-
pants for hypnotic work. 
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Chapter 5

 

Introductory Techniques of
Hypnotic Induction

 

Given that hypnosis is essentially a psychophysiological state of aroused
attentiveness, characterized by enhanced receptive focal concentration
with a corresponding diminution in peripheral awareness, there are innu-
merable ways by which this hypnotic state, or trance, can be initiated, such
as by a formal induction in contrast to spontaneous trance that is aroused
either internally (daydreaming) or externally (trauma). They differ widely
in the relative emphasis on motor, perceptual, or dissociative processes.
There are successful hypnotic inductions that go beyond the responses
that can be wrought by mere suggestion and social influence; each con-
tains some of the following elements. I (A.F.B.) have observed that careful
attention to three basic phases of hypnotic induction (particularly among
beginners with fewer than 500 successful inductions) is of critical impor-
tance, if true hypnotic responses are to be obtained from an individual
who is hypnotizable.

 

Three Phases of Hypnotic Induction

 

The preparatory phase consists of descriptions of hypnotic responding,
which may simply be embedded in the hypnotic induction that are pre-
sented entirely in the future tense before they occur. The participant is
attentive. Wording might include suggestions such as “Your eyelids will
become heavier and heavier and you will want to close your eyes, eventu-
ally your eyes will be so tired you will close them — it will be come impos-
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sible to keep them open, the pressure of your hand resting on your leg will
be less and less — 

 

that

 

 hand [the word 

 

that

 

 is used to then dissociate the
hand from the person] will become lighter and lighter and eventually it
will begin to rise, to lift on its own, you may notice that you will get an
increase in salivation as you go into hypnosis, some people have that
response, you might too, it’s just one of those perfectly normal responses
some people have at this stage, maybe you will have it too, maybe not, but
all of the time you will become more and more calm” (or more alert, if an
alert induction is the plan; these are specific responses indicating what will
be felt, rather than some vague call for “relaxation”). The key element of
the preparatory phase is that the therapist is completely safe in suggesting
responses in the future tense when there is no evidence of them in the par-
ticipant. I (A.F.B.) once took nearly an hour to evoke the rising of an indi-
vidual’s hand from the leg. The induction response became so profound to
the individual that future hypnotic rapport was ensured and deep rapid
inductions took place, resulting in dramatic therapeutic gains and major
positive changes in the patient’s life.

The transition phase consists of descriptions in the present tense of
hypnotic responding as the therapist observes them. Participants’ concen-
tration becomes effortless as they begin to dissociate and become unaware
of all but the hypnotic activity. Moving on to this phase prematurely is a
recipe for failure to achieve true hypnotic responding. In such cases, at
best, the therapist might achieve simple relaxation and simple effortful
responses to easy suggestions. The therapist should initiate this phase only
when clear evidence of the participant’s responses, hypnotically suggested
in the preparatory phase, are actually observed. As therapists become
experienced in hypnosis, they will learn to observe the participant more
closely as they become less preoccupied with carrying out the specifics of
the induction procedure. As a result, the therapist will be able to use these
subtle clinical observations of hypnotic responding in the transition phase,
regardless of whether they were suggested in the earlier phase. Clients fre-
quently repeat their own idiosyncratic responses in the process of entering
hypnosis. Wording typical of the transition phase might be as follows:
Upon noticing eye flutter, say, “Your eyes are beginning to flutter, they may
close soon”; then as the eyes close for an instant, say, “There the eyes
closed, so much more comfortable closed than open.”

The hypnotic rapport phase constitutes the true hypnotic experience.
Wording involves whatever is required by the clinical demands of the situ-
ation or the research protocol. Hypnotic deepening, as we discussed in the
earlier chapters, and depth checks should correspond to the difficulty of
the hypnotic response required. Consider, for a moment, that the patient
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is regressed at least to some degree. Why would you expect to be trusted to
use hypnosis in therapy any further if you were perceived to be unsure of
yourself or, worse yet, to have no belief that the hypnotic state is real? No
caring therapists, no matter how clever, can resonate with a patient while
trying to hide disbelief in the modality they are trying to use. To obtain
difficult responses to hypnotic suggestions (pain relief, surgery without
anesthetic, amnesia, trauma resolution, etc.), you must absolutely expect it
to work, you must know it will work. You will gain the prestige and the
expertise to help your clients achieve a hypnotic state, but you must also
be honest in therapy if it is to work.

Develop a series of graded hypnotic suggestions and do not interrupt
the process by calling for simple voluntary behaviors. These points are key
to helping your patient to achieve an altered state and not mere relaxation-
or suggestion-produced responses. In this phase the patient shows (a)
increased suggestibility; (b) attentional redistribution (if told to listen only
to your voice, all else will be effortlessly ignored); (c) no desire to make
plans, the here and now is all that you can focus on; (d) a reduction in
reality testing where reality distortions are readily accepted (may uncriti-
cally accept hallucinated experiences such as petting an imaginary rabbit);
(e) responsiveness to posthypnotic amnesia when so instructed and with
restoration of what has transpired by posthypnotic signal; and (f) the abil-
ity to readily enact unusual roles when instructed to do so, such as reen-
acting behaviors characteristic of an earlier age-age regression.

 

Principles of Induction

 

To narrow the perceptual field, ask participants to concentrate on some
aspect of their physical or psychological functioning: concentrate on a sin-
gle aspect, remove attention from other aspects of their being. Thus, to get
the patients to gaze at an eye-fixation object, say, “Please try to stare at that
thumbtack up on the wall”; to get the patients to sense the feelings in their
hand, say, “Just look at that hand and notice what you can notice”; or to
get the patients to visualize a certain scene, say, “Imagine yourself on a
tropical island.”

To minimize conscious and volitional effort, tell the participants that
they need not attend to the words of the therapist: “My words will enter
your mind without trying to listen, do not to try to do anything, merely to
let happen whatever happens.”

To dissociate the hand from control of the participants and turn normal
self or “subject” movements into not-self or “object” actions. Participants
may be told, “

 

The

 

 hand is moving toward 

 

the

 

 face.” (Not “

 

Your

 

 hand is
moving toward 

 

your

 

 face.”)
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In an effort to bypass voluntary or ego participation, tell participants,
“You are not really concerned about the fact that you can achieve many
things without having to think about them.” Statements of this type have
been highly developed by Milton Erickson. They are viewed as constitut-
ing a “confusion” technique (Erickson, Rossi, & Rossi, 1976).

To induce a regression by stressing comfort, relaxation, passivity, even
infantile dependency, tell participants, “You are in a soft, warm place
where all your needs are taken care of, and you can enjoy this experience
with every fiber of your being” (a womb fantasy).

To tie together hypnotic reactions with ordinary suggested behaviors,
tell the participant, “As you sit there relaxed in the chair, you begin to
notice a sensation of lightness coming into your hand.”

To use repetition as an aid to creating a dissociative response, tell the
participant, “You are becoming sleepier and sleepier and sleepier.” (It
makes no difference to the participant that the hypnotic state has nothing
to do with the actual sleep state.) By contrast, the alert induction might
involve wording such as “You are becoming more alert, more and more
alert, more awake and completely alert.”

To focus attention on tiny normal movements and expand them into
behaviors involving larger segments of the body, tell the participant, “You
are blinking and your eyes are getting heavier and wanting to come down,
down, down, down.”

To establish a set for entry into trance, tell the participant, “I will count
up to 20. Your arm, which I am holding, will get heavier and heavier. At
the count of 20, when I drop it, you will drop rapidly with it into a deep
state of calmness.” This instruction is similar to “On your mark, get set,
go!” A readiness for hypnotic response is suggested. The participant waits
and anticipates its occurrence.

To assist natural entry into a trance state, ask the participant to imagine
a kind of fantasy or dream.

In this chapter, we describe several of the more customary and tradi-
tional approaches to trance induction in considerable detail so that
through practice sessions with suitable participants the beginner can learn
how to hypnotize. In the next chapter, we consider additional techniques
that involve greater complexity and skill for their successful execution or
that deal with specialized problems.

 

Introductory Induction Techniques

 

The Relaxation Technique

 

As we noted in the chapter on history, earlier workers, such as Liebeault,
perceived the hypnotic state as akin to sleep, and they used the word fre-
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quently as part of their induction verbalizations. Because research has
shown that the condition of hypnosis is physiologically and psychologi-
cally different from that of sleep, workers in the field now tend to avoid
this term. However, in its place there is a great deal of use of the term

 

relaxation,

 

 both in orienting patients to the meaning of hypnosis and in
providing a set for the more effective inculcation of suggestions.

Relaxation is not at all necessary for a hypnotic induction (A. Barabasz
& Barabasz, 2000); however, Meares (1961) devoted almost an entire chap-
ter to describing a relaxation approach and specifically told his patients, “It
is easier to attain the mental state of hypnotic sleep, if one lies flat on one’s
back.” On the other hand, E. Hilgard and J. Hilgard (1975) found no dif-
ference in the response to hypnosis depending on whether the participants
were seated or standing. Several techniques, such as the postural sway and
certain rapid approaches, use an initial standing posture. The fact that
individuals can be hypnotized when standing, sitting, or lying down is
indicative of the point that hypnosis is not the same as simple relaxation.
As a rather extreme example, I (A.F.B.) have hypnotized pilots while liter-
ally flying upside down in a fighter trainer, and have hypnotized airline
pilots in training — in a Boeing 737 full motion simulator — in research
on increasing attentiveness.

However, many induction and deepening techniques do employ some
variation of relaxation, both as a process and as verbalized to the patients,
and its use seems to make the induction process develop in a more gradual
and natural manner. Furthermore, when hypnosis is described to patients
as a form of “natural relaxation,” they may lose any fears of involving
themselves in it. It becomes, then, no longer a strange, mysterious experi-
ence in which their will can be overpowered, but it simply is a natural and
pleasant physiological state to which they are already accustomed. Hypno-
sis then becomes divorced from the erroneous notion of “special process.”

Before modern pharmacological treatments for hypertension were
developed, Jacobson (1938) described a detailed process of “progressive
relaxation” to teach patients to lower their blood pressures. He did not
consider this to be hypnosis. However, the use of progressive relaxation
techniques often results in an easier entry into hypnosis by a patient. These
same procedures can also be employed as a preparation for hypnosis when
patients are initially very tense and resistant. As they relax, they tend to
relinquish rigid postures of opposition to hypnotic suggestions.

The progressive relaxation suggestions are aimed at making the patient
highly aware of the difference between a state of tension and a state of
relaxation progressively in different members of the body. An example
might be as follows:
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Lift your right foot off the floor and extend your leg straight out.
Now imagine that there is a heavy weight placed on your ankle. Be
keenly aware of the tensions throughout your entire leg. Think
about them. Notice the pulling and the fatigue. Concentrate on all
the feelings in that leg. That’s it. Now let go. Let your leg drop down
loose and limp until it is completely relaxed. Let all the tension and
control go out of it.

The procedure is now repeated with the left leg. Similar suggestions
may now be moved to the abdominal region.

Tighten the muscles across your abdomen. Make them like a tight
band. Tighter, tighter, tighter. That’s it. Hold that tension. Concen-
trate on it. Be keenly aware of every feeling in it. Good. Now let go.
Let all the stiffness and tension go out of the abdominal muscles.
Let them become completely relaxed.

Similar instructions are now administered to target the chest muscles,
each arm, the hands, the facial muscles, the eyes, and the forehead. Each in
turn is tensed, sensed, and then calmed to a more relaxed state. The
patient becomes very conscious of the difference between tension and
relaxation and learns how to achieve relaxation first in each part of the
body and then finally throughout the entire body. The exercises, although
minimally effective for their original intention of controlling high blood
pressure, have been found to be very beneficial in treating many kinds of
anxiety reactions and psychosomatic conditions in this day where the
demands of our complex, information-overloaded society are significantly
related to a wide range of physical and psychological tension disorders. If
relaxation has been employed in treating such conditions, it is an easy step
to incorporate it into an initial stage of hypnotic induction.

The therapist using such techniques talks in a slow and soft voice, thus
modeling the state of relaxation. Meares repeated phrases such as, “Calm,
easy, comfortable, let yourself go, drowsy, drifting, feel the heaviness, let
the muscles loose, all of your body relax, it’s all through you,” and so on.

Each therapist will modify the exact wording, but the general principles
involved in this induction will be the same; namely, providing continual
suggestions of becoming calm, letting tensions go, drifting, picturing
pleasant calming imagery, and modeling by the therapist of a state of
relaxation. Although skilled operators always observe movements of their
patients and attempt to coordinate suggestions with them, this approach
probably calls for less attention to this factor than many others. The
monotonous voice and the hypnotic-like suggestions of ever greater
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involvement in becoming calm have a cumulative effect that ultimately can
result in the hypnotizable individual slipping into a trance state.

 

The Eye-Fixation Technique

 

James Braid (1960) is credited with developing what has become a classic
induction method. Braid viewed eye fixation as key to an individual’s hyp-
notic involvement.

The participant is seated in a comfortable armchair, and asked to rest
comfortably. A pencil (or other object) is held just above the bridge of the
nose, perhaps 6 to 8 inches away, and sufficiently close as to induce ocular
fatigue. To focus on it the participant has to look upward and direct the
eyes inward. The intention is to build on the eye fatigue so that it ulti-
mately becomes natural to eliminate it by closing the eyes. The good ther-
apist is extremely attentive to all tiny muscular responses and uses each to
build on for the administration of suggestions aimed at inducing reactions
in greater segments of the body.

Eye closure may be rapid or it may take a considerable period of time in
the resistant individual. Accordingly, the arm of the therapist may become
quite tired after holding it for a long time above the participant’s eyes. Fur-
thermore, in this approach it is better to stand at the side of the partici-
pant’s chair rather than in front. This position is easier to maintain. If the
therapist stands in front of the participant and holds his or her arm high,
the therapist will become fatigued more rapidly; slow reactors might
require 15 or more minutes before the eyes close. In the preferable posi-
tion, the therapist’s arm is resting against his or her side and his or her fin-
gers, which are below the participant’s eyes, hold the pencil.

The therapist should observe the participant’s reactions carefully and
time the suggestions very closely with them. For example, the remark,
“Occasionally, they are going to blink,” might be made immediately after
perceiving a blink. What is important is that suggestions must correspond
to what is observed. In the early stages of the induction the suggestions
follow movements of the participant. Later, as the hypnotic involvement
becomes greater, the therapist can lead or initiate such movements by
appropriate suggestions. Knowing just when to change from a following to
a leading is important and requires the closest attention. There are a num-
ber of variations to this approach, but a typical set of verbalized sugges-
tions might be as follows:

Stare at the shiny part of this pencil. Fix your eyes on it. Take a few
deep breaths. Just keep breathing deeply. Listen to the sound of my
voice. You will find that your eyelids will get heavy. Almost as if
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they had a heavy weight attached to them. And the longer you stare
at this, the more your eyelids will get heavy, and you blink, and they
will have a feeling like something is pulling them down, as if they
wanted to slowly close, and get drowsier and sleepier and heavier
And you have a feeling as if they were slowly closing, slowly closing,
getting drowsier and more tired, and when they finally do close,
how good you will feel. Drowsy, heavy, pulling down, down, down,
slowly closing, getting harder and harder to see, and you feel good.
Very, very hard to keep them open, feel that very soon they will
close tightly, almost tightly closing, almost tightly closing, tightly
closing. Your eyes are tightly closed; you feel good; you feel com-
fortable; you’re relaxed all over; just let yourself drift and enjoy this
comfortable relaxed state. You will find that your head will get
heavier, tends to nod forward some, and you just let yourself drift
in an easy, calm, relaxed state.

The feeling of heaviness and the feeling of the eyes wanting to close are
suggested first. Perceptions such as feeling the eyes wanting to close cannot
be challenged, as can actual behaviors. If the therapist said at first, “Your
eyes are closing,” when in reality they were staring wide open, then their
credibility would be lowered. Often in such a case, the participant struc-
tures this into a challenge. Then they become engaged in a kind of battle
where the therapist is insisting, “Your eyes are closing,” while the partici-
pant is fiercely resisting the eye closure. In such cases, the therapist often
loses. Even if the eyes finally do close, the effort to induce the closure and
that of the patient to resist has initiated a confrontive type of relationship.
Obviously, this is counterproductive. There are some cases where verbal
force and pressure are the only way to induce a trance state, but these
should be employed minimally in therapeutic hypnosis.

Sometimes the heaviness in the eyes and the tendency for them to close
can be enhanced by the therapist’s passing a hand, perhaps with fingers apart,
slowly downward several times between the participant’s eyes and the pencil.

The induction proper is considered completed when the participant’s eyes
are completely and firmly closed. This may be tested by a challenge as follows:

Your eyes are tightly closed, and you will find that they want to
remain closed. They are tightly stuck together, so tight that it seems
as if the harder you try to pull them apart, the tighter they stick.
The harder you try to pull them apart the tighter they stick
together. They stick so tightly together they will not come apart no
matter how hard you try. Try to pull them apart.
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After the participant has tried for a moment or two the therapist may
then say, “That’s all right. You don’t have to try any more. Now you can go
down into a very deep state of relaxation, deep, deep, deep.”

Experienced therapists tend to avoid challenges. Furthermore, if the
individual is a patient for whom hypnotherapeutic treatment is to be
administered, challenges may have an impairing effect on the relationship.
Challenge suggestions tend to establish a dominant-dependent type of
relationship, which may be contrary to the aims of the therapist. However,
in some cases the therapist may feel it necessary to test the extent of hyp-
notic involvement before proceeding further. At this point deepening pro-
cedures are usually employed, or if the doctor feels that the patient is
sufficiently involved in hypnosis, therapeutic suggestions or other treat-
ment procedures may be applied.

 

Variations of the Eye-Fixation Technique. 

 

It may be inconvenient to hold an
eye-fixation object, such as the pencil, in front of the participants’ eyes.
Accordingly, they can be asked to fix the gaze on some object across the
room, preferably one that requires them to look upward. Some practitio-
ners, such as those who use an analytic couch, may place a thumbtack in
the ceiling at which the patient is asked to look. By having patients fixate
on an object across the room, the eye-fixation procedure can be used to
hypnotize simultaneously a number of members of a group. Group hyp-
nosis is quite feasible (as in the group hypnotizability tests), and hypnosis
is also being employed by a growing number of group therapists.

However, the difficulty is that the hypnotic suggestions cannot be timed
as precisely to participants’ eye movements or other postural indicators of
hypnotic involvement. Accordingly, some participants will have achieved
eye closure in a few minutes, whereas others are still staring with wide-
open eyes at the fixation object. Group therapists obviously have to adapt
their verbalizations to such a general situation.

Sometimes therapists place his or her fingers on the participants’ fore-
heads and asks them to fixate on the end of the thumb. This, too, can be
tiring and may also create other matters for consideration because it
involves touching.

Patients who wear contact lenses should be asked to remove them
before beginning an eye-fixation induction.

 

The Eye-Blink Method

 

This eye-closure method has the advantage of requiring little vocal effort
on the part of the therapist. It is also quite easily administered to a group.
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Participants are asked to sit back comfortably in their chairs, to close their
eyes, and to take a few deep breaths. This, of course, is fairly standard pro-
cedure for many different inductions and simply establishes a responsive
set and a feeling of security. Instructions may then be given as follows:

I am going to count some numbers starting with one. Each time I
say a number I want you to blink your eyes open for just a fraction
of a second and then immediately close them. Continue doing this,
responding to each number I speak by a rapid and momentary
opening and closing of the eyes, until such time as your eyes
become so tired and heavy they no longer wish to open. You may
then just keep them closed and relax deeply.

It is desirable for the therapist to demonstrate the eye-blink counting
behavior before beginning the induction to show what is expected.

The therapist then begins counting at 5-second intervals. The therapist
closely observes the participants’ eyes to see that they are carrying out the
instructions, making only a very quick blink open and instantly closing
again each 5 seconds.

After about 20 counts the therapist begins to put longer spaces between
each count, perhaps a transitional period of 7- to 8-second intervals while
counting from 21 to 30. After that, the intervals are systematically
increased by about 5 seconds each for 10 to 20 counts. Hence, from 30 to
40 or 50 each number may be separated by a 10-second interval; from 50 to
60 or 70 separated by a 15-second interval. By the time 20-second intervals
are reached, as many as 15 minutes or more has been spent in the induc-
tion. It is recommended that the therapist speaks the early numbers in a
clear, firm voice, and that the therapist’s voice becomes softer and more
gentle as the induction proceeds, until by the time the therapist is counting
with 20-second intervals, his or her voice is almost a whisper.

This procedure draws on natural physiological tendencies. As partici-
pants become increasingly relaxed, they find it less and less desirable to
open the eyes. Each time they do they are confronted with a visual percep-
tion of reality to which the organism must adjust, but that is so momen-
tary that they really do not have time to readapt to the normal awareness
of the unhypnotized state. We tend to repeat behaviors that result in the
cessation of feelings of unpleasantness. We also avoid behaviors that bring
about unpleasantness or punishment. Opening the eyes creates a feeling of
unpleasantness; closing them reinstates the pleasant state of calmness. So,
in time, it is much easier simply to keep the eyes closed and continue on in
a “deep state of relaxation” that the therapist has not only given permis-
sion to enjoy but also suggested would occur.
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The Direct Stare

 

This technique was used widely by Bernheim and is described in much
greater detail by Meares (1961, pp. 195–204) than we describe here. It is an
extremely aggressive approach, which for its success relies on the domina-
tion by the operator of the participant. It is especially suited for emergency
situations where the participant has, for example, just suffered physical or
emotional trauma. I (A.F.B.) have used it in hospital emergency rooms,
where immediate hypnosis to help the patient cooperate with treatment or
a medical test procedure is required. One case involved a bouncer from a
local bar who had been stabbed in the back. This rather huge fellow still
had the knife stuck in his back, but because of pain and agitation, he was
unable to keep still long enough for the urgently needed X-ray. This is not
the time to measure hypnotizability or attempt a long drawn out relax-
ation induction. The direct stare induction produced a deep trance with
great rapidity.

Because it is quite forceful in manner, there are certain specific indica-
tions for its most effective use and certain precautions and contraindica-
tions. It establishes the rather traditional dominance-submission
relationship described in the Svengali-Trilby story (du Maurier, 1941) and
thus is not advised for a long-term treatment situation, which can involve
analytic or other similar types of psychotherapy. This does not create the
type of relationship that is normally considered to be therapeutic.

However, as in the previous case example, when it is essential that a
trance state be rapidly induced, especially for the purpose of relieving an
acute pain (such as might occur on a battlefield or following a severe acci-
dent), it can be the method of choice. The therapist must initiate it only
with the greatest air of confidence and boldness, and must use a firm com-
manding voice. It is an approach that would be infrequently used. The
presence of paranoid trends in the patient is contraindicative, because
such patients may incorporate the therapist into his or her delusional sys-
tem as a possessor of the “evil eye.” There is also the possibility of trauma-
tizing timid patients and developing in them a lasting fear of hypnosis or
of that specific therapist. Still, when it is necessary that immediate, firm
action be taken to quiet a hysterical individual or to administer immediate
and effective hypnoanesthesia (perhaps when chemoanesthesias or analge-
sias are not available or are contraindicated) the practitioner should be
prepared to use this procedure.

The patient should be lying down or sitting and facing the therapist
directly, and the eyes of the therapist are fixated on a point between the
patient’s eyes and at the bridge of the patient’s nose. The face and eyes of
the therapist should be quite close, in fact can be so close that the thera-
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pist’s eyes cannot actually focus on the nose bridge, but stares through it,
as if fixed on some distant point on the other side of the patient’s head.
This staring through the bridge of the patient’s nose, rather than at it, will
greatly relieve feelings of eye tension in the therapist, but will be just as
effective to the patient. Grasping the shoulders of the patient the therapist
might then give suggestions such as the following in a commanding voice:

Stare into my eyes. Look, don’t take them away. You have to look into
my eyes even though you would like to turn them away. Your eyes
are becoming very, very heavy. They cannot stay open. There is an
irresistible force pulling them down. Down! Down! Down! Heavier.
They blink [spoken immediately after the patient has blinked]. They
are closing, closing tightly shut. The eyelids are sticky. Struggle if you
like. You cannot keep them open. The harder you try to keep them
open the more irresistible is the force pulling them down. Your eyes
are tightly closed, and your body is growing numb.

Suggestions of this type are continued for 2 or 3 minutes, by which time
those participants who can respond favorably to this approach will have
achieved a firm eye closure. Occasionally, a participant will enter a deep
hypnotic state with eyes staring, wide open. This will be noted because
hands passed in front of the eyes will evidence no response. The eyes will
not adjust to fixate on them, and the individual will react as if not seeing
the therapist’s passes. Such an “awake” trance state can often be very deep.
It involves catalepsy of the eyes but with them wide open rather than
tightly closed. It may be useful then simply to close the lids by pulling
them down while saying, “There, they are now tightly closed and need not
open. You can now go down into a very, very deep state.”

This technique is often used by stage therapists. It typifies that manner
described by Ferenczi (1926), as the “father hypnosis,” in which transference
reactions involving fear of early authority figures are mobilized as a motiva-
tion for entering the hypnotic state. One must decide whether the covert fear,
which is engendered toward the therapist by this procedure, is offset by the
advantages of rapid induction and immediate receptivity of the patient to
powerful suggestions, such as might be necessary to counteract acute pain.

 

The Arm-Drop Induction Method

 

This approach in some ways resembles the arm-drop test of hypnotizabil-
ity (see Figure 5.1). However, it is different and begins with a variation of
eye fixation. The therapist asks the participant to raise an arm so that the
hand is slightly above the head and gives suggestions as follows:
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Stare at one of the fingers, either the index or the middle finger. You
may continue to look at it, or, if you wish, close your eyes and visu-
alize it in your mind’s eye. As you fixate your gaze on it you will
notice that the other fingers tend to fade out of focus and that your
entire arm begins to feel heavier and heavier. The longer you con-
centrate on that finger the heavier and heavier your arm becomes.
But you will not go into a deep state of relaxation until the arm has
come all the way down. Keep concentrating on that finger while the
arm gets heavier and heavier and heavier. [Say when downward
movement becomes apparent.] Notice that as the arm is getting
heavier it is slowly coming down, down, down. But you will not
relax into a deep and profound state of relaxation until the arm is
all the way down and touching. Going down, down, down, deeper,
deeper, deeper. [The hypnotic instructions must be timed with the
actual movement of the arm.]

There are a number of aspects of this induction, which are worthy of
special notice. First, the arm is placed in such a position that fatigue will
eventually bring it down. The downward movement is tied into going
“down” into a “deep state of relaxation.” The harder the individual keeps
fighting to hold it up, the more one is committed to the proposition
implied by the statement that, “You will not go into a deep state of relax-
ation until the arm is all the way down.” This means, of course, that, “You
will go into such a state when the arm comes all the way down.”

Quite often, the eyes also come down as the arm does and they close
when the arm is all the way down. Notice that the participants are given a
number of choices in which they feel that they are exercising conscious
volition. However, none of these choices imply the freedom to avoid going
into a deep state of relaxation. The participants can choose which one of
their fingers to fixate on. They can decide whether to stare at it or visualize
it in the mind’s eye, and the therapist gives them the option of not going
into a deep state simply by preventing the hand from coming down. But
normal physiology works against such conscious volition. Sooner or later,
the fatigue and sense of discomfort will be so great that the arm must
come down. The participant’s resistive energies have been spent fighting
internally, rather than fighting the therapist.

This is a pressure technique. Trance can be avoided only by a complete
refusal on the part of participants to be drawn into the dilemma that con-
fronts them. Sometimes the individuals will simply lower the arm rapidly
and voluntarily, then open the eyes and decline to “play the game.” This is
a good opportunity to remind participants that in doing so, they are dem-
onstrating ultimate control, but that when experiencing real hypnosis the
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(a)

(b)

 

Fig. 5.1  

 

Arm Drop Induction. (a) The participant is in the initial position of arm-drop induction. (b)
The participant’s arm begins to lower. 
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(c)

(d)

 

Fig. 5.1  

 

Continued. 

 

(c) The participant’s arm continues to lower. (d) As the participant enters hyp-
nosis, the therapist’s hand passing downward reduces light to her closed eyelids, giving the mes-
sage, “Down deep.”
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idea is not to “make it happen” but rather merely “not keep it from hap-
pening”: “Please just think about the things I suggest and let’s see how we
can make hypnosis work best for you, I need to learn what works best and
that is accomplished by seeing which approaches are most acceptable to
you (or acceptable to your subconscious) and work best for you.”

No technique will hypnotize all individuals, but this one is frequently
effective, combining as it does the principles of eye fixation, physiological
fatigue, and apparent choice, restriction of perception, reversed effect,
and repetition.

 

The Arm-Levitation Technique

 

In this approach, the therapist suggests the reverse movement, so it does
not use the physiological fatigue factor. In fact, it operates in the opposite
direction and must overcome such fatigue. However, it does start aroused
focal concentration with a corresponding, diminution of peripheral
awareness. Attention, directed perception, and tiny movements are then
spread to larger ones. At each stage of the induction, there are overt move-
ments that indicate the extent of hypnotic involvement so that the thera-
pist is continually receiving cues from the patient. This makes it possible
to continue each step with further repetition until it is successfully exe-
cuted before proceeding with the next stage (see Figure 5.2). 

So that we can analyze each step and the principles involved, we
numbered the following verbalizations (the numbers are not part of the
verbalization):

[1] Put your right hand [or left hand if the left is the dominant
hand] on the table. [2] Please concentrate all your attention on that
hand. You can look at it and see if you can be aware of all the sensa-
tions and feelings in the hand. [3] For example, you are aware that
it is sitting on the table. There is weight there. You are aware of the
texture of the table; you can keenly sense the position every finger
has toward every other finger. [4] Notice the temperature of that
hand, and as you look at that hand with this concentration, you
will begin to notice that one of the fingers in that hand will feel dif-
ferent from the others. [5] Now, it might be the thumb or the little
finger or perhaps the index finger, or the big finger or the ring fin-
ger, but one of them will feel distinctly different from the others.
[6] And that feeling may be that it’s a little more warm or that it’s a
little cold. It could be that it kind of stings a little or that it’s numb.
It could feel lighter or heavier, [7] but if you concentrate well, you
will be able to know which finger it is that has the different sensa-
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tion from the others [8] and as you pay close attention that par-
ticular finger will lift itself a little bit from the table over the
others. Now concentrate on that, and you will notice that one of
the fingers will tend to lift itself up from the table a little. [9] It’s
that [little?] finger. [10] Now please concentrate and you may find
that finger becoming kind of numb; it’s sticking straight out; it’s
almost as if it were made out of wood [11] and that wooden feel-
ing will start spreading to the other fingers around close to it, and
they too will begin to lift

 

 

 

themselves and straighten. And you will
find that next the finger will come up. And you will find that same
lifting feeling coming into the [big] finger, and it sort of stiffens
and straightens itself. And there is a light feeling, a woodenlike
feeling, and then it moves into the [little] finger, and that, too,
gets light and feels like it’s floating, and then it gradually spreads
into the hand. [12] And the hand begins to feel like it is made out
of wood or cork and like cork it sort of wants to float as if it were
in water and wants to come up. [13] Or perhaps you can imagine
there is a balloon attached to the wrist and this hand keeps want-
ing to float up [14] in the direction of your face and it gets higher
and higher and higher. [15] And you feel a drowsy sensation as it
comes closer to the face. [16] It’s about 12 inches away, then it’s
about 11 inches, [17] and the higher the hand comes, the drows-
ier you feel, [18] and you begin to think that when the hand
touches the face you will go into a deep and profound relaxed
state. [19] Now, it’s only 5 inches away. And now, it’s 4 inches
away. Coming, closer and closer. It’s going to touch pretty soon.
Three inches away. [20] And when it touches you will go into a
very deep state. [21] Almost touching, almost touching, almost
touching. An inch away. Coming closer and closer. [22] Touching,
touching. [23] And you just feel a sense of relaxation, [24] and as
your hand goes down, you go down, too, into a deep, deep, deep
relaxed state. And you feel yourself go down to a deep, comfort-
able, relaxed state. 

Let us go through this induction again, indicating the purpose and princi-
ple involved in each suggestion or set of suggestions

 

:

 

1.  “Put your right hand on the table.” This is a specific, directed
instruction, and not contestable.

2.  “Please concentrate all your attention on that hand. You can look at
it and see if you can be aware of all the sensations and feelings in the
hand.” This involves concentration and directed attention.
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(a)

(b)

(c)

 

Fig. 5.2  
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3. “For example, you are aware that it is sitting on the table. There is
weight there. You are aware of the texture of the table; you can
keenly sense the position every finger has toward every other finger.”
This involves highly specified perceptions, one after the other; there
is no time to think and criticize each.

4. “Notice the temperature of that hand, and as you look at that hand
with this concentration, you will begin to notice that one of the fin-
gers in that hand will feel different from the others.” This involves
concentration on one part of the body; tying together the act of

 

(d)

(e)

 

Fig. 5.2

 

Continued.

 

 

 

rm Levitation Induction. (a) The participant is in the initial position of arm-levi-
tation induction. (b) The participant’s arm begins to rise while the tips of her fingers remain in con-
tact. (c) The participant’s arm is now clearly levitating. (d) The participant’s arm levitation increases.
(e) The participant’s hand touches her face and she enters a state of hypnosis. The therapist is ready
to guide the hand down to provide a nonverbal message for deepening.
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attention to first perception of an unusual, and hence suggested feel-
ing; no specification as to the nature of that “different” feeling.

5. “Now, it might be the thumb or the little finger or perhaps the index
finger, or the big finger or the ring finger, but one of them will feel
distinctly different from the others.” The participant is given a
choice of fingers, but no choice of not having this “different” feeling.

6. “And that feeling may be that it’s a little more warm or that it’s a lit-
tle cold. It could be that it kind of stings a little or that it’s numb. It
could feel heavier or lighter.” Again the participant has a choice of
feelings but not a choice to have no such unusual feeling. Partici-
pants feel that procedure is extremely permissive, which it is, in the
manner in which they go into hypnosis.

7. “… but if you concentrate well, you will be able to know which finger
it is that has the different sensation from the others…” The differ-
ence in feeling is presented as fact. It is the participants’ responsibility
to perceive this by demonstrating their ability to concentrate.

8. “… and as you pay close attention that particular finger will lift itself
a little bit from the table over the others. Now concentrate on that,
and you will notice that one of the fingers will tend to lift itself up
from the table a little.” If it does not lift it is because the therapist has
not paid close enough attention. A tendency to lift is suggested first,
not that it is lifting.

9. “It’s that [little?] finger.” Slight movement is seized upon by the
therapist and verified, thus increasing his or her credibility.

10. “Now please concentrate and you may find that finger becoming
kind of numb; it’s sticking straight out; it’s almost as if it were made
out of wood.” The therapist makes suggestion from movement back
to perception, this time of anesthesia and rigidity, and makes com-
parison to the insensibility of wood.

11. “… and that wooden feeling will start spreading to the other fingers
around close to it, and they too will begin to lift

 

 

 

themselves and
straighten. And you will find that next the finger will come up.
And you will find that same lifting feeling coming into the [big]
finger, and it sort of stiffens and straightens itself. And there is a
light feeling, a woodenlike feeling, and then it moves into the [lit-
tle] finger, and that, too, gets light and feels like it’s floating, and
then it gradually spreads into the hand. The paraesthetic feelings,
the stiffness, the rigidity, and the lifting movement is spread from
one finger progressively through all fingers and the entire hand.
More and more of the body of the participant becomes hypnoti-
cally involved. By using such a phrase as “you will find,” the thera-
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pist places participants in the position of being a passive observer
of the finger behavior that is happening. They are not doing it; it is
perceived as “object,” not within voluntary self action. “It” hap-
pens; the participants are not doing it. A dissociation between the
participants’ hand movements and the perception of their own
voluntary processes is being established.

12. “And the hand begins to feel like it is made out of wood or cork and
like cork it sort of wants to float as if it were in water and wants to
come up.” The wooden feeling is spread to the entire hand and then
the therapist makes the comparison from wood to cork so that the
next suggestions of floating in water will be facilitated.

13. “Or perhaps you can imagine there is a balloon attached to the wrist
and this hand keeps wanting to float up…” This is another image
the therapist can suggest to facilitate floating upward tendency.
Notice “the” wrist, not “your” wrist — treating it as object, not part
of the self. Note also that it “keeps wanting” to float up; hence, inde-
pendent of self, “it” is making the choice of movement.

14. “… in the direction of your face and it gets higher and higher and
higher.” The specific direction of movement is suggested with
repetition.

15. “And you feel a drowsy sensation as it comes closer to the face.” The
involvement in hypnotic “sleep” is being tied to upward movement
toward “the” face, not “your” face.

16. “It’s about 12 inches away, then it’s about 11 inches, …” The thera-
pist suggests approaching movement of the hand toward the face
but keeps close to the actual position of hand. Do not lead too
much.

17. “… and the higher the hand comes, the drowsier you feel, …”
Increased sensations of hypnotic “sleep” are tied directly to hand
movement.

18. “… and you begin to think that when the hand touches the face you
will go into a deep and profound relaxed state.” Participants have
anticipation that they will enter profound hypnosis at the moment
of touching.

19. “Now, it’s only 5 inches away. And now, it’s 4 inches away. Coming
closer and closer. It’s going to touch pretty soon. Three inches away.”
The therapist makes further suggestions of movement and anticipa-
tion of touching.

20. “And when it touches you will go into a very deep state.” The thera-
pist offers repetition of anticipated touching and ties it again to
entry into a very deep state.
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21. “Almost touching, almost touching, almost touching. An inch away.
Coming closer and closer.” The therapist offers repetition and urg-
ing of movement.

22. “Touching, touching.” The therapist provides confirmation at
moment of touching.

23. “And you just feel a sense of relaxation, …” The therapist makes this
a moment of personal achievement for the participant, who is
rewarded with pleasurable positive reinforcement.

24. “… and as your hand goes down, you go down, too, into a deep,
deep, deep relaxed state. And you feel yourself go down to a deep,
comfortable, relaxed state.” The participant has achieved touching;
now the consequence of entry into a deep relaxed state can take
place. The therapist offers repetition with firmness. The participant
verifies this by his or her own “comfortable” feelings. Note repeti-
tion of word 

 

down

 

 with more than one meaning.

A variation of the arm levitation technique preferred by the first author
does not involve a table as the initial resting point of the participant’s
dominant hand. Instead, it begins with the hand on the participant’s leg.
This allows the doctor to focus the participant’s attention rather differ-
ently. After drawing attention to small finger movements, as in the previ-
ous protocol, you might proceed with “[1] Notice the warmth generated
between the hand and the leg,” the warmth and pressure of the hand on
the leg can then more easily be reframed as “[2] a kind of special tension
will form between the hand and the leg. I don’t know when and you don’t
know when it will happen, but it will be a kind of tension, … perhaps its
already there, I do not know, and you might not know but the tension will
mount, the tension will grow and grow, [3] now as that tension grows
between your hand and your leg it will push the hand up from the leg the
hand and the arm become lighter and lighter.” Once some very minor con-
firmation that the hand is lifting, usually the fingers at first keep contact
with the leg as the hand rises from the center of the back of the hand, say,
“[4] Yes, there it goes lifting, lifting up, rising up. [5] Now, I do not know
exactly where that hand is going, but it is rising up, moving in some way
toward your face”; if the hand lifts about 1 foot high or more, follow-up
and persist with “[6a] It continues to rise up, rise up toward your face, all
the time watching it move on its own, fascinating it is to see your hand
move up toward your face, and when it touches your face you will go
down into a deep state of hypnosis as deeply down as you ever wished, to
help make hypnosis work best for you.” If after 20 or more minutes the
hand has barely risen from the leg, continue with “[6b] Amazing isn’t it
how the hand has moved up like that, all by itself, up off your leg — and
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now it’s finally OK to let yourself go into a deep state of hypnosis as deeply
down as you ever wished, but try to keep from going too deeply into hyp-
nosis like that until the hand falls back on to your leg.” 

Remember, the participant has no clue as to how high the hand might
have gone up. Even a slight effortless rising of the hand as a prerequisite to
6b might be all that is necessary to help the participant reach a very sub-
stantial depth of hypnosis. Also, remember to be patient and completely
confident throughout the induction; there is no time limit and no reason
to rush. I (A.F.B.) once took nearly an hour to obtain some rather minimal
lifting of the hand with a very skeptical and untrusting patient who had
been to several other therapists who “used suggestive techniques.” A slight
effortless rising of the hand was all that was necessary to allow the patient
to obtain a depth of hypnosis sufficient for pain relief. Subsequently, use of
pain medication ceased entirely within a few weeks. The patient was proud
to have a new skill and to have overcome more than 1 year’s use of depen-
dency-producing pain relievers. The patient also returned to a normal
work schedule, much to the satisfaction and amazement of the referring
physician.

To awaken hypnotized individuals therapists can give a suggestion such
as, “As I count from 10 to 1 you will gradually come out of hypnosis; when
I reach 5 open your eyes [assuming eye closure was part of the induction]
but you will not be completely out of hypnosis — fully alert and feeling
just fine until I reach the count of 1. When I reach 1 you will be completely
out of hypnosis feeling just fine.” Once therapists reach 1, they ask the par-
ticipant how they are feeling. If the participant indicates feeling groggy,
say, “That happens sometimes when a person goes rather deeply in hypno-
sis, so let’s go back into a light state as I count from 1 to 3: 1, 2, 3. [Typi-
cally the participants’ eyes will close but it is not necessary.] Now this time
as I count you out of hypnosis you will be completely awake, alert, fully
normal feeling. [Count firmly with a commanding voice.] 3! 2! 1! COM-
PLETLY OUT OF HYPNOSIS NOW — GOOD that’s fine now.” At this
point, the participants can be questioned about feelings, behaviors, and
sensations as to how deeply hypnotized they might have felt and so on.

 

Repetitive Movement — Wagging Hand

 

A much simpler induction technique involving hand movement is that of
repetitive movement, sometimes facetiously called “hand wagging.” It
combines eye fixation and concentration on a moving object, repetition, a
gradual change of the movement from subject to object, and a tying of this
action to eye closure. Less skill is required of the therapist than in the arm-
levitation approach. It is one of the best techniques for a beginner to use.

 

RT5814_book.fm  Page 143  Wednesday, November 17, 2004  1:56 PM



 

144

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

Meares (1961) described this approach in considerable detail and
reported it was especially effective in working with resisting individuals
who were unable or unwilling to relax completely. Instructions to be given
to the patient are as follows:

 

Repetitive Movement. 

 

“Place your elbow on the table with your forearm up like this. Now I want
you to stare at that hand while I move it up and down. Up, down, up,
down, up, down. As you stare at that hand, you will notice a tendency for
your eyes to become heavier and heavier, as if they might want to close.
Keep staring while the hand continues to go up, down, up, down, up,
down!” The therapist positions the participant’s elbow on the table with his or
her own fingers on the back of the participant’s hand and his or her thumb on
participant’s palm just above the wrist.

2. “You will also notice that the movement in this hand is becoming
more and more automatic. It is as if the hand itself wants to move
up and down without your doing anything about it. Up, down, up,
down, up, down. Your eyes are getting so very heavy that they are
gradually closing. It doesn’t seem as if they could be held open.” The
participant’s hand is wagged up and down in time with the verbal
suggestion of “up, down.” The hand is increasingly dissociated as it
is referred to as “the” hand, not “your” hand. The hand is becoming
an “it.”

3. “You are relaxing deeply all over while the hand is moving more and
more by itself. Up, down, up, down, up, down. Now, the movement
of the hand is so automatic that it keeps going up, down, up, down,
up, down all by itself and it doesn’t need any more help from me to
continue its movement. Up, down, up, down, up, down.” The thera-
pist now gradually loosens hold of the participant’s hand until only
lightly touching it by the thumb and forefingers. As soon as the ther-
apist is convinced that the participant’s hand movement will con-
tinue automatically the therapist removes his or her hand entirely. 

4. “It is now becoming so automatic that it continues to move all by
itself without any control by you. Up, down, up, down, up, down. It
seems to be almost outside you with a will to move up and down
independently of you. It controls its own actions. You do not control
them.” The therapist continues to reinforce the movement with “up,
down” as long as necessary to ensure automatic action.

5. “As it goes automatically up and down it seems to be saying to you,
‘Deep, relax, deep, relax, deep, relax. Up, down, deep, relax, up,
down, deep, relax.’ You are going more and more into a deep and
profound state of relaxation. Your eyes are closed. Your head is
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heavy. It is nodding forward, and you are going deeper and deeper
and deeper.” The “up, down” movement is now tied to the sugges-
tion of “deep, relax,” keeping the same timing and coordination.

6. “I will take the hand now and stop its movement. As I bring the
hand down you will go down with it, deeper and deeper.” The thera-
pist now stops the movement and brings the hand down to the
table, emphasizing both “downs.”

7. “Deep, deep, deep, deep, deep.” The therapist says the “deeps”
strongly and rapidly as the hand comes down. For emphasis, the
therapist presses the participant’s near shoulder down slightly.

 

Summary

 

The methods of induction we described in this chapter represent those
that probably have the widest use. They are well validated and will show a
high percentage of success when employed skillfully with hypnotizable
individuals. Many of the principles of hypnosis are employed although no
single technique described previously comprehensively focuses on all
aspects. The prestige of the therapists and their sense of confidence are
critical to successful inductions that produce true hypnotic trance
responses that go beyond those that can be wrought by mere suggestion
or relaxation.

At one time, when I (J.G.W.) was first hypnotizing, a group of student
volunteers were waiting (in a colleague’s office) to be screened for hypno-
tizability. Buzzing with curiosity they inquired of him, “Can Dr. Watkins
really hypnotize us?” My associate replied, “Of course, I have seen him
hypnotize dozens of people. You’ll be in a deep trance state in no time at
all.” This was a gross misstatement of fact. However, the effect of the
social influence of the friend’s “recommendation” was that almost all the
volunteers became quickly and easily hypnotizable. It is no wonder that
professional hypnotherapists display their qualifying certificates and that
stage therapists assume mysterious and awe-inspiring titles. Yes, hypnosis
is an altered state of consciousness and an intensive interpersonal rela-
tionship experience.

There is nothing wrong with professional prestige, as long as it is used
in the service of the patient’s needs, not for personal aggrandizement or
the satisfaction of power needs in the therapist.
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Chapter 6

 

Advanced Techniques of
Hypnotic Induction

 

Siddhartha informed the eldest Samana of his decision to leave
him. He told the old man with politeness and modesty fitting to
young men and students. But the old man was angry that both
young men wished to leave him and he raised his voice and scolded
them strongly.

Govinda was taken aback, but Siddartha put his lips to Govinda’s
ear and whispered: “Now I will show the old man that I have
learned something from him.”

He stood near the Samana, his mind intent; he looked into the old
man’s eyes and held him with his look, hypnotized him, made him
mute, conquered his will, commanded him silently to do as he
wished. The old man became silent, his eyes glazed, his will crip-
pled; his arms hung down, he was powerless. … Siddartha’s
thoughts conquered those of the Samana; he had to perform what
they commanded. And so the old man bowed several times, gave his
blessings and stammered his wishes for a good journey. The young
man thanked him for his good wishes, returned his bow, and
departed.

On the way, Govinda said: “Siddartha, you have learned more from
the Samana than I was aware. It is difficult, very difficult to hypno-
tize an old Samana.” (Hesse, 1951, p. 23–24.)
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Despite numerous studies concerning the trait of hypnotizability,
almost no empirical evidence seems to be available directly comparing one
induction procedure with another upon the same or comparable popula-
tions. Earlier studies published by E. Hilgard (1965) implied that hypno-
tizability was a fixed trait inhering in the participant. Accordingly, little
variability would be expected between different therapists and different
induction techniques. If an individual were hypnotizable, almost any tech-
nique applied by any therapist would be successful.

Most clinical workers, however, are convinced that there is a great deal
of difference between the effectiveness of different techniques and between
the skills with which they are applied by different practitioners. Few stud-
ies have focused on this issue, perhaps because the vast majority comes
from university academicians, more often than not with little or no full-
time clinical experience with challenging cases, or simply because the
majority of those collecting data in university settings are graduate stu-
dents, learning about hypnosis. The problem is ignored by the few clini-
cians who take (or have) the time to do and publish research.

Clinicians are not usually well placed to do comparative experience
studies, and the interest in doing so is attenuated by their rather well-
founded perception that “obviously experience and a proper induction
makes a great difference in the ability to produce a trance state sufficient
for therapeutic change [effects]” (Fromm, August 16, 2002, personal com-
munication to A. Barabasz). The hypothesis of hypnotizability as a con-
stant state denies psychodynamic aspects of the hypnotic relationship as
being significant.

Much more research is needed in this area, but experimentally con-
trolled investigations have addressed the experience-induction issue with
consistent findings. At Harvard Medical School and Massachusetts Gen-
eral Hospital, A. Barabasz, Baer, Sheehan, and Barabasz (1986) obtained
follow-up data on 307 patients completing a two-session treatment for
smoking cessation. Clinical psychology interns produced the least effective
rates (4% to 13% abstinence at 4 months), whereas experienced clinicians
achieved far better abstinence rates (28% to 47% at 10 to 19 months fol-
low-up). More recently, A. Barabasz et al. (2003) tested experience and tai-
lored versus scripted inductions in a controlled study of age regression and
focal point dependency. Nonhypnosis-related research has established
that, unlike adults or younger children, those children of about age 5 years
show an ability to determine whether an abstract figure is right side up or
up side down. Twenty university student participants who had passed the
regression item of the 

 

Stanford Clinical Scales

 

 and had a total score of 3 to
5 (out of a maximum of 5) points were seen by either graduate students or
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licensed clinicians with decades of clinical experience with hypnosis. Both
a scripted induction and a tailored induction were tested to produce age
regression to the age of 5 years. Analysis revealed that (a) the use of the
scripted induction failed to show significant focal point dependency as a
regression indicator for either group, (b) the tailored hypnotic induction
failed to show significant focal point dependency for the 10 participants in
the student therapist group, and (c) the tailored induction administered
by the experienced clinicians showed significant focal point dependency
(regression) in 5 of the 10 participants in that group. The findings suggest
caution about studies reporting results based on the use of scripted induc-
tions administered by inexperienced research assistants. Experience and
inductions tailored to the participants’ responses were of critical impor-
tance in this research.

On the basis of these findings and, perhaps more important, the fact
that most practitioners believe that induction techniques are an important
part of their modes of operation, we describe in this chapter a number of
additional ones, particularly some that differ from those discussed so far
in being rather unusual, more complex, requiring greater skill, or being
better adapted to certain specialized cases or problem patients.

 

Advanced Techniques of Induction

 

The Postural-Sway Technique

 

In chapter 4, we described a hypnotizability test termed “postural sway.”
We noted that this approach could not only serve as a test of hypnotizabil-
ity but also be extended into an actual induction. This procedure has the
merit of being very different from the types of eye-fixation hypnotic
inductions that are frequently characterized in movies and television,
involving the swinging of a watch or other object before the participant’s
eyes — often depicted as the unwilling victim of some villain. Individuals
who have observed such films may have developed anxieties about eye fix-
ation and accordingly are able to respond with less fear to something
entirely different, such as this postural-sway method.

Because the induction is simply an extension of the hypnotizability test,
we do not need to repeat the initial stages of the procedure (see Figure
6.1). We refer the reader back to chapter 4 in which the verbalizations for
taking the participant or patient up to the point of some significant hyp-
notic involvement have already been presented. Continuing from this
point, the amplitude of the swaying arc is increased and swaying sugges-
tions are further repeated so as to allow time for the participant to shut
out opposing stimuli and focus on the hypnotic involvement.
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(a) (b)

(c) (d)

 

Fig. 6.1  

 

Postural-Sway Test and Induction Technique. (a) The therapist tells the patient to roll
her eyes up. She begins swaying back and forth, back and forth. (b) The therapist tells the
patient to begin to drift backward, and reassures her that he will not let her fall. (c) The partici-
pant is prevented from falling forward by therapist’s hands on her shoulders (d) First swaying
forward, the therapist then tells the patient she is falling backward into a huge haystack. She is
supported in the midfall position by the therapist’s hands on her upper back. 
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To induce a deeper trance the therapist’s voice tone is now much firmer,
and he or she gives the swaying suggestions somewhat more rapidly.
“Swaying forward, swaying backward, forward, backward,” the volume of
the therapist’s voice growing stronger and stronger. Finally, the therapist
makes an attempt to induce the patient to fall over backward into a deep
trance. The therapist increases the emphasis on “backward” and dimin-
ishes the emphasis on “forward” and changes the verb from “drifting” or
“swaying” to “falling, falling backward, falling

 

 

 

forward, falling backward,
falling forward, falling over backward, falling,

 

 

 

falling, falling, falling”
rather rapidly and in a higher pitched and more emotional tone. If a deep
trance has been induced, the patient will increase the amplitude of the
sway until he or she can no longer stand erect. The patient will then fall
over backward in a deep trance state and is then caught by the therapist
and eased into a waiting chair.

If patients are in a light trance only, they might start to fall backward
but catch themselves by placing one foot back or attempting to sway side-
ways or to steady voluntarily in some manner. This indicates to the thera-
pist that a deep trance has not yet been induced. The therapist can then do

 

(e)

 

Fig. 6.1 

 

Continued. 

 

(e) Falling backward, the patient is eased slowly into the chair by the 
therapist.
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one of two things: (a) continue the monotonous repetition of “falling for-
ward, falling backward,” and so on, to induce a deeper degree of trance; or
(b) reassure patients that they will not fall by placing a hand lightly behind
the patient’s shoulder. This allays fears that might arise and interrupt the
hypnotic process. After patients realize that they will not be permitted to
fall and be injured, the tendency is to lose the signs of anxiety that might
have begun to appear. A patient may then fall back against the therapist’s
arm, whereupon the therapist continues the suggestions “falling over
backward, falling backward, falling back into a deep sleep, back into a deep
sleep, deep sleep, deep sleep,” and then eases the patient gradually over
into a chair. An armchair should have been placed behind the patient. The
patient can also be gradually lowered back on a couch that has been
located conveniently nearby.

If patients are placed back on the chair either in a completely limp or in
a stiff cataleptic posture, the therapist should consider this is evidence that
a fairly deep level of trance has been induced. However, if the patients take
steps backward or put their hands on the armchair as a help to sitting
down, then, at best, only a light or hypnoidal trance has been induced. Or,
worse yet, they are merely responding to the social demands of the situa-
tion rather than hypnosis.

Several very important postural reactions on the part of the therapist
will enhance the effectiveness of the procedure. Because the participant is
standing with the eyes closed, he or she must rely entirely on a kinesthetic
sense to verify swaying backward and forward. This feedback can be
enhanced by the therapist if he or she holds one hand behind the partici-
pant’s back just below the neck and the other hand on the participant’s
shoulder, near the blade in front. The hands of the therapist will be about
18 inches apart, leaving room for the swaying of the participant back and
forth between them such that when the forward part of the arc is reached
the shoulder blade just barely touches the hand of the therapist. Likewise,
when the back part of the swaying arc is reached, the participant’s back
just touches the therapist’s hand. Such touching at each extreme of the arc
provides a tactual cue that validates the swaying in addition to the kines-
thetic feedback. When the participant is female, it is advisable to hold the
hand in front sufficiently high that it is the shoulder and not the breast
that is contacted.

After the participant’s body has touched either hand, a slight push is
given to suggest swaying in the reverse direction, but the hand does not fol-
low the contrary movement of the body and continue the touching. To do
this would simply mean that the swaying would be caused by the nothing
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more than the nonverbal suggestion given by the therapist’s hands pushing
the participant back and forth, not by the potential effect of actual hypnosis.

There is another value to this touching. The therapist has already
assured the participant that “I will not let you fall.” The touching, because
it involves the entire flat of the hand on the back and on the shoulder
blades, gives further validity to that assurance. In fact, as the swaying
increases in amplitude, the point will be reached where if the therapist’s
hand were not restraining the participant, he or she would fall over. As this
point is approached it is wise for the therapist to extend the arm around
the back until, when the participant is falling back, support will be pro-
vided by the therapist’s arm curved around entire upper back region. It
will be noted that restraint from falling forward does not require that the
forward arm be extended further than just enough to place the hand on or
near the shoulder. If both arms had to be all the way around, the therapist
would have to be standing very close and embracing the individual. (This
is not a good idea if you value your license to practice!)

Because the terminal point in this induction is assumed to be reached
when the participant falls back (often in a cataleptic condition) into the
easy chair placed behind, it is imperative that one be gently lowered into
that chair, not dropped into it, which could jar the participant out of the
hypnotic state. The individual must have no fear of letting go and sinking
back into the chair, hence no anxiety about being permitted to fall and be
injured.

Clearly, it is important that as the swaying backward increases in ampli-
tude, the therapist gradually moves farther back so that one foot is about
level with the patient’s feet and the other foot is 2 or 3 feet back, perhaps
behind the front legs of the easy chair. This makes it possible for the thera-
pist to support the individual who is falling backward and gradually, very
gradually, ease him or her into the chair. Sometimes patients will become
so cataleptic throughout their entire body that they fall backward com-
pletely rigid, like a board, and their hips even have to be pushed down to
conform to the chair. If the patient is either rigid or completely limp, the
therapist considers the induction proper to have been completed at this
point. Deepening techniques may be applied, or perhaps the participant is
ready now for research or therapeutic procedures. Some participants react
to this postural-sway method with entry into a profound trance; others
may be resistant or unresponsive to the procedure.

A variation in the technique can be employed with the resistant indi-
vidual who manifests very little sway. When the therapist is saying, “You
are drifting forward, forward, over forward,” and so on, the therapist fol-
lows by swaying further to the rear of the patient, putting his or her weight
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on the leg that is behind the individual. Thus, as the therapist starts the
suggestions of swaying forward, the mouth (and hence the voice) of the
therapist might normally be about level with the individual’s ear. But as
the individual sways slightly forward, the therapist has swayed in the
opposite direction so that the patient hears the therapist’s voice as it ema-
nates from a position one or more feet behind. The response can be fur-
ther enhanced by the Doppler effect (note the apparent change in pitch of
a train whistle as a train goes by) on the perception of the sound waves if
the therapist continues to speak as he or she moves behind the patient.

Then, suggestions are changed to “You are now swaying backward, back-
ward, over backward,” and so on, and the therapist moves in the counterdi-
rection. As the participant drifts backward, the therapist’s mouth (and hence
the source of his or her voice) is a foot or so forward of the participant. The
therapist’s weight is now on the forward foot. Because individuals orient
themselves in space and determine direction by the angles at which sounds
enter their two ears, the participant’s illusion of swaying backward and for-
ward is substantially enhanced. In fact, sometimes an unresponsive individ-
ual who is standing quite still and not drifting at all will get the feeling of a
great arc of swaying because of the changing locus of the therapist’s voice.
The therapist should make use of the Doppler effect to further create the
illusion of much greater sway. The procedure frequently serves to help the
participant experience greater hypnotic responsiveness.

Obviously, the postural-sway procedure is contraindicated for patients
who are weak or bedridden, suffer pain on standing, or are much larger
than the therapist. A heavy person is very difficult to control when falling
backward, especially by a small therapist. Women wearing high heels
should be asked to remove their shoes. In our book 

 

Psychoanalytic Tech-
niques

 

 (in press) we explain the underlying psychoanalytic processes that
may be initiated by this approach.

 

A Rapid Induction

 

Although this technique is not well suited to use in a clinical setting, it may
be used to demonstrate to a class that the trance state can often be initiated
in a hypnotizable individual in a very short period of time. Lengthiness of
the induction process is not necessarily related to depth of involvement.
The ability of individuals to enter trance rapidly is not predictive of the
hypnotic depth they are capable of achieving.

The therapist asks the participant to stand. To ensure safety and to
establish a set, the therapist stations two assistants at the participant’s side
and tells them to catch him or her upon falling. This method should not
be attempted unless the therapist is certain that it will be successful as sug-
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gested by the participant’s previous strong positive responses on hypnotiz-
ability tests. The therapist instructs the participant in a firm, confident
voice as follows:

I am going to count 1, and you will remain wide awake and free
from any hypnotic trance. Then I will count 2, and you will con-
tinue to remain awake. When I count 3, you will still stay awake,
but the moment afterward, when I clap my hands you will fall
instantly, in a fraction of a second, into a deep hypnotic state. My
assistants will catch you when you fall.

The therapist counts 1 and then asks the participant, “Are you awake?” The
affirmative reply is frequently accompanied by smiling. The count of 2 is
given, and then the count of 3 is given; after each count the same question
is asked. The therapist then claps hands, and the good responder usually
slumps immediately. As an additional precaution, a chair should be in
place behind the standing individual so the assistants can ease the slump-
ing and deeply hypnotized person into it.

 

Rapid Rehypnotization

 

If the participant has already been hypnotized at least once by the thera-
pist and has clearly demonstrated the ability to enter a deep trance state, a
long induction procedure may be quite unnecessary. This is especially
true if patients have been brought out of hypnosis to inquire about their
reactions while in the state and if the period of conscious interview was
brief (5 minutes or less). The rapid rehypnotization may be accomplished
as follows (see Figure 6.2):

Extend your arm upward and out. Focus your eyes on the hand
while I take your wrist. I am going to bring your arm down, and as
I do you will go back into a deep state of calmness like that from
which you have just emerged.

The therapist takes hold of the participant’s wrist and brings the arm
down gradually until it is all the way down, usually on the lap or leg. While
doing this, the therapist says in a strong, commanding voice, “Here we go.
Down, down, down. Deep, deep, deep,” and so on. If the individual is
highly hypnotizable, has been hypnotized before by this therapist, and has
recently been brought out of hypnosis, he or she usually sinks rapidly back
into a hypnotic state. This is due to a condition typically termed “the
aura,” which probably is simply the fact that when first brought out of
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(a)

(b)

 

Fig. 6.2  

 

Rapid Re-Hypnotization. (a) The therapist grasps the patient’s right wrist and informs her
of what will happen as the arm is lowered. (b) The therapist brings the patient’s arm down while
saying “Let yourself go down deep into hypnosis.” 
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hypnosis vestiges of the trance state linger. In fact, it can take 5 or more
minutes until the patient is fully out of hypnosis, and therefore the patient
requires a more lengthy induction to reenter trance.

 

The Coin Technique

 

This is another direct and rather authoritative but rapid approach. Differ-
ent variations are advocated by different writers. Crasilneck and Hall
(1985) suggested that the coin should be placed in the palm of the partici-
pant’s hand (see Figure 6.3). As the therapist gives suggestions so the par-
ticipant’s hand slowly turns, there comes a moment when the coin falls off.
The participant has been told that when he or she hears the clink of the
coin striking the floor the (note the use of the word 

 

the

 

 to dissociate the
eyes from the person and to imply the patient’s eyes will act on their own)
eyes will close and he or she will be deeply relaxed.

Kroger (1977) is most detailed in his instructions, and he began the
induction with the participant’s eyes closed. In Kroger’s approach, partici-
pants are instructed to clasp coins tightly in their hands. The therapist
then gives suggestions to the participants to relax the hands, sometimes to
the point of a count for each finger, which then comes unclasped. The goal
is the same, that when the coin falls the sound of it striking the floor will
induce an immediate, deep hypnotic response.

 

(c)

 

Fig. 6.2  

 

Continued. 

 

(c) Recognizing the behavioral signs of the patient’s entering the hypnotic
state, the therapist further deepens the state nonverbally by passing his hand downward in front of
her face, progressively blocking light to her already closed eyes.
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The coin technique uses the sociocognitive principles of set and expec-
tation to facilitate the individual’s transition into a true hypnotic trance,
just as in the previous rapid induction method. It should be remembered
that such approaches are quite directive and have advantages and limita-
tions. Generally, far less authoritative procedures are preferred by most
participants, but these rapid inductions have a place in the armamentar-
ium of hypnotherapeutic techniques.

Because it is the nature of hypnosis that things appear to happen to the
participant, apparently without his or her conscious control or willing of
it, the experience of an involuntary action can be administered by a simple
situation known as the Kohnstamn phenomenon. Students are advised to
experience this phenomenon themselves if only to acquaint themselves
more intimately with the kind of feeling hypnotized participants have
when they are responding to suggestions while in the trance state.

 

The Kohnstamn Phenomenon

 

The therapist instructs the participant as follows:

 

(a)

(b)

 

Fig. 6.3  

 

The Coin Technique. (a) The patient stares at the coin that has been placed in her hand.
(b) The patient’s hand gradually tips until the coin falls off. She enters a hypnotic state.
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Stand near the wall, facing perpendicular to it, with your feet about
a foot from the wall. Now, with your arm hanging at your side,
push the back of your hand against the wall. That’s it. Now harder.
Do not lean your body toward the wall. Just push the back of the
hand against the wall as if you were trying to push it harder, harder
even harder. Now, I want you to continue this for an entire minute.
A minute will seem like a long time while you are doing this. [The
therapist may announce 15-second intervals but keeps on urging
the participant to push harder with all his or her might against the
wall with the back of the hand.]

At the end of 1 minute the therapist give the instruction “Now turn and
face me.” In most individuals (and to their great astonishment) the arm
will slowly rise as if automatically. Of course, the phenomenon is not a
hypnotic effect but is based on muscle fatigue. By tiring one set of muscles
in the arm, the opposing muscles simply contract and lift the arm.
Although this is not hypnosis, the experience is close to that felt by indi-
viduals who are responding to hypnotic suggestions in the trance state.
Something is happening to them; they are not doing it.

 

Barabasz’s Verbal-Nonverbal Induction for Resistant Individuals

 

The verbal-nonverbal dissociation technique (A. Barabasz, in press) builds
on the Kohnstamn phenomenon as a bridge to hypnotic responding.
Although it is applicable to any individual physically capable of perform-
ing the demands of the technique, it is especially well suited to resistant
patients or research volunteers (see Figure 6.4). It is worth attempting
even with those who have scored in the lowest ranges of the 

 

Stanford Hyp-
notic Susceptibility Scale 

 

or the 

 

Hypnotic Induction Profile,

 

 because in a
small but significant number of cases it overcomes underlying resistance to
hypnosis that may be due to variables other than lack of innate hypnotiz-
ability. The therapist instructs the individual as follows: 

Okay, if you’re ready, please stand with your left [or right] shoulder
about a foot from the wall, here let me help. [The therapist shows
participant exactly how get into the correct proximity to the wall
consistent with the basic Kohnstamn requirements.] Okay then,
please just simply press the back of your hand against the wall, just
your hand not your body, pretty much as hard as you can press it.
Are you pressing hard now? [Presumably the individual says “yes.”]
Good, press a little harder if you can. This takes a whole minute to
do but you can do it. [The therapist watches clock behind the indi-
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vidual, having noted the start of the hand pressing thus allowing
the constant contact with the participant’s eyes, actually looking at
the participant’s bridge of the nose.] Okay that’s already 30 sec-
onds, just 30 more seconds to go, just keep pressing and pressing
that hand harder and harder against the wall, pressing, pressing,
pressing nearly as hard as you can. The rest of your body calm and
at ease, but that hand, pressing against the wall can feel it pushing
harder. Just keep pressing harder. Now just 10 seconds to go, keep
that hand pressing against the wall, real hard now. Almost there [at
about 1 minute elapsed time]. Okay good, now just step away from
the wall a few feet.

The therapist continues staring directly at the participant’s bridge of the
nose. As the individual moves away from the wall, the therapist uses
peripheral vision to note the typical hand-rising effect, but at the same
time ever so subtly leads the participant’s arm float by lifting his or her
own arm while continuing to look directly at the bridge of the nose (see
Figure 6.5). The therapist should lift the opposite arm as that used by the
participant, so he or she is providing a mirrorlike image to the participant

 

(a) (b)

 

Fig. 6.4  

 

Kohnstamm Phenomenon. (a) Pressing her hand against the wall, the patient demon-
strates the initial position of the Kohnstamm phenomenon. (b) The patient is astonished to find her
arm rising involuntary.
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with a nonverbal hypnotic

 

 

 

induction cue. As the participant’s arm rises, the
therapist says,

Your arm [so it is not misunderstood to be that of the therapist] is
just floating up by itself, great! But it can relax too and be calm and
as it goes back down, you too, can go down into a deep pleasant
hypnotic calmness and when it’s all the way down, your eyes can
close too, but please try to keep them open until your arm is so
calmly down, down, down, and you are seated in that chair behind
you. Please try not to go any deeper into hypnosis until you are in
the chair.

Once the arm is all the way down, the individual is seated, and the eyes
are closed, the therapist may proceed to test hypnotic suggestions or fur-
ther deepening according to the research protocol or therapeutic interven-

 

Fig. 6.5  

 

The therapist nonverbally suggests the arm raise, and he leads the patient by raising his
arm. First he stares into her eyes, and then he focuses on an object behind her to distract her con-
scious interference with her potential natural hypnotic talent. The perception, on her part, is as if
he is looking through her.
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tion. The entire procedure requires practice and experience so it can flow
with calm confidence. The therapist must exude the confidence that he or
she knows these suggested reactions will happen despite the fact that he or
she might be surprised with little expectation that a known resistant indi-
vidual will actually respond. Contrary to notions promulgated by certain
research findings, the therapist’s expectation, based on the low hypnotiz-
ability score or other beliefs about the individual, will not affect the out-
come of the induction, so long as the therapist conducts the session with
professionalism. This is but one feature that separates the more effective
therapist from the second-rate one who is limited to reliance entirely on
participants’ most easily elicited hypnotic talents, such as mundane easily
achieved responses to suggestion, rather than being able to help individu-
als to unleash their dissociative hypnotic-state capabilities. 

 

Opposed-Hand Levitation

 

This approach is designed for the participant who shows a great deal of
overt resistance to the induction of hypnosis. Occasionally, a therapist will
have a patient who obviously perceives the hypnotic situation as one of
confrontation between the patient and the therapist. This resistance may
be manifested by such remarks as, “You can’t hypnotize me because I have
too strong a willpower.” Sometimes this tendency will be demonstrated in
the arm-drop hypnotizability test by a rising instead of a lowering of the
arm that is carrying the suggested weight. This phenomena has been
described as “countercontrol,” and it represents a kind of reverse reaction
to the demand characteristics of the situation.

The procedure involves the acceptance by the therapist of the partici-
pant’s interpretation of the induction as a contest. In fact, the therapist
specifically builds it up as a conflict situation between them. However, he
or she then subtly restructures the hypnotic suggestions until they imply
that the therapist is actively opposing the participant’s efforts to achieve a
deep relaxed state, hence that the participant’s “natural” desire to enter a
hypnotic state is being deliberately counteracted by a physical conflict
between the therapist’s hand and the participant’s hand. After a consider-
able struggle, the participant finally can enter the state of hypnosis by
overpowering the therapist. The participant’s needs to triumph over the
doctor are mobilized and enlisted in the induction process.

The technique starts out the same as the traditional hand-levitation
procedure we described in chapter 5. However, instead of suggesting a dif-
ferential sensation in one finger, the therapist immediately gives the sug-
gestion that the hand is getting lighter and lighter and wants to float up off
the desk or chair arm (see Figure 6.5). This is continued for some time,
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and the amount of resistance to bringing the hand up is noted. At a certain
point, the therapist abruptly changes his or her voice into a more demand-
ing and challenging manner as follows:

Even though your hand is getting lighter and wants to lift up into
the air, I will not permit it to do so. I am putting my hand on it,
and I will hold it down so that it cannot rise.

The therapist then places a hand firmly on top of the hand of the partici-
pants’ and presses down. The participants’ reaction at this point is usually
one of surprise and sometimes one of anger. Their freedom of movement
is now being specifically and physically restricted. This acts as a challenge
and tends to mobilize their will to resist the therapist’s suggestions.
Accordingly, the therapist continues as follows:

I am holding your hand so strongly that even though your hand
wants to rise up it cannot do so. My hand is stronger than yours,
and yours is too weak to push back against mine.

The therapist then alternates slightly between pushing down on the
back of the participant’s hand and relaxing that pushing. If the will to
resist is being stimulated in participants, they will soon feel a tendency to
push back. This will become evident as their hands slightly rise and main-
tain contact with the therapist’s hand each time the doctor has raised his
or her hand slightly.

The therapist continues with strong challenging remarks to the effect
that the participant’s hand is not as strong as the therapist’s, that it must
accept being held down, and that it will not be able to rise. Notice that the
“contact” is described as being “my hand” versus “your hand,” not between
“you” and “me.” Of course, participants inwardly interpret it as between
themselves and the therapist. However, the therapist’s describing it as a
conflict of the hands allows the participant to feel freer to engage in the
battle. Moreover, the hands are being treated as “object,” hence outside the
self, not as “subject” or within one’s volition. The rising of the participant’s
hand, therefore, constitutes a victory over the therapist for which one has
no control and no responsibility. (“Look what my hand does to yours. It
can beat yours.”)

While continuing the challenging remarks, the therapist relaxes the
downward pushing from time to time, permitting the hand of the partici-
pant to push back and begin to rise. When this occurs, the therapist
changes remarks to take notice of the progress of the patient’s hand as it
rises against the therapist’s own:   
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(a)

(b)

 

Fig. 6.6  

 

Opposed Hand-Levitation Technique. (a) The therapist is pushing his hand against the
patient’s hand. (b) The patient raises her hand against the therapist’s. He applies varying pres-
sures against her hand. 
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(c)

(d)

 

Fig. 6.6  

 

Continued. 

 

(c) As the therapist slowly gives way, the patient’s hand rises ever upward. (d)
When the two hands are getting close to the patient’s face, the “struggle” becomes intense as she
triumphantly achieves the goal of touching her face in spite of the therapist’s opposition. She can
then enter a hypnotic state with the feeling of success.
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I shall push down against your hand with all my might, and even
though yours seems to be pushing back a little it cannot be strong
enough to overcome my hand. Your hand seems to be rising a bit,
so I shall redouble my efforts to hold it down. It must be held
down; it must not be permitted to rise any higher. Your hand is get-
ting closer and closer to your face. It seems as if some very strong
magnetic attraction between the hand and the face is drawing it
closer. So I will push it back down all the harder.

Of course, the therapist is slowly giving way. Whenever the participant’s
hand slows in its rise upward, the therapist pushes down again. This is
usually sufficient to cause it to resume the participant’s pushing back again
and consequent further rise. Finally, when the two hands are getting close
to the face, and the struggle is quite intense, the therapist begins to include
such suggestions as the following:

Your hand seems determined to reach your face in spite of my
strongest opposition. And if it achieves a victory over my hand, you
can reach your goal of a wonderful state of relaxation in spite of all
my opposition. I know you are thinking that you can reach this
goal and enter a very deep comfortable state by proving that your
hand is stronger than mine, and by it finally succeeding in touching
your face in spite of my best efforts to stop it. Now it’s getting
closer, closer, closer. It’s almost touching, almost touching, touch-
ing. The hand has been able to reach your face in spite of my best
efforts to prevent it from doing so. It won out, and you can now go
into the deep state of relaxation feeling completely triumphant in
that my best efforts were not strong enough to prevent you from
achieving this comfortable state.

Obviously, this procedure involves a certain measure of deception as the
entire situation is restructured into a contest between therapist and participant
whereby the participant triumphs over the therapist by entering a hypnotic
state in spite of the therapist’s “strong opposition.” The technique is not fre-
quently used; however, we have found it successful with certain hostile, or even
paranoid, patients who could not be hypnotized by any of the other methods.

 

The Progressive Anesthesia Technique

 

This method is much more gentle and less aggressive than the opposed-
hand levitation. It does involve touching and stroking the patient with all
the meanings related to such contact, positive and negative.
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The therapist asks the participant to sit at a desk or table and to place
both arms on the table (see Figure 6.7). Attention is directed to one finger
on one hand (the hypnotic narrowing of the field of perception) as fol-
lows: “Focus all your attention on this finger. As I stroke it, you will notice
that it begins to feel numb.” (The therapist strokes the finger.) “As the
numbness increases the finger gets stiffer. It tends to lift and become stiff,
and it feels like a wooden peg.” (The lifting and straightening of the finger
is a motor sign of its involvement.) “Now I will stroke the next finger and
it, too, will become numb and stiff like the first one. Both of them become
numb and stiff. Now the numb stiffness flows into still another finger,”
and so on, until all the participant’s fingers are straight, stiff, and slightly
lifted. The numbness is then suggested into the whole hand. Each time the
part of the body to become numb is lightly touched and stroked by the
therapist. Gradually the numbness is moved up into the wrist, to the fore-
arm, through the elbow, into the upper arm, and into the shoulder. While
this is being suggested, the entire arm, like each finger before, should
become stiff and straight to signify the movement of the numbness
through it.

 

 

 

Because the entire induction takes a few minutes, it is a good idea to
support the stiff arm by letting the hand rest on the table. This avoids the
undue fatigue that can result from holding the arm straight out for a con-
siderable period of time.

From the shoulder, the numbness is passed over to the other shoulder
by the therapist’s stroking across the back of the participant’s neck. It is
then transferred down the other arm as the therapist continues the strok-
ing while simultaneously describing the movement of the numb feeling,
first into the other upper arm, through the elbow, the lower arm, the wrist,
the hand, and each of the fingers. Both arms are now stiff and numb, with
the participant’s hands resting on the table.

At this point, it seems wise not to continue the physical stroking on
other parts of the participant’s body because of the sexual suggestiveness
that it would entail. Accordingly, we simply describe the continued flow of
numbness: “Down from your shoulders into your chest, then into your
abdomen. Now your right [left] leg is beginning to get numb” (usually on
the same side as the first arm that became numb). “The leg is getting
straight and stiff down through the knee, the lower leg, your ankle, your
feet, and your toes,” and so on. The participant’s entire leg may at this
point be sticking straight out and suspended off the floor; a posture that
will result in fatigue if continued too long.

The same suggestions are now implanted as relating to the numbness
flowing down into the other leg. At this point all of the participant’s body
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(a)

(b)

 

Fig. 6.7  

 

Progressive Anesthesia Procedure. (a) Initially, the patient is asked to focus on her hand, 
which is being stroked by the therapist. Her hand is becoming stiff and numb. (b) The numbness 
and stiffness in the patient’s hand are now transferred up the arm as the therapist strokes it.
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(c)

(d)

 

(

 

Fig. 6.7  

 

Continued. (

 

c) The numbness is now transferred from the patient’s right arm to her right
shoulder, the back of her neck, her left shoulder, and her left arm. (d) The numbness and stiffness
have now moved down the trunk of the patient’s body to her legs.
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below the shoulders should be stiff and numb. Of course, it is essential that
the suggestions closely follow the responses of the participant. The thera-
pist should not be rushed and should permit plenty of time and repetition
to occur so that each member of the participant’s body is clearly affected
before proceeding to the next one.

Finally, the therapist suggests that the numbness is moving up through
the neck, the face, the lips, and the forehead. If it is still necessary, the ther-
apist suggests closure of the eyes, and follows that with suggestions of the
participant’s entering a deep comfortable sleep or state of relaxation. The
participant’s stiffness may be removed, and the therapist tells the partici-
pant to relax his or her muscles but to retain the loss of feeling. Depth of
trance will be related to the extent and depth of the numbness. This depth
can be tested by pricking the participant’s skin. This induction can be use-
ful in preparing a patient for some painful surgical procedure in which
some other anesthetic is to be further applied, or if hypnoanalgesia is to be
the only pain suppressant.

 

Nonverbal Method

 

On rare occasions communication problems can make it difficult, if not
impossible, to use the typical induction procedures. Perhaps the patient is
deaf or speaks a foreign language that is not known by the therapist. This
technique can also be particularly useful with children, who are frequently
more responsive to postural suggestions than to verbal ones.

The therapist seats the participant in a chair and instructs him or her to
hold both arms out in front and upward so that the hands are above the
eye level (see Figure 6.8). The arms should be parallel, and the hands
should be about 2 feet apart. The therapist now moves back and forth in
front of the participant from one side to the other, making a small postural
change in the patient’s right arm first, then over to the other side to make a
similar change in the left arm.

First, the patient’s right arm is bent at the elbow so that the hand comes
a bit inward and downward (the right elbow simultaneously extending
more outward). The therapist then moves over to the left side and repeats
the movement of the patient’s left arm in the same way. After each move-
ment the therapist pauses a few seconds and observes the posture. This
permits observation of the patient’s reaction and allows time for adjust-
ment to the new change in posture.

Once again, the therapist moves to the patient’s right side and adjusts
the right arm again slightly downward. This position is then matched in a
few seconds with a similar adjustment to the left hand. The postural
adjustments of the arms and hands are constantly transmitting the mes-
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sage of “inward and downward,” inward into the patient’s self, downward
toward a more unconscious level of awareness.

Finally, when the patient’s hands are almost together and are barely
above the lap, the therapist grasps both arms firmly by the wrist and forc-
ibly lowers them rapidly all the way down. At this point, the patient’s eyes
will usually close and his or her head slump forward on the chest. If this
does not happen, the therapist can pull the patient’s eyelids down and, by
a push on the back of the patient’s head, administer the final forceful sug-
gestion that implies, “Go inward and downward, close your eyes and enter
a deep, relaxed, hypnotic state!”

No words have been spoken, but the induction has been accomplished
by the series of progressively spaced changes in posture. To remove the
hypnotic state that has been achieved, the therapist simply reverses the
movements. First, he or her lifts up the patient’s head. Then the therapist
lifts up the patient’s arms to the position that was held just prior to the
forcible lowering of them. Next, the therapist reverses the movements of
one arm and hand at a time. The movements are now outward and
upward: “Come up out of yourself and back into the conscious state” is the
message. Finally, the patient’s arms are back in their original position, the
eyes are fully open, and the head is up. The therapist smiles at the patient
and gently brings the arms down to the sides from which they had been
originally raised.

 

The Rehearsal Technique

 

A simple way to hypnotize a patient who has experienced hypnosis from
some previous practitioner is to repeat or “rehearse” exactly the procedure
used earlier (see Figure 6.9). The therapist inquires of the participant what
the other therapist did with hypnosis and in what order the suggestions
were administered. For example:

You say that when your dentist, Doctor X, hypnotized you, she had you
lie back in the dental chair and relax? All right. Please lie back on the
couch and relax in the same way. Now what did she tell you to do first? She
said to hold up your hand and focus your eyes on it? OK. Do that. Hold up
your hand and focus your eyes on it just like you did in the dental chair.
Then what did the doctor say? She said to take three deep breaths. OK.
Take three deep breaths. One, two, three! Good! Now what did the doctor
say? She told you to focus your eyes on the index finger and let yourself
relax all over. All right, then focus your eyes on the index finger and start
relaxing all over. What came next? She told you that your arm would get
very heavy. Let your arm get very heavy now. Then what? She told you that
as your arm slowly came down, you come down with it into a deep state of
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relaxation. Good. Now as your arm comes slowly down you will experi-
ence it just as before. You will come down with it into the same state of
relaxation pleasantly hypnotized. 

This procedure is then continued until participants are completely
involved hypnotically. It can be used with almost any technique and has

 

(a)

(b)

 

Fig. 6.8  

 

Nonverbal Induction. (a) Initially, the therapist lifts the patient’s hands into position and
then gently withdraws his hand while providing nonverbal communication for her to keep her arms
extended. (b) After ensuring the patient received the message, the therapist gently presses her
hands and arms downward. The message to her is “Go down deeper and into yourself.” 

 

RT5814_book.fm  Page 172  Thursday, November 18, 2004  12:38 PM



 

Advanced Techniques of Hypnotic Induction 

 

∑

 

 

 

 173

 

the advantage that patients are simply repeating step by step a procedure
that has already been found to be effective for inducing a state of hypnosis
in them. We assume that the patients’ relationship with the previous ther-
apist was constructive and that they left at that time with a good feeling.
Some inquiry might be undertaken before beginning this procedure.

 

(c)

(d)

 

Fig. 6.8  

 

Continued. 

 

(c) Gently pressing the patient’s arm all the way down, the therapist gives the
message to go still deeper. (d) Putting gentle pressure above the patient’s eyelids, the therapist
gives the nonverbal message, “Your eyes will remain closed.”
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(a)

(b)

 

Fig. 6.9  

 

The Rehearsal Technique. (a) Pressing the patient’s hands all the way down, the therapist
gives the very forceful nonverbal message to go down deeper. (b) The therapist’s pressing the
patient’s shoulders down further reinforces the hypnotic suggestion for depth. Her head drops and
she slumps into a hypnotic position.
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Assess whether the patients felt angry with the previous therapist or if the
practitioner had not been helpful. The patients’ underlying resentment
can operate as a resistance, making their rehypnotization by the same
technique difficult or impossible. In such cases, considerable attention to
building rapport and trust in the relationship with such patients is a pre-
requisite to the therapist’s success or failure in treating them.

 

Sleep Variation of Rehearsal Technique

 

An interesting variation of the rehearsal approach can be used to hypno-
tize individuals for the first time, using their customary behavior in going
to bed. The therapist asks the patients simply to relive the steps they go
through in retiring for the night. The therapist says, “Imagine that it is
bedtime and you are ready for bed.” It may be best for the therapist to
avoid suggesting the steps of removing clothing because this could be
interpreted by the patient as a sexually seductive move by the doctor or
could provoke erotic transference reactions. However, the therapist can
suggest, “Imagine turning out the lights, pulling the bed covers back,
crawling between the sheets, snuggling down, and then feeling the warm,
relaxed feelings pouring through your muscles, your eyes getting heavier
and heavier, your thoughts becoming less and less and a deep, relaxing,
sleepy feeling.” The procedure is the same as in the typical rehearsal of a
previous induction, except here the therapist must rely on the patients’
report of their customary retiring behavior. It is possible to make errors in
this approach, because the therapist might say, “You feel your head sinking
back into the comfortable pillow,” when the patients do not generally sleep
on a pillow. Suggestions that are contrary to reality tend to alert the
patients and operate in the reverse direction from helping them activate a
true state of hypnosis rather than merely a relaxed condition.

 

Jet to Hawaii and Other Fantasy Techniques

 

These methods employ suggestions aimed at getting participants involved
in rich imagination. The methods usually begin with the therapist’s asking
the participants to close their eyes and then visualize something like the
following:

Just imagine that you are going to take a trip to Hawaii. You have
your luggage in your hand and are in the airport getting ready to
board the plane. You have your tickets, and you can see yourself
now going through the hand luggage inspection. Everything is OK,
and you walk toward the boarding area. You can see many of the
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other passengers around you, some older people and a few chil-
dren. You are now boarding the plane and finding your seat. You sit
down, buckle on the safety strap, and relax. The plane’s engines
start; you can hear their sound and feel it when the captain applies
the brakes every now and again as you taxi to the runway. The
sound of the engines increase, and you feel the thrust pushing you
back into your seat as the plane roars down the runway and lifts off
the ground. How exhilarated you feel about this wonderful vaca-
tion. You look down from the plane’s window and see the tiny
houses and cars way below you. You settle back in your seat. Per-
haps a flight attendant brings you some coffee or a drink. Now you
reach the ocean shore. The beaches slip behind you, and all you can
see is the great blue sea with a few tiny, white-capped waves below.
It is so pleasant, and you are relaxing deeper and deeper, perhaps
into a drowsy nap. Hours pass, and as you look out the window
again, you see ahead some little dots of islands. You are coming in
over Hawaii. Soon the features of Diamond Head with the beaches
surrounded by many palm trees become visible below. You are feel-
ing very excited about reaching your destination and getting to do
all the interesting things you have been dreaming you will do when
you get to Hawaii.

The fantasy can be made short or long. However, the important point is
that the therapist must picture each step in the most vivid language possi-
ble, using descriptive adjectives. In this way, he or she induces patients to
halt their own inner, distracting thoughts and to exclude contact with
outer reality other than that in the relationship with the therapist. The
therapist and the fantasy he or she is elaborating become the universe of
experience for patients. Once this relationship has been established, par-
ticipants are most likely to follow other suggestions, including therapeutic
ones. Fantasy techniques like this one can serve as an induction method
and as a deepening procedure once initial induction has been completed.
In fact, hypnotizability tests, induction techniques, and deepening proce-
dures (to be discussed in the next chapter) are all on a continuum. The
extension of one leads into the other.

Other fantasies might involve going to see a movie, descending in a div-
ing sphere to the bottom of the ocean, traveling on a train, going to a
department store, or participating in an archaeological expedition. The
choices, of course, are unlimited and restricted only by the therapist’s
ingenuity at providing the kind of fantasies with which the participant can
identify. Occasionally, a fantasy produces resistance or a negative response
in the patient, perhaps manifested by suddenly shaking off the state and
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self-alerting. The therapist should simply and confidently inquire what it
was that induced this reaction. I (A.F.B.) apologize and say “Sorry, some-
times that can happen” and then start again by deleting the negative item
in the fantasy that disturbed the patient, initiating another fantasy, or try-
ing an entirely different induction technique.

 

Subject-Object: An Intricate, Complex, Indirect Technique

 

This is a rather unusual approach because it involves a manipulation of the
locus of the patient’s self-perception. There seems to be considerable vari-
ation in individual’s ability to respond to it. Some individuals enter rapidly
into a very deep state with this procedure; others find that they cannot
throw themselves into the psychological alterations that it requires. Here is
one example, assuming a female patient:

Imagine that you are coming to my office like you did today. You
are in your car and driving from your house along the streets you
need to pass to get here. You can visualize the various buildings, the
people walking on the sidewalk, the other cars. You experience
yourself in the driver’s seat with your hands on the steering wheel
and making all the little turns required to maneuver your car in the
traffic. You turn into the driveway and stop your car in this build-
ing’s parking lot. You turn the keys to turn the engine off and open
the car door, preparing to get out.

At this moment a change seems to occur in you. You are now
standing a few feet behind your car in the parking lot and watching
a person get out of your car. She is wearing your clothes and has
your color of hair. You follow her as she walks to my office and
opens the door of the waiting room. She sits down for a few min-
utes and then is ushered into this office sitting down in the easy
chair beside mine. You are standing just inside the doorway watch-
ing her. You notice that she is wearing a brown suit with a green
scarf just like yours, that she has your red hair, and that her face
looks just like what you see when you look into a mirror.

Notice how she is reacting to my talking to her. I am starting to give
her some hypnotically inducing suggestions, and it occurs to you as
you watch her, the one who looks like you and is wearing your
clothes, that she is beginning to get rather drowsy. Her eyes look
very heavy. They blink and are beginning to close. You keep watch-
ing and observe a deep relaxation passing through all her body. Her
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arms relax. Her chest relaxes. Her legs relax, and you think to your-
self, “My, that person who looks like me is relaxing into a very deep
state of calmness.” Notice how deeply she is going. You keep observ-
ing her as she sinks deeper and deeper, and as you hear my voice
droning on you think that you, too, would like to achieve the same
deep relaxation as she has achieved. You decide that you would like
to join her, and accordingly you walk across the room and stand
just in front of her chair. You turn around and back down into her
seat merging your body with hers until your head coincides with
hers. Your arms and hers are the same. Your body fuses with hers,
and your legs and hers are the same. As you take on her entire body,
you are aware that you are also taking on her feelings. You sense the
deep calmness she had achieved pouring through your own self,
and you enjoy the profound sense of security and warmth that she
had reached. You and she are now one and the same, and you are
involved in a most deep and comfortable state of relaxation.

Notice how the subject and object have been manipulated in this pro-
cedure. The patient first gets involved in rehearsing the trip to the office.
This image is vivified with many suggestions as to the buildings, people,
and cars the patient has encountered along the way. They should be
described as specifically as possible but not so specifically that they do not
represent reality; hence, the therapist should not tell the patient she is
driving along 9th Street if she actually came to the office along 10th
Street. Up to the point of parking the car, the suggestions must coincide
with reality.

Ego states have boundaries, and so we use boundaries to shift from one
state to another. Walls can symbolically represent boundaries, and doors
are passages from one state to another, hence, passing from one room in
one’s “ego house” to another. Accordingly, we used the moment of leaving
the car to make a change of self-perspective. The self (subject) is now
moved to a position behind the car, and the “driving ego state” is changed
from subject to object. The patient now “sees” the driver of the car emerg-
ing from it, whereas before the patient was experiencing being the driver.
The state of being the driver of the car is now no longer subject. It has
become object (“her” instead of “me”), and the patient perceives her body
as a “not me.” To keep the identity clear, the person who is emerging from
the car is described as having the patient’s clothes and hair, and later as
having the same features that the patient sees when she looks in the mir-
ror. When we look into a mirror we see ourselves as “object,” hence, as oth-
ers see us.
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This change, which is really a kind of temporary dissociation, is contin-
ued as the woman who looks like the patient enters the office and sits
down in the chair next to the doctor. It is that image (object) that is then
hypnotized, while the patient’s self views the process from a different loca-
tion near the office door. Finally, the observing ego state is fused again
with the experiencing ego state, and the patient resumes the experiencing
of her own body again. However, as she takes on the body she must also
take on all the feelings that that body has. Accordingly, if her “body over
there” has been hypnotized, and she returns to it, she must also assume the
hypnotic state, which the body includes.

This is an intricate, complex, and sophisticated induction technique,
but it is often effective when other more direct approaches have failed. The
subject-object manipulations that are involved can also be used in a num-
ber of therapeutic techniques that we describe in later chapters.

 

Self-Induction Procedure

 

Many of the techniques that have been described can be adapted to
self-hypnosis if this is indicated. We have some reservations about teaching
individuals self-hypnosis. Many people request it, and there is no doubt
that at times it is a valuable approach. The doctor may not always be avail-
able, and the patient may suffer from intractable pain and is in need of
immediate relief. People can use self-hypnosis to improve study habits,
teach themselves to go to sleep, improve their golf games, and so on.

However, there are many individuals who seek hypnosis as a new kind
of thrill. Indeed, the research has shown repeatedly that some of the most
hypnotizable persons are by nature sensation seekers. They wish to experi-
ment with their own states of consciousness. Some have tried various
drugs; they want a new and cheap way of “turning on.” Nishith, Barabasz,
Barabasz, and Warner (1999) experimentally showed that in a group of
university student sensation seekers, brief hypnosis could substitute for
Xanax (alprazolam). Still others are already given to too much dissociating.
These people include borderline psychotics or others who are increasingly
living their lives in fantasy rather than facing up to the realities of adapting
to a world of people and challenges. Such individuals may be more harmed
by hypnosis, especially of the self-induced type, than helped by it. They
employ it as a way of avoiding life’s problems, rather than solving them.
Also, some people will use self-induced hypnotic analgesia to suppress
every pain, even pains that should serve as warnings to consult their doctor
or dentist. For these reasons, one should be conservative about teaching
self-hypnosis and should consider carefully the purposes to which individ-
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uals intend to put the hypnotic modality, their inner motivations, and the
condition of their own inner integration, ego strength, and maturity.

For those for whom such a procedure is indicated, either for self-treat-
ment or as an adjunct to be used between sessions with the doctor, Helen
Watkins developed an adaptation of the arm-drop approach that can be
easily taught and practiced. She proposed the following steps:

1. Finger concentration with hand drop to relaxation. Initial induction
by hypnotherapist involves instructing the patient to stare at the
patient’s index or middle finger with eyes either open or closed. The
hypnotherapist suggests that the other fingers will fade into the
periphery of the patients’ vision and that as they continues to stare,
the hand and arm will become heavy; the more they stare the
heavier the arm becomes. The suggestion continues that as the arm
and hand become heavier, the hand begins to move down, and as
the hand moves down the patient begins to move down into a state
of relaxation, but will not enter a deep state of relaxation until the
hand is all the way down.

2. Muscular relaxation head to toe.
3. Internalize distractions. “With every bit of noise I hear, I can go

deeper and deeper.”
4. Concentrate on breathing. “With every breath I exhale, I will become

more and more relaxed.”
5. Deepening. “Going down now deeper to the room with the soft,

plushy couch, 1 going down, 2 going down, 3, 4, 5, half way there,
now going deeper and further down, 6, 7, 8, 9, 10, you are now
there, settling down on the couch.”

6. Repeat mentally. The following is spoken by the hypnotherapist dur-
ing initial induction: “Relax deeply … relax deeply. … As I relax
deeply … I can go to a deep state of concentration … I won’t be
asleep, I can be alert … and I can learn to use these procedures in
my own style and my own way … so that I can become the kind of
person I wish to be, the kind of person I can be. … I can learn to use
this technique to rest and relax more deeply. … I can use it to go to
sleep at night. … I can use it to study or to concentrate more … or
to gain more self-understanding and more self-control.

7. Meditation. Patients should meditate for a minute using personal-
ized sentences that state positive ideas about themselves, or use
meditation for whatever purpose self-hypnosis is initiated.

8. Self-arousal by counting backward from 5 to 1.

Self-hypnosis has received increasing interest among experimental and
clinical workers. The entire July 1981 issue of the International Journal of
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Clinical and Experimental Hypnosis is devoted to this topic. Fromm et al.
(1981) pointed out that the experience of absorption and the facing of the
general reality orientation is found in hetero-hypnosis and self-hypnosis.
However, age regression seems to be easier in hetero-hypnosis. Self-hypno-
sis is much richer in imagery. Johnson (1981) analyzed the findings of the
Chicago group (Fromm et al., 1981) and pointed out that self-hypnosis
opens a new and rich field that has as yet been relatively unexplored. Per-
haps the chief value in self-hypnosis is in establishing a physiological state
related to relaxation (Kahn & Fromm, 2001). Sacerdote (1981) held that
there is no pure self-hypnosis and described a number of difficulties
encountered by individuals during self-hypnosis. Orne and McConkey
(1981) compared research and theoretical viewpoints relating self- and
hetero-hypnosis. Shor (1978) published an Inventory of Self-Hypnosis
designed to evaluate self-hypnotic performance (see J. Smith, Barabasz, &
Barabasz, 1996, for a discussion of self-hypnosis with children). Of course,
because most people who have the capacity to enter the hypnotic state will
often go into a trance spontaneously, all hypnosis can be conceptualized as
self-hypnosis (H. Spiegel, 1998; H. Spiegel & Spiegel, 2004). In general, the
area has been far less researched than hetero-hypnosis, but it promises to
open new approaches to effective clinical treatment.

The Approaches of Milton Erickson

Milton Erickson (Haley, 1967; Zeig, 1982) was a widely known practitio-
ner in the field of clinical hypnosis who contributed broadly to its litera-
ture. His approach to the hypnotic modality was so unique and
substantially different from that of other workers in the field that specific
analyses that aim at a theoretical explanation of his techniques have been
published (Erickson et al., 1976).

Erickson apparently had considerable success in hypnotizing relatively
resistant individuals. However, contrary to clinical lore, he could not hyp-
notize everyone. On a long visit to Ernest R. Hilgard’s Laboratory of Hyp-
nosis Research at Stanford University, Erickson admitted he could not
produce a single legitimate hypnotic response in a number of student vol-
unteers who had scored at the bottom of the Stanford Hypnotic Susceptibil-
ity Scales However, Erickson did develop many innovative therapeutic
strategies within the hypnotic context. We do not attempt here to present a
detailed description of his procedures, and we refer readers who are inter-
ested to his original publications (see Haley, 1967) for a compilation of
many of these. However, a brief coverage of some of his basic concepts and
illustrations of how he translated these into hypnotherapeutic manipula-
tions is in order.1
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Erickson believed that hypnosis is primarily an intrapsychic process
and, hence, induction techniques should not rely on apparatus, such as
crystal balls, metronomes, and so on. Rather, the therapist should intro-
duce the patient to imagining the crystal balls, to hearing imagined music,
or to sensing the touch of a therapist’s hand that is visualized in the
patient’s mind’s eye. This movement from attention to outside stimuli into
concentration on inner images can have a profound influence in drawing
the individual into a hypnotic state.

Erickson held that many failures in hypnotic induction are the result of
the therapist’s spending too little time with the patient. He (1952) stated
that he often devoted several hours conditioning a patient before securing
a trance state. Our clinical practices, and those of the late Helen Watkins,
typically involve intensive contact with the patient, consisting of several
hours per day and consecutive days of regular contact. After years of con-
ventional treatment contact, 1 hour per week, I (A.F.B.) was stunned by
the dramatic improvements in the level of trance that could be achieved by
shifting my practice to one that was largely intensive. Clinical outcomes
and their lasting effects improved dramatically as well. After many hours
of contact, Erickson recognized that when it is suggested to patients that
they hallucinate, visual images may be reported. However, if the patient
readily accepts these images as real, during prolonged sessions, they may
remain simply at a conscious image level. The time and continued sugges-
tion — which began as an “as if ” — becomes real. The patient becomes
deeply involved in the trance experience and therapeutic results far greater
than those that could be manifested by suggestion alone are enduring.

Another principle Erickson emphasized is that of pacing. By that, he
meant ensuring that each hypnotic suggestion given to patients is within their
ability to execute and is fully carried out before the next and more challeng-
ing suggestion is administered. Amateur therapists attempt to jump rapidly
from a simple suggestion, perhaps the lifting of a hand, into an extremely
demanding one, such as distorting perception into a positive or negative hal-
lucination. The induction process must proceed stepwise, with ample time
for the patient to become increasingly involved in the hypnotic state.

Perhaps one of the most important principles emphasized by Erickson
is the protection of the integrity of the patient. In one case, he described
an incident involving automatic handwriting in which the patient agreed
to permit the reading of that which she would write, but Erickson contin-
ued to protect her right to secrecy, even after her apparent permission to
break it. The result was her involvement shortly in a very profound trance.
Similarly, he would suggest to patients who were in a light trance that they
can dream a dream then forget it, that there will be no recall until it is so
desired. Or he would instruct patients to withhold some item of informa-
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tion from the therapist. Strong appreciation of all of a patients’ responses
is exuded. Erickson emphasized what was happening experientially within
the patients rather than what the therapist was doing to them. Erickson
often issued his induction suggestions in the form of a challenge. For
example, when a patient asked if hypnosis could be induced while stand-
ing, Erickson’s response was, “Why not demonstrate that it can be?” He
held that one should accept resistance that is offered and work with it
rather than trying to overcome it. When resistance shows that a patient is
ambivalent about entering hypnosis, a suggestion might be given that fails.
The patient is pleased at defeating the therapist and becomes less resistant
to future suggestions. Erickson often employed a technique suggesting the
repetition of dreams with different content but the same meaning. He
reported that the trance is deepened with each dream.

A perceptual approach suggested by Erickson, which seems to be effec-
tive, involves having patients move their attention from one object to
another in the room and then close the eyes and visualize them again.

A trance may be induced or deepened by asking patients to speculate
and describe what their behavior and experience would be like if hypno-
tized. This is a variation of the rehearsal technique. Erickson often made a
series of requests that could hardly be avoided, but compliance would grad-
ually induce the patient to enter hypnosis. The following is an example.

Are you willing to cooperate with me by continuing to pace the
floor as you are now doing? Will you please turn toward the chair
in which you can sit. Now please turn away from the chair in which
you can sit. Now please turn again toward the chair in which you
will shortly find yourself comfortably seated. [Note the implication
here of involuntary activity; for example, “in which you will shortly
find yourself comfortably seated.] Now you can sit in the chair and
go deeply as you relate your history.

By complying with each request, the patient has committed to settling into
the chair and “going deeply” into trance once seated there.

I (A.F.B.) use a slight variation of this technique in my hypnosis classes
and workshops to demonstrate how dramatically effective this induction
can be with a patient of known moderate or better hypnotic capacity:
“OK, I wonder if you would mind just closing the door over there, and
now please put the CD in the player, please try to keep yourself out of deep
hypnosis until you are comfortably seated in that chair there, just please
keep your eyes open until then if you can, until you are seated.” Typically,
patients enter trance upon seating themselves, the eyes close immediately,
and I can go on to deepening or test hypnotic suggestions. Obviously, rap-
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port must have been well established in previous contact with the patient
but the effects are rather noteworthy.

Summary

Several approaches to hypnosis are legendary. Individual practitioners
learn to develop specific techniques that are effective and fit their personal
style. It is impossible to become a photocopy of one of the masters. Learn
to develop your own style under the guidance and supervision of your
mentor (the guru, if you like). Many of the techniques we described may
have different results, depending on whether the therapist has used an
authoritative or permissive manner in administering them. Most of them,
however, will be found similar to one or more of the foregoing. It is
advised that you learn certain ones well. Practice them a great deal, with
volunteers if possible, before using them on patients. Professional hypno-
therapists will usually find that a few approaches in which they are sensi-
tive and highly skilled will serve the needs of most of their patients.
Familiarity with some of the other more advanced approaches can be valu-
able in specialized instances. Confidence, skill, and clinical experience with
patients are far more important for the induction of hypnotic states than
the techniques. Hypnosis is an altered state of consciousness, but for clini-
cal practice, it is equally an intensive interpersonal relationship experience
between the therapist and the patient.

Note

1. For a complete bibliography of Erickson’s publications from 1929 to 1977, see Gravitz and
Gravitz (1977).

RT5814_book.fm  Page 184  Thursday, November 18, 2004  12:38 PM



 

185

 

Chapter 7

 

Deepening Hypnotic Trance

 

It seems obvious to even the most casual observer that various levels of
response to hypnosis requires varying levels of hypnotic depth. Little hyp-
notic depth, if any, is needed, for example, to achieve a relaxation response
to suggestions to achieve calmness, ease up, and let go in contrast to the
level of depth essential for painless surgery without an anesthetic.

Such criticallity of hypnotic depth has been recognized since, if not
before, Charcot (1889) proposed three basic levels: catalepsy (rigidity in
limbs achieved by hypnotic suggestion), lethargy, and somnambulism. Ten
years later Liebeault (1866) classified a range of depth levels from drowsi-
ness to catalepsy to hypnotically suggested halllucinations that could be
experienced posthypnotically. The Davis and Husband’s (1931) 30-point

 

Hypnotic Susceptibility Scale

 

 gives the negative visual hallucination the
highest score. So J. Watkins (1949) published a more comprehensive,
refined, and expanded version of this scale, grading, for example, hyperm-
nesia slight to marked, levels of regression, and hypnotic to posthypnotic
negative visual hallucinations. As you will recall from your reading of
chapter 4, the posthypnotic suggestion for a negative hallucination (sug-
gestion of only two boxes on the table, when actually there are three in
front of the participant) is, for example, considered the most demanding
item of the 12-item 

 

Stanford Hypnotic Susceptibility Scale,

 

 Form C
(SHSS:C) (Weitzenhoffer & Hilgard, 1962).

Perhaps because of the important impact of the well-researched 

 

Stan-
ford Hypnotic Susceptibility Scale

 

 (Forms A, B, and C), used widely since
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the 1960s, and the 

 

Hypnotic Induction Profile

 

 (HIP) of Herbert and David
Spiegel (1978–1987) the criticality of hypnotic depth sufficient for the task
at hand has largely been abandoned in the research literature in favor of
hypnotizabilty test scores.

The problem with substituting hypnotizability scores that measure the
patient’s capacity or ability to enter hypnosis does not imply that high-
scoring individuals are somehow magically at their maximum capacity or
depth after any sort of credible hypnotic induction. As editor of the 

 

Inter-
national Journal of Clinical and Experimental Hypnosis,

 

 I (A.F.B.) remain
amazed to see the number of articles submitted from major authors in
the field, most frequently from university settings that make just that
assumption.

Why would anyone assume that just because a person had a capacity for
responding to difficult hypnotic suggestions that he or she would be ade-
quately hypnotically involved to accomplish feats such as negative halluci-
nations or painless surgery after having been read a brief scripted hypnotic
induction?

If hypnosis were simply an “either-or,” we could at this point proceed
directly to treatment. However, its induction appears to be a continuous
process, starting with the first responses to hypnotic suggestion and grad-
ually developing into an increasingly profound involvement in the hyp-
notic  modali ty. Although cer tain techniques br ing an almost
instantaneous, sometimes deep, immersion in hypnosis, in most cases
time is required for the individual to adjust to the hypnotic mode of per-
ception and behavior. Hypnotizability tests, which elicit hypnotic
responses, merge into an induction process with no demarcating line,
except one we have arbitrarily defined. Induction techniques, when pro-
longed, tend to carry the individual even further into the trance state to
perhaps, but not necessarily, to the maximum level measured by the scale.
Accordingly, we can conceptualize that state as one of degree. A person is
not either in or out of a hypnotic state; one is in such a state lightly, signif-
icantly, or deeply. Thus the hypnotizability tests, described in chapter 4,
appear to measure not only the ability of an individual to be hypnotized
but also the depth to which it is possible to hypnotize that person. The
point, lost on a number of even well-known hypnosis researchers and cli-
nicians, is that depth adequate to achieve the suggested response is not
automatically manifested the moment a person is exposed to a hypnotic
induction or self-hypnotic experience (Kahn & Fromm, 1992).

Another misconception among lay people and many professionals is that
unless the individual is deeply involved he or she has not truly been hypno-
tized. Therapists often hear a new patient react to the first hypnotic induc-
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tion with a statement such as, “But doctor, I wasn’t hypnotized. I could hear
you all the time.” To many, being hypnotized seems to mean being in an
unconscious condition, one in which the voice of the therapist is not heard
and his or her suggestions not remembered upon awakening. There is fur-
ther the implicit misconception that unless such a state was achieved, hyp-
notic suggestions will be ineffective and hypnotherapy contraindicated.

 

The Therapeutic Value of Light and Medium States

 

Certain phenomena, such as regression and posthypnotic hallucinations,
require a rather deep state to be elicited. Such phenomena represent the
more striking aspects of hypnosis and tend to establish the conviction of
its reality to the observer. It is also true that hypnotic suggestions planted
in the deeper trance states have an increased probability of being carried
out and of lasting longer. Because we know that less than one quarter of
unselected individuals are usually capable of reaching deep hypnotic lev-
els, practitioners tend to be discouraged on the grounds that they could
hope for effective results only with a minority of their patients.

Fortunately, the picture is not that discouraging. Not only do many
hypnotherapeutic suggestions hold when implanted during light and
medium states of hypnotic involvement but also some practitioners have
argued that in certain types of therapy the condition of light hypnosis is to
be preferred (Conn, 1959). For example, if our goal, as in the analytic ther-
apies, is to lift into consciousness material of which the patient has previ-
ously been aware and also to ensure that this new awareness has been
consciously assimilated and integrated to the fullest degree, then material
that has been discovered while the patient has been only lightly hypnotized
may bring about greater therapeutic change. Deeply repressed material
can, as maintained by Anna Freud (1946), come temporarily to conscious-
ness,

 

1 

 

but in bypassing ego integration can be soon forgotten and
rerepressed. Nothing happens and the patient does not change. E. Hilgard
and Tart (1966) emphasized the need to obtain patient self-assessments of
depth on a numeric scale during hypnotic experiments because of normal
fluctuations in depth. Kahn and Fromm (1992, p. 394) pointed out that
“just as depth fluctuates during trance, so too do the relative amounts of
the self versus the other that are involved.” A permissive therapist can use
silence during trance to enhance the patient’s private thoughts, fantasies,
and self-suggestions. However, the directive or authoritarian model thera-
pist who continually provides hypnotic suggestions moves the patient’s
experience almost entirely from the other therapist-initiated end of the
self-versus-other continuum
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The Relationship Between Depth of Hypnosis and
Ego Participation

 

To elucidate further, we formulate the relation of trance depth to various
therapies, psychoanalytic and hypnoanalytic, in Figure 7.1.

In the rectangle in Figure 7.1, the dimension AB represents the depth of
trance, extending from A, a completely alert condition, to B, the deepest
possible hypnosis. This might represent what Erickson (1952) termed a
“plenary trance.” At right angles might be designated the degree of ego
participation, correlated at least, if not theoretically identical, with the fac-
tor of conscious awareness. As the state of hypnosis (represented by the
area DBQ) increases, the condition of conscious, egotized experience (rep-
resented by the area DBA) lessens. At the AD position, an individual is
completely alert, fully in contact with his or her outer world, and retaining
all critical faculties. As one moves along the diagonal line DB through
induction and deepening procedures, one’s behavior and experiencing

 

Fig. 7.1  

 

The relationship of trance depth to various therapies, psychoanalytic and hypnoanalytic.
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increasingly take on the characteristics typical of hypnosis. Contact with
the external world (except that with the therapist) is gradually withdrawn.
Criticality is lowered as the individual regresses into more primary behav-
ior and thought. First preconscious then unconscious and primary process
ideation become more evident. Theoretically, at point B, the ego ceases
participation, and the patient would lapse into a comalike state, which if it
were ever completely reached would result even in breaking off contact
with the therapist. We opine that under such a circumstance we would
have to wait for natural forces within the patient to change, during a
period of several seconds to perhaps 10 to 20 minutes, which would rees-
tablish contact with reality.

 

Characteristics of Very Deep Hypnosis

 

In a remarkable Stanford University PhD dissertation, Sherman (1971)
studied participants who had been placed in very deep hypnotic states,
much more profound than are secured in most therapeutic hypnosis. They
described their experiences as “being everything, feeling oneness with
everything, loss of knowledge of individual identity”; “no self ”; “absolute
mental quiet, no thoughts or images.” According to Sherman, these partic-
ipants had “passed beyond” all those cognitive patterns that define one as a
specific person and separate from other people and the environment.
What is left is undifferentiated awareness — the awareness of purely
“being” through which the person is identical to everything in the uni-
verse. Such a state seems to be similar to the condition of “satori,” the goal
of Zen meditation (Watts, 1957). Satori aims at a loss of individual iden-
tity and a complete merging with the universe. It seems likely that Buddist
monks who sequester themselves to long-term solitary meditation in caves
or similar environments may, as evidenced by their varied writings, obtain
similar states perhaps with meditation facilitating the kind of focused
attention involved in the deepest hypnotic states. This, of course, is
entirely spectulative until controlled research is conducted. Nonetheless it
is a fascinating hypothesis worthy of study by the enterprising researcher
who is willing to go beyond mundane experimentation.

Men exposed to the winter in Antarctica have frequently reported
fuguelike states and have shown significant increases in hypnotizability (A.
Barabasz, 1980a). Experimentally controlled research (A. Barabasz, 1982;
M. Barabasz, A. Barabasz, Darakjy, and Warner, 2001) on the effects of 6
hours of sensory restriction in a sound- and light-free chamber has also
shown increases in 

 

Stanford Hypnotic Susceptibility Scale

 

 scores. Partici-
pants were also able to use their increases in hypnotizability to produce
pain relief.
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We also speculate that this is the condition of experiencing reached by
participants at point B on our scale in Figure 7.1. However, the achieve-
ment of such levels of depth is extremely rare and accomplished with only
a few individuals after protracted and skillful induction. We simply do not
see such states in the general practices of clinical hypnosis. At no time in
our experience has any patient ever passed completely beyond the limits of
communication.

 

Handling the Individual Who Resists Coming out of Hypnosis

 

We need have no fear that our participant will go into hypnosis so deeply
that we cannot bring him or her back to the normal waking condition.
Occasionally a participant will so much enjoy the tranquility of the hyp-
notic state that he or she will be somewhat slow to emerge. For example,
suppose we have explained that alertness will be achieved upon counting
backward from 10 to 1, but the individual’s eyes do not open or only do so
slowly. We have counted to 5, and he or she has either not opened the eyes
or does so slowly. All that is necessary is to suggest to the individual some-
thing like the following:

It really is enjoyable to relax in this comfortable state and I wish it
was possible to stay in this position. Unfortunately, I have someone
coming whom I must see this next hour. However, I promise you
that we can repeat this experience if you wish at your next session.
Why don’t you bring yourself out of hypnosis in your own way and
at your own speed. By simply permitting yourself to continue to
feel very good and counting down from 10 to 1, at 5 you can let
your eyes open and become fully awake and alert upon reaching 1,
yet you can retain the pleasure of the present moment. I will be
quiet while you do this.

We have never found a patient who did not respond to such an
approach. There is no cause for alarm or fright simply because a patient is
somewhat slow in responding to suggestions for terminating hypnosis.

Before learning this technique, I (A.F.B.) was faced with an interesting
dilemma. A panicked person phoned my office to explain about a “hypno-
sis experiment gone wrong.” A high school drama teacher had hypnotized
one of his students and “couldn’t bring her out.” Upon my arrival, the stu-
dent in trance was receiving considerable attention as she sat motionless in
an armchair. People were blowing in her closed eyes, clapping their hands,
and saying, “Please wake up … please, please come out of it.” She just
seemed to go deeper and deeper into hypnosis. I merely cleared the room
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of the onlookers but remained within her range of hearing. I carefully
explained to her drama coach, “Everyone knows its impossible to stay in a
hypnotic trance on your own, without the therapist present to give hyp-
notic suggestions.” She would simply come out of it naturally. The well-
intentioned people that were trying to awaken her were in fact helping to
take her more deeply into hypnosis. Her eyes opened slowly and she apol-
ogized by saying, “I must have fallen asleep.” I learned a month later that
this 18-year-old senior was dating the drama coach. They had some sort of
disagreement, just hours before her hypnosis with him, and she was still
angry with him. Obviously, she paid him back by controlling him by her
deepening rather then awakening from hypnosis.

Returning to our consideration of Figure 7.1, note that line EFG is
drawn at the left-hand side of the figure to represent the condition typical
of psychoanalysis where the patient is reclining on the couch, hence prob-
ably in a light hypnoidal state. He or she is told to be preoccupied with
inner associations and that it will be easy to concentrate inside, ignoring
external stimuli. This moves the patient inward from the AD axis and per-
mits the release (line segment EF) of preconscious material and uncon-
scious derivatives as described by Freud (1900-1953). There is still a large
part of the “self” egotized, as represented by line segment FG.

In the deeper states of hypnosis, such as are sometimes employed in
hypnoanalysis, the reverse is true. A great deal of unconscious and possi-
bly primary process material becomes accessible as represented by line
segment HI. However, there is present at that time only minimal con-
scious ego participation in the process as measured by the short line seg-
ment ij. Without wishing at this point to proceed too far along
hypothetical lines, we might ask whether the greatest therapeutic move-
ment in an analytic treatment would occur at stage EFG or at level HIJ.
Would the greatest production occur where there is a small amount of
raw material (EF) and a large processing factory (FG) or where there is a
large quantity of raw material (HI) and a relative small factory to inte-
grate and process it (IJ). From such speculation we might arrive at the
position that either in an alternation of hypnotic depth or in the inter-
mediate trance states are found the optimal conditions for lifting repres-
sions and integrating newly discovered insights into a significant
personality change. From such a viewpoint, neither the state in which
traditional psychoanalysis is conducted nor deep hypnoanalysis would
represent the most efficient condition for therapeutic movement. But let
us leave further speculation along these lines to our book on hypnoana-
lytic techniques and return to a consideration of procedures for measur-
ing and altering hypnotic depth.
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Measuring Trance Depth

 

The depth of the state can be inferred by testing the individual’s ability to
execute various phenomena (using, for example, J. Watkins’s scale, 1949);
this involves interrupting the deepening procedure. A more subjective
approach can be tried using an informal number scale whose coordinates
have been set by the therapist. This can be especially valuable when a
patient has been once hypnotized and we want to know whether he or she
is as deeply involved as during the previous session, is less deeply so, or has
achieved an even deeper state. The individual may be instructed as follows:

Let us use the number 0 to represent your state of mind when you
are unhypnotized, completely alert and not hypnotically involved
at all. Levels 1 and 2 indicate a light hypnotic relaxation. Let 10 rep-
resent the deepest stage you have ever achieved in hypnosis. Now
tell me, what number would represent your present level of
involvement?

Perhaps the individual says “7.” One can then continue the deepening
procedure if desired to get the patient at least to the same depth as he or she
was previously. As one works further with that patient, he or she might sink
into new levels of depth and report that he or she is now at levels 12, 15, and
so on. Such a scale, of course, is not validated; it is subjective, and it varies
with every individual. However, it does provide a useful yardstick to the
therapist in estimating just where his or her patient is during the induction-
deepening procedure. It seems to have an internal validity to the patient.

 

Deepening Techniques

 

Hypnotic movement often deepens the state. By that we mean that each
hypnotic suggestion that is carried through intensifies the individual’s
involvement in the process, which is a good rationale for putting the nega-
tive visual hallucination test item of the SHSS:C at the end of a number of
progressivly more difficult items. On the other hand, hypnotic suggestions
that are administered but not executed by the patient may have the effect
of lightening or, in rare instances, terminating trance. It is important,
therefore, that suggestions be timed and proceed in a systematic way from
the simple to the more complex. One does not suggest a posthypnotic hal-
lucination before one has achieved such easier responses as eye closure or
arm drop. As in many other life situations, nothing succeeds like success.
When one moves through a hierarchy of suggestions ranging from simple
movements to complex alterations of perception and thought, the state of
hypnosis progressively deepens. Each suggestion successfully executed
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makes easier the accomplishment of the next one. Weitzenhoffer (1953)
termed this phenomenon “homoaction.” Therefore, as long as we continue
to administer suggestions, especially of a difficulty and complexity that
increase by small degrees, we will be deepening the state.

 

Fractionation

 

The principle of deepening through hypnotic movement was termed
“fractionation” more than 100 years ago (Vogt, 1896). In its simplest form,
the individual is hypnotized, awakened, rehypnotized, reawakened, and so
on. As the movement in and out of trance is continued, the individual
tends to sink deeper and deeper into involvement in the hypnotic state.

A more systematic use of this principle that can be used after an initial
induction is as follows:

When I say an odd number, such as 1, let yourself relax more
deeply. Go down into a more profound state. However, when I say
an even number, such as 2, alert yourself slightly. Let yourself come
up a little. But then as soon as I say the next odd number, 3, go
down even deeper than before. Go down and down and continue
to relax more profoundly until I say the next even number, 4.
[Continue this way.] Go down on 5. Then up a bit on 6. Down
again further on 7. And up, 8. Down, 9. Up, 10.

At this point, emphasize the word “down” strongly and wait a few sec-
onds after each “down” suggestion. Speak “Up, 10” much more lightly and
go almost immediately to “Down, 11.” Now continue as follows: “12-13,”
“14-15,” “16-17,” “18-19,” and so on. The even number is spoken lightly
and rapidly, and the odd number is articulated almost immediately after-
ward, drawled out, and there is a pause after speaking it before going to
the next pair, “20-21.” This procedure can be continued as long as it is felt
desirable to deepen the state further. The technique can function by
engaging and distracting conscious processes, thus effectively preventing
conscious interference with the establishment of trance.

 

The Summer Day (A Freedom From Distraction Scene)

 

Inducing the participant to visualize a very pleasant, relaxing scene is often
effective in achieving greater hypnotic depth. The following is one typical
example of this approach:

Just imagine that it is a warm summer afternoon and you are lying
on a green, grassy slope on a hillside miles away from where any-
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body or anything could disturb you. It is extremely peaceful. The
grass is very soft and thick. There are a few trees in the distance but
the landscape is like a meadow, covered with thick, green grass and a
few wildflowers. It is quiet and the sky overhead is a deep, rich blue
with only a few soft, fluffy clouds floating in it. The sun is beating
down, and you feel so peaceful, so relaxed, so safe, and so comfort-
able that you are allowing yourself to drowse more and more. It is as
if the only thought you have is one that goes ’round and ’round in
your head and says, “deeper relax, deeper relax, deeper relax.”

The therapist may continue to describe this scene as the patient
becomes increasingly involved in the pleasurable fantasy.

 

Progressive Warm, Heavy Feeling Procedure

 

Another deepening technique can be added to this summer scene if the
therapist wishes, as follows:

There is a warm, numb feeling beginning to form in your forehead
just above the eyes. Now it starts to spread over the top of your
head, into your face, and all through your head. Your head feels
warm and heavy. This is like a numb wave of warmness that is
sweeping down through your body. It brings the most pleasant sen-
sation of heaviness and relaxation. Now it moves down through
your neck, and your neck becomes heavy. You make it heavy.
Heavy, heavy, heavy. This warm, numb, heavy feeling now goes
through your shoulders and down into your arms and hands. They
feel like the limbs on the trunk of a tree. And now this warm, heavy
feeling moves into the trunk of your body, down through your
chest and your abdomen, and the trunk of your body feels warm
and heavy. This feeling now drifts down into your legs, your thighs,
the calves of your legs and into your feet, and they, too, feel warm
and numb and heavy.

This pattern may be repeated several times. Some therapists prefer to
have the warm, numb, heavy feeling or a relaxed feeling start in the patient’s
feet and move up the body. The patient’s report of the way that causes him
or her to respond best should be the one of choice after it has been tried.

 

Descending-Stairs Technique

 

This procedure combines visualization with implicit motor movement. It
also brings in tactile and kinesthetic imagination and the concept of going
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“down,” and it is open ended in the sense that it can be continued as long
as necessary. The verbalization might go somewhat as follows:

Imagine that you and I are standing at the top of a staircase looking
down. The steps are covered with a soft, plush carpet of your favor-
ite color. [Note opportunity for choice by the patient.] As you look
farther down, the stairs seem to fade out into a soft, warm dark-
ness. We will walk down these stairs as you slide your hand along
the smooth, hardwood bannister. I will walk with you and count
steps. Each count is another step down the soft, plush, carpeted
stairs. Here we go, stepping down, 1, 2, 3, 4, 5, 6, 7, 8, 9, 10. Warm,
heavy feelings spread over your entire body as your feet sink into
the soft carpet, and the gentle darkness floats around you more and
more with each step. Let us walk down more stairs together, plush,
carpeted stairs as you slide your hand along the smooth bannister,
11, 12, 13, 14, 15, 16, 17, 18, 19, 20.

This deepening process is open ended, and the therapist can continue
to count the descending stairs with a reinforcing repetition of the image of
the plush carpet, the smooth hardwood banister, and the dimming of the
light about every 10 steps.

 

Descending-Escalator Technique With or Without Timed Breathing

 

This version of the technique is from A. Barabasz (1977, pp. 168–169). The
procedure is intended to reduce the implicit motor movement of the previ-
ous procedure in favor of kinesthetic imagination, where the concept of
going down becomes involuntary or automatic. For some patients it is per-
ceived as easier and safer, as footing security is not an issue. This technique
may involve the timed-breathing technique described in the next induction.

The wording is as follows:

Simply let yourself relax to the very best of your ability, easing up
all over now [pause]. Relaxing further and further all the time, I
want you to take note of your breathing, listening only to the sound
of my voice now, just notice that as you exhale, you become more
comfortably relaxed [pause]. Each time you exhale, your whole
body can become more and more deeply relaxed, calm, and serene.
Easing up and relaxing, appreciating the deeper and deeper waves
of relaxation [pause]. Relaxing more and more comfortably heavy,
comfortably warm and heavy. A good relaxed feeling as your whole
body eases up all over [pause].
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Now, to help you go even deeper into relaxation, even further, I
want you to picture yourself standing at the top of a long, long
escalator, just watching the steps move down slowly in front of you
[pause]. While you watch the steps move downward, notice that
each time you breathe out, each time you exhale, you become auto-
matically more relaxed. More and more deeply relaxed. Relaxing
now as you watch the escalator stairs go down, down, down
[pause]. As you watch the stairs go down, you go down deeper and
deeper into relaxation, further and further. Now, imagine yourself
grasping the handrails of the escalator safely and securely, you step
on the first stair [pause], and now you actually go down the escala-
tor. As you go down the escalator, it becomes easier and easier to go
more deeply into relaxation. Going deeper and deeper all the time
now, as you continue to ride the escalator down further and further
and further [pause]. A good calm serene feeling as you go still fur-
ther [pause] to deeper and deeper levels of relaxation automati-
cally. Going with the relaxation freely and gently, just easing up all
over more and more [pause], deeper and deeper levels of calm as
you continue to ride the escalator down.

Now, while you continue to picture yourself riding down the esca-
lator, safely and securely, I am going to help you achieve an even
deeper calm, a deeper level of relaxation [pause]. Becoming more
and more relaxed each time you breathe out, I am going to count
from 1 to 3 and on the count of 3 I want you to simply let your
muscles switch off completely, thereby doubling your present state
of relaxation [pause]. One [pause], 2 [pause], and 3. [The follow-
ing should be stated more firmly and confidently, but a warm
empathic nonauthoritarian tone should be maintained.] Doubly
down now, doubly relaxed down even further now and further
[pause]. It’s easier and easier to become more and more fully
relaxed, calm and serene, more and more totally at ease. A good,
comfortable heavy feeling as you go all the way down now, all the
way, a good, comfortably warm, relaxed feeling.

Notice the many factors involved in this fantasy that facilitate the deep-
ening process. First, there is a relationship between the therapist and par-
ticipant (“you and I” standing and walking down together). Next, there is
the soft plush carpet that permits the participant to choose his or her
favorite color. The motor concept of “stepping down” by analogy suggests
“going down” into a deeper hypnotic state. The increasing darkness also
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implies a progressive reduction of external stimuli. Repetition and monot-
ony add to the deepening effect.

Variations of these approaches involve having the individual go down
an elevator in a large building or down a mineshaft as the light above fades
out. Sometimes an individual shows fear or resistance to going down
stairs. Perhaps at a tender age, he or she fell down the cellar steps. In one
case I (A.F.B.) was preparing the patient for hypnotically assisted system-
atic desensitization and had her instrumented with skin conductance,
heart rate, and pulse transducers (refer to them as “sensors” when in the
presence of the patient) on my polygraph. As the escalator instructions
continued the patient appeared outwardly calm. Then the polygraph pens
nearly came off the graph paper, indicating a severe arousal of anxiety. Yet
the patient continued to appear outwardly calm. I inquired, “Part of you
seems distressed?” and then paused. She explained about once getting her
high-heeled shoe caught in an escalator stair, which precipitated a broken
leg. She said nothing during the induction because she “wanted to cooper-
ate” and felt “I knew best.” The point is, when you have doubts about a
patient’s reactions, simply ask the patient in an open-ended manner. In
such cases the same deepening effect can be secured by having him or her
walk up stairs into an increasing light until “floating on a cloud.”

 

Timed-Breathing Technique

 

This technique can be employed in the initial phase of the descending-
escalator technique or used on its own. Observe the normal breathing of
the patient and say, “With each breath you will be more calm, deeper and
deeper.” Then repeat “Deeper calm, Deeper calm, Deeper calm” over and
over, timing it with every exhalation. This can be continued for several
minutes. It is essential to emphasize normal rather than deep breathing.
Continued deep breathing blows off too much carbon dioxide and can
produce hyperventilation. Hyperventilation can rapidly produce numb-
ness of the fingers, loss of control over breathing volition, and epileptiform
seizures in persons susceptible to seizures.

 

The Metronome

 

The same timing method can be employed using a metronome, obtainable
at stores specializing in the sale of musical instruments. Set its speed at
about 60 beats to the minute and then say to the participant, “As you hear
this ticking [or beeping] sound you will relax deeper and deeper. It is as if
the ticking were saying to you ‘Deeper relax. Deeper calm. Deeper relax.
Deeper calm.’ ” Time your remarks so that “deeper” and “relax” or “calm”
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each coincide with a tick. Repeat your “deeper relax” 10 or more times in
synchronization with the metronome. Then inform the patient to con-
tinue to think “deeper relax” or “deeper calm” with each tick in order to
sink into a deeper and deeper state. No more need be said. The patient can
be left, preferably relaxing on a couch, listening to the metronome for up
to 30 minutes or more at a time.

The ticking of some metronomes may be quite loud and act as a distrac-
tion to deep relaxation. In this case, place the metronome as far away from
the patient as needed within the confines of the office. On occasion, we have
found that the patient regresses into a normal sleep instead of a hypnotic
state after listening to the metronome for a long time. Although suggestions
can sometimes be given during normal sleep to turn it into hypnosis, it is
preferable to awaken the patient and begin the induction again.

 

Floating in a Cloud

 

Ask the patient to imagine that he or she is floating in a soft, fluffy cloud.
Feeling the soft cloud, wrapped all around like a fleecy blanket, often
deepens the state by encouraging a regression to infantile fantasies.

 

Revolving in the Cloud

 

An extension of the floating in a cloud technique can sometimes be used.
This technique involves manipulation of the kinesthetic and vestibular
sensations. It might go as follows:

You are now floating in this soft cloud miles above the earth. You
can see the tiny houses and people way below you, and you feel a
great sense of strength and peace. It seems now as if you are revolv-
ing around and around in that cloud so that first you see the earth
below you. Then you are rotating backward so that it is now behind
you. Now you are turning so that it is above you. Now, it is in front
of you. And you continue floating over backward, around and
around. And the earth continues to change as it is below you,
behind you, above you, in front of you. Below. Behind. Above. In
front. Around and around.

This narration can be kept up for some time as individuals feels themselves
rotating around and around as oriented by the place of the earth far below.

 

Revolving-Wheels Fantasy

 

A number of patients react to this induction by entering a most profound
state, as follows:
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You are in the country lying on a grassy slope. You notice in front
of you a large old-fashioned wagon wheel. It is so close and so large
that it almost fills your field of vision. As you stare at it, you are
very aware of the huge hub, the thick oak spokes, and the iron rim
around the outside edge. If you look closely at this iron rim, you
will notice that there are points of light imbedded in it as if they
were tiny light bulbs. In fact, there are seven such points of light
evenly spaced around the rim of the wheel. Look at each one of
them. The first. The second. The third. The fourth. The fifth. The
sixth. And the seventh. Now focus your eyes on that seventh tiny
point of light on the rim of the wheel. As you stare at it, the wheel
begins slowly to revolve. It is turning very slowly around and
around and you are continuing to focus your eyes on that seventh
point of light as it goes with the wheel around and around and
around. It seems as if there is a voice also coming from the wheel
that keeps saying over and over again, “deeper, deeper, deeper.” And
as the wheel turns and you follow that seventh point of light with
your eyes, it goes around and around and around, and the voice
keeps saying “deeper, deeper, deeper.” Around and around and
around. Deeper, deeper, deeper.

Now you begin to notice that the revolution of the wheel is gradu-
ally becoming more rapid. It is going around, and around and
around, and the voice keeps saying “deeper, deeper, deeper.” It is
getting harder and harder to keep focusing on the seventh light on
that spinning wheel that is going around and around and around
with the voice saying “deeper, deeper, deeper!”

And now the spokes begin to blur because the wheel is spinning
so fast around and around and around. And you can hardly keep
focusing on the seventh point of light. In fact, it is now going so
fast that all seven lights blend into a fiery ring of light around the
outside rim of the wagon wheel that is spinning around and
around and around. And the voice with it is saying “deeper,
deeper, deeper.”

And now it seems as if you are slowly retreating back from the
wheel, or as if it were moving back and away from you, and you can
see a second spinning wheel coming into the field of view. Now
there are two spinning wheels with fiery rings of light around their
rims, going around and around and around. And two voices saying,
“deeper, deeper, deeper.”
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And the wheels are now getting smaller as they move away from
you so that a third spinning wheel surrounded by a fiery ring of
light comes into your field of view. There are now three spinning
wheels going around and around and around and three voices say-
ing, “deeper, deeper, deeper.”

And still they move away from you so that a fourth, then a fifth,
and then a sixth wheel comes into view. Six spinning wheels going
around and around and around and a half dozen voices softly say-
ing, “deeper, deeper, deeper.”

As they move away from you even more wheels come into view, 7,
8, 9, 10, 11, 12 spinning fiery rings and a dozen voices very softly
saying, “deeper, deeper, deeper.”

And now they are moving so far away into space that it seems like a
hundred tiny spinning wheels of light are going around and around
and around, miles and miles from you and hundreds of tiny voices
are softly whispering, “deeper, deeper, deeper, deeper, deeper.”

And the tiny rings of light are slowly fading away, and the whisper-
ing voices are getting so soft you can hardly hear them as they say,
“deeper, deeper, deeper, deeper.” And finally, all the light is gone
and all the voices are gone, and there is nothing left but a great soft
warm darkness that fills the entire world, and you feel deeply at
peace with the whole universe.

As this narration is being given to the patient, the voice of the therapist
gradually changes. At first, while describing the wheel as it begins to turn,
the therapist’s voice is strong but slow. As more wheels appear, the rate of
the therapist’s speech and words per minute should gradually increase,
“around and around and around.” Then the therapist’s voice softens, until
at the end saying “deeper, deeper, deeper, deeper” very rapidly but very
softly. Finally, the fantasy ends in a “soft warm darkness” much like the
origins of our life in the womb. These techniques can often carry the
patient into a profound hypnotic regression.

It should be noted that some individuals cannot respond at all to this
fantasy. Others report that they were annoyed by the slow development of
the fantasy. As always, check the patient’s reactions to it after alerting is
complete. A small but significant number of patients enter a state so deep
that after about the third wheel they become completely amnesic to the
later developments.
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Miscellaneous Deepening Procedures

 

As you begin to resonate with your patient over many sessions, many other
fantasies can come to light and can become more useful to the facilitation
of deeper levels of hypnosis. Communicate comfortably and confidently
with your patient. Simple scripted protocols are merely a doorway to
deeper levels of hypnotic responding. Some patients are carried into a
deep state by simply listening to their favorite music in hallucination. Oth-
ers are affected by reading beautiful poetry in imagination or looking at
great hallucinated paintings. Individuals tend to respond when the modal-
ity that is most natural to them — visual, auditory, kinesthetic, or motor
— is tapped. The therapist learns to adapt the descriptions to the needs of
each individual or patient. In general, hypnotic suggestions tend to build
on one another. This is called “homoaction.” The participant becomes
increasingly involved in the hypnotic fantasy and gradually severs his or
her perceptions from external reality or other internal preoccupations.
The imagined becomes the real, and existence for the moment is within
that strange state of consciousness that we call a hypnotic trance.

 

2

 

Notes

 

1. Material discovered and brought to consciousness can represent happenings of an actual
event. Hypnosis is not a truth serum.

2. It is almost impossible to establish a standardized set of induction and deepening tech-
niques to be read by a research assistant (or from a recording) to each participant in a
research group. Most experimentalists do not even try, which is why most experimental
research in hypnosis does not involve deep hypnotic levels.
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Chapter 8

 

Placebo, Hypnotic Suggestion,
and the Hypnotherapist

 

Every good salesperson knows how to use suggestion. Members of the
healing professions call it “placebo.” Salespeople and therapists have much
in common as both are trying to influence human behavior. In fact, sug-
gestion or placebo may be the most frequent form of therapy ever used, if
we consider its employment throughout all the ages of history, in every
culture, civilized and primitive. As Kirsch (2002) noted, placebos are usu-
ally physically inert substances or medical procedures that are identical in
appearance to an active pharmacological or medical procedure being
tested. Placebos are used to determine the psychological effects of admin-
istering a particular treatment for a disorder. Placebo effects are the effects
attributed to placebos.

 

1

 

 Placebo effects operate within every type of thera-
peutic intervention. Even in psychoanalysis, the suggestive-placebo factor
is operating concurrently with interpretations and insight. People often
change their behavior, feelings, attitudes, and symptoms when told to by
someone who holds a position of prestige and respect. Kirsch (2002)
reminded us that it is difficult to extend placebo effects tests to psycho-
therapy because all of the effects of psychotherapy are due to the psycho-
logical properties of the the treatment, therefore “there is nothing to
control for.” At this point it is important to remember that hypnosis is not
psychotherapy but rather a physiological state that can be induced or
spontaneously experienced. Therefore, those effects that can be accounted
for by placebo rather than hypnosis can, and should, be accounted for.
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One of the major hurdles faced by drug companies in the quest to attain
approval of a new medication by the Federal Drug Administation is to
show, by experimentally controlled research, that the supposed effects of
the drug are, in fact, greater than that of suggestion or placebo. Curiously,
the majority of those in the healing profession, and even a substantial
number of our colleagues involved in hypnosis research and practice, seem
unaware that hypnosis has been subjected to stringent tests similar to
those required of drug companies. Indeed, a substantial minority of our
esteemed colleagues seem to go on merrily equating hypnosis with pla-
cebo. Like a drug meeting Federal Drug Administration approval, hypno-
sis has shown it can produce effects significanly greater than placebo.

 

Hypnosis and Hypnotic Suggestion Versus Suggestion or Placebo

 

The late Campbell Perry (2004) explained that response to placebo is
probably the best index of suggestibility that can be found because any
response to a pharmacologically inert substance must stem from its sug-
gestive properties and the prestige or credibility of the person who pre-
scribes it. Obviously, testing hypnosis against a placebo pill for responses
to experimentally induced pain would be a stringent test for hypnosis
effects indeed. Although dramatic demonstrations of the use of hypnosis
as a substitute for anesthesia during major surgery without pain for the
patient include thousands of cases over a long span of history (see, e.g.,
Esdaile, 1957; Marmer, 1959; Meares, 1961). In the foreword to Lillian Fre-
dericks’s (2001) book on hypnosis on surgery and anesthesiology, Dabney
Ewin, MD, Tulane University professor of surgery and psychiatry high-
lighted Magaw’s (1906) review of more than 14,000 consecutive anestheias
at the Mayo Clinic using hypnosis in major surgery. However, controlled
experimental research was yet to be done.

McGlashan, Evans, and Orne (1969) contrasted hypnotic analgesia in
high- and low-hypnotizable individuals in both hypnosis and suggestion-
placebo conditions. Only the high-hypnotizable individuals in deep hyp-
nosis obtained significant pain relief. Furthermore, the high-hypnotizable
individuals showed a small pain increase in the placebo condition. The
point is, as Perry (2004) stated, “This study demonstrates, unequivocally,
that hypnosis is something other than suggestibility; otherwise the high
hypnotizables would have obtained pain relief from the placebo compara-
ble to what they experienced in hypnosis.”

This finding, apparently overlooked by those who still hold the
unfounded belief that hypnosis can be equated with suggestion or placebo,
was replicated by the social influence (sociocognitivist) proponent Nick
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Spanos (Spanos, Perlini, & Robertson, 1989) even though the same
hypothesis was tested in a very different manner.

The McGlashan et al. (1969) study remains unchallanged to this day. It is
a classic example of stringent research design and participant selection
using the 

 

Stanford Hypnotic Susceptibility Scale,

 

 Forms A and C (SHSS:A,
SHSS:C, respectively), and two clinical ratings. Exhaustively careful con-
trols were employed to ensure that the low-hypnotizable participants were
provided with every legitimate and deceptive bases to expect hypnosis to
relieve pain and persuasive social influence to ensure that the high- and
low-hypnotizable participants expected that the placebo drug to be even
more powerful than hypnosis. For example, as part of the social influence
ruse to convince participants that the placebo was a strong drug, a physical
examination was conducted and participants were not released from the
drug condition until “free from all side effects.” The placebo analgesia con-
dition included providing participants with information about the phama-
cology of analgesia and the particular drug being used. Its virtues were
extolled as superior to hypnotic analgesia. It was explained that the power-
ful drug was being used as a standard to measure the efficacy of hypnosis
because it was much more stable, reproducible, and uniformly more effec-
tive than hypnosis in producing pain relief. Participants were told that the
drug was a powerful new experimental analgesic still packed in Darvon
capsules for convenience because it was not yet commercially available. The
assistant who randomly scheduled the partipants to “Darvon” or “Placebo”
conditions did not know that both sets of capsules contained placebo.

The hypnosis condition had to be equally plausible to the low-hypno-
tizable participants who had also met the study’s criterion hypnotizability
scores that rated at the very bottom of the 

 

Stanford Hypnotic Susceptibility
Scale

 

. Perry (2004) discussed his role in the preparation of the low-hyp-
notizable participants. Perry was given the task of persuading the non-
hypnotizable participants to firmly believe that they could achieve pain
relief with hypnosis. Cleverly, he administered an electric shock to their
hands, and explained that it was the level of shock they would get after
analgesic hypnosis. To persuade the low-hypnotizable participants to
believe they could respond to hypnosis, Perry administered the shock,
which was 50% less intense than the earlier shock, after the participants
were exposed to deep relaxation hypnotic instructions. Much to Perry’s
dismay and wonderment, all but one of the low-hypnotizable participants
(nonhypnotizable participants who had not the slightest movement of
the arm in an arm-levitation test and who had low 

 

Stanford Hypnotic Sus-
ceptibility Scale 

 

scores) were thoroughly convinced they had finally been
able to experience hypnosis.
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The low-hypnotizable participants were socially influenced and highly
motivated into expecting the hypnosis to achieve analgesia. There were
many other very carefully implemented controls. Finally, participants were
ready for the experiment, which showed unequivocally that hypnosis
effects can only be wrought from hypnotizable people and that the effects
are far greater than those obtainable with suggestion or placebo. The find-
ing was tested again by Spanos et al. (1989) and fully supported.

 

When Suggestive Hypnotherapy Is Appropriate

 

In some psychological treatment approaches great efforts are made to
eliminate or minimize the effect of suggestion. However, if our main goal
is constructive change of our patient, therapeutic suggestion, within or
outside the condition of hypnosis, is an appropriate tactic, providing it

1. eliminates symptoms or improves the patient’s condition,
2. is successful in maintaining the therapeutic gains, and
3. is accomplished without the precipitation of some other equivalent

or equally severe symptomatic substitution.

In many cases, it may be the treatment of choice because of its simplic-
ity and rapidity, even though the same result could have been accom-
plished by other more complex psychological techniques.

 

Criticisms of Suggestive Hypnotherapy

 

There is a tendency, especially in psychoanalytic circles, to belittle the
effect of hypnotic suggestion as superficial, accomplishing only temporary
results and perhaps even harmful ones, and to maintain that anxiety or the
formation of substitute symptoms can be expected as a consequence.
These practitioners usually argue that only a resolution of the basic con-
flicts underlying a psychogenic disorder will achieve permanent and com-
plete symptomatic relief. This position was stated by Sigmund Freud
(1935) and his daughter Anna Freud (1946). The potential of suggestion to
alter physical and psychological functioning is so strongly established that
research on the efficacy of new therapeutic procedures—pharmacological
or other—requires very sophisticated designs to rule out the suggestive
factor as a significant ingredient.

There is little controversy regarding the direct effect of hypnotic sugges-
tion on physiological functioning, except the disbelief held by many medi-
cal skeptics who believe that a purely psychological approach can influence
such conditions as real pain, that pain is organically “caused” by a known
lesion, or that physiological processes can be significantly altered by psy-
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chological intervention. The literature today showing the effect of psycho-
logical variables on physiological functioning is simply too tremendous to
argue at this point. However, study is needed to determine those organic
processes that are most responsive and those that are resistant to psycho-
logical intervention. What is most surprising is the tremendous lack of
knowledge among nonpsychiatric physicians concerning the significant
contribution to the therapeutics of organic medical problems that hyp-
notic suggestion can make.

 

The Personality of the Hypnotherapist

 

Hypnosis is an intensive doctor-patient relationship and an altered state of
consciousness. The therapist’s qualifications, experience, confidence, and
prestige can help provide the patient with the security and trust required to
enter the hypnotic state at a depth sufficient for psychotherapuetic change.

We have already discussed the comparative ease with which hypnosis
can be induced in some individuals by hypnotherapists who have attained
the experience leading to status in the field as compared with the results
achieved by others who are not so respected. Unless the patient believes
that the “doctor”

 

2

 

 has knowledge and power, he or she will probably show
little symptomatic change in response to the hypnotic suggestions, even
though a significant degree of trance had been attained. Prestige, of
course, may depend on many factors. Some practitioners feel that it is
acquired by having a lavishly furnished waiting room or many diplomas
on the walls, by a great reputation in the community, or by charging high
fees. All these undoubtedly influence the patient’s expectations of success
and, hence, the probability of a positive therapeutic outcome.

Many years ago I (J.G.W.) received a call from a woman in a neighbor-
ing city stating that she had read my book on 

 

Hypnotherapy of War Neuro-
ses

 

 (J. Watkins, 1949) and that she would be traveling to my community.
She requested, in fact insisted on, an immediate appointment. Because I
was engaged then only in part-time private practice, I was able to see her
the next day.

She stormed into my consultation room and proceeded at once to
describe a condition that she felt would be relieved by hypnotic sugges-
tion. At the end of our session she whipped out her checkbook and
demanded, “How much do I owe you?” Being relatively unsure of the effi-
cacy of my treatment, but somewhat impressed by her obvious means, I
mentioned a sum slightly larger than the usual fee but that was still rela-
tively modest. She wrote out the check, handed it to me with utter disdain,
and said, “Huh! I make more than that in 5 minutes.” I seriously doubt
that the suggestions I had given her had any significant benefit. Overcharg-
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ing can impair a therapeutic relationship, just as undercharging can mar
one’s professional image.

Although such factors as fees, office furnishing, diplomas, and so forth
do add to the image of the hypnotic practitioner, even more significant is
an ability to resonate with the needs of the patient and empathically
administer suggestions with an understanding of the patient’s motivations.
Expensive clothes, high fees, and a prestigious office location cannot take
the place of sensitivity, psychological sophistication, and experience.

One of the most significant factors tending to increase the probability
that hypnotic suggestions will be carried out is the confidence displayed by
the doctor. The therapist who is hesitant and administers suggestions in a
weak or vacillating voice will transmit this uncertainty to the patient. If the
therapist does not believe in hypnotic procedures, he or she will probably
instill doubt in the patients. The successful practitioner of hypnotherapy
not only is convinced of the efficacy of clinical hypnosis but is also certain
that he or she can succeed in inducing the hypnotic state and the hypnotic
suggestions (or at least most of them) will be appropriately responded to
by the patient.

At first, it is best to work with patients with substantial levels of hyp-
notic ability and accepting attitudes toward the modality. Obviously, the
therapist must know that he or she is able to hypnotize. This does not
mean the therapist does not recognize that with some individuals there
will be failure, but it does imply that the therapist must not have an “I’m
not sure I can do it” attitude. This belief in therapists is fatal to their suc-
cess. One becomes a negative therapist on oneself, and by such a convic-
tion covertly suggests failure. Hypnotic patients are especially sensitive at
picking up the covert beliefs and attitudes of their doctors. Therefore, the
trouble that beginning workers in the field often have is not one of failing
to learn technique but one involving their own self-assurance. therapists
who are skeptical of hypnosis as a true phenomenon will also be handi-
capped in their work. The therapist’s underlying skeptical attribute is
covertly (unconsciously in many cases) transmitted to the patient. Thus
the therapist will have great difficulty inducing a true hypnotic state.

During a period when I (J.G.W.) was working in analysis, I had great
difficulty in hypnotizing patients referred to me. My analytic “father” did
not approve of hypnosis, and despite the excellent insights he helped me to
work through and his skill as one of the recognized old masters of the field,
he transmitted in subtle ways his disapproval of hypnosis—one that he had
received when he was personally trained by Freud. As a result, during those
years I found myself unable to treat successfully by hypnotherapy many of
the referrals sent to me, even though at that time I had already written one
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book and a number of papers and had achieved some recognition in the
area. Later, my interest in developing the field of hypnoanalysis by integrat-
ing analytic insights with my hypnotic experience enabled me to overcome
this temporary inhibition and resume effective practice with hypnother-
apy. All this is only to emphasize that if you find difficulty in your initial
work with hypnotherapy the problem might lie in inadequate successful
experience, which can be corrected by working with good patients under
the supervision of an experienced hypnotherapist or by working to resolve
such unconscious blocks that might be acting as countermotivation.

Not all practitioners find themselves suited to the practice of hypno-
therapy. Occasionally we meet former students who tell us that they never
felt adequate using hypnosis and that they did not now use it. However,
they generally indicated that their training in the field increased their
understanding of psychosomatic conditions, their respect for the doc-
tor-patient relationship, and their recognition of the importance of
unconscious processes in determining behavior and symptoms.

Sometimes further study in the area can correct earlier blocks. A psychia-
trist who had taken one of my (J.G.W.) hypnotherapy workshops at her
medical school came back to take a more extensive course I was offering at a
different university some 12 years later. She reported that she seldom
employed hypnosis after her initial contact with it, but after the later course,
she began to use hypnotherapy frequently and successfully in her practice.

Similarly, a board-certified internist took one of my (A.F.B.) workshops
in hypnosis and both of my graduate-level classes in hypnosis and therapy
but still did not begin to enjoy the confidence she needed to incorporate it
in her practice until she retook both classes. She now reports using hypno-
sis in her practice almost daily, but she still seems amazed about how well
her patients respond.

The belief that hypnosis can in many cases be effective and permanent
is essential for the practitioner who wants to employ the technique suc-
cessfully. Freud stated that he gave up the use of hypnosis because he
despaired of securing permanent cures through it. However, there is con-
siderable evidence (Kline, 1958) that the real reason was that he was a
poor therapist and that he did not relish the close interpersonal relation-
ship between the good hypnotherapist and the patient. In fact, he stated
that he put his patients on the couch because he did not like to face them
and look them in the eye.

 

Psychoanalytic Objections to Hypnosis

 

The objections to hypnosis voiced by psychoanalysts include primarily the
following:
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1. The results are temporary.
2. The ego is bypassed. Hypnotic suggestions and insights received

through hypnotic suggestion are not egotized and integrated.
3. The underlying dynamic causes of external symptoms (and of course

here we are talking about psychogenically, not organically, caused
symptoms) are not resolved. Soon the underlying conflicts initiate a
return of the symptoms or of equivalent ones (Meldman, 1960).

Even though researchers have shown these objections to be invalid, the
prestige of the early founder of psychoanalysis is such that analytic writers
(Blanck & Blanck, 1974) continue to echo the same criticisms, apparently
with no awareness of the research and literature to the contrary.

 

Psychodynamic Reasons That Hypnosis Treatment 
Can Be Permanently Successful

 

When dealing with the impact of direct suggestions on physical condi-
tions, we need not be concerned with this controversy, but for the benefit
of dynamically oriented psychiatrists and psychologists we must point out
several analytically sound rationales about why symptom relief by hypno-
sis often is permanent, though not necessarily always so.

First, many psychogenically caused symptoms continue to plague indi-
viduals after the original conflict that initiated the problem is no longer
present. This is because of their maintenance by secondary gain (rein-
forcements). Consider the case of a man who developed a hysterical limp
because of repressed anger at his mother-in-law, whom he had to keep in
his home. The offending person died, but the symptom continued because
his sympathetic wife had been pampering him for many years: “I know
you’ve had a hard day’s work at the office, darling, and your leg’s been giv-
ing you trouble. Just you sit down here in the easy chair and let me make
your favorite drink.” No wonder the limp continued. But the real psycho-
logical conflict that marked its inception was no longer present, and the
power for its continuation was not very strong. His resentment at his
mother-in-law had long ago dissipated. Accordingly, such patients can
respond quite well to a session or two of hypnotherapy in which they sees
that they no longer need to endure the symptom’s inconvenience. For
example, this man’s realization of this will strengthen if, following his
relinquishment, the affectionate concern of his wife for his welfare does
not diminish. Undoubtedly, many patients have hysterically caused symp-
toms long after the psychodynamic justification for their existence is gone,
simply because of the secondary reinforcements they receive. Hypnosis is
the treatment of choice for such conditions.
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Second, psychogenic symptoms, which still have some dynamic moti-
vation for their maintenance, can be temporarily eliminated through hyp-
nosis. They do not necessarily return, because the change brought about
in the individual’s life by the cessation of the symptoms initiates a new
motivational system that keeps them suppressed. The world now rein-
forces the person’s loss of the symptom.

Consider the case of the obese woman who developed an overeating
habit because of her resentment at being neglected by her husband. Per-
haps he became so involved in his job that he spent all his spare time away
from home engaging in business activities. As his wife lost her figure, he
became even less interested in her. Thus, she and her husband are caught
up in a mutually destructive relationship. The more he stays away from
her, the more she eats and gains weight. The fatter she becomes, the less he
is attracted to her.

Now enters a practitioner who suggests that the woman lose weight
with hypnosis. Reluctantly she tries it and soon finds that she can get along
with lowered food intake. As she begins to regain an attractive figure, her
husband develops a new interest in her: “Hey honey, you’re looking swell.
Why don’t we go out for dinner tonight, and dance a little afterward?”
Then the neighbors flock around: “Mary, you’re looking wonderful these
days. That new dress is stunning on you.”

Why should she go back to overeating? She is now receiving attention,
the lack of which motivated her neurotic eating behavior. If sufficient rein-
forcements from her world continue, the symptom is gone, and it does not
return. Through hypnotic suggestion, she achieved a permanent change in
her life. No insight was required.

Symptom suppression can be much more than temporary when the
entire reinforcement structure is changed as a result. In such cases deep,
psychoanalytic therapy, with “working through” aimed at insight, is an
unnecessary and wasteful approach.

Third, if hypnosis is an intensive interpersonal relationship experience,
then the patient will often introject the voice of the therapist. How many
times have we internalized the admonitions, suggestions, and praise of a
parent or some other significant figure in our life? It is as if happy individ-
uals travel through their existence hearing unconsciously the praises and
positive reinforcements of an introjected parent saying “Good boy” or
“Good girl,” “See what you can do,” “You are very capable,” or “I am proud
of you,” and so on.

In intensive relationship therapy, with or without hypnosis, the good
therapist is often introjected. If the therapeutic experience was a signifi-
cant one, the teachings, interpretations, and suggestions offered by the
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important healer become permanently internalized within the patient.
They continue to be “said” by the therapist introject within the patient
long after treatment sessions with the real doctor have terminated. The
suggestions are repeated covertly, and the patient’s following of them is
reinforced and strengthened. Such an inner dynamic structure can
account for many of the innumerable cases where hypnotic suggestion has
removed a psychogenic symptom; permanently for all purposes —con-
founding traditional psychoanalytic theory.

It is not maintained here that these three conditions operate all of the
time. There are many psychologically caused problems that do not
respond to simple hypnotic suggestions. There are many others that, as
maintained by the psychoanalyst, are temporarily alleviated but not cured,
and a few in which the removal actually precipitates an even more severe
problem. But the flat insistence that hypnotic suggestion can have only
temporary results is simply not true. There are too many cases that prove
the opposite. The experience of many hypnotherapists is filled with such
examples, and these have been frequently reported in the literature.

On the other hand, we cannot side with our cognitive-behavioral-
minded colleagues who claim that the symptoms are the illness, that it is
never necessary to analyze underlying dynamic reasons for their existence.
The most reasonable position might be that many organically caused con-
ditions can be constructively influenced by hypnosis, and that some psy-
chogenic symptoms will respond favorably and permanently to hypnotic
suggestion. Others might require more intensive and deep treatment by
hypnoanalytic techniques. We reject the claims of those who cry “never”
and of those who insist “always” as to the indications for symptomatic
treatment. The real problem for the practitioner is to discriminate those
conditions that can be handled through hypnosis—either by simple hyp-
notic suggestions or by the more sophisticated approaches we describe in
this chapter—from those that require some analytic therapy involving
insight and personality reorganization. Here, too, hypnosis can contribute,
but through more complex methods than direct hypnotic suggestion.

Perhaps we can think of hypnosis as an intervention in the psychologi-
cal equilibrium of an individual. Sometimes this can tip the scales in favor
of constructive forces and initiate a benevolent cycle of favorable motiva-
tions and reinforcements. For many patients this can be sufficient.

 

Levels of Hypnotic Suggestion

 

Intervention can be approached at different levels. This is somewhat com-
parable to the situation in organic treatment where a symptom or harm-
ful process is interrupted at different points. Thus, in the treatment of a
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disorder the therapist might intervene with a variety of alternative thera-
peutic strategies.

 

Direct Attack on Symptoms

 

In hypnotherapy we can attack the symptom directly, aiming for its elimi-
nation or initially only for its partial alleviation. We can attempt to secure
an immediate (one session) response, or we can plant hypnotic sugges-
tions aimed at a more gradual effect.

For example, during World War II, I (J.G.W.) treated a soldier who had
developed a hysterical limp. It was important to him to gradually relin-
quish this symptom, because to do so rapidly would imply that he had
never really been wounded. A damaged limb is supposed to take time to
heal. Accordingly, he was told, under hypnosis that his leg would improve
gradually, that he would note its improvement each day, and that within a
few weeks he would be fully recovered. In about 3 weeks, he relinquished
his cane, and by the time of his discharge, only the slightest impairment of
function could be noticed. He could return home and save face. He would
not be charged with malingering; he had suffered a real disability.

In this case a pseudorationale was employed, but to the patient it was
logical and made sense. An attempt to take the symptom away from him
immediately might have provoked severe resistance, resentment, perhaps
a refusal to come for further treatment, and even a relapse into a greater
disability.

At times, the potency of a psychological treatment like hypnosis can be
demonstrated by temporarily increasing instead of diminishing the sever-
ity of a symptom. A patient suffering from severe tension headaches com-
plained, “My headache is real; just talking won’t do any good.” I (J.G.W.)
hypnotized him and give the suggestion that when he emerged from the
hypnotic state his headache would be twice as severe and would remain so
until I touched him on the shoulder. At that time the patient would return
to his normal level of discomfort. He emerged from trance and accusingly
said, “Your treatment has made me worse; my head hurts more than when
I came here.” I replied, “Of course. I made it that way; see, now I will bring
it back to the condition it was in when you came into the office.” I touched
his shoulder and he immediately noted the difference. I then told him,
“You see, this treatment is strong enough to influence your symptom. If it
is strong enough to make it worse, it can be strong enough to make it bet-
ter.” The patient was convinced of the potency of a talking therapy and
immediately became more responsive to hypnotic suggestions aimed at
alleviating his distress.
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Indirect Effects Through Nonspecific Suggestions

 

Rather than working directly on a symptom, a therapist can direct the sug-
gestions toward the general strength and well-being of the patient:

You are beginning to feel much better. As you do, a sense of confi-
dence starts to go all through you. You realize that your body is
mobilizing to correct this condition. Each day you feel more confi-
dent that you will succeed in regaining your health.

Here the hypnotic suggestions are aimed at simply inducing patients to
mobilize their own resources. Indirectly the therapist may be stimulating
the patient’s immunological systems and thus helping to increase antibody
development, T cells, B cells, and helper and suppressor cells (Ruzyla-
Smith, Barabasz, Barabasz, Warner, 1995) and to stimulate those physio-
logical processes that operate to distinguish between patients with low
morale and those who fight to overcome their illness or disability.

 

Ego Strengthening

 

Hypnosis can be employed to strengthen the ego. If individuals have
strong egos they are either capable of repressing discordant elements in
their personalities and maintaining the repression, or strong enough to
confront them and resolve them through insight therapy. Either way, a
strengthening of the ego can be beneficial. Accordingly, a therapist might
tell patients in hypnosis, “You are developing a sense of inner vitality. Each
day you realize that you are building a stronger and stronger personality.
You notice how much more frequently you are successful in achieving
your goals and what a feeling of adequacy you are beginning to develop.
You are more and more convinced that you can reach your goals,” and so
on.

 

The Cumulative Effect of Hypnotic Suggestions

 

Hypnotic suggestions can have a cumulative effect, a principle frequently
used in television commercials. As the public is well aware, commercials
are repeated over and over again. It is through repetition that the public is
taught to think exactly what the manufacturer wishes it to think. Thus,
many might be able to recall, even today, what brand is related to “You’ve
come a long way, baby” (a Virginia Slims slogan).

Another example of this type of repetition happened a few years ago
with the musical jingle “What’ll You Have?” Millions of people learned to
respond with “Pabst Blue Ribbon.” The thought of a particular brand was
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tied to the question that most bartenders ask a new customer. Similar sug-
gestions can be tied together with great effect when using hypnosis.

 

Authoritative Versus Persuasive or Permissive Hypnotic Suggestions

 

The patient’s confidence in the hypnotherapist is an essential ingredient in
any approach. After the hypnotic state has been induced, the therapist can
choose to use a very direct, authoritative manner: “When I place my hand
on your shoulder the pain in your back will leave immediately, and when I
count to 5 you will become alert and feel just fine.”

On the other hand, the doctor may elect for a more persuasive or per-
missive approach, such as, “When I place my hand on your shoulder, the
muscles in your back will [or can] begin to relax. You will [or can] feel a
sense of warmth in them as you recognize that the blood circulation there
is improving. This is because you can [you have the power to] release the
tension that is causing the pain.”

 

Suggestions Administered under Hypnosis and Posthypnotically

 

Sometimes it is desirable to remove a symptom while the patient is under
hypnosis but defer its relinquishment for a while after the patient has
returned to the normal state. This can be done to test whether the symp-
tom can be influenced under hypnosis—a great deal, slightly, or not at
all—and is especially indicated when the symptom may be psychogenic
and serving some dynamic function. It is often surprising to note that
when the therapist has removed the symptom by hypnosis but reinstated
(by hypnotic suggestion) it before bringing the patient out of the trance
state, the patient may give it up spontaneously within a comparatively
short time. It seems that by demonstrating to the patient at a covert (sub-
conscious) level that the symptom is no longer needed, he or she can
arrive at this conclusion on a more conscious level. The patient then vol-
untarily eliminates the symptom and does not feel pressured prematurely
by the doctor into doing so.

For many conditions, especially organically caused pain, therapists can
choose to keep the symptom removed or alleviated after patients have
emerged from the hypnotic state. Accordingly, if the symptom has been
removed by hypnosis, therapists can tell patients before alerting them
from the trance that “the change will continue after awakening.” The sub-
sequent length of time during which the symptom is gone (an hour, a day,
a week, a month, etc.) tells us something about the severity of a patient’s
condition, and in the case of a neurotic disorder, it tells of the strength of
underlying motivations for developing and maintaining the symptom.
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Symptom Substitution

 

A technique that a therapist sometimes uses in treating neurotic disorders
is to replace the patient’s presenting complaint with a less disabling symp-
tom. A concert pianist who has developed an occupational neurosis
involving stiffening of the fingers may accept a transfer of this stiffness
from the hand to the foot. The musician can still be administering self-
punishment, if that is the dynamic reason for the condition, but the condi-
tion no longer prevents the pianist from earning a living. Although there
are reports of the successful use of this technique, we much prefer to use
approaches aimed at the resolution of the symptoms rather than their
transfer or substitution.

 

Tying Suggestions Together for Smoking Cessation and Obesity

 

Perhaps the most elegant example of the tying-together technique is the H.
Spiegel and D. Spiegel (1978–1987, pp. 210–219) intervention for smoking
cessation. The technique ties together the obvious truths that smoking is a
poison and that, to the extent smokers want to live, they cannot continue
to poison their bodies. After the hypnotic state is induced, patients are told
to concentrate on three critical points:

1. “For your body, smoking is a poison. You are composed of a number
of components, the most important of which is your body. Smoking
is not so much a poison for you as it is for your body specifically.”

2. “You cannot live without your body. Your body is a precious physi-
cal plant through which you experience life.”

3. “To the extent that you want to live, you owe your body respect and
protection. This is your way of acknowledging the fragile, precious
nature of your body and, at the same time, your way of seeing your-
self as your body’s keeper. You are, in truth, your body’s keeper.
When you make this commitment to respect your body, you have
within you the power to have smoked your last cigarette.”

The Spiegel and Spiegel procedure ties together the incompatibility of
continued smoking with protecting one’s body. It is clearly impossible for
people to be protective of their bodies while smoking. The hypnotic sugges-
tions tie together their purpose (protecting the precious physical plant that
they need to live) with the recognition that smoking is a poison (destruc-
tion of the physical plant they need to live). As the Spiegels noted, the
emphasis is on what the patients are 

 

for

 

 rather than what they are against.
In a study completed at the Harvard Medical School and Massachusetts

General Hospital, researchers (A. Barabasz, Baer, Sheehan, & Barabasz,
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1986) tested the Spiegels’ approach with 307 clients who had failed to quit
smoking with nonhypnotic procedures. All patients had lifelong smoking
histories. Clinicians’ experience level, contact time, and procedural thor-
oughness varied in six interventions of one to five sessions, and an addi-
tional intervention combined hypnosis with restricted environmental
stimulation (REST). Hypnotizability was assessed using the 

 

Stanford Hyp-
notic Clinical Scale

 

. The major results suggest positive treatment outcomes
to be related to greater hypnotizability, greater ability to become absorbed,
greater therapist experience level, greater procedural thoroughness, and
longer client-therapist contact time. Consistent with our earlier discus-
sions about experience with hypnosis, the least effective intervention (4%
abstinence at 4-month follow-up) involved psychology and PhD interns
using a single-session approach. Group and individual hypnosis using two
to five sessions and highly experienced hypnosis psychologists and psychi-
atrists respectively yielded 36% abstinence at 10 months and 30% absti-
nence at 17 months. Using three to five sessions with the addition of 60 to
90 minutes of REST (reclining in a sound-attenuated, light-free chamber
with low-level white noise) plus hypnosis and administration of the Spie-
gels’ smoking cessation instructions yielded 47% abstinence at 19 months.
The abstinence rate resulting from REST and the Spiegel hypnosis
approach of three to five sessions was comparable to H. Watkins’s (1976)
five-session treatment that used hypnosis to tie together the urge to smoke
with relaxation and coping with anger.

The Spiegel method also has successfully treated patients with obesity. A
controlled experimental study (M. Barabasz & Spiegel, 1989) tested the
effects of hypnosis for weight control. Researchers assessed hypnotizability
by administering the SHSS:C. Forty-five participants who were 28% to 74%
above optimum weight completed the study with therapists who were blind
to the hypnotizability scores. Participants were exposed to a simple cogni-
tive-behavioral self-management technique and to the H. Spiegel and D.
Spiegel (1978–1987) hypnosis intervention, modified to include specific
food aversion for each patient’s declared problem food. For example,
“Oreos are a poison to your body just as overeating is poison to your pre-
cious body.” These participants lost significantly more weight at a 3-month
follow-up than did participants exposed only to the self-management treat-
ment. A significant correlation between weight loss and the 

 

Stanford Hyp-
notic Susceptibility Scale

 

 scores for the same group supported the specificity
of hypnosis in the program. Participant attrition was about equal across all
treatment groups, suggesting all treatments were perceived as active. The
findings from this study were the most efficacious of the 20 experiments
included in the Kirsch, Montgomery, and Sapirstein (1995) meta-analysis
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of hypnosis as an adjunct to cognitive-behavioral psychotherapy. Even by
the most conservative estimate, Kirsch et al. explained that clients receiving
the addition of hypnotherapy benefited more than at least 70% of clients
receiving the same treatment without hypnosis. Given such findings in a
widely cited award-winning meta-analysis, we raise the question as to
whether it is even ethical practice to employ cognitive-behavioral therapy
alone when hypnosis makes such a demonstrably dramatic positive differ-
ence.

 

Hypnosis as a Tactic within Insight Therapy

 

Although generally we prefer to aim at a personality reorganization of our
patients by analytical treatment, hypnosis can often be useful in helping
the individual through, for example, a period of sleeplessness. Or sugges-
tion can be used as a tactic within a hypnoanalytic therapy. For example, a
blocking of drinking or smoking behavior, which dams a patient’s
impulses, may temporarily increase drive for movement and process in the
insight treatment. Resistances can be mobilized and thus brought to the
fore where, through analysis, they can be resolved. We do not always
resolve the symptom, but, by the hypnotic suggestions, we have activated
the conflict that underlies it.

Finally, we should note that hypnotic suggestions can be directed
against not only symptoms and behaviors but also attitudes, feelings,
motivations, prejudices, or even relationships. The possibilities for their
use are infinite and limited only by practitioners’ conception of the struc-
ture and scope of the disorder with which they are confronted, plus their
own ingenuity and skill in applying this potent tool. In the next chapters,
we consider specific conditions that can be treated with hypnotic sugges-
tion, and case examples that illustrate hypnotherapeutic technique.

 

Notes

 

1. Placebo response has long been considered a direct manifestation of an individual’s sug-
gestibility (Barber, 1969; Gliedman, Nash, Imber, Stone, & Frank, 1958; Kirsch & Lynn,
1999; Shapiro & Morris , 1978).

2. By “doctor” we refer to all qualified healing arts practitioners who employ hypnosis thera-
peutically whether or not they are physicians.
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Chapter 9

 

Relieving Pain With Hypnosis

 

To see the smiling tranquil face of a patient after undergoing major
surgery or other excruciatingly painful medical procedure with no
anesthetic except the words of the hypnotherapist is an unforgetta-
ble experience. Then to witness a 6-year-old cancer patient, who
had been taught self-hypnosis by her counselor, reassure her
mother with the words “Mommy it’s OK, I’m going off to play with
Cleo [an imaginary friend]. I’ll come home when the doctor’s
gone,” is even more remarkable as the bone marrow aspiration pro-
cedure is then completed amidst the child’s giggles of playfulness.
These are but two awe-inspiring immersions into the domain of
hypnotic trance phenomena (A. Barabasz, 2003a, 2003b).

 

The Experience of Pain

 

The Christian Bible teaches that because of Eve’s transgression in eating
the forbidden fruit, women shall bring forth children in pain. The accep-
tance of pain as a necessary burden may be the one common thread
among most religions. For centuries, pain was regarded as an inescapable
accompaniment to disease or damage to the body. Pain is an almost uni-
versal experience, one that people seek to avoid.

Two specific components of pain appear to have been identified;
namely, sensory pain and suffering. Sensory pain provides needed infor-
mation to the individual that something is wrong that requires treatment.
More often than not, the pain indicates the site of the disturbance. All pain
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experiences include both of these components even though an individual
may not discriminate between them unless questioned. Sensory pain pro-
vides the key cues as to the specific location and descriptors of the pain,
such as 

 

hot, burning, cold, aching, intermittent,

 

 or 

 

continuous

 

. It serves a
protective purpose to the organism and should not be eliminated. People
have been known to die because of the failure of their bodies to provide
the warning of sensory pain.

Suffering is the affective component of pain; it describes how disturbing
or bothersome the pain is to the patient. This component describes the
overall impact and interpretation of suffering. The normal muscle sore-
ness suffered by an individual after an intense resistance training workout
such as weight lifting (caused by the production of hydroxypromoline and
micro muscle tears) certainly hurts, but the lifter is not bothered by it in
the same way as a similar pain produced by accidental injury. Similarly, the
pain of childbirth of a welcome child produces hurt in the mother, but it
frequently is without suffering. By contrast, competitive weight lifters who
experience a macro tear of a muscle can experience enormous suffering
because they will be substantially set back in their training efforts or may
be put out of competition for an entire season, or both. Alternatively, the
pain of cancer may not be intense but the suffering can be overwhelmingly
frightening; it is the suffering, the affective component of pain, that leads
to what can become immobilizing depression.

 

Dissociated Control, Covert Pain, and the Hidden Observer

 

The Hilgards (E. Hilgard & J. Hilgard, 1983) discovered that while direct
suffering is related to overt, consciously experienced pain, there is also a
component of pain that is covert. This pain is registered at unconscious
levels. Thus, the experience of pain can be hypnotically suppressed in lab-
oratory participants who have a hand placed in ice water. They reported
feeling only numbness and held the hand in the solution long after they
ordinarily would have removed it. However, their reactions to the follow-
ing query are interesting: “Although you are hypnotically insensitive to
pain, perhaps there is some part of you that is experiencing it. If there is,
lift the index finger on your other hand.” In many cases, the participant
lifts the finger and communicates at hypnotic levels that he or she is
“unconsciously” suffering. Ernest Hilgard termed this phenomenon the
“hidden observer” and described it as a dissociated cognitive structural
system. Accordingly, we must reckon with the fact that pain can be overt
and covert. For specific analgesic purposes, we are concerned primarily
with overt pain, and we judge our therapeutic efforts successful if we can
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alleviate it. However, it seems that the repression of some part of the pain
into covert levels must involve effort and can have an effect indirectly on
other functioning, even as unconscious motivations are known to play a
significant role in the formation of neurotic symptoms.

The suppression of any stimulating source such as covert pain has its
advantages and potentialities for influencing psychological equilibrium.
Therefore, we consider it wise to inquire about possible disturbing
thoughts and dreams through which suppressed or repressed stimuli can
be manifested. Cheek (1962) suggested that information about the mean-
ing of a pain can be obtained through the use of an unconscious finger-
signal technique. Patients are asked questions about when and where the
pain first became important to them. The questions are answered “yes,”
“no,” “maybe,” or “I don’t wish to answer.” These replies are transmitted in
hypnosis back to the therapist by the patient’s lifting of different fingers
that have been conditioned to such responses. The finger-signal technique
can also be employed to find out the patients’ underlying reaction to vari-
ous procedures or their predictions of possible outcomes. The technique
has become known as ideomotor signaling and is frequently referred to in
the literature and workshops on hypnosis training as such (Ewin, 2003).

Research summarized by the Hilgards (E. Hilgard & J. Hilgard, 1983)
shows that the trance state seems to have little effect on the perception of
pain. It is the suggestion administered in the hypnotic modality that deter-
mines that result. Therefore, the induction of hypnosis should be consid-
ered as only a preliminary and preparatory procedure to the skillful use of
suggestive hypnotherapy. However, bear in mind that hypnotic response
through hypnotic suggestion goes far beyond those responses that can be
wrought by mere waking suggestibility.

On the other side of the question, Spanos and Chaves (1989) and Kirsch
and Lynn (1995) believe that the operative variables in hypnotic pain relief
are due to contextual cues in the social environment, expectancies,
demand characteristics of the setting, or role-playing on the part of the
participant or patient. However, these perceptions are based primarily on
laboratory studies with healthy university students as participants and
have not yet been shown to have applicability in anesthesiology or the out-
patient treatment of pain.

Carefully controlled studies using participants (Orne, 1974) who are
simulating hypnosis have clearly demonstrated that highly hypnotizable
individuals were able to eliminate pain completely whereas participants
who were asked to simulate or fake hypnosis with highly motivating
instructions were not able to do so. Hypnotic suggestion also seems to be
different from the placebo effect common in the administration of drugs.
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In their classic experiment in the field, McGlashan, Evans, and Orne (1969)
showed that those individuals high in hypnotizability show analgesia in
response to hypnosis but not to placebo, and low-hypnotizable individuals
show the same minimal response to hypnosis as they do to a placebo. Perry
(2004) noted that this finding showed that participants obtained pain relief
in the placebo suggestion condition that was comparable to what they expe-
rienced in hypnosis. The sociocognitivists completely replicated the study
(Spanos, Perlini, & Robertson, 1989) even though the later investigation
tested the hypothesis in a very different manner.

 

 

 

In fact, the Hilgards (E. Hil-
gard & J. Hilgard, 1975, 1983) found that highly hypnotizable participants
responded less well to placebos than did unhypnotizable participants, thus
lending early support to the trance theories about hypnosis as an altered
state of consciousness that are now widely accepted.

Although the reality of hypnotic analgesia seems quite firmly estab-
lished among informed workers, one controversy on this point was, for
several years, quite interesting. Sutcliffe (1961) demonstrated that the gal-
vanic skin response (GSR) (an inaccurate measure of psychophysiological
arousal; see A. Barabasz, 1977, pp. 130–131), which tends to decrease
when people are experiencing pain, also decreased in hypnotized partici-
pants who were given suggestions of analgesia. An electrical shock stimu-
lation involving a combined buzzer and shock was used. Even though the
hypnotized participants denied that they felt pain, they showed an equal
or greater change in GSR as did control participants who heard the buzzer
but were given no shock. Sutcliffe argued that the analgesic participants
were either misperceiving or misrepresenting their true feelings, because if
the hypnotic analgesia truly relieved them from pain they should have
shown less change of the GSR than the control participants. However, this
apparent blow to hypnotic control of pain was disproved by Bowers and
Van der Meulen (1972). They evaluated GSR responses and heart rate in a
group of 7 dental patients whose caries were treated under hypnoanalgesia
and compared them with a control group of 7 patients whose caries were
treated under chemoanalgesia. The GSR changes produced by the hypno-
sis group were the same as those produced by the patients receiving
chemoanalgesia.

More recently, the brain’s reaction to hypnoanalgesia has at last been
revealed by the work of David Spiegel and his associates. As in the studies
from our lab (A. Barabasz, 2000; A. Barabasz et al., 1999), Spiegel showed
that EEG event-related potentials in response to hypnosis to attenuate the
pain stimulus clearly produces an attenuated brain response to the painful
stimuli. Once again we have direct physiological evidence of the trance
state of hypnosis (see Figure 9.1 and Figure 9.2).
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The point to remember is simply that pain is not interpreted as a dan-
ger to our overall health and well-being that does not cause suffering. The
existential point of view interprets pain as what it means to sufferers in
terms of their interaction with the outside world and believes this is what
counts most (Frankl, 1963, p. 159).

The more pain has been investigated, the more complex the phenome-
non appears. Melzack (1974) reviewed studies that have attempted to dif-
ferentiate the qualitative and component aspects of pain and discovered
102 terms necessary to describe the different aspects of pain. They catego-
rized these descriptive terms under three headings: sensory pain, which
included such adjectives as 

 

throbbing, pounding, pinching, cramping,

 

 and so
forth; affective, which included 

 

fearful

 

 and 

 

terrifying;

 

 and evaluative,
which included 

 

annoying, miserable,

 

 and 

 

unbearable

 

.
As an inner experience, pain can no longer be viewed as a simple reaction

to a stress, disease, or tissue damage. Not only are there tremendous differ-
ences between individuals in their perception and tolerance of pain but the
discomfort from a specific lesion can vary greatly from time to time depend-
ing on the interplay of various psychological factors. Motivation, attention,
distraction, learned habits, perception, and interpersonal relationships all
play roles that influence the perception of pain and its suffering.

 

Fig. 9.1  

 

This figure shows suppression of EEG event-related potentials in patients’ responses to
pain for a hypnotic obstructive hallucination compared with normal attention. From “Hypnotic
Alteration of Somatosensory Perception,” by D. Spiegel, P. Bierre, and J. Rootenberg, 1989, 

 

American
Journal of Psychiatry

 

, 

 

146

 

, pp. 749–754. With permission.

Hypnotic
Obstructive
Hallucination
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Morphine,

 

1

 

 for example, does not knock out the sensory pain but con-
siderably influences its suffering. However, it is the realm of suffering that
shows the greatest variability, the least constructive value to humans, and
the greatest opportunity for therapeutic intervention.

 

Useful Theories of Pain

 

The decision to use hypnosis in controlling a pain involves examining a
number of considerations prior to applying any of the hypnotic tech-
niques. Because pain can be referred from an originating site to another
where it is apparently experienced, application of a specific hypnotic anal-
gesia at the point where it hurts can result simply in its referral to another
area. A more generalized approach may be required. This is especially true
if the pain is serving a psychodynamic function; for example, the individ-
ual’s need to be punished for some transgression, real or imagined. In such
cases hypnosis directed at the pain site is not likely to solve the problem,
except perhaps temporarily. The patient may require a more intensive and

 

Fig. 9.2  

 

These figures show the grand mean global power of event-related potentials under pre-
hypnosis, hyperanalgesia, and hypnoanalgesia obtained at 129 electrode sites. Left panels show
event-related potentials obtained with stimulation of the left hands; right panels pertain to the
right hands; top panels show results of high-hypnotizable individuals; and bottom panels show
results of low-hypnotizable individuals. From “Temporal Aspects of Hypnotic Processes,” by W. Ray
and V. De Pascalis, 2003, 

 

International Journal of Clinical and Experimental Hypnosis,

 

 

 

51,

 

 p. 159.
With permission.
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insightful kind of treatment that uses approaches we describe in our Vol-
ume II, 

 

Hypnotherapeutic Techniques

 

 and that is practiced by clinicians
who are trained in hypnoanalytic psychotherapy or ego-state hypnother-
apy, or both (Emmerson, 2003; J. Watkins & Watkins, 1997).

Consistent with the issues we discussed previously, but contrary to
widespread belief, hypnosis is significantly more effective in relieving
organically caused pains than those stemming from hysterical or other
psychogenic sources that involve underlying needs in the patient.

 

2

 

 Referral
sources need to be educated in this regard. More important, the individual
suffering from a severe organic pain is usually highly motivated to accept
any promising treatment and consequently is often more amenable to
hypnotherapy. Such patients are also much more compliant with the hyp-
notic protocol and have a far better record of mastery of self-hypnotic
techniques for pain control.

At this point, however, we are concerned with procedures for alleviating
pain by hypnotic suggestion rather than through some complex hypnoan-
alytic resolution of unconscious conflicts. If the patient is found to have
such neurotic mechanisms such as underlying guilt, masochistic needs,
and so forth, these psychological conditions may require treatment first
before hypnotic suggestion can be effective. Our Volume II will describe
techniques useful in this latter objective that can be employed by the more
experienced psychotherapeutically sophisticated practitioner. Hypnosis
for pain relief is, of course, contraindicated for psychotics with halluci-
nated pains.

 

Gate control theory

 

. Although many theories have been proposed to
account for pain, the widely accepted gate control theory proposed by
Melzack and Wall (1965) accounts for the various aspects of pain, which
makes it particularly useful as a guide to the use of hypnosis. According to
this theory, pain stimuli are transmitted to the higher brain centers
through two different sets of pathways called the sensory-discriminative
system and the motivational-affective system. The first system is con-
cerned with the location and severity of the pain. The second system
transmits those impulses that involve suffering. These two systems appear
to be anatomically verified. It is hypothesized that pain stimuli in the large
and small fibers ascending the spinal cord pass through a gate control sys-
tem. At this point, the impulses interact and serve to modulate stimuli
transmitted to the motivational-affective and sensory-discriminative sys-
tems by certain transmission cells. It is thus possible through surgical,
chemical, and psychological intervention at this point to interfere with
stimulation of the sensory-discriminative system while permitting normal
passage of the impulses through the motivational-affective system.
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We are interested precisely in such an intervention. Thus either through
chemo- or hypnoanalgesia we can alleviate suffering without impairing
functioning or eliminating nature’s protective signals. This is our hypno-
therapeutic goal. Because we are concerned primarily with hypnotic tech-
niques that can achieve that objective, we will not proceed further into the
complexities and theories of pain. For the reader who wishes to learn more
about theories of pain, we recommend reading books by Ernest Hilgard
and Josephine Hilgard (1975) and Joseph Barber (1996), which represent
thorough treatises on this topic as related to the use of hypnosis. The
chapter devoted to pain in the classic H. Spiegel and D. Spiegel
(1978–1987, pp. 251–262) book is also of great value.

 

Displacement of pain

 

. As shown in Figures 9.1 and 9.2, considerable
experimentally controlled data are now available to show that pain relief
with hypnosis typically involves a gating of perceptions so that the pain
stimuli are not recorded at the cerebral level with little more than a recogni-
tion of the stimulus. However, this does not mean that there may also be
alternative pathways to explain the control of pain. J. Watkins and Watkins
(1990) explained that multiple personality patients (dissociative identity
disorder) can eliminate the pain in the overt personality by displacing it to
underlying alters. Curiously, this phenomenon may first have been
observed by Ernest Hilgard (E. Hilgard & J. Hilgard, 1983) in the discovery
of a patient’s ability to dissociate pain into a covert cognitive-structural sys-
tem called a hidden observer. J. Watkins and Watkins conceptualized the
hidden observer as the same phenomenon as ego states. Ego-state theory (J.
Watkins & H. Watkins, 1997) assumes that human personality develops
through integration and differentiation. At one end of the continuum, dif-
ferentiation is adaptive. Ego states process relatively permeable boundaries
as in normal moods. At the other end of the continuum, ego-state bound-
aries become less permeable or hardened. Normal differentiation becomes
maladaptive dissociation, and multiple personalities (dissociative identity)
disorders may therefore be created. In the intermediate range of the differ-
entiation-dissociation continuum, covert ego states can be found in most
normal individuals. Normal individuals, such as multiples and hidden
observer participants, can displace (dissociate) pain into covert ego states.
In such cases, the pain is not actually eliminated. It is simply displaced to
another ego state, as would be the case with a dissociative identity disor-
dered individual. As we know, dissociative identity disordered cases are
characterized by high hypnotizability (Kluft, 1987), and, in fact, the disor-
der has been labeled as an instance of “spontaneous hypnosis” (Bliss, 1986).

Beahrs (1986) viewed the dissociative process in dissociative identity
disordered personalities as a form of self-hypnosis intended to protect the
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patient from the pain and abuse he or she received as a child. In other
words, when confronted by more pain, guilt, and rage then they can toler-
ate, abused children may dissociate this mental hazardous waste into per-
sonality alters created for the purpose of providing internal garbage cans.
The notion is that the original and primary personality then no longer
feels the misery. The mechanisms, when initially employed, were probably
adaptive and helped the child cope with an overwhelmingly hostile social
environment, but as dissociation in this more severe form developed, it
became maladaptive and symptom causing. As observed in numerous
clinical cases of those with dissociative identity disorder, the skill of disso-
ciating pain, learned as a child, can easily continue to be practiced as an
adult. For example, J. Watkins and H. Watkins (1990) described the case of
Diana. The predominant alter in a dissociative identity disordered person-
ality, which normally did not experience much pain, complained at a ther-
apy session that she had a severe headache. John Watkins told her simply,
“You know how to eliminate the pain, don’t you? You have practiced this
for many years.” The patient responded, “Of course I do.” Watkins said,
“Well why don’t you just go do that right now.” Diana closed her eyes and
in a few moments looked up and brightly volunteered, “OK, it doesn’t hurt
anymore now.” Watkins then asked, “Is there anybody who knows about
Diana’s pain?” Mary, a misery-ridden child-personality alter, emerged
shouting, “Damn you, my head just started to hurt.” Watkins pointed out
that for years, Mary had been receiving the pain and rage that Diana, the
jolly primary state, did not want to experience. Session after session of
therapy went by where Diana, with her easygoing smile and friendly man-
ner, reported the good events of the day; if the events were bad, she never
seemed to suffer from them. And then how many times later in the same
session would Mary appear, often spontaneously — as is the case with dis-
sociative identity disordered patients — enraged, crying, and suffering
from these very same incidents. Since childhood, Diana had learned to
dissociate her pain and anger by displacing them into other personality
alters, primarily Mary. Mary was suicidal and homicidal, and John Wat-
kins spent many worrisome days and nights concerned about whether she
might emerge and kill her own (Diana’s) children or herself.

It is my (A.F.B.) position that removing pain with hypnosis is normally
a process of gating the pain perception as reflected by the EEG graphs
appearing in Figures 9.1 and 9.2. Nonetheless, the work by J. Watkins and
H. Watkins clearly shows us that the wise clinician should be aware of
alternative pain-reducing mechanisms where the use of hypnosis may not
mean the patient is getting away from the pain but is merely displacing it
into underlying ego states. There it is stored, and the possibility of nox-
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ious sequelae can later return in some other undesirable form. Obviously,
the clinician who is treating a patient in pain who might be dissociative
identity disordered or borderline dissociative identity disordered should
be extremely cautious. Clinicians should also be aware that normal indi-
viduals can at times displace pains to ego states. Furthermore, as J. Wat-
kins and H. Watkins pointed out, the same questions about possible
displacement must be raised when pain and suffering is seemingly allevi-
ated by medications.

 

Dissociated-control theory

 

. The late Ken Bowers (1992) advanced a dis-
sociated-control theory of hypnosis that complements and extends the
work of the Hilgards. Whereas Ernest Hilgard (1977) conceptualized dis-
sociation as a way of repressing or suppressing cognitive processes from
consciousness though perhaps amnesia, Bowers maintained that the
brain’s subsystems can be activated directly through the executive-control
system. Contrary to sociocognitive role-playing explanations, carefully
controlled research (Eastwood, Gaskovski, & Bowers, 1998; Hargadon,
Bowers, & Woody, 1995) showed that consciously evoked pain strategies
were not needed to produce a reduction in pain by hypnosis and that any
strategies that might have been evoked were evoked effortlessly and auto-
matically. As Patterson and Jensen (2003) discussed, these findings are
entirely consistent with A. Barabasz (1982); A. Barabasz and Barabasz
(1989); Freeman, Barabasz, Barabasz, and Warner (2000);

 

 

 

Miller, Bara-
basz, and Barabasz (1991); and J. Smith, Barabasz, and Barabasz (1996). 

Our focus here is the mind-body interaction with hypnosis as the facil-
itator. The patient learns hypnotic techniques to self-control pain. To
ensure the pain relief effects are the greatest, the patient must recognize
that he or she need not use hypnosis in all situations. Fredericks (2001, p.
51) said the patient should feel comfortable about deciding when it is
appropriate to use such mastery over pain techniques. The patient should
be allowed choice as to when to control pain, particularly pain associated
with “exposure to psychological threat,” and the removal of pain as a
defensive reaction. The therapist should emphasize to the patient simply
that he or she is capable of pain relief, control of the related psychological,
and emotional concomitants. Fredericks also pointed out that the doctor
should endeavor to remain disinvolved with the ethical and moral issues
the patient might be concerned with as to when to use such powerful hyp-
notic techniques. Essentially the tactic is to use the behavioral technique
of contracting with the patient to allow the patient to manipulate pain
when he or she feels it is psychologically appropriate. This deepens the
therapeutic alliance and can preclude the immediate need to resolve psy-
chic conflicts.
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Pain Relief: Simple Distraction or Dissociation

 

As discussed by J. Smith et al. (1996) in the 

 

Journal of Counseling Psychol-
ogy,

 

 E. Hilgard’s (1977, 1984, 1992) neodissociation theory explains that
dissociation occurs when attention is focused. Activities are dissociated
when “one of them goes on automatically, with little conscious effort, as
the other is carried out with attention focused on it” (J. Hilgard & LeB-
aron, 1984, p. 4). The “executive ego” is the managing director of the
attentional system, which simply means that it can time the system to
meet environmental demands. Thus, the dissociation that occurs in hyp-
nosis is partial and functional. The importance of imaginative involve-
ment (A. Barabasz, 1982) in producing reality separate from, but in some
sense concordant with typical reality orientation, is encompassed by the
neodissociation conceptualization of hypnosis (J. Hilgard, 1974). Neodis-
sociation theory (also see chapter 3) assumes total involvement of the per-
son within an imaginative adventure; that is to say, the hypnotic state
makes it possible for the person to let go of reality and to experience fan-
tasy. It is important to understand that the reality-oriented ego is not dis-
owned but downplayed to benefit from fantasy (E. Hilgard, 1977). The
hypnotized individuals remain in control of the entire pain-control situa-
tion, able to leave hypnosis, reject any hypnotic suggestion, or substitute
their own hypnotic self-suggestion.

Alternatively, Spanos and his colleagues conjectured that hypnosis, for
pain control, is nothing more than simple distraction (Spanos, 1982; Spa-
nos, Gwynn, Dellamalva & Bertrand, 1988). Spanos believed that anyone,
hypnotizable or not, can reduce pain through simple distraction by doing
anything with much effort by engaging in unrelated tasks (Spanos, 1982;
Spanos et al., 1988).

Unfortunately, even the most sophisticated reviews of hypnosis for pain
management frequently combine distraction and dissociation in treat-
ment, making it impossible to ascertain which intervention accounts for
the observed results. For example, Kohen and Olness (1993, p. 375)
referred to the “distraction value” of certain hypnotic suggestions but
noted that “a direct permission to ignore” the pain is dissociative. J. Hil-
gard and LeBaron (1984, p. 111) noted, “Distraction that compels atten-
tion away from the pain may be non-hypnotic or hypnotic,” depending on
the degree of fantasy involved.

Two experimentally controlled studies have been conducted to differenti-
ate the effects of distraction compared with the effects produced by actual
hypnosis. J. Smith et al. (1996) focused on pain control in an ethnically
diverse sample of severely ill children just 3 to 8 years of age. The 36 children
suffered blood disorders or cancers such as leukemia and solid tumors.
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Acute invasive pain-producing medical procedures included, for example,
bone marrow aspirations (physical restraint of the child can involve as many
as six people to hold the child down as the skin is swabbed with alcohol and
a large needle inserted through the bone). Children’s parents were trained to
use distraction and hypnosis to reduce pain and anxiety. (For details of both
procedures, see chapter 10, titled “Hypnosis in Anesthesia and Surgery.”)
Several measures to reduce pain and anxiety were obtained from the chil-
dren and their parents. Independent raters and nurses also judged the chil-
dren’s videotaped distress responses. Data were collected during painful
medical procedures for baseline, distraction, and hypnosis conditions. The
findings showed dissociation to be responsible for the greatest pain relief.
Hypnotizable children (the majority of participants) showed dramatically
lower pain, anxiety, and distress scores (frequently no distress reaction at all)
in response to hypnosis in contrast to the low-hypnotizable children. Dis-
traction, the method taught to hospital staff as the technique “that works,”
did produce significant positive effects for observer-rated distress but not for
self-reported distress scores for the low-hypnotizable children.

Freeman et al. (2002) tested the effects of hypnosis versus distraction on
pain control for adults in a very different manner than J. Smith et al.
(1996). As recommended by A. Barabasz and M. Barabasz (1992), partici-
pants were exposed to rapport building, education about hypnosis, and
repeated inductions. Ten high-hypnotizable participants and 10 low-hyp-
notizable participants were exposed to cold pressor pain (the arm and
hand are immersed in circulating ice water while standardized pain
reports are obtained) during balanced experimental conditions of waking
relaxation, distraction, and hypnosis. To better discriminate between hyp-
nosis and distraction, the researchers developed a new distraction proce-
dure that involved the memorization of a sequence of colored lights. High-
hypnotizable participants showed significantly greater pain relief in the
hypnosis condition compared with both the control and distraction con-
ditions. High-hypnotizable participants also demonstrated greater pain
relief than the low-hypnotizable participants in response to hypnosis. Fur-
thermore, quantitative EEG findings showed significantly greater high
theta (5.5 Hz) activity for high-hypnotizable participants as compared
with low-hypnotizable participants.

Both of these carefully controlled, yet very different studies, clearly
failed to support the sociocognitive position exposing the false notion that
pain control by distraction is the same as that produced by hypnotizable
individuals in a deep hypnosis condition. Furthermore, both studies pro-
vided additional evidence suggesting that the mechanism of action for
pain control with hypnosis is dissociative in nature.
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Why Use Hypnosis for Pain?

 

Nobody wants to hurt, and pain interferes with healing, so it is no wonder
that one of the most rewarding uses of hypnosis is its ability to influence
the perception of pain. Hypnosis can make a substantial contribution to
the disciplines of surgery and anesthesiology, because the control of pain
remains one of man’s most pressing problems. It engages much of the time
and efforts of physicians, counselors, and psychologists who are treating
patients for conditions in which pain is prominent. If only the pain prob-
lem of a patient could be quickly and easily solved, the effective applica-
tion of many other procedures to the treatment of disease or disability
would be greatly facilitated. Moreover, hypnosis can contribute to the
management of many other aspects of surgical procedures, preoperatively,
during the operation, and in the postoperative recovery period. Central to
all of these benefits, however, is the ability of hypnosis to alleviate or elim-
inate pain. However, hypnosis should be thought of not as competing with
chemical analgesics but rather as complementing their use when they are
ill advised for the patient’s treatment.

The use of various drugs, including alcoholic beverages, for the allevia-
tion of pain had been practiced long before Morton discovered ether in
1846. This was about the time that the Scottish physician Esdaile (1957)
reported on 345 major surgical procedures employing hypnosis as the sole
anesthetic in India. E. Hilgard and J. Hilgard (1983) listed 15 different
types of surgeries, discussed by numerous researchers, for which hypnosis
was used as the sole anesthetic to completely ameliorate pain for proce-
dures such as appendectomies, gastrostomies,

 

 

 

tumor excisions, and hyster-
ectomies. Rausch (1980) used self-hypnosis for a full cholecystectomy and
then walked back to his room immediately without the slightest experi-
ence of pain. Patterson, Questad, and Boltwood (1987); Gilboa et al.
(1990); and Finer and Nylen (1961) reported at length about the use of
hypnosis as the sole anesthetic for patients with repeated extensive burn
surgeries.

Numerous studies have described patients with a wide variety of prob-
lems who have responded to hypnosis, including those patients with pain
associated with dental work (J. Barber, 1977; J. Barber & Mayer, 1977;
Hartland, 1971), cancer (J. Hilgard & LeBaron, 1984; Sacerdote, 1972; D.
Spiegel, 1997; D. Spiegel & Bloom, 1983), reflex sympathetic dystrophy
(Gainer, 1992), acquired amputation (Chaves, 1986), childbirth (Haanen
et al., 1991; McCarthy, 2001), spinal cord injury (Jensen & Barber, 2000),
intractable pain (Lea, Ware, & Monroe, 1960), sickle cell anemia (Dinges
et al., 1997), arthritis (Appel, 1992; Crasilneck, 1995), temporomandibular
joint disorder (Crasilneck, 1995; Simon & Lewis, 2000), multiple sclerosis
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(Dane, 1996; Sutcher, 1997), causalgias (Finer, 1982), lupus erythematosus
(S. Smith & Balaban, 1983), postsurgical pain (Mauer, Burnett, Ouellette,
Ironson, & Dandes, 1999), unanesthetized fracture reduction (Iserson,
1999), and mixed chronic pain (Evans, 1989; Jack, 1999). Other types of
pain problems reported to respond to hypnotic analgesia include low back
pain (Crasilneck, 1995), and headaches (Crasilneck, 1995; Spinhoven
1988). Even this long list of pain etiologies is by no means exhaustive. In
short, hypnosis has been reported to be useful for nearly every clinical
pain problem imaginable. It must be generally concluded that hypnosis is
an effective analgesic in many types of cases and should be an integral part
in any program of pain control. That goal, at least, is being achieved. Hyp-
nosis is now the pain-control method of choice for interventional radio-
logical procedures at Harvard Medical School’s Beth Israel Deaconess
Medical Center in Boston (Lang et al., 2000; Lang & Berbaum, 1997).
Recoveries are faster, patients are more satisfied, and the hospital saves
considerable sums of money while reducing risk exposure. Other hospitals
are sure to follow the lead of the Harvard teaching hospital and the
achievements of David Spiegel’s group at Stanford Medical School.

 

Hypnotic Techniques for the Control of Pain

 

Hypnotic procedures used in alleviating pain can be classed under three
major headings: direct hypnotic suggestion, altering the experience of
pain, and directing attention away from pain.

 

Direct Hypnotic Suggestion

 

The first and simplest approach is for therapists to inform hypnotized
individuals that they will no longer feel the pain. Here the authority of the
doctors and their relationship with the patients is pitted against the pres-
sure of the pain stimuli in an effort at suppression. At times, this is effec-
tive (Shepard, 2001), especially with highly hypnotizable people who have
great faith in their doctors. In fact, by placing all their prestige against the
pain, doctors are using a powerful interpersonal relationship tool, but this
can also be a double-edged sword.

If the hypnotizability of the patient is weak or if the impact of the pain
stimuli becomes overwhelming, not only can the pain return in force but
also the credibility of the doctor is likely irrevocably jeopardized. Some-
times, when commanded to give up their symptoms, the patients give up
the doctor instead. This is especially easy to do if the patient resents what
appears to be an attempt at domination. A rebellious “child within” the
patient is mobilized. The patient comes back to report (sometimes with
ill-concealed pleasure), “Doctor, your treatment didn’t work.” This
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demanding, authoritative approach (which Sandor Ferenczi termed
“father” hypnosis) can be indicated when there is a genuine emergency
and temporary pain relief is a vital necessity (Shepard, 2001). This is also
the time when this procedure is most likely to be successful. A patient in
trauma might be near a state of spontaneous hypnotic trance or at least
especially receptive to a rapid induction of hypnosis. Nonetheless, to suc-
ceed the therapist must be experienced enough to be absolutely confident
in the execution of the induction.

It seems amazing how easy it often is for a therapist to successfully hyp-
notize and administer hypnotherapeutic suggestions to a patient whom
the therapist has considerable respect or sometimes even affection for. The
point is that the prerequisite rapport has been established. The same
patient might have been relatively unhypnotizable by another less experi-
enced practitioner, or at best achieved only a light trance or merely had
some minor responsiveness to suggestion without having entered hypno-
sis. Although some patients appear to resist hypnosis, regardless of who
attempts the induction, the situation can often be improved if the thera-
pist follows the injunction — which is good in almost any type of therapy
— “When in doubt work on the relationship.” Rapport is the key element
in any hypnotic intervention; resonance is even better.

If, as is so often the case, the pain is one that requires relief every few
hours, we recommend two approaches. First, the therapist should make an
audio recording of the entire induction and the hypnotic suggestions of
pain alleviation, including the termination of the hypnosis at the end,
which might involve counting backward from 10 to 1. As a guard against
misuse of the recording by someone other than the patient for whom it is
intended, the therapist should (a) placard the recording medium accord-
ingly, and (b) use the patient’s first name as appropriate throughout the
recording. Then whenever the patient feels the need for relief from the
pain, he or she simply plays the tape. Because the tape has been made by
the therapist specifically for the patient, and the suggestions are timed to
fit the patient’s speed of response, the effect is to repeat the hypnotic expe-
rience with the doctor and to emerge with the same result, one that gener-
ally holds about the same length of time as the original.

Because part of the patients’ experience of clinical hypnosis is their
close interpersonal relationship with the doctor, it is possible that the
effects of the unreinforced tape can wear off after a while. The effects
can usually be renewed either by another face-to-face session with the
therapist or by playing the tape in the therapist’s presence. This effort
reestablishes the relationship and potentiates the effectiveness of the
hypnotic suggestions.
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Self-Hypnosis

 

The second approach, which can be used when it is not possible for the
therapist to come personally and administer another hypnosuggestive
treatment, is to teach the patient auto- or self-hypnosis. (See the technique
of self-hypnosis proposed by H. Watkins in chapter 6.) If an auto-hypnotic
procedure is indicated, the doctor should use a similar approach during
the initial induction of the patient. Thus, the technique of focusing the
patient’s eyes on the uplifted hand and suggesting that its heaviness will
cause it to lower can be adapted equally well to an induction by the doctor
and later as an auto-hypnotic technique. This technique simply teaches
patients to say to themselves the same suggestions that the therapist
would. One individual indicated that it was more effective for her if she
visualized the doctor speaking the suggestions (induction, deepening, and
therapeutic) to her and imagining herself as listening to them. This visual-
ization seemed to reestablish the close interpersonal relationship she felt
with him even when he was not present.

Visualization or imagining is a very effective method of presenting sug-
gestions. That which can be pictured in the mind has more power than
words do to affect behavior and experience for most people. After all,
words are supposed to be stimulus cues to behavior, but if they do not
have genuine meanings, they will probably have little effect. For example,
Harding (1967) described a successful approach to the pain of migraine
headaches. He used suggestions of visualization, such as “Migraine head-
aches are caused by the blood vessels in the head becoming excessively
swollen. Now, picture the blood vessels in the head. See them large and
swollen. Now picture them growing smaller and smaller, returning to nor-
mal, carrying the normal amount of blood to the brain.” Images such as
these seem to have more effect on autonomic processes than simple com-
mands or instructions do.

Migraine headaches are considered to be caused by an excess of blood
in the cranial blood vessels and their resulting distension. Another way (A.
Barabasz, 1977) a therapist can use hypnosis to rapidly eliminate migraine
headaches is to induce hypnosis and ask the patient to visualize ways of
warming the extremities that appeal to the patient. This action redirects
the patient’s blood flow and creates peripheral vasodilatation. In so doing,
the patient’s blood volume is reduced in the head and the migraine is alle-
viated (also see A. Barabasz & McGeorge, 1978). This form of hypnosis is
usually much more effective than merely telling the patients that their
heads will not hurt. Certain patients, particularly those from British heri-
tage might be more kinesthetic minded than visually oriented. If they are
unable to visualize a vascular bed or a single blood vessel, they might get a
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better reaction from suggestions that stress feelings of warmth, comfort,
tingling, relaxation, and so on. When the therapist is uncertain as to what
sensory modality is most significant to a patient (visual, auditory, kines-
thetic, gustatory, olfactory, or touch), suggestions that incorporate vivid
impressions from several or all of these senses can be employed. Thus,
when relaxing individuals, the therapist might ask them to picture a peace-
ful scene, see the clouds and the blue sky, hear the gentle murmur of a
stream, feel the warm air on the skin, and smell the delicious scent of the
wildflowers. The more vivid the suggestions and the more significant sen-
sory modalities the patients employ, the more genuine they become to
them and the more the patients can throw themselves into a meaningful,
realistic experience.

 

Changing the Suffering and Meaning of Pain

 

The essential impact of hypnosis is to alter the suffering component of
pain, not its presence; the patient’s pain experience can be modified and
made to feel different. We can tell the hypnotized patient that the discom-
fort in the arm will be sensed as a mild pressure. He or she will know it is
there, but will not suffer from it. The patient can be informed that the dull
ache in the back will be felt as a slight sensation of warmth. Such sugges-
tions, given an adequate hypnotic trance state, probably disrupt normal
physiological pain processes less than attempts to eliminate them do, as we
can see from the research on recent brain response to hypnosis as shown
in Figures 9.1 and 9.2. The brain’s response shows an attenuation of
response rather than obliteration of the sensation entirely. So far, the con-
trolled experimental evidence shows us how the brain responds to hypno-
sis for pain relief, so at long last we now have a scientific method available
to assess the relative effectiveness of different approaches while still not
knowing precisely how hypnosis gets the brain to do this. One might rea-
son that the complete suppression of pain impulses traveling through the
nervous system requires a greater counterforce than allowing their expres-
sion in ways that are more acceptable. Furthermore, if there is an underly-
ing dynamic reason why a patient needs to have pain, such as for self-
punishment, the fact of its creation, and presence, might meet this need.
For example, the body often turns unacceptable emotions into pain. Thus,
the individual who cannot express rage at a spouse might instead experi-
ence some anginal (chest) pain. As soon as he or she can express the anger,
the pain subsides. The suppressed rage on one hand initiates heart spasms,
and on the other hand it is displaced into the consequent suffering. The
patient does not experience anger; he or she feels pain. The displacement
of its suffering component into a more benign form significantly reduces
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the patient’s disability. By such procedures, we help individuals to live with
their discomfort even though we may not be able to eliminate it.

Another method is to teach the patient to ignore the pain. Thus, we told
a 50-year-old woman with breast cancer, “You need not pay attention to
any uncomfortable feelings coming from below your shoulders. You will
ignore them because you are so busy and interested in listening to good
music, enjoying television, reading books, and conversing with friends.” In
this case, we were using distraction as a technique to lead the patient to
dissociate the pain. However, as we know (Freeman et al., 2000; J. Smith et
al., 1996) distraction by itself is a poor alternative to pain relief with actual
hypnosis. The hypnotic evocation of dissociation is what makes it truly
possible for the patient to not pay attention to the pain. When we dissoci-
ate a body part, to make it no longer a part of ourselves, we do not pay fur-
ther attention to it and it no longer bothers us. Numbness can be
hypnotically suggested in one area and then transferred (“permitted,” or
“requested” to “travel”) to other areas where it is needed but that are less
accessible. It is also best “imaged” when the hypnotic suggestions are tied
to memories, such as “You can remember when the dentist injected
Novocain into your tooth. Reexperience it now in relation to [the afflicted
area],” that the patient desires to render insensitive. The numbness can
often be made more effective if it is established as the opposite of the pain.
Hence, the therapist tells the patient, “When you have numbness you feel
nothing but numbness there.”

 

Dissociative Interventions

 

Hypnotic dissociation is an extremely complex process that we do not
entirely understand. In its extreme forms, it is seen in the multiple person-
ality (dissociative identity disorder) cases where one part of the self may
not even know of the existence of another part. We prefer to consider these
part-person entities as “ego states,” and they will be discussed in consider-
ably more detail in Volume II (see also J. Watkins & Watkins, 1997).
Amnesia represents another example of dissociation. Individuals do not
remember experiences and behaviors that happened to them at another
time. Perhaps normal forgetting is a dissociative process. However, when
people are found in a strange city unable to recall their names, homes, or
families, we recognize it as an abnormality and consider it a mental illness.

The hysterical paralysis of a part of the body so that it no longer func-
tions within the individual’s “body ego” is comparable to the dissociation
of a part of one’s experiential life so it is no longer a part of the “mental
ego.” The separation of some part of one’s physical or psychological func-
tioning so that it is no longer felt as within one’s self — as “me” — is a fas-
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cinating study that can be initiated or undone effectively by the use of
hypnosis. We consider its theoretical and technical manifestations at
length later. However, for the moment let us accept the fact that dissocia-
tion of bodily and mental processes does exist, that it is possible to manip-
ulate this phenomenon by hypnosis, and that, accordingly, we can
effectively employ it for the treatment of various conditions, both psycho-
logical and physiological.

In a sense, we had already begun to use it when we told our patient to
“ignore” unpleasant sensations coming from some part of the body. It is
necessary to extend these hypnotic suggestions further. We might say to
the patient,

Your right arm is no longer a part of you. Your self stops here at
your shoulder. The arm has no feeling or movement. You cannot
move it, because it is no longer connected to you. You feel that
there is a space between the end of your shoulder and the begin-
ning of that arm. Therefore, there is no connection between it

 

 

 

and
yourself. Because it is no longer within your own being, it no
longer has the power to send you painful impulses. It is dead and
attached like a board to your shoulders. You experience no sensa-
tions coming from it.

We have temporarily dissociated the patient’s arm from the rest of the
body. Accordingly, any impulses coming from it will be ignored. Patients
do not respond to them; they have no feeling in that arm and experience
no pain there. Notice that during the hypnotic suggestions that were given
(except for the initial reference) the arm was described as an “it,” “that”
arm, and so on, not “your” arm. We were attempting to make this limb an
object, to remove it from subject, from self.

Not only can a part of the body be dissociated but the entire body can
also be dissociated. Suggestions of dissociation can be as follows: “You are
now standing by the door in your room looking at that body that looks
like yours over there in the bed. It

 

 

 

may be suffering in pain, but you are
not because at the present time you and it are not the same.” In chapter 11,
we describe the use of this procedure for childbirth. The dissociative tech-
nique is one of the most dramatic procedures within the armamentarium
of the hypnotherapist, and it usually requires a patient who is above aver-
age in hypnotizability. If this technique is to be maintained for some time,
the therapist generally must give the suggestions for its initiation as the
patient is quite deeply hypnotized. Dissociation in its pure sense is difficult
for the individual who can enter only a very light trance.
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Ego Strengthening and Pain Reduction

 

If one thinks of the human ego as a kind of mental muscle, an organ devel-
oped to aid them in adjusting to reality, then this ability to cope with dis-
tress is related to its strength. Individuals who become emotionally
devastated at minor frustrations are considered psychologically to have a
weak ego. Coping with pain is much like adjusting to any other of life’s
adversities. The strong individual can carry a greater load. If people are
physically strong, they can lift a greater weight; if psychologically strong,
they can lift a greater life burden. Accordingly, if we can strengthen a weak
ego in pain-ridden patients, we can better teach them how to ignore the
pain, dissociate it, suppress it, or endure it without suffering.

The use of hypnosis with suggestions specifically aimed at building the
patient’s ego began nearly 40 years ago with Hartland (1966). The proce-
dure can be useful for a number of therapeutic goals, including the relief
of pain. He suggested repetitively that the individual will feel more alert,
more energetic, and physically stronger and fitter each day and will tire less
easily. The therapist tells patients that they will become deeply interested
in whatever they are doing, that the mind will become calmer, and that
they can think more clearly. The therapist suggests to patients that they
will be less easily disturbed, more relaxed, and imbued with greater confi-
dence and that each day they will feel more optimistic.

Of course, the number of such positive hypnotic suggestions could be
extended indefinitely. There is some question as to whether the ego is
strengthened most by much repetition of a few suggestions or by a wide
variety of suggestions. However, there is no doubt that many individuals
respond quite favorably to such an approach and develop an improved
outlook on life and increased motivation to cope with their problems.
Hartland’s approach to using hypnosis is not unlike Coue’s (1923)
approach: “Every day in every way I am getting better and better.”

 

Summary

 

Hypnosis is widely recognized as a treatment for patients with conditions
in which pain is prominent. Although hypnosis contributes to the manage-
ment of many surgical procedures to alleviate or eliminate pain, hypnosis
is best thought of as complementing rather than competing with chemical
analgesics. Direct hypnotic suggestion procedures can be extremely effec-
tive in emergency procedures. Patients with long-term acute and chronic
conditions can be taught self-hypnosis. Self-hypnotic procedures are most
likely to be successful for pain relief if they are not used to shift the respon-
sibility for the pain relief entirely to the patient. Recent brain activity
research shows that hypnosis has direct effects at the sensory level, which
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attenuate pain perception. However, hypnosis has long demonstrated its
value in altering the suffering and meaning of pain.

 

 

 

Dissociative interven-
tions can be extremely complex and are not entirely understood, but these
techniques can be enormously effective in either alleviating or modifying a
patient’s pain. At the psychotherapeutic level, pain tolerance can also be
substantially increased by ego-strengthening procedures.

 

Notes

 

1. Hypnoanalgesia appears to fade in effect at about the same rate as chemoanalgesia. A
patient once treated by John G. Watkins was alternated between hypnoanalgesia and pain
medication. In each case, she would remain pain free for about 3 hours.

2. In a recent experiment involving the hypnotic suppression of pain, a participant’s hand was
hypnotically anesthetized and then thrust into ice water, thus creating what is called “cold-
pressor” pain. The participant was unmoved and reported having no feeling in his hand,
but about a minute later he developed a violent stomachache.
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Chapter 10

 

Hypnosis in Anesthesia and Surgery

 

A century ago, Dr. Alice Magaw used hypnosis for more than
14,000 painless surgeries, at the then not-so-famous Mayo Clinic,
without a single anesthesia-related death. At the time, the death
rate was 1 in 400 from the use of ether, even at the nation’s best
hospitals (Magaw, 1906).

 

Patient Orientation and Indications for Hypnosis

 

When patients first enter a hospital for major surgery, they are rapidly
bereft of their defenses. They are interviewed by impersonal hospital per-
sonnel and then must sign consent forms and releases, which appear, even
to the most casual observer, to allow the hospital personnel do almost any-
thing without recourse from the now helpless patients. Then blood tests,
venipunctures, enemas, x-rays, and other tests are frequently performed.
No wonder that even the hardiest individual begins to feel a sense of inse-
curity, which can turn into fear, and in some patients, outright terror.

Anesthesiologists who are willing at this time to visit patients, intro-
duce themselves, and give reassurance can have a significant effect on the
equanimity with which patients face surgery and their post-surgical
course. Mention of the recovery room will alert patients to the fact that
when awakened, they will be in a different room from the one in which
they departed from consciousness, and perhaps will be surrounded by
other patients. This helps to prevent them from being startled by the new
surroundings. The more details concerning the operative procedure that
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can be shared, the more likely the patients will be to cope with them. We
can usually handle much better that which we understand.

The classic major indications for the use of hypnosis in anesthesiology
were noted by Marmer (1959), an outstanding early authority in this area.
These include (a) the ability to overcome anxiety and fear, (b) the provi-
sion of a more comfortable reaction from anesthesia and postoperative
recovery, (c) the capacity to raise the pain threshold, and (d) the ability to
induce anesthesia or analgesia.

New applications of hypnosis for surgery were developed and tested by
Henry Bennett (1993), including (a) to reduce the amount of chemoanes-
thesia needed or to replace it entirely, (b) to reduce the amount of blood
loss during surgery, (c) to return blood circulation to the surgically tar-
geted area during the healing process, and (d) to increase speed of healing
and recovery after surgery.

After induction of hypnosis, Bennett said to the patient, “We would like
your help. It will be better for you and better for us. I would like to speak
with you about becoming a more active participant in your anesthesia and
your surgical repair.” Of course, while under anesthesia, the patient is not
expected to do anything consciously. He or she is asked to let the body
respond involuntarily, “such as the way blood flows to your face and makes
you blush when you’re embarrassed.” For example, spinal surgery patients,
in hypnosis are simply told, “To make sure you will have very little blood
loss in your surgery, it is important that the blood move away from the
area of the spine and out to other parts of your body during the operation.
Therefore, the blood will move away from your back during the operation.
Then, after the operation, it will return to that area to bring nutrients and
to heal your body quickly and completely.” Hypnosis is simple to adminis-
ter, even to those who are only moderately hypnotizable.

But does it work? To date, more than 100 such spinal-surgery patients
at the University of California (Davis) Medical Center have gone though
this hypnosis procedure. The patients using hypnosis lost an average of
just 500 cubic centimeters of blood while the average loss by the control
patients undergoing the standard medical procedure and the group taught
deep relaxation techniques both lost the usual 900-plus cubic centimeters
of blood. The patients exposed to the hypnosis protocol are happier and
the providers save money.

The trauma of stress often makes a patient more hypnotizable. There is
less of an attitude of criticality, which normally needs to be suspended for
best results. Accordingly, hypnotic suggestions for relaxation, freedom
from fear, and ability to sleep the night before the operation may be much
more effective in helping patients to be at their best the morning of the
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surgery than a simple prescription of sedative medication. The less
patients need to be medicated prior to surgery, the more likely that their
postoperative recovery will be rapid. Furthermore, suggestions to the
effect that patients will remain calm in the operating room and will feel
comfortable there can do much to remove both initial fear and post-trau-
matization. Surgical patients have occasionally been so traumatized by
their experience that a long-lasting anxiety, neurosis, or a phobia has been
initiated, requiring an extended period of psychotherapy. The more
relaxed and comfortable the surgical patient, the less likely that we will
have a psychiatric patient later. The principle of mastery over a very signif-
icant experience determines whether it terminates in mature growth or
leaves a frightened and ego-weakened individual. Both Marmer (1959)
and Crasilneck and Hall (1985), who have had much experience with hyp-
noanesthesia, stressed this relationship factor in the reduction of presurgi-
cal tension.

Major surgical procedures can be performed with hypnoanesthesia
alone. Many have been done, but unless the hypnotic treatment is supple-
mented with chemoanesthesia, the patient needs to be an excellent partici-
pant, capable of a deep trance, and one who has had adequate training
before the surgery begins. Only about 10% of patients meet these criteria.
The greatest value for hypnoanesthesia appears to be its integration with
chemical anesthetics so that less medication than usual needs to be admin-
istered. When considered from this viewpoint, hypnosis is prepared to
make a significant contribution to the majority of surgical procedures.

Hypnosis is, perhaps, the treatment of choice when the patient has a
phobia of anesthesia, perhaps a carryover from a previous operation. In
some cases, the patient is allergic to sedation medication and hypnosis is
indicated. There are also poor surgical risks in which the chemoanesthesia
alone poses a genuine hazard. In such cases hypnosis, more often than not,
is the anesthesia of choice. Fredericks (2001, p. 94) noted that hypnosis is
particularly effective and specifically indicated when inadequate spinal or
epidural anesthesia is encountered where the patient is suffering a good
deal of pain, or the area where the surgery has to be performed is exceed-
ingly large and the amount of local anesthetic required would be too great
and possibly toxic. Schultz-Stubner (1996) routinely used hypnosis instead
of cerebral sedatives, especially for high-risk patients, because of the safety
of hypnosis.

Patients should never be pressured into accepting hypnosis. However, if
they prove to be highly hypnotizable they may well consent, providing
they are assured that other anesthetic agents are available for immediate
use should they feel the need for reinforcement of the hypnoanesthesia.
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Wise anesthesiologists, even when working with highly hypnotizable
patients, are prepared for any unforeseen eventuality that may require
their full repertoire of procedures.

 

Medical Procedures Appropriate for Hypnosis

 

The range of medical procedures, which now have a history of success
with hypnoanesthesia as the sole or principal anesthetic, is indeed broad
(Gauld, 1988). Kelsey and Barrow (1958) reported using hypnosis suc-
cessfully to maintain a pedicle graft when it was important for the patient
to be “locked” in a fixed and immovable position for a long period of
time. Marmer (1959) described specific cases involving laminectomy,
thyroidectomy, vein ligation and stripping, rectovaginal repair, urinary
bladder cystectomy, cholecystectomy, hernia repair, hemorrhoidectomy

 

,

 

hysterectomy, pneumonectomy, mitral commissurotomy, and cardiac
poudrage, to mention but a few. In each of these cases, he indicated
either that hypnoanesthesia was used alone, or, if in combination with
drugs, the amounts and types of chemoanesthesia employed were dra-
matically lessened. He also described the specific surgical techniques and
the postoperative courses involved. Elvira Lang’s (Lang, Joyce, Spiegel,
Hamilton, & Lee, 1996) unit at Harvard’s Beth Israel Deaconess Medical
Center uses hypnosis as the standard anesthetic for a wide range of pain-
ful invasive procedures.

In cases requiring only local anesthesia, the therapist can make hyp-
notic suggestions specific by touching or stroking the areas indicated.
Thus, a therapist might say to the patient, “As I touch this area on your
hand, it will become numb. It will feel as if covered by a leather glove.
There will be no sensation of pain in it. You can ignore this hand while I
work on it.” Suggestions of this kind can by pyramided, that is, the patient
can be told, “Each time I touch the hand, the feeling of numbness will
increase.”

A useful variation is to suggest that a piece of ice is being held on the
area to be anesthetized. The feeling of coldness is built up through
repeated and vivid picturizations.

 

 

 

It can then be experienced by the patient
as a hypnotic hallucination.

During the period of hypnotic induction, including the suggestions of
anesthesia or analgesia undertaken by the anesthesiologist or by a clinical
or counseling psychologist prior to the actual operation, the effectiveness
of the hypnoanesthesia can be checked by clamps. My (A.F.B.) preference
is to use a rubber-protected hemostat to demonstrate to the patient and
the physician performing the procedure that pain has indeed been con-
trolled with hypnosis. Tests of this type should be administered prior to
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the actual surgery, assuming that there has been adequate time for orienta-
tion of the patient beforehand.

In the treatment of burn patients (Ewin, 1986a, 1986b) two problems
often arise for which hypnosis can provide a solution, including debride-
ment of dead tissue and the changing of dressings.

 

 

 

Both can be very pain-
ful, and it is not normally possible to spray the afflicted area with a
chemical analgesic, because it is under the old dressing. Although sedation
medication may be of help, a general anesthesia would be contraindicated.
In such cases, patients can be taught to develop a glove anesthesia on one
hand and then instructed to transfer this anesthesia to the afflicted area by
pressing their anesthetized hand lightly over the area covered by the dress-
ing. The anesthesia is transferred, and the dressing can be removed with
minimal discomfort or none at all (Gilboa, Borenstein, Seidman, & Tsur,
1990; Patterson, Questad, & Boltwood, 1987).

Another common problem in the management of burn cases is that of
anorexia. Here hypnosis is used to stimulate feelings of hunger and appe-
tite. Images of delectable foods pictured by the hypnotized patient, com-
bined with suggestions of desire to eat, can often work wonders with such
cases. Of course, the same kind of hypnotic suggestions can be used in
treating anorexia stemming from other reasons (M. Barabasz, 1996), so
long as the hypnosis is carefully used as an adjunct to a comprehensive
psychotherapeutic approach.

Milton Erickson (1967) described an approach for the management of
pain in which patients are instructed in hypnosis to “compress” their pain
experience into a very short and intense period. Thus, by suffering
intensely for a minute or two, patients can then be pain-free for many
hours. This approach appears to be promising, but no objective data as yet
have been reported as to its efficacy in comparison with other techniques
of altering pain. Obviously, this would make an excellent Ph.D. disserta-
tion, series of laboratory experiments, or set of clinical trials.

John Watkins (1978) described a cancer case that initially was resistant
to hypnosis. He was successful the next day in inducing a trance and
relieving the pain after analyzing two of his own dreams, which were expe-
rienced on the night following the failure. These dreams pointed to his
personal investment in being successful with this case, as a demonstration
of the potency of hypnosis, in order to impress skeptical medical col-
leagues. Resolution of his own dreamed “ugliness” enabled him to estab-
lish a more resonant relationship with his patient the next day; a
relationship she sensed as committed to her welfare for its own sake rather
than an attempt at a “therapeutic trophy.” This case illustrates the impor-
tance of a sound doctor-patient relationship as a prerequisite to success in
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hypnotherapy. As Kluft (2003) pointed out, the wise doctor treats the
patient rather than the disease. Encounters with patients that tap
unknown parts of their minds can be misperceived as a threat to their
identity, function, stability, or even safety.

One of the greatest drawbacks for the use of hypnosis in surgery is the
amount of time sometimes required to induce a deep enough level of
trance. Esdaile often spent many hours with each patient before operating.
Today, the amount of surgery being done, and the many demands upon
the time of the anesthesiologist and surgeon, often precludes the expendi-
tures of many hours in conditioning a patient, which may extend over a
number of days. Patients frequently arrive in the hospital the evening
before the surgery is scheduled, or even the morning of the surgery. There
is time at best for brief visits from their doctors, and so much needs to be
accomplished in so short a time. Furthermore, if the doctors involved must
charge relative to the amount of time they spend with each case, the cost to
the patient who will be given hypnoanesthesia can be prohibitive. Because
so many good chemoanesthesias are now available, and the technical
aspects of using them well-known to anesthesiologists, the more time-con-
suming psychological approaches to pain control, such as hypnosis, tend to
be ignored. As is being demonstrated in the interventional radiology unit
at Harvard Medical School, we are beginning to rethink the way we have
been doing this in the past and finally developing ways of involving less
costly adjunct medical and psychological staff to assist under supervision.

Despite the drawbacks, hypnosis makes a substantial contribution to
surgery and anesthesiology in many cases, and in some, there are special
indications, which prove it to be the anesthesia of choice, such as a danger
of cardiac or respiratory decompensation. Knowledge of uses of hypnosis
and its limitations should be part of the training of every surgeon and
anesthesiologist. Personnel skilled in its application, typically a licensed
clinical or counseling psychologist, should be available when needed. Hyp-
nosis is not always the most convenient and effective anesthesia; it is defi-
nitely the safest and certainly one of the best ways to ensure involvement
of the patient in his or her own treatment.

 

Hypnosis in Surgery: Psychological Factors

 

Surgery is an intervention into the physical body, which can alter its func-
tioning in extremely complex ways. Less attention has been focused on the
fact that it is also a psychologically traumatic experience. Normal mental
and emotional functioning may be highly disturbed as a result of surgery
or before it in anticipation of the feared event. If we view the human indi-
vidual as a physiological-psychological-social system of equilibrium that
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functions as a whole, then tissue insult can precipitate a drastic reorgani-
zation of psychological functioning.

That patients often get depressed as a result of surgery is a well-
observed fact. That the process can also operate in reverse is not nearly as
well accepted and understood by physicians. Put succinctly, we are more
cognizant that tissue insult can cause psychological disturbance than we
are that psychological disturbance can initiate tissue damage. Recently, the
role of emotional factors in the maintenance (and even initiation) of
malignant processes has been rather clearly demonstrated through con-
trolled research studies (see Achterberg, Simonton, & Simonton, 1976).
Consequently, the effects on behavior and sensation of such procedures as
lobotomies and neural blocks can be equally matched by the consequence
of tension, stress, and emotional conflicts on bodily functions.

From this holistic viewpoint, the physical technique of performing a
surgical operation plus the postoperative management represent only a
part (albeit the most significant part) of the total impact on an individual.
The wise surgeon and anesthesiologist will give much attention to the psy-
chological factors within their patients, which can heavily influence the
outcome of the procedure. If understood and mobilized, the patients’
chances of a successful recovery are greatly enhanced. If ignored and badly
handled, their postoperative course may be a rocky one. In some cases,
these psychological factors will determine the difference between recovery
and death.

We are concerned with the total psychological function of the patients
— emotionally, perceptually and cognitively — as they approach the oper-
ation, during it, and in the postoperative reaction to it. Hypnosis is only
one of many psychological interventions. However, it is a specific tech-
nique that can be employed for specific purposes before, during, and sub-
sequent to surgery to facilitate management and can become an extremely
potent therapeutic procedure to supplement and facilitate the surgical
intervention. It is common for the physician who thinks primarily in phys-
iological terms to underestimate the value of hypnosis.

Every surgeon has been confronted by the anxious, tense, fear-ridden
patient who may relapse into an attitude of fatalistic resignation, become
paralyzed with terror, or even refuse sound medical advice. Such a patient
avoids a needed surgical procedure, sometimes at the cost of his or her life.

Preoperative apprehension is often a significant complication to post-
surgical adjustment. Contrary to popular belief, the individual who mani-
fests complete calm is not always the one who shows the best recovery.
Many people achieve this apparent placidity by an excess of control and
become postsurgically prone to the development of phobias and obses-
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sions. More than 40 years ago, Janis (1958) discovered that there is an opti-
mal level of anxiety. Individuals who exceeded it and those who were
below it showed a less satisfactory postoperative adjustment. However,
patients who had been informed about the anticipated experiences related
to their operations were less likely to become angry or emotionally upset
during the period of convalescence.

As an adjunct to providing such information and reassurance, the ther-
apist can produce a tape that uses basic hypnotic relaxation accompanied
by instructions given to the patient at hypnotic levels. A patient who lis-
tens to the recording during the preoperative period will be less tense on
the day of the operation and usually demonstrate a more rapid recovery.
There is much evidence to verify the fact that patients who approach their
operations fear-ridden and with negative attitudes are poorer surgical risks
than those who can relax, understand the nature of the surgery, and pre-
pare for maximum cooperation. This initial fear can be significantly
reduced if both the surgeon and anesthesiologist will give adequate reas-
surance to the patient prior to the operation. However, if hypnosis is to be
used to assist in a surgical procedure on a patient who is undergoing psy-
chotherapy, especially if it is intensive or analytic therapy, it would be wise
to consult the treating psychotherapist. In some cases, hypnosis may be
contraindicated for psychological reasons.

 

Fear-Ameliorating Techniques

 

Consider the initial contact of the patient on arriving at the hospital. He or
she is often questioned in a nonempathic way about his or her residence,
religion, ability to pay, and so forth, by an admissions interviewer. The
patient begins to feel like an object, a “thing.” The patient may be faced
with the most fearful event of his or her life. Yet no one is considering the
patient’s emotional needs. At this stage, phobias about the surgical proce-
dure and questions may well be brushed off by the contacting person, who
more often than not is a representative of the business office rather than a
member of the professional staff. The hapless patients find themselves in a
strange, impersonal environment, surrounded by efficient people who
nevertheless have little time to nurture. Friends and relatives may leave or
be escorted out, and patients are free to believe the worst.

It is at this stage where a contact with the surgeon, however brief, can
be of tremendous support. The surgeon who is not in too big a hurry to
dismiss the patient’s fears but is willing to allow them to be expressed will
find that the anxiety level will lower, and the patient’s preoccupation with
them can be directed into constructive questions about the conduct of the
forthcoming procedure. Our coping mechanisms can handle a known
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danger more effectively than an unknown one. Accordingly, the good sur-
geon will at this time, or at least before the operation, rehearse with the
patient what will be done. Ideally, this should involve a step-by-step expla-
nation of each stage of the procedure.

The patient is probably in a highly suggestible mood then. He or she
will react with greater calm if the surgeon describes the procedures in a
quiet but firm (confident) manner. This simultaneously informs the
patient of what to expect and transmits the message that, “I know what I
am doing. The operation will be conducted competently.”

Wording can be very important. Thus, “discomfort” is not as alarming a
term as “pain” or “hurt.” “Separate” may not stimulate as much anxiety as
“cut.” While the surgeon is rehearsing the operation or thoughtfully
explaining it in advance to the patient, he or she is also desensitizing the
patient. The suggestions, which the surgeon implants in the patient at this
time, may have a powerful effect, even without hypnosis.

This “rehearsal” of the surgical procedure can be accomplished better
in hypnosis. The patient is hypnotized by one of the methods described
in the previous chapters, and the various steps in the procedure reviewed.
Hypnotic suggestions, using nontechnical language, can be given at this
time. The hypnotic procedure is aimed not only at relaxing the patient
and reducing tension but even more positively at minimizing bleeding,
stimulating constructive attitudes, hope, and the will to recover. A word-
ing of such hypnotic suggestions might go as follows after a reasonable
level of hypnotic depth has been achieved:

Now that you are deeply relaxed you find that you are calm and
secure. You know your medical procedure will be skillfully con-
ducted so you can make a rapid recovery. You understand what is
to be done; there is no need for worry. The entire surgical staff is
competent and prepared to handle every aspect of it. You know you
are in good hands. You look forward to the correction of your med-
ical problem and the improvement in your life. You are very strong
inside and powerful. You can handle this situation well. You can let
your surgeon, your anesthesiologist, and the entire surgical team
perform their roles efficiently while you remain quiet and calm
under the anesthesia. It is good to know that capable people are
taking care of your welfare.

Such hypnotic suggestions can be administered by the surgeon, anes-
thesiologist, or by a consulting psychologist or psychiatrist skilled in hyp-
notic techniques. However, it is quite important that the patient meet his
or her surgeon and the anesthesiologist face-to-face. The patient needs to
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know just who the significant people are, and in whose hands his or her
body, and perhaps life, is now placed.

Reactions and questions voiced by the patient should be listened to
carefully. The patient who states “I am afraid that I may die” is not being
“neurotic.” In fact, the concern is genuine. There is evidence that individu-
als who enter the operating room harboring such an attitude may indeed
be far poorer surgical risks. Although it is not wise to argue with the
patient, efforts should be made to change this belief. Whether this “belief”
is a cause or an effect of inner destructive processes will be discussed in
Volume II. It can operate like a self-suggestion. People who believe that
they are going to die are indeed more likely to die. Incidentally, some prac-
titioners (Cheek & LeCron, 1968) ask the patient in hypnosis what is the
best time for his or her surgery. This is a question directed at the patient’s
unconscious processes. The reply may have substantial validity.

Individuals who have had their anxiety lowered by an explanation of
the procedures to be done, reassurance, rehearsal, and positive suggestions
aimed at improving attitudes (either in or out of hypnosis) will often
require much less preoperative medication, thus enhancing the chances of
recovery. There are times during surgery when it would be desirable to
secure a response from the patient following some procedure, which
under chemoanesthesia is seldom possible. It is almost always possible
when hypnoanesthesia is the method employed.

 

Hypnotic Communication With the Patient

 

Ewin (2003) teaches the “ideomotor” method of communicating with
patients to elicit replies from covert processes during surgery and other
medical procedures. In hypnosis, it is suggested that when a question is
asked, “the unconscious” will answer by lifting a finger on one hand to
indicate its reply. Thus, a lifting of the forefinger might signify “yes,” the
middle finger “no,” the little finger for “I am not certain,” and the thumb
for “I do not choose to answer.” Ewin explained that it is possible to com-
municate in this way with a patient who can no longer verbalize. Cheek
and LeCron (1968) reported that it has been used to secure responses from
dying patients even after they appear to have slipped beyond the realm of
communicating. Cheek and Ewin noted that through such a technique
they have been able to elicit reactions from individuals regressed to prever-
bal levels in the earliest periods of their infancy. With this technique, the
therapist can also ask the patient to “predict” his or her recovery date,
which is often but not necessarily always true.

If the patient is hypnotized prior to surgery, suggestions can be given
such as, “During the operation you will remain very quiet. It will not be
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necessary for you to move.” This assists in providing the surgeon with a
quiet field in which to work. Such suggestions also permit the patient to
endure long and uncomfortable procedures in cases where a general anes-
thesia is contraindicated.

It has been assumed that under a general anesthesia, in which deep
muscle relaxation is secured, the patient is also unable to hear and react to
words spoken in his or her presence. However, researchers have found that
patients who were subsequently hypnotized were often able to report
much of what was said and done during their operation (Bennett, 1993,
Cheek, 1964; Levinson, 1965; Pearson, 1961). Negative or unflattering
remarks made by members of the surgical team were received and
recorded at covert levels and had a decided impact on recovery (Ewin,
1990). Even though Trustman, Dubovsky, and Titley (1977) threw some
doubt on these findings, doctors and nurses would be well advised to
guard their tongues while operating. Remarks such as “I don’t think this
old tub of lard will make it” or “This one’s sure circling the drain; probably
won’t last long no matter what we do today” can be devastating and have
an effect similar to what might occur if the patient were hypnotized and
then told, “We don’t respect you very much and we expect you to die.” In
the high-surgical-risk case, such a remark could make the difference
between recovery and death during the postoperative period.

If patients under anesthesia can react to negative suggestions, they can
also be constructively influenced if the surgeon, anesthesiologist, or other
professional take advantage of this period to make remarks emphasizing
successful completion of the various stages of the operation and instilling
suggestions aimed at enhancing postoperative recovery. This has clearly
demonstrated its value when minor surgical procedures are performed
with regional anesthesia complemented by the use of intravenous anesthe-
sia or sedation combined with narcotics. Fredericks (2001) noted that
“because of convenience and ease of administration, most surgeons use
this technique almost routinely” (p. 94). Rather than “hypnosis,” this tech-
nique is usually referred to as MAC (Monitored Anesthesia Care). Wolfe
and Millet (1960) demonstrated the value of this procedure for surgery
with full general anesthetics. Suggestions might go as follows:

There, that’s been taken care of. It should not bother you any more.
When you wake up you will feel comfortable, just fine. You will be
able to sleep soundly, pass water, breathe well, and cough if neces-
sary. You need not feel nauseous.

Of course, the entire surgical team should be aware of the importance
such suggestions may have when the patient is apparently completely
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anesthetized and be sympathetic to the possibilities of constructive psy-
chological intervention at this time. Otherwise, these remarks will be
received with derision by those doctors or nurses who are ignorant of the
findings regarding their significance.

There should be no hesitation in suggesting such aspects of cooperation
and recovery as is desired. Among the most useful suggestions that can be
given to improve the course of a patient’s postoperative recovery are (a)
freedom from retching, (b) the ability to cough without pain, (c) increased
fluid intake and appetite for food, (d) the need for lesser amounts of nar-
cotics and sedation, and (e) control of vomiting and hiccoughing. Ideally,
these are implanted prior to surgery with hypnosis, but they can also be
given or reinforced while the patient is still on the operating table.

 

The Personal Relationship During Surgery

 

Helen Watkins (1976) reported a case in which a middle-aged woman,
whom she had been psychotherapeutically treating for alcoholism,
decided to secure a face-lift, hoping to erase the lines that marked the years
of neglect to her health, body, and appearance. Because hypnosis had been
an integral part of the psychotherapy, the patient asked her physician if it
could be used to assist her through the operation. Upon discussing this sit-
uation with the surgeon, the psychotherapist asked him in what ways she
might help the patient to undergo the operation. He mentioned first of all
the reduction of tension and pain, and then remarked, “Of course, I wish
her bleeding could be restricted.”

The therapist made no promises, but when next the patient was hypno-
tized, after suggestions were administered regarding quiet, peace of mind,
and freedom from pain, she was also told, “You don’t need to bleed.” The
operation, performed under local anesthesia, was quite successful, and the
patient emerged with a greatly improved face and morale. The surgeon
noted that in contrast to other cases bleeding was minimal. However, the
patient later reported to her therapist that during the operation she had a
very strong impulse to bleed, almost as if some inner compulsion was say-
ing to her, “Bleed! Bleed!” She would then answer back with another part
of herself, “I won’t bleed. Helen doesn’t want me to bleed.” By telling the
patient, “You don’t need to bleed,” and repeating it, she was actually rein-
forcing the patient’s “I won’t bleed. Helen doesn’t want me to bleed.”
Helen was throwing her own resonance and therapeutic relationship into
the patient’s unconscious battle with herself. During the earlier surgery,
her ego state commanding her to “Bleed!” was obviously dominant, and
prevailed. During the recent surgery, Helen’s “resonance,” which allied
with the opposing “Don’t bleed” ego state, prevailed. This inner struggle
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continued throughout the entire operation. Despite the inner battle of ego
states, her apparent relaxation and quiet transmitted none of this to the
surgeon. Only after the surgery was completed did the physician tell the
therapist about the patient’s medical record, noting that 2 years previously
she had had a hysterectomy because of excessive bleeding, but that the
pathology report had shown no evidence of tumor. The therapist and the
patient during the course of the analytically oriented therapy disclosed
many evidences and psychodynamic reasons for a self-punitive, masochis-
tic tendency, which seemed related to her need to bleed. Bleeding, like
many other physical functions, can in some patients have a strong psy-
chogenic component and can therefore, be psychologically influenced by
hypnotic suggestion.

This particular case illustrates a number of significant points regarding
the use of clinical hypnosis. It should be noted that the intensive relation-
ship with her psychotherapist, developed over many sessions, provided the
motive to the patient to inhibit bleeding. The unconscious need to bleed
stemming from masochistic impulses was pitted against the therapist’s
hypnotic suggestion not to bleed. Had the patient (who was obviously a
bleeder) sought relief on a long-term basis from this symptom by hypno-
sis, we would anticipate that the inhibiting suggestion would have soon
broken down.

Hypnotic suggestions aimed at suppressing symptoms, at least those
that have a strong underlying psychogenic motivation, usually succeed
only temporarily. Therefore, the hypnotic approach would probably be
inadequate in a psychotherapeutic treatment of this condition. A deeper,
more complex and dynamically oriented psychotherapy, perhaps using
hypnosis adjunctively, would likely be required to eliminate it (see J. Wat-
kins & H. Watkins, 1997). However, the simple hypnotic suggestion to
suppress the bleeding symptom was successful in temporarily inhibiting
this response during the period of the operation, thus demonstrating how
direct hypnotic suggestion can be successfully used for time-limited effects
during surgical operations without the necessity of psychodynamic resolu-
tion of underlying conflicts, providing it does not contradict the patient’s
psychodynamic motivational structure. Without Helen’s resonant “thera-
peutic self ” intervention, we (A.F.B. and J.G.W.) do not think the simple
suggestion alone would have been adequate. The same wording given by a
nonresonating inexperienced therapist would not have been successful.
The contribution of this case is primarily to demonstrate how “direct hyp-
notic suggestions” can be successfully used. It was the meaning in the
interpersonal situation, not the words that established sufficient security
for the patient to withhold bleeding.
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One finding, which was first noted in the 1840s by Esdaile (1850/1957),
was the greatly lowered incidence of surgical shock in patients whose proce-
dures were completed under hypnosis. This indicates that such shock may
be as much a psychological reaction to the trauma as physiological. At least,
it is a phenomenon that deserves to be much more carefully researched.

Many minor procedures in which a general anesthesia is not indicated
can often be expeditiously performed using hypnosis; even a light hyp-
notic state can be very effective. In one example, involving catheterization
of a frightened 7-year-old girl, David Spiegel explained (reported by
Hebert, 1998, p. 2–3), 

 We had to insert a catheter through the urethra to inject a dye into
her bladder. We couldn’t anesthetize the child because we needed
her cooperation, but it’s a terrible thing for a small girl to have
done to her. The last time they did it, it took three nurses and her
father holding her down, while she was screaming and struggling.
This time, I used hypnosis, restructuring the stressor for her, get-
ting her to focus on being in place where she’d rather be than in the
procedure room. In her case, it was a Beanie Baby Store. She got
though the procedure with a few tears and mild discomfort, but in
far less time and with no struggling at all. Best of all, nobody had to
hold her down. 

In our study (J. Smith, Barabasz, & Barabasz, 1996) with 3- to 8-year-
old children undergoing painful medical procedures, we compared hypno-
sis and distraction. Parents and their children were shown the video 

 

No
Tears, No Fears

 

 (Kuttner, 1987), which presents a balanced approach to the
use of distraction and hypnotic techniques to cope with pain and fear dur-
ing actual medical procedures. Training in distraction and hypnosis took
place in separate sessions. One volunteer parent for each child was trained
first in one procedure and then the other by one of four trainers and was
given the expectation of equality of potential effects for distraction and
hypnotic procedures. However, all four trainers said that they had “greater
faith” in the distraction technique because this was the method in use by
the hospital. This was a great experimental advantage for “distraction” and
probably why it was somewhat effective. Spanos and Coe (1992) were
right: The “beliefs” of the therapist can prevail. They did not conclude,
though, that the “beliefs” of the researcher (including their own) could
affect the outcomes of an experimental study.

Training for the hypnosis condition involved developing a favorite place
for hypnotic induction where the parent and child could go on an imagi-
nary journey to a location the child selected. Once the location was
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selected, parents were taught how to help the child develop and elaborate
the imagery. In training for the distraction condition, the parent was
instructed to help the child by activating the toy, noting interesting aspects
of the toy and how much fun it was. For both distraction and hypnosis,
parents were taught equivalent three-step procedures including (a) intro-
duction, (b) involvement, and (c) intervention. For the hypnosis condi-
tion, in the induction step the child was prepared to use hypnotic skills by
choosing the location for a favorite place hypnotic induction. For the dis-
traction condition, the first step involved the introduction and discussion
of the prop (pop-up distraction toy with loud sounds) to be used during
the procedure. The child selected a favorite pop-up toy from dozens pro-
vided by the trainer that were intended to have the capability to divert or
redirect attention to it. The depth assessment phase was described as a
“warm-up” exercise for the imagination. As in the Wall and Womack
(1989) study, parents were asked to use the arm-lowering item (in which
the child is requested to hold out an arm and then think about trying to
hold something heavy) from the 

 

Stanford Hypnotic Clinical Scale: Child

 

(1978–1987). It was used for both distraction and imaginative involve-
ment conditions. A handout of the script was provided to each parent to
help ensure adherence to the procedure should the parent become anxious
during the painful medical procedure. The third step consisted of the
actual intervention.

The hypnosis condition employed a story, and the distraction condition
used the toys the child selected. Both interventions were infused with cop-
ing suggestions. Parents practiced interventions in a role-play training ses-
sion with the trainers so that proper application of each intervention could
be ensured.

As foreshadowed earlier in this chapter, Cooper and Erickson (1959)
showed that the sense of time is capable of manipulation

 

 

 

hypnotically.
Thus, through hypnotic suggestion, a procedure that requires many hours
can be made to appear experientially to the patient as if it lasted only a
very short time. Likewise, long dreary hours in the recovery room can be
“shortened” by hypnosis with the suggestion that the patient will experi-
ence each hour as if it had lasted only a few minutes.

 

Summary

 

Given improved safety and the applicability of chemoanesthesiology to a
broader range of patients, hypnosis will probably never be used as exten-
sively as the exclusive anesthetic in surgery as by Esdaile. However, as
hospitals become more aware of the tangible benefits of hypnosis in
terms of demonstrated reduced costs, fewer complications, and reduced
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recovery-room time, hypnosis will, no doubt, continue to experience a
gradual but positive increase in its use. As physicians become increas-
ingly cognizant of the significant impact psychological factors can have
on their success, and as more of them become trained in hypnotic proce-
dures, hypnosis will become increasingly accepted and used as an integral
part of their specialties.
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Chapter 11

 

Hypnosis for Childbirth Pain
and Trauma

 

A man can have sexual relations with a woman, and it is a biologi-
cally local performance. The sperm cells are secreted, and once that
process has been completed — the manufacture of the sperm cells
— the man’s body has no longer any use for them. They serve no
purpose to him. They are useful only when the man gets rid of
them by depositing them into the vagina. And so, a man’s sexual
performance biologically is a purely local phenomenon and can be
accomplished very quickly, in the space of seconds. It’s just local,
and once he has deposited the sperm cells he’s all through with the
sexual act. Biologically speaking, when a woman has intercourse, to
complete that single act of intercourse biologically, she becomes
pregnant, a condition that lasts for nine months. She lactates; that
lasts another six months. And then she has the problem of caring
for the child, teaching it, feeding it, looking after it, and enabling it
to grow up. And for a woman, the single act of intercourse, in our
culture, takes about eighteen years to complete. A man — eighteen
seconds is all that is necessary. How is a woman’s body built? Very
few people stop to realize it — how completely a woman’s body
enters into the sexual relationship. When a woman starts having an
active thoroughly well adjusted sexual life, the calcium of her skele-
ton changes. The calcium count increases. Her foot gets about a
fourth of a size larger, her eyebrow ridges increase a little bit. The
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angle of jaw shifts, the chin is a little bit heavier, the nose a trifle
longer, there’s likely to be a change in her hair, her breasts change in
either size or consistency or both. The shape of the spine alters a
bit. And so physiologically and physically the girl becomes different
in as short a time as two weeks of ardent lovemaking. Because bio-
logically her body has to be prepared to take care of another crea-
ture for nine months inside, and then for months and years
afterward, with all her body behavior centering on her offspring.
And with each child, there’s tendency for a woman’s feet to get
larger, the angle of her jaw to change. Every pregnancy brings about
these tremendous physical and physiological changes. A man
doesn’t grow more whiskers because he is having intercourse, his
calcium count doesn’t alter any, his feet don’t enlarge. He doesn’t
change center of gravity one bit. It is a local affair with him. But
intercourse and pregnancy are a tremendous biological, physiologi-
cal alteration for a woman. She has to enter it as a complete physi-
cal being. (Milton Erickson, as quoted by Haley, 1973)

 

Natural Childbirth and Lamaze Methods

 

In 1933, Grantly Dick-Read (1968) introduced a technique of delivery,
termed “natural childbirth,” which aimed at reducing pain by teaching the
expectant mother to relax. Dick-Read held that it was tension that pro-
duced the pain, and that this tension was a consequence of the fear with
which a woman approached labor and delivery. To reduce this fear, he
would teach expectant mothers the facts about childbirth, because we are
less prone to fear that which we understand. He followed this with exer-
cises in breathing, relaxation, and the use of suggestion. At first, he insisted
that his suggestions were in no way related to hypnosis. However, later he
admitted that the combination of relaxation followed by suggestions was
very similar to the procedure practiced by therapists

The “Lamaze” method (Lamaze, 1958) has become the most popular
method in the United States. The expectant mother is taught many of the
less fearful facts of pregnancy and delivery, respiratory exercises, neuro-
muscular control, and conditioning methods aimed at eliminating fear. It
is theorized that an individual develops a recurrent and self-reinforcing
cycle of fear-tension-pain, which in turn creates new and greater fear, and
so on. By breaking this cycle through knowledge and relaxation, the
mother approaches the delivery as something more natural, more like that
of other species of mammals.

Both “natural childbirth” and “Lamaze” have documented reductions
in pain for a substantial fraction of expectant mothers so trained, with
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about one fourth to one third of mothers requiring no chemical analgesic
of anesthetic. Of those requiring such chemical interventions, prepared
mothers used less than unprepared mothers (E. Hilgard & J. Hilgard,
1983).

All of these same elements enter into the tactics employed by the skilled
hypnotherapist of today who is employed in the field of obstetrics, be he
or she the obstetrician, an anesthesiologist, or another skilled professional
trained in hypnosis (e.g., a counseling psychologist, clinical psychologist,
or psychiatrist). The advantages of hypnosis, of course, lie in the range of
pain control techniques available and the ability to induce trance with dis-
sociation, giving the mother greater control. The effects of hypnosis to
delivery can, therefore, go well beyond dependence on fear reduction,
relaxation, or the occurrence of uncontrolled spontaneous trance.

 

Theorizing about Hypnosis and the Relief of Childbirth Pain

 

Just why women using hypnosis experience a less painful or painless deliv-
ery has been a matter of speculation by a number of workers in the field.
Ernest Hilgard and Josephine Hilgard (1994) explained that hypnosis
functions to control pain by dissociation reduced awareness of informa-
tion that is transmitted to the higher brain centers. The EEG event-related
potential research provides clear evidence supporting such reduced aware-
ness, as shown in Figure 9.1 (D. Spiegel, Bierre, & Rootenberg, 1989).
Essentially, childbirth-related pains registered by the woman’s body are
also thought to be recognized by covert awareness during hypnotic analge-
sia and anesthesia but masked from perception as painful by an amnestic
barrier between dissociated levels of consciousness. Such awareness can be
reached by evoking the “hidden observer” (see chapter 3). Most impor-
tant, carefully controlled experimental research (Hilgard, Morgan, & Mac-
Donald, 1975) has shown that hypnosis produced a significant reduction
in overt pain reports compared with suggestion without hypnosis. Sup-
porting the neodissociation explanation, covert reports through key press-
ing and automatic talking were unchanged. The point is that such
reductions by dissociation were responsible for pain control. Perhaps the
registering of sensory pain is blocked by the amnestic barrier (immediately
forgotten) so that it does not enter conscious awareness.

Decades ago, Doctor Anslie Meares (1961), who conceptualized hypno-
sis as a form of atavistic regression, hypothesized that a hypnotized indi-
vidual regresses or returns to a type of experiential existence that
characterized humans during the stages of evolutionary development from
an anthropoid animal into primitive man. This then reestablishes abilities
of pain isolation and control that were characteristic of humans then, abil-
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ities that have been largely lost by civilized times. Meares also held that the
conscious experience of a mother’s love becomes possible when chemoan-
esthesias are not used and that this enables the mother to achieve a more
total and realistic anesthesia through hypnosis. The conscious experience
of delivery results in a closer mother-child bond than when it is blurred by
a chemical anesthetic.

Earlier still, Otto Rank (1952) held that birth was traumatic to the child
and the original source of neurotic anxiety because it involved separation
from the mother. Whether or not this is correct, certainly the addition of
chemoanesthesia, which drugs the child prior to separation, could only
add to the hazard the infant faces in coming into this world. A birth that
was traumatic to the mother may be equally traumatic to the child and
may have strong unforeseen effects on its later emotional development.

Nevertheless, the birth experience is an extremely significant one to the
mother. If it is accomplished without undue pain, attitudes toward the
child may be more positive than if the baby’s delivery was accompanied by
much suffering. It is the beginning of the mother-child relationship. It
should be started under the most favorable circumstances possible for the
future well-being and emotional health of both.

Because hypnosis is not suited to all individuals, the judgment as to
whether to use it as an anesthesia and analgesia in the case of a gravid
(pregnant) patient should be made early and should consider many differ-
ent factors. A last-minute decision to employ hypnosis (perhaps as the
woman in labor is being wheeled into the delivery room) can result in fail-
ure and traumatization. However, excellent results in eliminating or at
least reducing pain by hypnosis can be obtained with a minimum of train-
ing — in fact, far less training than required for less effective techniques
such as Lamaze or the Dick-Read natural childbirth methods.

 

Effectiveness of Hypnosis for Childbirth

 

Scientific evidence that hypnosis should in most cases be the pain relief
method of choice comes from numerous case reports and from controlled
statistical studies. Unfortunately, most studies lack hypnotizability test
data from standardized scales. However, the little systematic information
now available regarding the use of hypnotizability tests to predict success-
ful and unsuccessful outcomes is promising. Most research also fails to
gather data indexing the amount or lack of pain felt, as was done in the J.
Smith, Barabasz, and Barabasz (1996) study that we discussed in the previ-
ous chapter. Instead of using patients’ pain reports, investigators have
based their “objective” measures on the reduction in the amounts of
chemoanalgesia or chemoanesthesia required. Such measures are based on
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the assumption that those suffering the greatest pain should demand more
relief; however, such a correlation between the amount of pain felt and the
amount of medication demanded is just as imperfect as the response to
chemical analgesics.

Katchan and Belozerski (1940) obtained pain report data from 501
cases. Despite the authors’ failure to predict outcomes in more than 60%
of the cases (apparently their expectations for success made no difference),
they were able to conclude that 29% of the cases obtained complete anal-
gesia, 38% obtained partial analgesia, 21% resulted in failure, and 12%
showed questionable responses. Thus, nearly 70% of the cases had at least
partial and helpful analgesia or complete analgesia using hypnosis as the
sole pain-relieving agent.

The first more carefully controlled study involved 210 women. David-
son (1962) randomly divided them into three equal groups. The control
group received no training; the hypnosis group received 1.5 hours of train-
ing in self-hypnosis; and the third group was taught the Dick-Read natural
childbirth relaxation procedure. Patients reported pain on a scale of 0 (

 

no
pain

 

), 1 (

 

slight pain

 

), 2 (

 

moderate pain

 

), and 3 (

 

severe pain

 

). The Dick-
Read relaxation method average score was 1.68, well below the 1.95
reported by the control group. The hypnosis group achieved dramatically
lower pain with an average score of just 0.83

 

 — 

 

a remarkable achievement
for only a single hypnosis session.

Brann and Guzvica’s 1987 study permitted participants to self-select
either hypnosis or relaxation training, with 48 volunteers in each group.
The research showed that the time involved in the first stage of labor (onset
of labor to dilation of the cervix) was significantly lower for those in the
hypnosis group compared with the relaxation training group. First-time
mothers (primigavidas) benefited most. Perhaps more important, those in
the hypnosis group reported significantly greater satisfaction with the labor
process, greater ease of going to sleep when desired, and much less anxiety
about the entire birthing process. The hypnosis patients also felt more self-
control and were more satisfied than the relaxation-trained patients.

No doubt inspired by the work of Brann and Guzvica in England, Jen-
kins and Pritchard (1993) conducted the largest controlled study to date in
Wales. A total of 862 participants were studied, with half consisting of
primigravidas and the other half of second-time mothers (secundgravi-
das). Each group was split between those receiving hypnosis and age-
matched controls. Each of the hypnosis participants underwent six ses-
sions of individualized hypnosis. As in the Brann and Guzvica study,
primigravidas in the hypnosis group showed dramatic lower duration of
first stage labor (3 hours less than the controls). The second stage (dilation
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of cervix to delivery) was also significantly less than the controls. The
secundgravidas also spent less time in the first stage of labor than the con-
trols. Perhaps because of asymptote, the effects of hypnosis on their sec-
ond stage of time and labor was not significant. Overall, volunteers in the
hypnosis condition required significantly less need (or no need) for anal-
gesic chemicals in contrast to the controls.

Harmon, Hynan, and Tyre (1990) conducted the most elegantly con-
trolled study extant as should be expected of the research from the
United States conducted in that era. Hypnotizability was addressed, as
was patient perceived pain. Sixty primigravidas, who were recruited
rather than volunteered, were tested and then divided into high- and
low-hypnotizability groups before random assignment to hypnosis or
nonhypnosis conditions. In other words, half of the high-hypnotizable
participants and half of the low-hypnotizable participants received hyp-
nosis, whereas the other half received the standard relaxation training
treatment, which included breathing exercises similar to the Dick-Read
natural childbirth method. The hypnosis groups used significantly less
analgesic chemicals, had more spontaneous deliveries, and had shorter
first stages of labor than those receiving relaxation suggestions and
breathing exercises. 

As in the A. Barabasz and M. Barabasz (1989) study of chronic pain
patients, Harmon and his colleagues also administered a measure of pain
tolerance using ischemic pain to test the effects of hypnosis period. While
in antenatal training, a blood pressure cuff (sphygmomanometer) was
placed on the patients’ arms and inflated to produce pain by cutting off
arterial blood flow to the lower arm. The high-hypnotizable participants
receiving hypnosis training produced the most significant reduction in
pain. Obviously, obtaining a pain-reduction measure using experimentally
induced pain at a far removed site from the birthing channel is less than
ideal, but it is a step in the right direction.

 

Benefits of Hypnosis in the Practice of Obstetrics

 

The research to date shows a number of minimum benefits we can expect
from the use of hypnosis in obstetrics. These benefits include at least the
following: (a) reduction in the duration of the first stage of labor (averag-
ing about 3 hours less); (b) chemoanalgesia and anesthesia; (c) reduction
or elimination of pain; (d) decreased shock and more rapid recovery; (e)
better patient cooperation; (f) lowered incidence of operative delivery; (g)
facilitation of anesthesia of the perineum, delivery, episiotomy, and sutur-
ing; (h) reduction or elimination of many undesirable postoperative
effects; (i) much less required training than natural childbirth and Lamaze
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methods; (j) unlike chemoanesthetics, hypnoanesthesia cannot harm
either mother or child; (k) most mothers find childbirth using hypnosis an
extremely gratifying and satisfying experience and (l) in certain emergen-
cies, such as abruption placenta, the use of hypnosis can be life-saving.

 

Posttraumatic Stress and High Hypnotizability

 

“I could see everything in the mirror; the forceps, the episiotomy, my
whole body being laid open. Somehow, I just wasn’t there. I seemed to be
floating around on the ceiling. It just really wasn’t happening to me” (Rey-
nolds, 1997, p. 831). The ability to be highly hypnotizable is a remarkable
talent, but in obstetrics, as in certain other situations, it can be a problem-
atic avenue to trauma. High hypnotizability is usually a great advantage in
hypnotherapy, but as we have discussed in the earlier chapters, those tal-
ented individuals with high hypnotizability typically have an extraordi-
nary capacity for both imaginative involvement and fantasy proneness
(Rhue & Lynn, 1989; Rhue, Lynn, Bukh, & Henry, 1991).

Two features of childbirth make it potentially traumatizing: extreme
pain and a sense of loss of control. The deleterious long-term sequelae are
only beginning to be recognized. A post-delivery stress clinic has been
opened in England to address this frequently ignored variant of post-
traumatic stress disorder (PTSD). To begin with, PTSD, once thought to
be a combat-related syndrome of men, is much more prevalent among
women (Resnick, Kilpatrick, Dansky, Saunders, & Best, 1993). Indeed,
the rate is more than 2.3 times that of men according to Helzer, Robins,
and McEvoy (1987).

Little more than a decade ago, Malzack (1993) used labor pain as a
“model for acute pain,” reporting that 60% of first-time mothers and 45%
of those bearing additional children described labor that made them feel
either severe or extremely severe pain, with most noting it was the most
intense pain they had ever felt. Such a painful experience is an ideal envi-
ronment to precipitate PTSD in women with high hypnotizability who
undergo childbirth, either with chemoanalgesia or natural childbirth but
without training in pain management with hypnosis. Without hypnotic
management, they can be left with long-term, detrimental effects and pro-
longed suffering. They exhibit avoidance of behaviors such as demands for
cesarean sections for subsequent births. They become hypervigilant in an
effort to try to ensure the traumatic event will not be repeated. Childbirth-
related PTSD can precipitate long-lasting postpartum depression. In some
cases, childbirth PTSD manifests itself by neglect or even physical abuse of
the child, because he or she reminds the mother of the trauma experience.
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Highly hypnotizable women, whether previously traumatized by child-
birth or not, can learn to manage their talent to reduce labor time and
have a pain-free or reduced-pain delivery. Alternatively, without knowl-
edge about their talent and training in hypnosis, they will be prone to
childbirth PTSD. Their talent for fantasy proneness and intense created
imaginative experiences can distort perception of time and create the
impression that labor has been going on forever. Resting periods seem
attenuated, and contractions seem prolonged. Natural dissociative capac-
ity can turn into a sense of loss of control, and as they imagine the worst,
such as a deformed or retarded baby, these women become more and
more anxious. The result is muscle tension, which slows dilation of the
cervix and anxious overbreathing (i.e., hyperventilation) and increases
catecholamine, which further inhibits uterine muscle function. The cycle
worsens and worsens, and if these women do not begin with PTSD they
will certainly be on the way to developing the syndrome.

Of course, all of the negative sequelae can be avoided given appropriate
training in hypnosis from a resonant therapist. In addition, we recom-
mend that when a therapist’s clinical intuition suggests the patient might
fit the above descriptions, he or she should take a complete history, includ-
ing information on (a) possible rape or sexual abuse, (b) a history of
nightmares, (c) a history of other events that were traumatic for the pati-
net, and (d) a history of trouble trusting authority figures. If the patient
has been extremely detailed in her birthing plans, the therapist should rec-
ognize that this likely indicates a strong need for control and severe anxi-
ety about childbirth. Excellent rapport is essential to a successful outcome
for these patients. Such an outcome with hypnotizability working for,
rather than against the patient, can completely reverse the effects of a pre-
vious birthing trauma.

 

Changing Attitudes About Labor and Delivery

 

Almost universally, women from industrialized cultures begin their preg-
nancy burdened by doubts and fears which have been implanted in them
by their mothers and neighbors. Those who have been regaled as children
with the horrors of childbirth are the patients who are most likely to
develop complications that require special psychological attention. If these
individuals are hypnotizable and given hypnotic suggestions that may have
a long-lasting effect, one should consider how these same people may have
received unconstructive and harmful suggestions earlier in their lives, sug-
gestions about the pains of childbirth that now are creating great overt or
covert anxiety in them. Kroger and other practitioners recognized decades
ago that these women were in a sense hypnotized (perhaps at times of
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spontaneous trance) and exposed to antitherapeutic suggestions as chil-
dren. In these cases, the use of hypnosis is indicated to correct prior nega-
tivity by cognitively reframing the harmful suggestions that they already
have received. As Albert Ellis, the father of rational-emotive cognitive
behavior therapy has exclaimed, it is not what happens to us but the attitudes
we develop at an early age that determine our reactions to events (Albert Ellis,
personal communication to A.F.B., 1980). From our perspective, attitudes of
fear can be offset by continuous hypnotic suggestions of confidence, calm-
ness, and peace of mind as pregnancy progresses. Nonhypnotic suggestions
tying together childbirth and pain have often been repeated to the patient
over many years. No wonder they are built-in, constantly recalled at both
conscious and unconscious levels and difficult to eradicate. Furthermore,
even when not voiced, these fears afflict many women who have been taught
that it is not appropriate to express fear. Today, because so many anesthetics
are available, expression of fear tends to be suppressed. Wise doctors will not
attempt to stifle the genuine fears their patients have of the coming ordeal
with hasty reassurance. Through Rogersian acceptance, the strength of such
anxieties tends to decline and hypnosis can play the key facilitative adjunctive
role. Reassurance and positive hypnotic suggestions about the birthing pro-
cess are usually effective only after the patient has had a full opportunity to
reveal her true attitudes about childbirth and to voice her misgivings. Such
critical revelations may most efficiently be obtained using ego-state hypnosis
(J. Watkins & H. Watkins, 1997).

Some practitioners have advocated that hypnotic suggestions should
be given to the pregnant women that her child will be a joy to her so as
to build up her positive expectations. Indeed, she has been hearing the
same song from friends and relatives whose lives she has seen changed by
pregnancy and the raising of children in both positive and sometimes
disastrous ways. This technique might be a help to some women. To oth-
ers, especially those who are more angry than pleased about being preg-
nant, such a procedure is contraindicated. If the child does not meet her
expectations, she will likely feel cheated and can take it out by a rejection
of the neonate.

During the period of pregnancy, much can be done to counter harmful
beliefs and attitudes that have been suggested to patients when they were
children. Hypnosis should be employed to modify such attitudes, and this
may be of equal value to training in the production of anesthesia. As the
attitudes improve, so also are pain thresholds raised. Likewise, as the
gravid woman learns to produce anesthesia, such as in her hand, her confi-
dence improves and her attitudes of fear will lessen. The psychological
approach is a holistic one, involving her entire being. It is not an isolated
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set of piecemeal tactics that try to deal singly with each symptom. A holis-
tic approach results in a general strengthening of the ego, thus making a
woman better able to cope with pain and many of the other frustrations
and discomforts associated with pregnancy, labor, and delivery.

Not only is it important to reframe unconstructive attitudes in the
pregnant woman, it is equally important to develop favorable attitudes
about clinical hypnosis and its benefits. Unsympathetic, naive, or misin-
formed nurses can, by their remarks, nullify weeks of careful work with
the patient. Attitudes of skepticism and comments to the effect that they
do not believe in it or that they are not “suggestible” (thus falsely implying
that to have hypnotic talent is for the gullible) can have a profound nega-
tive impact when made by health personnel, thus undermining the effec-
tiveness of the hypnotic intervention. Accordingly, when hypnosis is to be
used, the nursing staff and health personnel who will be caring for the
patient should have instruction in the modality, including its principles,
possibilities, and limitations. They should also be instructed of the neces-
sity that they give approval and support to the patient with whom hypno-
sis is to be employed. Their support will help greatly in bringing the
patient to delivery with a strong conviction of its effectiveness.

Nurses who become aware of the suggestive import of their words will
show this in many ways when hypnosis is not being used. Doctors can sug-
gest doubt and dismay merely by a remark like, “If this doesn’t work we’ll
try…” Instead of asking the patient, “How are your pains?” it is far better
to say, “Are you feeling contractions?” There is an entire language that is
associated with pain that can be avoided by the sensitive healing arts per-
son, doctor, nurse, technician, or other health care personnel. 

 

Who Does the Hypnosis During Obstetrical Delivery

 

The best individual to administer the hypnosis during an obstetrical deliv-
ery is the obstetrician, the doctor who has had the most contact with the
patient. The doctor is the one whom the patient trusts to see her safely
through this experience, the one who can be counted on to be present at
the time of delivery, and the one who knows what medical complications
might occur in her case. The obstetrician bears the final responsibility
from the first consultation with the patient, presumably early in preg-
nancy, through labor and delivery. The doctor’s relationship with the
gravid woman has been a long one, established over a number of months.
Accordingly, one might anticipate that, because clinical hypnosis is an
intensive interpersonal relationship experience and an altered state of con-
sciousness, the obstetrician will be the one to whom the patient would
most likely make a positive hypnotic response. Furthermore, the obstetri-
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cian is generally endowed with the characteristics of a nurturing parent
figure in a natural transference reaction established by the patient at this
time. The obstetrician’s influence should be most potent during the induc-
tion of hypnosis and the administration of the therapeutic suggestions.

However, hypnosis should be done only by experienced therapists who
have established a very close interpersonal relationship with their patient
and presupposes that the obstetrician has been trained in hypnotic proce-
dures. Because many doctors have had little or no training in hypnosis or
find that the practice of clinical hypnosis is not to their interest, once the
decision to use it has been made, it is necessary to find or select a
well-trained professional in this area to carry out the procedures. Recog-
nizing that hypnosis can be a time-consuming technique, many ob-gyn
doctors find themselves simply too busy and handling too many patients
to use this approach, even though they know its value.

An anesthesiologist, trained in hypnosis, makes a second-best choice.
Although this doctor probably does not have the long and continuing rela-
tionship with the patient, he or she is skilled in all the other procedures of
anesthesia and can best handle an emergency such as the last-minute fail-
ure of the hypnoanesthesia to be effective. The labor, of course, may
require many hours, and the professional who will act as the therapist
should be able to spend considerable time with the patient throughout this
period, as well as be present at the time of delivery.

Should the obstetrician be untrained in hypnotic techniques, and an anes-
thesiologist so trained also be unavailable, then a psychologist, psychiatrist, or
other psychotherapist who is skilled in these procedures is the most suitable
practitioner. These applied behavioral scientists are accustomed to commu-
nicating over long periods of time with patients, and, if they are competent,
have developed many interpersonal relationship skills that can make them
invaluable in dealing with the frightened or disturbed gravid woman. If the
patient has been in psychotherapy, and her therapist is skilled in hypnother-
apy (especially if this technique has been used in her psychological treat-
ment), such an individual would be ideal to work with the obstetrician.

Some obstetricians maintain a continuous colleague relationship with
this professional and arrange for this person to be involved in the early
education and conditioning of their patients throughout the period of
pregnancy. He or she then becomes most naturally a part of the “obstetri-
cal team,” and no new element or person is introduced to the patient at the
last moment with whom she has to cope. Such an arrangement promotes a
general feeling of  security. If  the doctor has not been personally
acquainted with such a professional and does not have full knowledge of
the training, experience, and skill that the therapist has to offer, then a few

 

RT5814_book.fm  Page 267  Wednesday, November 17, 2004  1:56 PM



 

268

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

suggestions can be offered here that should help any physician to select a
well-trained specialist in this field.

Most legitimate, ethical, and well-trained workers in the field of hypno-
sis belong to one or both of the two major hypnosis societies — the Soci-
ety for Clinical and Experimental Hypnosis and the American Society of
Clinical Hypnosis. Many qualified psychologists are associated with Divi-
sion 30 (Society of Psychological Hypnosis) of the American Psychological
Association. A few highly experienced practitioners are also diplomates of
one of the subboards of the American Board of Clinical Hypnosis. These
are the American Board of Medical Hypnosis, the American Board of Psy-
chological Hypnosis, and the American Board of Hypnosis in Dentistry.
Practitioners’ affiliation with any of these organizations does not guaran-
tee a successful hypnotic experience for their patients. However, it does
ensure that the individuals have had qualifying courses in the field and are
recognized by the respective membership committees or boards as being
trained to use hypnosis.

Members of these groups are all qualified people in their recognized
professions: medicine, psychology, dentistry, and so on. They are not sim-
ply therapists. They have full training, usually doctoral, in their major
fields and have learned hypnotic techniques in addition. Accordingly, they
have worked with many other patients and are bound by the same health
care licensing procedures, principles of ethics, and responsibilities that
inhere in the practice of medicine. Although there are occasionally other
individuals who have had specialized training in hypnosis, the obstetrician
or other physician who seeks their services should exercise extreme cau-
tion in using them, because there are currently a number of “therapists”
attempting to offer their services to physicians who have neither the medi-
cal nor psychological background to be entrusted with this delicate and
sophisticated psychological procedure. To hypnotize can be easily learned;
to apply hypnosis skillfully and with appropriate precautions during clini-
cal practice is an entirely different matter. Even a simpleton can cut open a
belly with a scalpel; this does not make one a surgeon. Psychological
sophistication does not come from a course in how to induce a trance, and
the practice of clinical hypnosis or hypnotherapy is a job for a licensed cli-
nician or counseling psychologist, not a technician.

 

Hypnosis for Delivery

 

It was previously thought that training in hypnosis should start early, pref-
erably by at least the third or fourth month of pregnancy (J. Watkins,
1987, p. 229). However, new procedures we review next are brief and effec-
tive, and can be taught to women very near the projected time of delivery.
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Training can occur individually or in groups. Certainly, the Harmon et al.
(1990) study showed that group training can be effective. Certainly, it
seems logical to save both time and costs by using a group procedure,
because each pregnant woman will be experiencing the giving of birth.
However, we wish to emphasize that although the event is technically the
same that does not mean the experience can be expected to be the same.
Each woman is quite unique. Each woman will bring her special hypnotic
capacities, cultural issues, fears, and apprehensions to her training in hyp-
nosis. As we know from previous research, (A. Barabasz et al., 2003), not
only is clinician experience and resonance with the patient important for
maximal results from hypnosis but also inductions tailored to the patient
are more effective than scripted protocols when a significant degree of
hypnotic depth is needed (Barabasz & Christensen, in press). So then,
although the patient is female and pregnant, let the expectations of gender
experience end there. Above all, treat the patient as she deserves to be
treated — as a unique individual who brings special talents and unique
issues to the hypnotic birthing experience. The techniques of induction
and deepening can be adapted to her individual needs. The doctor-patient
relationship may be closer at this time. By observing her unique responses
to the induction procedure, one is better prepared to take maximum
advantage of these during the period of labor and delivery.

Some believe that these advantages can frequently be offset by certain
plusses that inhere in a group-training situation. In the group, an esprit de
corps rapidly develops that involves both social motivation and competi-
tion. To win approval from the doctor, patients may vie with each other in
trying to reach deeper levels of hypnotic response. The amount of time
that is spent for induction practice can be considerably increased without
tremendous cost if patients are trained in groups.

As each woman, new to the group, observes more experienced partici-
pants demonstrate hypnosis, her own confidence may be increased.
Two-hour meetings, held about twice a month, are the norm. The value of
the procedure in the eyes of the trainees is further increased as those who
“graduate” return with their babies to relate their experiences to the
group. Group motivation and support are powerful facilitators of the
training process.

Whether done individually or in groups, the training steps are the
same. They involve first answering questions about hypnosis and desen-
sitizing the patient. Emphasis is placed on it as a “natural” procedure.
Anxieties are resolved that might have occurred as a result of viewing
horror films, listening to old-wives’ tales, and countering the resistance
that often is engendered by friends, family members, and too frequently
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even by doctors and nurses who are committed to the old traditional
method using chemoanesthesias that still remains the predominant expe-
rience for many women. However, those that have had experience with
delivery with hypnosis instead almost universally and unquestionably
remark that it is the best way to go, an experience that brings together the
mother and child and, more frequently, the father as well if he is present
during the delivery.

 

Hypnosis in the Management of Pregnancy

 

A number of problems that occur during pregnancy may be substantially
lessened once the patient has been conditioned to make hypnotic responses.
These problems include nausea

 

 

 

and vomiting, difficulty in voiding or prob-
lems with urinary and bowel control, insomnia, and excessive salivation.
Skillfully planted suggestions can alter these processes in constructive ways,
which may obviate the necessity of frequent drug prescriptions. Other prob-
lems that will often respond favorably to hypnotic suggestion are backaches,
fatigue, cramps, and regulation of appetite where the gravid patient loses
appetite and consumes an inadequate food intake for herself and the
unborn child, or overeats and makes an excessive weight gain.

Nausea and vomiting are special situations that deserve psychodynamic
consideration. If it appears that they represent a symbolic rejection of the
child, hence an unconscious desire to expel it through the mouth, then
hypnotic suggestion alone may not only be inadequate, but, because it is
directed at an underlying motivation, hypnosis can precipitate other diffi-
culties, possibly hemorrhage or abortion. Direct evidence is lacking on
this point. Furthermore, the entire problem of symptom substitution is
still controversial. However, psychological prudence dictates that when a
symptom seems to be related to some unconscious need, attempts to
remove it should suggestively be conservative and undertaken with pre-
caution and with the recognition that the patient may require a more
dynamic and insightful therapy.

Urinary and bowel control might be attacked more directly, perhaps
combining hypnosis with behavior therapy techniques. Excessive fatigue
can often be alleviated by short periods of hypnotic relaxation, during
which suggestions aimed at instilling a feeling of rest are administered
(e.g., “You will wake up feeling as if you have had a good night’s sleep).

One of the most serious problems facing the obstetrician is persistent
vaginal bleeding, with the continuous danger of spontaneous abortion. A
number of case reports have been published that describe the effective use
of hypnotic suggestion to reduce bleeding time in various conditions
(Edel, 1959; Stolzenberg, 1955). Crasilneck and Fogelman (1957) reported
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a controlled study on the effect hypnosis had on such factors as clotting
and bleeding time between the waking control state and hypnosis. Their
results were negative. However, it must be constantly reiterated that hyp-
nosis with volunteer experimental individuals is not the same as hypnosis
in the clinical situation with patients who have a close relationship with
their doctor.

During the period of pregnancy, not only does the woman’s body
shape change but also frequently there are significant alterations in self-
concept, in the attitude toward the unborn child, and in the relationship
with the child’s father. In some cases, these should receive some kind of
psychological treatment, which might include support, ventilation, and
suggestion, with or without hypnosis. Because this is a time of stress for
the patient, a psychological approach to the entire problem of preg-
nancy, labor, and delivery should be given significant weight. The obstet-
rical case cannot be considered as having been well handled if, as a result
of neglect of these factors, the mother is traumatized, a pattern of reject-
ing her child is established, or long-lasting emotional maladjustments
are set off, even though the delivery was accomplished without physical
harm to either mother or child. In a program of psychological condi-
tioning for expectant mothers, hypnosis can play an important role for
many of them.

In cases of possible abortion, Cheek recommended use of his finger-
response technique (see Cheek & LeCron, 1968, pp. 131–133) as a way of
communicating with unconscious attitudes within the patient. Underlying
motives might be uncovered that will throw valuable light on such ques-
tions as whether the expectant mother wants the child. Decisions as to the
best types of psychological treatment to be initiated can be more wisely
made, and at times even questions of whether the child should be put up
for adoption might rest on such communications.

A high percentage of the hemorrhages that occur during the first tri-
mester do so while the patient is asleep. These may be accompanied by
frightening dreams related to labor. Such emotional disturbances should
receive early psychotherapeutic treatment, either hypnotic or otherwise.
Kroger (1963) suggested that prolonged sleep under hypnosis is one of the
best methods to ward off a threatened spontaneous abortion.

 

Preparation for Labor

 

At the beginning of labor or just prior to its anticipated onset, a most
important session will be held by the patient with her doctor. This is
designed to get her psychologically ready for the birth experience. The ses-
sion aims to focus and review all that the patient has learned prior to this
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time about constructive attitudes, freedom from fear, and her ability to
induce anesthesia. As Kroger and Freed (1951) put it, good obstetric prac-
tice should be concerned “with preparation of the woman’s mind and less
with the administration of noxious drugs.” 

If the patient has previously been conditioned to establish a hypnotic
anesthesia, care should be taken that it not be so continuous and auto-
matic that she does not get the warning of the first uterine contractions,
which warn that it is time to contact her physician and perhaps go to the
hospital. If necessary, hypnosis can be induced in the already conditioned
patient over the phone, and suggestions of pain relief can also be given.

This is the time for a new dose of reassurance. The patient should never
feel that she has made an irrevocable commitment to the sole use of hyp-
noanesthesia. She can be told, “If it is necessary, we will supplement with a
small amount of chemoanesthesia,” or “We may need only a little anes-
thetic.” The patient should be encouraged to ask for some anesthetic if she
feels she needs it. The situation should never become structured as a test of
her courage.

At this time the entire hypnotic procedure should be rehearsed, includ-
ing a considerable amount of time spent in deepening. If the patient indi-
cates fear that she will not be able to follow her hypnosis training should
the doctor not be present, the therapist should ask her to carry through
the procedure and step out of the room while she is doing so. Especially
significant will be the patient’s ability at this time to self-induce a glove
anesthesia. The therapist should request that the patient do so and test
with pinprick or clamp.

 

Management of Labor

 

Screaming patients in a nearby room may so distract the hypnotically
trained patient as to weaken her conviction about her ability to achieve
and maintain a hypnoanesthesia. Wolfe (1961) recommended that the
patient be warned in advance somewhat as follows: “You may hear patients
in labor in the next room who do not know how to take advantage of hyp-
nosis and are, therefore, making a great deal of noise. Do not let the noise
or conversation of these people, or the use of the word 

 

pain,

 

 interfere in
any way with what you know and have proved you can do.” It is sometimes
valuable to make suggestions aimed at eliminating painful memories asso-
ciated with delivery. In this case, it is recommended that a more permissive
wording be used such as, “It is not necessary that you remember,” rather
than “You will not remember.”

Erickson, Hershman, and Secter (1961) suggested a feedback technique
to maximize confidence and cooperation in the patient when she is in
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labor. In this procedure the patient is asked, both in and out of hypnosis,
just what she would like to feel during the birth experience. Perhaps she
prefers to be awake and alert at the moment the baby appears. Perhaps she
wishes to feel the uterine contractions but does not want to endure severe
suffering. Maybe she wants to hear the baby’s first cry and then go to sleep.
The experience of giving birth will be one of the most significant ones in
her life. She should feel herself a participant in planning and directing it,
not a helpless victim of forces, pains, and numbing over which she has no
control. This moment can be one of triumph for her, or it can be a severe
psychological trauma with lifelong crippling effects.

If she has given birth before, and her previous experience, using either
hypnoanesthesia or chemoanesthesia, was a particularly satisfying one,
then suggestions to her that she will remember the exact feelings she had
before and fuse them with her present ones may help to secure a replay of
the previous favorable labor and delivery.

In making suggestions related to the uterine contractions and
approaching delivery, instead of trying to completely suppress all feelings
of pain, the doctor might suggest instead that the patient does not need to
experience any more difficulty than she is willing to accept.

In general, we do not use glove anesthesia for childbirth because of the
potential for paralysis of functions. We want to eliminate or reduce pain
perception, not muscular ability to induce contractions. However, if a
glove anesthesia is to be used and then transferred to the abdomen during
labor and to the perineum during delivery, then it should be carefully
checked beforehand. It is usually first induced in the hand, which is tested
with a pinprick. Then the patient is instructed to transfer this anesthetic
feeling, by stroking the hand, to some other area of her body. At this time
some site is selected that is not experiencing any pain. This secondary
area is then tested for anesthesia by a pinprick or clamp. If no signs of
flinching occur, and the patient reports feeling no pain, she should be
ready to accomplish the same effect during the labor and delivery. Some
obstetricians prefer to suggest a numbing sensation over the entire lower
half of the body rather than induce glove anesthesia and simply transfer it
to the desired areas. Although a fairly deep degree of hypnotic involve-
ment is necessary to secure a complete anesthesia or analgesia, even a
light trance may be helpful in that it lowers the amount of chemoanesthe-
sia needed to secure the desired result. A posthypnotic suggestion can be
given that this numbness will reappear immediately following a signal to
be given by the doctor.

In view of the findings of the Hilgards (E. Hilgard & J. Hilgard, 1994) on
overt versus covert pain, it is probably wise to suggest that the patient will
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“feel” no pain rather than she will “have” none. Their studies have shown
that pain has two components: sensory pain, which indicates the location
and intensity of the pain stimulus, and suffering, a reaction that follows the
first. It is this second reaction that we wish to suppress hypnotically.

A sophisticated and advanced method that can be effectively employed
with the patient who can achieve deep hypnotic levels is that of general
dissociation. It can be induced as follows:

You are having the feeling of floating out of your body. The body
remains here on the delivery table and you are walking over to that
side of the room and sitting in the chair, where you can watch that
woman lying on the table over there. She looks just like you. She is
your size and has the same hair as you do. Her face resembles that
which you see when you look in a mirror. She is going to have a
baby. The doctors and nurses are there, and you are most interested
in observing what happens. She does not appear to have much dis-
comfort, and as you watch her she seems to be looking forward
eagerly to her experience of giving birth. You will observe every
part of her delivery from the chair in which you are seated across
the room.

There is a possible psychological objection to this procedure, which
may or may not have significance. No research data seems to be available
on this matter at present. If the woman over there gives birth to the baby,
will the observer across the room feel it is her own baby? Or will she feel
an estrangement toward the infant, which affects her relationship with it?
If this were true, it might also be true that anytime a baby is delivered
under such heavy sedation that the mother is not aware of the birth, she
would have a similar reaction. This potential problem deserves experi-
mental study.

There are a number of advantages that accrue with the use of hypnosis
during the period of labor. Through suggestions of rest and relaxation,
fatigue can be lowered. Furthermore, unlike some chemoanesthetics, it
does not lower uterine activity. Several writers (August, 1961; Kroger,
1963) reported that in the primipera the period of labor is shortened on
the average by some 2 hours. Erickson et al. (1961) hold that when chemi-
cal anesthesia can be reduced or eliminated there is a reduction of the risks
of respiratory and circulatory infection in the mother and baby, such as
often results in anoxia. This reduction can be achieved when there is a less
prolonged labor. If tension in the patient has been reduced through relax-
ation, there is less likelihood of the necessity for a breech delivery because
of malpresentation of the fetus.
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A potential use for hypnosis has been suggested by Rice (1961), who
claimed that it is effective in inducing labor and that the process can be
speeded or slowed by such suggestion. Once labor has started, the patient’s
attention can be distracted from pain by asking her to count the average
time of each labor contraction by seconds, such as “101, 102, 103,” and so
on. Another device that may be useful, and that can be related to deepen-
ing trance or inducing anesthesia, is to have the patient clasp a wrist tightly
and squeeze, especially during the contractions. This mechanism, if it is to
be used, should have been established previously as a posthypnotic sugges-
tion (e.g., “Every time you squeeze your wrist you will sink into a deeper
hypnosis where you will not suffer discomfort”).

Suggestions of relaxation in hypnosis can be effective in preventing a
premature onset of labor. If the patient has been responsive to the doctor’s
voice, both the induction and the relaxation suggestions can be adminis-
tered over the phone.

In general, a patient who has been trained in hypnosis, who has learned
to enter trance rapidly by a prearranged signal, and who can induce an
anesthesia in herself can respond much better to the doctor for the reduc-
tion of her discomfort and the handling of unforeseen contingencies.

 

Hypnosis During Delivery

 

If the previously suggested hypnotic procedures have been carried out,
then the control, which they afford, can be extended to facilitate the deliv-
ery and reduce or eliminate pain. Cheek and LeCron (1968) suggested the
use of ideomotor signal questioning, during labor and delivery, to ensure
maximal understanding by the doctor of the patient’s doubts, fears, and
hopes. 

The delivery represents the time where the total of all previous hypnosis
training is used. If a patient is a somnambule, one who goes into hypnosis
so deeply that she emerges totally amnesic as to what took place, she
should be asked whether she wishes to be conscious at the time of the
delivery. Some women feel cheated if they are not aware when their baby is
born; they wish to participate in the event.

Some obstetricians who use hypnosis do so primarily during the
period of labor and during the initial stages of delivery, in which anesthe-
sia has been transferred by the patient to the perineal area from a previ-
ously conditioned glove anesthesia on her hand. A local chemoanesthetic
is then used for the episiotomy. Others recommend the combination of a
pudendal block with hypnoanesthesia. Most practitioners prefer a combi-
nation of hypnosis and chemoanesthesia and report few deliveries with
hypnoanesthesia alone. Several, however, apparently are able to secure
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sufficient pain control and use it with a large number of their patients.
August (1961), for example, listed some 1,000 deliveries performed with
hypnosis as the sole anesthesia. No data have been reported differentiating
the number of deliveries accomplished with glove anesthesia versus those
in which the dissociation technique was employed. The alteration of what
is subject and what is object, and how these can be hypnotically manipu-
lated, has been described elsewhere (see our Volume II). Such changes
occasionally occur spontaneously.

In this respect, some precautions should be made concerning the
complete safety of hypnoanesthesia. On the surface, the pain has been
suppressed or repressed. However, John Watkins and Helen Watkins
(1979–1980), working with unconscious ego states, discovered that
although the conscious person overtly felt no pain, the “hidden observ-
ers” (which they see as equated with ego states) reported underlying
anger and fear. As in the case for chemoanesthesia,

 

 

 

hypnoanesthesia
seems to be quite effective at the conscious level. However, we do not
know whether some internal psychhological trauma is suffered. Further
research with the hidden observer phenomena might shed more light on
this question.

 

Childbirth by Hypnosis: The McCarthy Method

 

Patrick McCarthy, a physician living in Wellington New Zealand, devel-
oped and individualized a structured approach to teaching hypnosis for
childbirth. The training program is completed in just five, 30-minute ses-
sions conducted in the very final few weeks of pregnancy. To date, he has
used the procedure successfully with well in excess of 600 New Zealand
women seen individually (McCarthy, personal communication to A.F.B.,
January 2003; McCarthy, 2001). He emphasized that hypnosis is not neces-
sarily therapeutic. Consistent with our (A.F.B. and J.G.W.) conceptualiza-
tion, hypnosis is a means of communicating therapeutic and helpful
comments to the patient, a way of being with a patient. The program is
highly individualized, but the specific content of the obstetric hypnosis-
training program is of course crucial to the overall effectiveness of the pro-
gram. It is not a specific set of words that are used in hypnotic trance to
some marvelous effect for all pregnant women. It is more important to
recognize the fundamental principles required to use hypnosis to good
effect in childbirth. This of course requires the therapist to have knowl-
edge and experience in hypnosis, obstetrics, and psychology. The
approach is designed around the precise language that women have used
to describe their experiences of delivery, such as the following: (a) “The
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contractions seemed to last forever and I thought the labor would never
come to an end”; (b) “The contractions seemed to be tearing me apart”;
(c) “I felt so exhausted, I just couldn’t push any longer”; (d) “The contrac-
tions were just awful, I was helpless, I was out of control”; and (e) “I
seemed to be floating away from my body, I couldn’t do anything, I was
looking at the doctors and the nurses from far away.”

McCarthy recognized that a woman may forget many things such as
the name of a best friend or a long-time lover, but a woman never forgets
that she has given birth. Unfortunately, although recollections of giving
birth seemed to be recalled with amazing sharpness, they are often fre-
quently inaccurate when compared with records of the event taken at the
time by the mother herself. McCarthy made a special point of listening to
the language of women, particularly those who have had bad experiences
of labor, as keys to possible pathology such as the diagnosis of PTSD. As
we (A.F.B. and J.G.W.) discussed earlier in this chapter in the section on
posttraumatic stress and high hypnotizability to hypnosis for childbirth,
high hypnotizability can be a double-edged sword, where a patient’s dis-
sociative capacity, fantasy proneness, and PTSD can make a highly hyp-
notizable woman inherently vulnerable during labor. McCarthy
recognized that although childbirth can be a momentous milestone in
life, it can also produce an indelible memory that could weigh a woman
down for the rest of her life. Some women vow never to be pregnant
again, only to find themselves pregnant again and again. McCarthy
reported that contrary to notions of the glory of childbirth, such symp-
toms are not uncommon during childbirth, on the basis of his experience
with more than 2,000 deliveries.

The training program assumes that for each negative sequelae, it should
be possible to teach an equal and opposite positive and constructive hyp-
notic response. McCarthy’s training is prophylactic to childbirth PTSD.
Although hypnotizability is not accessed using a standardized scale, the
procedure teaches women to recognize and generate a large number of
phenomena, which are common to the gold standard of hypnotizability
measurement, the 

 

Stanford Hypnotic Susceptibility Scale,

 

 Form C, and the
shorter 

 

Stanford Hypnotic Clinical Scale

 

. Phenomena that go beyond the
scale that are specific to childbirth such as anesthesia are also included, as
are ideosensory responses and time distortion. The

 

 

 

responses emphasized
in training include the following: (a) muscle relaxation, (b) catalepsy, (c)
age progression, (d) amnesia, (e) anesthesia, (f) dissociation, (g) halluci-
nation, and (h) posthypnotic suggestion. McCarthy stressed the impor-
tance of planning hypnotic responses for uses in birthing that are tailored
from the special abilities talents of each individual woman. Practice and
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mastery of this usually comprehensive list of hypnotic phenomena make it
possible for the patient to readily alter her perception of reality and,
thereby, make it possible to have the best possible experience of childbirth.
Rather than starting training early, as in most other programs, the training
program is planned to be completed as close to the actual delivery as pos-
sible. The idea is to enable each woman to use self-hypnosis proficiently
during her labor. Much in the same way an athlete is prepared for a cham-
pionship, the patient intends to peak her hypnotic performance during
her labor.

Typically, the prehypnotic induction discussions take place 6 to 8 weeks
prior to the expected delivery date. The proposed training protocol is dis-
cussed, which will normally take four additional sessions, typically once a
week, each lasting about 30 minutes. Sessions are audiotape recorded, so
that the woman can use the tape to aid her in her daily practice with hyp-
nosis and hear aspects that they may have forgotten. It also allows her
partner and her friends to hear the content, if she so wishes. It is empha-
sized repeatedly that she will always be in control of her mind when she
uses hypnosis.

McCarthy emphasized that one should never make promises that one
cannot keep, such as that the patient will have pain-free labor. He
believed the best clinical tactic is to always underpromise, and then over-
deliver in the teaching of hypnosis to her. The benefits of completing the
program as close to actual delivery as possible are discussed with her and
she is invited to choose the date for her final training session. This is con-
sistent with always keeping her in control of what is going on. The

 

 

 

prein-
duction discussion is aimed at developing rapport by listening to her,
assessing her hypnotic capacity in a clinically sensitive way so as to help
her to achieve hypnosis. The practitioner should recognize and be con-
cerned about the patient’s wishes, desires, and needs, and be careful to
inform her about the process, to seed realistic expectancies and excite-
ment about the delivery process. The patient will then be eager to return
to learn more about hypnosis.

 

Session 1.

 

 The first hypnosis session introduces hypnotic trance, in a
manner as adopted to the individual person as possible. In general, the
session is intended to make the hypnosis experience as simple, effective,
soothing, and reassuring as possible. Most frequently, the session includes
some form of directed eye closure, with very permissive and empowering
language. The concept is to use a simple induction method that will be
easy for the patient to remember and repeat in self-hypnosis, such as the
progressive muscular relaxation method. Use of the induction protocol
from the 

 

Stanford Hypnotic Clinical Scale

 

 would be close to what McCar-
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thy uses, working slowly from the feet and various muscle groups on up
throughout the body. As almost directly stated in the 

 

Stanford Hypnotic
Clinical Scale,

 

 the person’s current state of mind at the end of the muscu-
lar relaxation procedure is known as hypnotic trance. The patient then is
asked to indicate what she notices about her body now. The notion of
“the body

 

” 

 

is introduced, rather than “your body,

 

” 

 

to begin to promote
dissociation.

Next, the index finger attraction method of self-hypnosis is employed.
She is asked to hold her hands in front of her chest with palms touching, as
if praying. She then is told to intertwine her fingertips, and let them rest
against the back of the knuckles on “the

 

”

 

 other hand. Then she is asked to
extend “the

 

” 

 

index fingers until they are parallel, separating them by about
2 to 3 centimeters (1 inch). Then she is told to use her conscious mind to
look at the gap between the fingers and that if she is ready to go into hyp-
nosis the subconscious mind will close the fingers spontaneously. It is
indicated that the point at which the fingers touch is the point at which
she can simply close her eyes and take a deep breath, and as she breathes
out go back into the same relaxing trance that she experienced with the
longer version of the muscle relaxation induction. Each exhalation is
intended to allow her to take her deeper and deeper into trance. She is
then reminded that she can take herself out of the existing trance simply
by counting back from 10 to 1, at which point she will be wide awake,
alert, and feeling just fine. She is then congratulated on her hypnotic tal-
ent, told to practice what she has learned using the tape of the session that
has been provided to her. It is then explained

 

 

 

that there is a difference
between talent and ability. The point is that she has the talent and that she
will learn how

 

 

 

to develop it to make it work in practice to help her achieve
her goal of a pleasant and rewarding childbirth experience.

 

Session 2.

 

 This session begins by emphasizing the expectation that she
should have practiced her self-hypnosis during the previous week, by ask-
ing her to put herself into trance using the index-finger attraction method.
Then the therapist uses the initiation of trance by the patient as a begin-
ning point to deepen hypnosis with any of the standard deepening tech-
niques employed. Once this has been accomplished, an image of a beach
scene is constructed, with waves crashing onto the shore and tumbling on
to the beach as they recede. The notion behind this imagery is that the sen-
sations from her contractions can be used as an aid in the visualization of
the wave. The incoming wave is a representation of the rising contraction
while the wave crashing on the beach is the peak of the contraction, and
the wave receding represents the fading of the contraction. The patient is
invited to feel the range of sensations that coincide with the images.
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Other sensory modalities are also raised, such as the patient’s ability to
feel sunshine on her face or notice the breeze of sea wind, the sound of the
waves crashing and splashing. The olfactory sense is also evoked as she is
invited to smell the sea, the sense of touch as the spray touches her lips,
and the gustatory sensation of the taste of saltiness. The imagery is
intended to fit as closely as possible to the expected physiological inputs,
rather then trying to create some idyllic relaxation scene, such as lying on
a beach on a calm day. It contrasts sharply with traditional hypnotic pro-
cedures, or simple natural childbirth techniques, which emphasize relax-
ation in face of the need to be involved in contractions. The patient is also
told that she can forget that the wave has passed, calling on her ability to
produce an amnestic response, assuming that she has demonstrated the
ability for amnesia. In so doing, she has amnesia for the associated con-
traction. As the visualization is well developed, she might even be asked to
view the beach and see the high-tide mark, and note that the tide is com-
ing in and that the process is inevitable and cannot be slowed down or
sped up in reality. She can simply use her imagery to alter perception of
the duration of the contractions and of the resting phases using time dis-
tortion. The transition phase of labor involves major contractions at the
end; these can be reframed as surfing waves. The patient, of course, is then
reminded that there are but a few of these and they mean that it will soon
be time to start pushing. She is reminded that she has control, that she can
“take the chance if you want, to get on your surf board and ride those
waves all the way up the beach.”

Because the second stage of labor is characterized by pushing, the
desired phenomena can be mimicked in hypnosis using catalepsy, such
as the arm catalepsy we discussed earlier in chapter 4. McCarthy sug-
gested that the best imagery he found to approximate the physiological
aspect of the second stage of labor is that of “squeezing a tube of tooth-
paste to empty it completely.” Time permitting in this session, she can be
asked to use age progression to imagine holding her baby in her arms in
the very near future, surrounded by excitement, happiness, and how
wonderful she will feel emotionally. Prenatal bonding may also be
encouraged by asking the woman to mentally communicate with the
fetus and to notice her baby’s response. It seems important to ask the
woman to practice these skills daily, including communication with the
baby. Frequently, women report that if they communicate in such a way,
they can feel the baby kick.

 

Session 3

 

. This session is devoted to mastery of the skills of anesthesia
and dissociation. After inducing trance, the woman is invited to simply
imagine looking at herself in a full-length mirror. Her attention is drawn
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to how identical her reflection looks in the mirror, by specifying her eye
color, clothes, hair, and so on. Her attention is then drawn to the fact that
her rings, for example, are on the opposite hands just as they would be in a
real mirror. At this point, the therapist asks her to step into the mirror and
change places so that she is the reflection and looks out at herself. Once
she is able to image her dissociated, out of body reflection, she is then
encouraged to float off to a wonderful idyllic forest with a gurgling stream.
Then just beyond the forest is the same beach that was practiced in the
previous session. Thus, she can experience the beach and the waves, but as
if looking at them from a dissociated point of view. She can observe her
physical body from a distance so that if there are complications or special
difficulties with labor she will be able to spontaneously or deliberately use
this additional skill to dissociate the pain and take herself away from it.

McCarthy taught the woman how to come back into her body and to
hyperassociate. The patient is told to place her hand on her thigh and to
simply notice the texture of her clothing beneath her finger tips, then the
feeling of her skin, and then the feeling of her underlying muscles. She is
even asked to go further by imagining the feeling of the femur and to even
go on to imagine the bone marrow within the femur and what it feels like.
McCarthy stressed that this concept of hyperassociation seems to make
complete sense to almost every woman. It is explained that if she hyperas-
sociates like that when having a contraction, she will be able to more fully
experience the intensity of the contraction and get more from it.

Anesthesia is then taught using the glove-anesthesia technique. McCar-
thy simply asked, “Imagine yourself wearing a weird-colored glove, a glove
that has been soaked in a powerful local anesthetic solution.” Then ask
whether the patient is already beginning to notice the changes in the hand.
Use hypnotic suggestions to intensify the hypnoanalgesia. She is then told
that she is given the option of two alternative hypnotic suggestions, either
that she is wearing a pair of tights made of the same material or that she
simply step into a hot tub or a pool spa, which is filled with an anesthetic
liquid that is the same color as the anesthetic glove. Referring to the his-
tory of the patients’ prior birth experiences, the therapist may know that
the patient had an epidural for some previous birth. If that is the case, the
therapist simply asks her to access that memory of the epidural to aug-
ment the anesthetic reaction. The procedure often produces excellent
lower-body anesthesia. Another technique of inducing glove analgesia that
we (J.G.W. and A.F.B.) find to be effective includes the following wording:

“Concentrate on your left hand. As I [or you] stroke the back of
that hand, all of the hand including each finger will become
increasingly numb. The hand begins to feel like it was made of
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wood. Sensation is being withdrawn from it, so that when it is
pinched you can feel no pain. It feels like it is made of wood and
covered with a leather glove. Your arm above the wrist is normally
sensitive to all touch, but not the hand. It is almost as if it was no
longer a part of you.”

Such hypnotic suggestions should be repeated many times. Anesthesia
used to be tested by pinpricks applied both to the hand and to the other
hand or to the arm above the hand to demonstrate to the patient the real-
ity of the loss of sensation. A far safer method is to use a disposable
Wartenberg pinwheel. You can hold the handle in your hand and roll the
little wheel of sharp little pins on the patient’s alternative hands. The
Wartenberg pinwheel points are pointy enough to test sensation to pain
but unlike actual pins not sharp enough to puncture the skin. A new ver-
sion of the Wartenberg wheel tests pain by electrical stimulation using a
Violet Wand as used in the cosmetology industry. Electrical stimulation is
produced through a Tesla coil, thereby precluding the need for practiced
technique to preclude skin punctures as can occasionally occur with the
traditional wheel. Another alternative is to use a pair of surgical forceps
with rubber tips. Such demonstrations are important and should be per-
formed several times before the patient enters labor so that she will have
developed a solid conviction of her ability to shut out pain. Inability to
establish an anesthesia after several sessions suggests that hypnosis cannot
be relied on to be of much help during the time of labor and delivery. Ade-
quately, hypnotized patients typically should, after training, demonstrate
the ability to remain in hypnosis after slowly opening their eyes. This can
be another useful test of ensuring at least some hypnotic depth.

We (A.F.B. and J.G.W.) find that a number of obstetricians who use
hypnosis favor the more gentle methods, involving relaxation, rather an
authoritative approach. This is especially true with the woman who has
fewer feminine dependency needs and may have a stronger masculinity
component, which is more common today than even 20 years ago. The
woman shows considerable resentment, among several of her ego states,
against being dominated by men. Inititially, she may appear submissive,
but during the period of their relationship the gravida will usually let her
doctor know how she feels about her significant other, the kind of rela-
tionship they have, and whether she feels controlled by him, and if so,
whether she still accepts it or resents it. If she seems to have strong striv-
ings for independence from masculine control, an authoritative manner in
the doctor may stimulate resistance to hypnosis and lead to failure in the
critical moments of giving birth. At least in one case I (A.F.B.) know of, the
mother gave up hypnotic control of pain during delivery when the domi-
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nating father was present. An effective although painful punishment for
both parents was the result. Once he left the room, hypnotic pain relief
was reestablished

 

. 

 

The more active hypnosis techniques that reflect the
birthing process are much more effective than relaxation-oriented meth-
ods, even with patients who have a strong basis for independence. As
always, the key is the relationship with the therapist.

 

Session 4

 

. This session is the final session before the onset of labor,
preferably scheduled within 24 hours of giving birth. Unlike the other
sessions, this session is first intended to review and clarify any specific
details about techniques, rather than to teach new techniques or new
hypnotic phenomena. McCarthy’s intention is to lessen the pressure of
training just before the birthing event. The patient is realistically and
honestly praised for her accomplishments and for her disciplined prac-
tice of the techniques that are anticipated to show her hypnotic ability in
labor. Typically, it is the last time the patient is seen before giving birth.
Simple posthypnotic suggestions are given during this session relating to
lessening the physical effort of labor and rapid recovery thereafter. The
ease of breast-feeding and making adjustments to the role of mother can
also be given, as well as suggestions about being able to achieve sound
sleep patterns and resume sleep when disturbed. She is encouraged to
continue use her hypnotic procedures after delivery for relaxation and
anxiety reduction and when breast-feeding to strengthen the emotional
bond with her baby.

Normally, at least 10% to 15% of women giving birth experience post-
natal depression (MCarthy, 2001). McCarthy taught the patient optimistic
thinking to protect against the development of depression. McCarthy also
emphasized to the patient that if she continues to practice regular self-
hypnosis, the self-discipline of regular practice would be an excellent
achievement. At the same time, McCarthy did not overemphasize the
importance of practice or give the patient a heavy workload. The idea is
that lack of success, therefore, will be entirely due to the doctors failing
and not hers. To assess postnatal depression, McCarthy administered the

 

Edinburgh Postnatal Major Depressive Disorder Scale

 

 (Cox, Murray, &
Chapman, 1993; Schaper, Rooney, Kay, & Silva, 1994). He noted that in
the 7 years (600 follow-ups) that he had been teaching the program, there
was only one brief case of fairly mild, postnatal depression. This is a dra-
matic result compared to the 10% to 15% normal occurrence. It is also a
particularly impressive finding because this special type of depression may
be initiated by the enormous changes in hormones that occur soon after
birth. Yet numerous researchers have studied the variety of hormones and
found no direct link between the incidence or severity of postnatal depres-
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sion in hormone levels. The problem seemed to occur with attitudes relat-
ing to loss of autonomy, loss of personal boundaries, issues of control,
pessimism, demands on time, and lasting negative changes in their rela-
tionships with their significant other as well as the dramatic lifestyle
changes that arise from motherhood. McCarthy recommended a review of
Michael Yapko’s (1997) work on hypnosis for depression.

 

Childbirth by Hypnosis: The Oster Method

 

Unlike the McCarthy procedure, psychologist Mark Oster has developed a
method intended to assist patients in their preparation for medical proce-
dures rather than to eliminate any medical aspect of the procedure, such as
chemoanalgesia or other medications. However, the reduction in such a
need can be expected as a benefit of the approach. The procedure is
intended to give the patient a greater sense of self-control and to increase
her participation in the entire process so she can better assist her physician
when needed. It is also aimed at making it an easier and less complicated
recovery without the use of medication. Typically, patients are able to
transfer what they learn in the 1-hour sessions to other situations. The
total time involved in using Oster’s procedure is 6 hours rather than the
typical 2 hours involved in the previous procedure. However, Oster
pointed out that after about four sessions, the patient is usually quite ade-
quately prepared for the procedure and has mastery in the use of self-hyp-
nosis when required. The entire procedure is intended to empower the
patient so she can ask questions of the doctor as needed and to discuss any
issues with any other health care personal relating to test procedures and
any examinations being conducted. Of course, a major goal is to reframe
the patient’s perspective from “what is being done or happening to me” to
“what are we doing together.”

 

Session 1

 

. In this session, Oster is primarily concerned with establishing
rapport as well as interviewing the patient about her personal interests,
hobbies, beliefs, and values. This information is used to individualize hyp-
nosis and to help develop the metaphors and images that are created for
the patient. The initial assessments are intended to determine the suitabil-
ity of hypnosis for the patient. The interview is intended to rule out con-
traindications for hypnosis and to provide the opportunity for formal
hypnotic assessment if appropriate and other psychological assessments as
necessary. The patient can be introduced to hypnosis in this session or
early in Session 2. The patient’s questions about hypnosis are answered,
common myths about hypnosis are dispelled, and information on the
patient’s previous personal experiences with hypnosis, if any, is sought.
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Next, the focus is on neutralizing any problem perceptions acquired
through negative views about hypnosis or past experiences with hypnosis,
which more frequently then not have been with a lay therapist. However, if
past experiences were positive, inquiry is made of those experiences; this
information is then used to help further establish a positive relationship
with the patient. It is emphasized that hypnosis is a cooperative, interper-
sonal process that exists between the doctor and the patient, rather than
something that is done to the patient. Self-control and active versus pas-
sive participation, for both the hypnosis experience and the procedure,
should be emphasized, as well as cooperation that extends to asking the
patient to provide feedback regarding any phrases or methods that might
be particularly useful or particularly unpleasant. The content of the phas-
ing is then, of course, adjusted accordingly.

 

Session 2

 

. This session is used to finish preparation of the patient for
hypnosis. This session is devoted to the initial hypnotic induction, includ-
ing deepening and termination. The session is intended only to address
the experience of hypnosis, without any therapeutic demand or intro-
duced expectations. Ratification of the experience of hypnosis includes
hypnotic suggestions for alteration of hand temperature and limb or body
anesthesia using the typical methods discussed elsewhere in this book.
Catalepsy can also be induced and opening of the eyes, while talking in
trance and posthypnotic suggestion can be tested. The patient is also
introduced to dissociation by means of the notion of “parts” of the uncon-
scious mind, where each part has a specific hypnotic function.

 

Session 3.

 

 This session emphasizes use of parts of the mind introduced
at the end of Session 2. The first part of the mind is the one that the
patient uses to induce trance and terminate trance. Commentary rein-
forces the patient’s awarness of changes in her ability to control various
sensations in her body. Part two of the mind is devoted to creating a spe-
cial place where she can retreat from her concerns. The special place
induction certainly could be similar to the procedure reviewed in the
McCarthy protocol. Oster emphasized that the patient can choose whether
to share what she might have previously used for such a place. The special
place imagery is enhanced by using many different sensory modes, includ-
ing visual, auditory, olfactory, gustatory, and kinestheic, as well as emo-
tional, as in the McCarthy approach we reviewed in detail earlier. Finally,
each modality is noted as serving as a special signal for deepening the
experience and as a cue for extending to the next mode. This unique and
clever technique serves as a way of enhancing the experience and deepen-
ing the hypnosis at the same time.
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In part three of the mind, the patient is told that the unconscious mind
engages further in the deepening process. This includes age regression to
locate positive memories. The focus is intended not to be psychotherapeu-
tic but merely to identify positive past memories that might be used to
promote a form of adaptive dissociation during the childbirth process, if
required. Ideomotor signals are used so the patient can cue the therapist as
to her movement through the process. Touch is used to deepen the trance.
Once part four of the unconscious mind is solicited, further deepening is
suggested so that in the next session the fourth part will have the capacity
to begin the preparation. However, in the current session, part four of the
mind is used to begin various trance ratification exercises. Suggestions for
self-hypnosis are also provided. Termination is begun by moving back
through the process and back through each of the parts of the mind. It is
the first part that induces hypnosis, and now it is used to terminate hypno-
sis for her. Following termination of hypnosis, the experience is reviewed
with the patient in the alert wakeful state.

In this third session, the patient’s experiences from the previous session
are first discussed. Problem areas, if any, are addressed and modifications
for the next induction are considered. In this session, the induction begins
as in the previous session, allowing for implementation of the modifica-
tions as needed. Hypnosis involves a patient proceeding through the sec-
ond and third parts of the mind as in the previous session, but in a briefer
manner. Deepening is a primary goal of third part. The fourth part of the
mind then engages in hypnotic rehearsal, beginning the day when the
patient wakes up in the morning, rather than at arrival at the hospital
where the procedure will take place. Each event is intended to serve as an
activation signal for the hypnotic process and to enhance the deepening
process. If at any time during the process the patient becomes uncomfort-
able or anxious, she is then encouraged to quickly and effortlessly return
to her special place. The patient signals that she has done so, using an
ideomotor signal such as moving a specific finger agreed upon in advance.
Each event that occurs is intended to serve as a signal to enter the trance,
deepen the trance, or create relaxation. The idea is to foster a sense of mas-
tery and to help maintain a sense of calm throughout the procedure. A
sense of emotional control comes with a knowledge and understanding of
what is happening as it happens and what will be happening next.

 

Session 4.

 

 This session begins like the third session. There is a discussion
of the previous session and any modifications necessary to increase the
quality of the hypnotic experience for the patient are recorded by the ther-
apist. These modifications are then used to further improve upon the hyp-
notic training.
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Sessions 5 and 6.

 

 These sessions are shorter in length, usually 30 to 60
minutes. The intention is to proceed as in the previous two sessions, but to
proceed more quickly and with greater flexibility so that the patient can
create her own experiences. These experiences are recorded so that they
can be brought to bear, if needed, during the birthing process. The session
is also intended to provide a kind of “fine tuning” of the hypnotic proce-
dures in preparation for the birthing event.

The period of questioning and desensitizing is followed by relaxation
exercises accompanied by simple inductions such as eye fixation or arm
drop (see chapter 5). The aim is to help the patient to raise her pain
threshold and to teach her to be able to establish a glove anesthesia.

Suggestions to induce a glove anesthesia following an induction might
be administered as we described earlier. 

Such hypnotic suggestions should be repeated many times, especially
during the early training sessions. Oster tested anesthesia by pinpricks
applied both to the hand or arm to demonstrate to the patient the reality
of the loss of sensation. Such demonstrations are important and should be
performed several times before the patient enters labor so that she will
have developed confidence in her ability to control pain. Inability to estab-
lish anesthesia after several sessions suggests that hypnosis cannot be relied
on to be of much help during the time of labor and delivery. Typical
patients with moderate or better hypnotizability will, after training, dem-
onstrate the ability to remain in hypnosis while opening their eyes. This
can be another useful way of assuring the patient that they are at least
experiencing a moderate level of hypnotic “depth.”

Obstetricians who use hypnosis frequently favor the more gentle
method, involving relaxation, over an authoritative approach. This is espe-
cially true where the woman has many aggressive needs, may have a strong
masculinity component, or shows considerable resentment against being
dominated by men. During the period of their relationship, the gravida
will usually let her doctor know how she feels about her husband, the kind
of relationship they have, and whether she feels controlled by him and, if
so, whether she accepts it or resents it. If she seems to have strong strivings
for independence from masculine control, an authoritative manner in the
doctor may stimulate resistance to hypnosis.

 

Hypnosis During the Postpartum Period

 

Assuming childbirth by hypnosis has gone well as expected and little if any
chemoanesthesia has been used during delivery, it is usually quite possible
for the patient to get off the delivery table and return to her room. This
experience will provide her with a deep sense of accomplishment and mas-

 

RT5814_book.fm  Page 287  Wednesday, November 17, 2004  1:56 PM



 

288

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

tery of the situation. Thus, morale is improved and the speed of recovery
enhanced. More important, she retains the ability to induce anesthesia in
the perineum, which she can use to lessen discomfort during this period.

Hypnosis can also be used to promote or suppress lactation even within
the first 48 hours in those women who wish to nurse. Kroger (1963)
reported the only study published to date was conducted in Russia, which
claimed 95% success in stimulating milk production in some 77 women.
Hypnosis can be used to stimulate lactation by the patient’s using visual
imagery of holding the baby in her arms and feeling its head against her
breast. Imagery can be further enhanced by inducing the sensation that
the milk is flowing. Research is needed to determine whether hypnosis
secures better results than the hormones that are commonly used.

Summary

Whether Rank’s (1952) hypothesis that the birth trauma is the original
source of an individual’s anxiety (because of separation from the mother)
is true, the addition of chemoanesthesia, which drugs the child and the
mother, can certainly add to the hazard the infant faces upon entry into
this world. Childbirth, when traumatic to the mother, is very likely to be
traumatic to the child. Such trauma can affect the child’s emotional and
intellectual development. The beginning of the mother-child relationship
is certainly critical. If childbirth can be accomplished without undue pain,
the mother’s attitudes toward the child may be substantially more positive
than if birth was accompanied by much suffering. The positive effects of
hypnosis for childbirth have been well documented in clinical situations.
As Patrick McCarthy (personal communication to A.F.B., January 2004)
pointed out, “It is a lot more easy and enjoyable to use hypnosis to treat a
dozen very pregnant women who are a bit anxious than it is to use hypno-
sis to treat one very anxious woman who is a bit pregnant.”
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Chapter 12

 

Mind–Body Interaction I:
Hypnosis in Internal Medicine

 

Mind and body interaction has become a matter of increased interest to
health practitioners and the public. The National Institutes of Health
(NIH) established the National Center for Complementary and Alterna-
tive Medicine (NCCAM) in 1996. The NCCAM gives national recognition
to the role that psychological factors play in producing tangible and physi-
cal manifestations of illness. Of course, Freud’s discoveries led us first to
consider mind-body interactions and the terms “psychosomatic” and
“psychophysiologic,” which were employed to indicate such conditions in
the practice of medicine.

F. Alexander (1939) embraced the psychophysiological perspective from
a psychoanalytic point of view. Others, such as Flanders Dunbar (1938),
took a more eclectic approach. However, in all of the approaches in the
era, psychogenic factors were usually perceived as contributory only to the
primary physiological etiology of such disorders as bronchial asthma, pep-
tic ulcers, hypertension, and so on. Before the NIH (1996), recognition of
hypnosis and other specific psychological approaches as efficacious psy-
chological treatments were considered by most internists and general
practice physicians as secondary or at best adjunctive to the various drugs.
The recent attention to the application of psychological techniques in the
problems of general practice, highlighted by the creation of the NCCAM,
is in no small part due to the U.S. government’s revelation that Americans
spend about 23 billion dollars a year on alternative medicine.
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The Effects of Psychogenic Factors on Organic Illness

 

More than four decades ago, Raginsky (1963) tried to bring attention to the
fact that half of all medical illnesses are probably functional (psychologically
caused) and that an enormous range of emotions are expressed through
physiological processes. Furthermore, psychogenic factors are being increas-
ingly recognized as playing a significant role in the etiology of various
organic diseases. Fatigue may often be psychological, as intrapsychic con-
flicts exhaust the patient’s energies. Worry and depression can result from a
patient’s concern about his or her poor health, and the depression by itself
may cause physical symptoms. Sometimes anxiety is channeled into psycho-
somatic symptoms, and the patient remains unaware of the underlying con-
flicts that are creating the anxiety. Patients of  this type are often
uncooperative and refuse to listen to their doctors. They do not wish to face
the underlying emotional meaning of their symptoms. Such meanings can
be primary to their symptoms, contributory, maintaining, or a consequence
of them. In fact, patients can have a number of unconscious fantasies con-
nected to their illness, which can be discovered through hypnotic uncover-
ing such as can be rapidly acquired by ego-state therapy (Emmerson, 2003; J.
Watkins & H. Watkins, 1997). (Hypnotic interventions are explained in our
Volume II, 

 

Hypnoanalytic Techniques. 

 

When underlying psychogenic con-
flicts have played a significant role in creating an illness, patients who
recover because of the impact of medication may not welcome their return
to health but instead compulsively seek some other crippling disability. This
is why it is important, even in the treatment of ostensibly organic disorders,
to understand just what the illness means to the patient. Otherwise, the doc-
tor’s efforts at cure may be like swimming upstream. The motivational cur-
rent within patients will be opposing the treatment. Entire individuals, not
merely their symptoms, must be treated. It is possible that many reported
side effects of drugs may actually be symptom substitutions by patients who
are psychologically resistant to treatment.

Even though a disorder is psychogenically caused, it may result in phys-
ical stresses, which in time initiate permanent organic damage. An indi-
vidual with a hysterically paralyzed hand was relieved of his paralysis by
hypnotherapy (J. Watkins, 1949). However, he had held it for some 14
months in a tightly clenched manner, resulting in considerable atrophy in
his fingers. Much of the atrophy became permanent, and despite extensive
physiotherapy only partial motility could be restored.

 

Precautions in the Use of Hypnosis

 

Some general policies regarding the use of hypnosis in general medical
conditions are in order here. It is usually appropriate to deal with minor
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symptoms first and to evaluate the response. However, major symptoms
might be more likely rooted in significant psychological conflicts and,
therefore, will be more resistant to change. If the minor symptoms
respond readily, one can then move to hypnosis to ameliorate or eliminate
the more important ones.

Far too much has been made about the potential hazards of symptom
suppression through hypnosis, but the prudent therapist will always con-
sider this factor. Hypnotic suggestion is an intervention into psychological
(and hence physiological) processes that alters disease–health equilibri-
ums. Such interventions may be permanent. The underlying meaning to
the patient of his or her illness and the meaning of the intervention will
interact to determine its efficacy. When the disease process is circular and
self-reinforcing, for example, depression as a reaction to a physical symp-
tom may aggravate the symptom, and the hypnotic suggestion may suc-
cessfully alter the malevolent cycle by providing the patient with coping
methods. Hypnosis, framed correctly for the patient, can be used to give
the patient choice. The patient, by virtue of training in hypnosis, is given a
new option. He or she can experience the negative symptom or choose not
to experience it. Alternatively, the patient may simply choose to modulate
the symptom as needed. The point is, if handled correctly by the therapist,
patients have a new level of control over their lives.

The concept that physical treatments such as drugs and physical exer-
cise are appropriate for psychological symptoms like anxiety and depres-
sion is widely understood. Because of the cost constraints of managed care
in the 21st century and the long periods required for many psychothera-
peutic treatments, psychiatrists are returning to the more somatic
approaches in therapy. With the dawn of brief and effective interventions
such as ego-state therapy, psychoanalytic approaches are finding a resur-
gence in acceptance. However, for decades classical long-term psychoanaly-
sis has suffered because of the immense amount of time and effort required
of a highly specialized therapist. The search for briefer approaches is being
recognized more and more widely as having been answered by hypnoana-
lytic rather than standard psychoanalytic interventions.

The ability of hypnosis to influence physiological functioning has been
clearly supported by numerous studies. Since this work is centered prima-
rily on hypnotherapeutic technique

 

,

 

 

 

we (A.F.B. and J.G.W.) do not try in
any comprehensive way to review the enormous amount of literature,
which has shown that many cardiovascular, cutaneous, gastric, and many
other physiological functions are subject to influence by hypnosis.

Hypnotherapeutic techniques have long been recognized as being effec-
tive in the management of psychogenic illnesses. But only recently (see
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Hebert, 1998, for a review) has it been recognized as effective in helping to
manage organic disorders. A few studies from our lab at Washington State
University are illustrative. For example, in the national award-winning
research of Ruzyla-Smith, A. Barabasz, M. Barabasz and Warner (1995)
the effects of hypnosis, relaxation, and control conditions were tested on
the immune systems of 65 healthy university students who were strin-
gently divided on the basis of hypnotizability. Only the hypnotizable par-
ticipants in the hypnosis condition showed significant alteration of the
immune response as measured by B cells and helper T cells. Using A. Bara-
basz’s alert induction procedure (A. Barabasz, 1985; A. Barabasz & Bara-
basz, 1996), hypnosis also has been shown to facilitate neurotherapy for
attention-deficit/hyperactivity disorder (Anderson, Barabasz, Barabasz, &
Warner, 2000; A. Barabasz & Barabasz, 1994b, 1995, 1996, 2000; A. Bara-
basz, Crawford, & Barabasz, 1993).

Curiously, all of this began nearly half a century ago. In 1958, the sec-
ond author (J.G.W.) attended a meeting of the Academy of Psychoso-
matic Medicine in which a paper was presented by a physician who was
using hypnosis to treat carcinomas — not the pain but the cancer itself.
There was much skepticism among the physicians attending. Decades
later, research funding from the NIH made it possible for David Spiegel
and his colleagues at Stanford University to demonstrate convincingly
the effects of hypnosis on cancer. Their 10-year follow-up of nearly 100
cancer patients revealed that self-hypnosis training in group therapy not
only reduced cancer pain but also extended life by an average of 1.5 years
for terminal patients. Further detail and hypnotic interventions appear
later in this chapter, in the section “Hypnosis in the Treatment of Can-
cer.”

 

 

 

It is in such ways that hypnosis has proven valuable by increasing
resistance to disease, potentiating drug effects, and perhaps stimulating
the immunological system. It has been employed throughout a wide
range of physical disorders.

 

Hypnosis as an Aid to Diagnostic Procedures

 

Many diagnostic procedures that involve penetration of body orifices can
be painful. These include such instruments as the gastroscope, broncho-
scope, laryngoscope, nasocope, vaginoscope, and proctoscope, as well as a
range of procedures in interventional radiology. The relaxed cooperation
of the patient is greatly desired during such procedures. If the patient
tightens up, he or she may prevent insertion of the instruments and cause
tissue damage. In extreme cases, local or even general anesthesia maybe
required, if hypnotic intervention is unavailable.
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One of the greatest values of hypnosis is relaxation, reduction of anxiety,
positive attitudes, and willingness to cooperate. Furthermore, because hyp-
nosis permits a focusing of attention (or inattention), the hypnotic sugges-
tions can be directed toward or away from a specific body area. One can
suggest to hypnotized patients pleasant reveries that can effectively dissoci-
ate their attention from the site of the diagnostic exploration. It is wise for
the doctor to inquire about fantasies or memories that are associated with
pleasurable and relaxed feelings. On the basis of this information, hypnotic
suggestions, which correspond to these specifics, can be formulated

 

.

 

 The
patient is encouraged to continue experiencing the described scenes or fan-
tasies during the time the diagnostic procedures are being undertaken.
Using deep hypnosis, amnesia for the entire experience can be suggested,
thus setting aside painful or potentially traumatic memories, which can be
dealt with more easily, if needed, after the patient recovers.

Even the more comfortable and painless diagnostic procedures, such as
an echocardiogram, may precipitate anxiety because of conflicts over the
regions of the body under exploration or fears as to what might be found.
A patient suffering from a respiratory disorder may be tense because of
fears of suffocation. Then even the sight of the bronchoscope will initiate a
paralyzing fear or a complete lack of cooperation. Violent gagging may fol-
low attempts to do a gastroscopy. In some cases, the individual will not
relax the glottis sufficiently to permit introduction of the gastroscope.

Proctological examination may precipitate anxiety in patients who have
conflicts over bowel and anal function. Various hypnotic techniques may
be of use here. For those patients capable of a deep level of hypnotic
trance, the procedures can be conducted as if they were under a general
anesthesia. One can suggest that the patient relax, show no physical
response, and be amnesic to the entire procedure upon emerging from
hypnosis. It is not necessary to achieve an extremely deep state for hypno-
sis to be of assistance. General suggestions, using light trance, of calmness,
lowering of anxiety, and relaxation of sphincters can aid greatly in com-
pleting a satisfactory examination. However, in some procedures, patients
may complain of pain. In such instances, hypnotic analgesia for the rele-
vant areas may be sufficient to ameliorate it.

In one case, an internist wished to use a string test to assist in locating the
site of the gastrointestinal hemorrhage. The patient could not tolerate the
string and went into continuous gagging. However, using only light hypno-
sis, she became calm, relaxed her throat muscles, and permitted the string to
remain for enough time to locate a duodenal ulcer. For the extremely tense
and anxiety-ridden patient, hypnotic relaxation may accomplish as much or
more than medicinal sedation without any of the side effects often associ-
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ated with such drugs. The usual principles applying to hypnotic suggestion,
as we described in the earlier chapter, should be employed.

Poor cooperation of patients in some diagnostic procedures may be due
to a deep, unconscious meaning or conflict. For example, insertion of a
speculum may precipitate rape fears, whereas in males the proctoscope can
initiate images of homosexual rape. In male individuals who have latent
homosexual tendencies, this sometimes results in a panic reaction. If the
patient shows evidence of such a disturbance, no attempt should be made
to continue the examination until reassurance and hypnotic relaxation
have reestablished the patient’s self-control.

 

 

 

The clinician who is intent on
the physical examination and who ignores the signs of psychological dis-
tress may create a psychologically traumatized patient. Even internists
trained in dealing with rape fears are very unlikely to be trained to treat
the condition of “latent homosexuality.” This task requires the skill of
experienced psychotherapists. However, their awareness of the possibilities
for trauma to such patients can have much to do with averting the cre-
ation of a new psychiatric problem.

 

Hypnosis in the Treatment of Cardiovascular Disorders

 

Cardiologists have learned not to reveal undue concern to a patient upon
listening to a heart murmur. Such concerns can become readily apparent
to the patient. Audio amplified echocardiograms can be disconcerting to
the uninitiated patient, even without the appearance of a disorder. If the
patient becomes alarmed, a fixation may be established on the cardiac
region, and a mild or nonexistent heart condition can be elaborated into a
cardiac neurosis.

More than half a century ago, Kline (1950) described the case of an indi-
vidual who reported “heavy pressure around the heart” accompanied by
much anxiety. In hypnosis, Kline regressed his patient back to a previous
medical checkup, during which the examining physician, after listening
with the stethoscope, called in another doctor to do the same thing. This
triggered an anxiety reaction. After the patient had recalled and relived the
incident using hypnotic regression, the symptom ceased. This technique
can be useful in any case of suspected iatrogenic symptom fixation.

Heart rate can be influenced by a number of psychological factors.
Hypnotic suggestion can be combined with biofeedback procedures to
slow down heart rates. The attentional process of concentration, particu-
larly in the early stages of a hypnotic induction itself, usually increases
heart rate. Heart rate can also be increased by direct hypnotic suggestions,
such as having the patient imagine being in a car accident, or by indirect
hypnotic suggestions tailored to the patient’s personal history.
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Efforts to reduce blood pressure

 

 

 

through hypnotic suggestion have, in
general, been unsuccessful. However, three decades ago Deabler, Fidel, and
Dillenkoffer (1973) reported that they were able to decrease both systolic
and diastolic pressures using hypnotic suggestion. A year later, Brady,
Luborsky, and Cron (1974) described a metronome induction procedure
to reduce blood pressure in patients with confirmed essential hyperten-
sion. Audiotaped instructions emphasized hypnotic suggestions for relax-
ation with the verbalizations synchronized to the metronome ticking at 60
beats to the minute. Given such little supporting data, we can only con-
clude that this area needs further investigation. Obviously, hypnosis may
be considered as a possible approach, perhaps as an adjunct to medication,
when other methods have not been effective. In these cases, the patient
should be taught relaxation and self-hypnosis because he or she may need
to use self-hypnosis several times a day to accomplish and maintain a set
medical goal.

One patient I (A.F.B.) saw was a Royal New Zealand Air Force pilot who
had a phobic reaction to the inflation of the blood pressure cuff. This pro-
duced false high readings. He managed to “barely pass” his medical reex-
aminations after a course of 10 sessions of systematic desensitization,
followed by daily practice (in vivo exposure) using the sphygmomanome-
ter to check his blood pressure. The more he practiced the better he
became at producing normal range blood pressure readings. However, as
time went on the anxiety reduction became specific to the patient’s or
therapist’s measures of blood pressure. His response no longer generalized
to readings taken by the examining physicians or nurses. The pilot’s 

 

Stan-
ford Hypnotic Clinical Scale

 

 score was at the average level, but this was
more than sufficient to facilitate his response to the direct suggestion that
“it will be easy and natural to remain as relaxed as you are now when you
take your own blood pressure or when others take it for you. In fact, it will
be easier without having to bother with the reading, bulb squeezing, and
cuff inflation.” In this case, a single session of hypnosis was more effective
than the whole course of systematic desensitization had been previously.
His medical exams for the entire follow-up period of 18 months remained
in the normal range. Let us remember that in this case, we were dealing
with a simple phobic reaction rather than treating a blood pres-
sure–related disease process.

Relaxation in cardiac patients can be facilitated best by using hypnosis
to initiate fantasies, such as lying on a beach, relaxing on a grassy hillside,
and so on, rather than direct verbal suggestions such as “You will relax.”
Picturing scenes in which relaxation comes indirectly as a consequence of
vivid imaginal involvement is much more effective. Kroger and Fezler
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(1976) indicated that hypnotic suggestion of warmth paired with relax-
ation may improve compromised coronary circulation in cases of angina
pectoris. They also report success in using hypnotic age regression to ame-
liorate and relieve arrhythmias due

 

 

 

to rheumatic fever in childhood.
Again, controlled experimental research is still lacking.

The effect that hypnosis can have on a cardiac patient was dramatically
illustrated in a classic case by Raginsky (1963). A patient who had previ-
ously suffered cardiac arrest during an operation was induced under hyp-
nosis to relieve his anxiety about that procedure. During this experimental
episode, his heart ceased for some four beats as measured on the electro-
cardiogram. This case illustrates that hypnosis can be a very potent tech-
nique and can produce serious consequences. It must be employed with
professional skill if harmful side effects are to be prevented.

Buerger’s and Raynaud’s diseases

 

 

 

result in restricted flow of blood to
the extremities. There are a number of reports of hypnotic treatment of
these conditions (A. Barabasz, 1977, pp. 24-28; Crasilneck & Hall, 1985;
Jacobson, Hackett, Surman & Silverberg, 1973; Norris & Huston, 1956).
Suggestions were given in hypnosis aimed at increasing flow of blood to
the arms, hands, or legs. We have found that having hypnotized patients
visualize putting their hands into a basin of warm water significantly
increased skin temperature in the fingers an average of 4

 

∞

 

 F in a group of
eight patients. Vivid descriptions by the therapist and clear imaginings by
the patient are essential for success with this technique. E. Hilgard (per-
sonal communication to A.F.B., 1992,) observed that if “the Hypnotizabil-
ity Scales do not predict responsiveness to this form of imagery, a light
trance will work.”

Because being overweight is

 

 

 

associated with heart conditions, treat-
ment of obesity in the cardiac patient is frequently indicated. Fortu-
nately, hypnotherapy has been found to be of considerable value. A
meta-analysis of 18 studies of hypnosis as an adjunct to cognitive-behav-
ioral psychotherapy (Kirsch, Montgomery, & Sapirstein, 1995) showed
that patients who underwent hypnotherapy showed greater improve-
ment than at least 70% of clients receiving nonhypnotic treatment. The
effects, recognized as efficacious by the NIH, were particularly pro-
nounced for treatments of obesity (see also M. Barabasz & Spiegel, 1989;
Kirsch, 1996). We describe hypnotic techniques for dealing with this
problem in chapter 14.

 

Hypnosis in the Treatment of Respiratory Disorders

 

Breathing is a function normally under conscious control. But in certain
conditions, such as an asthma

 

 

 

attack, it is closely related to fear and anger.
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A highly emotional experience can be sufficient to set it off. Afterwards,
fear of dying may continue and reinforce the attack. A vicious cycle is thus
set up. The disease is considered to be psychosomatic, because either or
both the presence of chemical allergens plus emotional conflicts can serve
as the triggering mechanism. Allergic reactions may also result from learn-
ing or conditioning. For example, some sufferers who have an allergy to
roses may produce an asthmatic attack upon being brought into the pres-
ence of paper roses.

Because hypnosis is able to produce relaxation and lowered anxiety,
its efficacy in the treatment of such conditions has been reported in
many clinical reports for more than half a century (A. Barabasz, 1977;
Collison, 1975, 1978; Marchesi, 1949; Van Pelt, 1949). Raginsky (1963)
explained that asthmatics are characterized by conflicts related to the
suppression of any sort of “intense emotion”

 

 

 

and by threats to dependent
relationships and to the security based upon them. Asthmatics have
often learned to use their symptoms to control and force significant oth-
ers to reinforce their dependency needs. French and Alexander (1941)
described the asthmatic attack as a “cry for mother.” Accordingly, a direct
suggestive assault on the main symptoms often results in worsening
instead of amelioration. Rather than use direct hypnotic suggestion to
suppress the symptoms, doctors should make it possible for the patient
to ventilate fears and develop the relaxation response to help him or her
gain ego strength.

A variety of special hypnotic suggestions for relieving asthmatic attacks
and reconditioning the breathing habits of asthmatic patients have been
tested in clinical settings. Vivid imagining in hypnosis can be a valuable
technique. Thus, the Spiegels (H. Spiegel & D. Spiegel, 2004) used hypno-
sis to help their patients to create a vivid image of tubes in the lungs slowly
opening up. This is followed with hypnotic suggestions that the patient
will experience “cool, fresh air entering their lungs.” However, most are
aimed at providing an option for the patient to control the attack with
some form of relaxation.

One of the most effective approaches, which has stood the test of time,
emphasizes that it is quite important for the clinician to time hypnotic
suggestions so that some are given while the patient is inhaling and others
during the patient’s exhalation (Jencks, 1978). The goal is to reverse the
asthmatic patient’s tendency to increase the period of inhalation and
shorten that of exhalation. She presented a series of respiration exercises
and accompanying fantasies as follows:

1.

 

Long breath

 

 for

 

 

 

relaxation and a slower breathing rhythm imagine
that the inhaled air enters at the fingertips, goes up the arms into the
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shoulders and chest, and then, during exhalation, down through the
trunk into the legs and leisurely out at the toes. Repeat a few times.

2.

 

Warm shower

 

 to counteract tension in the shoulder and neck region,
imagine water from a warm shower streaming pleasantly over the
back of the head, shoulders, and neck. Feel the warmth and relax-
ation during exhalations.

3.

 

Imagined pathways

 

 for easing the breathing or relieving pressures,
imagine that the breathed air streams in and out easily at any of the
places where relief is needed. Asthma patients found relief by
“breathing through the small of the back;” tension headaches may
be relieved by “inhaling or exhaling through the top of the head or
the temples;” and “breathing through the holes under the chin”
opened up the sinuses.

4.

 

Opening flower

 

 to counteract anxiety and feelings of tightness in
throat, chest, or abdomen, imagine during exhalations a flower bud
opening at the right place, as in time-lapse (computer controlled)
photography. Repeat and feel the opening for several exhalations.

5.

 

Bellows

 

 to ease the breathing or to increase the vital capacity, breathe
as if your lungs were bellows, which draw air in and push it out.
Imagine that the air streams in and out freely and easily.

6.

 

Golden thread and clothes hanger

 

 for a well-aligned posture with an
alive yet relaxed feeling, imagine a golden, energizing thread all the
way up the spine and through the crown of the head. Imagine being
held from above by this thread, so that straightness is achieved
effortlessly. Imagine during inhalations that the thread is pulled
from above and invigoration streams into the spine from below.
Imagine during exhalations that the tissues of the shoulder region
are soothingly and loosely draped over the shoulder blades or over a
suspended clothes hanger.

7.

 

Toad

 

 for ego strengthening, inhale and imagine blowing yourself up
to an enormous size, like a toad does. Let yourself stay this size in
your mind while you relax during exhalations.

Readers with a background in meditation or yoga will no doubt recog-
nize some of the similarities between Jencks’ procedure and Taoist “Micro-
cosmic Orbit Meditation.” If your patient has an interest in meditation, as
a number of patients who seek out hypnosis often do, you may wish to
adapt the relevant aspects of the process to your hypnotic induction for
relief of asthma. We discuss meditation-based hypnosis and Taoist-based
induction, developed by the first author, in chapter 14 in the section titled
“Meditation and Hypnosis for Health.”

 

RT5814_book.fm  Page 298  Wednesday, November 17, 2004  1:56 PM



 

Mind–Body Interaction I: Hypnosis in Internal Medicine 

 

∑

 

 

 

 299

 

Hypnotic abreactions

 

 can also be quite effective. In this technique, the
effort is made to release bound-up tension and provide other outlets for
rage and fear. Abreaction borders between a symptom-manipulation tech-
nique and a hypnoanalytic one, in which the goal is resolution of psy-
chogenic conflicts. It can be effective in bringing great relief to the
over-controlled patient. Our Volume II, 

 

Hypnoanalytic Techniques,

 

 reviews
several alternative techniques for achieving abreactions that can produce
profound and lasting results in very brief periods of therapy.

It is critically important to remember that studies reporting on the effi-
cacy of hypnotherapy are not valid unless careful attention has been given
to the manner in which the induction was conducted, the exact wording of
the suggestions, and the manner in which they are presented. Two hypno-
therapists could read off the same script of words, but by their manner of
rendition and by the way in which they relate to their patients, they can
produce very different treatment outcomes. Experimentally controlled
EEG event related potential brain studies have clearly shown that even
slight wording differences in hypnotic suggestions can produce bi-direc-
tional results (A. Barabasz et al., 1999) and that the induction can make an
enormous difference in outcome and effects on the organism (A. Bara-
basz, 2000).

 

Relaxation.

 

 Most people who are knowledgeable about asthma treat-
ment stress the need for relaxation and the slowing of breathing. Fortu-
nately, hypnosis is an extremely effective method to induce such a reaction
when the patient is at least of average hypnotizability. It thus becomes the
method of choice, even though all too frequently the patient arrives at the
office of a hypnotherapist only as a last resort, after inhalators and drugs
have not proven to be effective or have been of limited value.

Asthma frequently involves a secondary reaction to even a slight breath-
ing difficulty. The patient needs to feel that he or she can induce and stop
an attack. One approach I (A.F.B.) have found to be effective with a signif-
icant number of patients is to couple the onset of an attack with the post-
hypnotic suggestion to enter trance, as soon as circumstances allow, just by
rolling the eyes up and then silently repeating the hypnotic suggestions
found to be effective in heterohypnosis. Frequently, this can simply involve
repetition of the word 

 

calm

 

 at each exhalation while imagining working
freely and normally.

Crasilneck and Hall (1985) described to their young asthmatic patients
a television fantasy of horses that are running fast and, hence, breathing
heavily. When the horses slow down and walk normally, their breathing
becomes calm and they wheeze less. As the breathing of the horses slows,
the young patients are taught to slow their own breathing likewise. They
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then suggest that the patients will have this same experience (e.g., the
slowing of rapid breathing) each time they enter a hypnotic trance. I
(A.F.B.) emphasize, “Breathing will be normal when awakening from hyp-
nosis and when fully alert, wide awake, calm, and confident — normal
good breathing.”

Crasilneck and Hall (1985) also reported a case of coughing that
accompanied an ulcerative mucosal lesion on the tracheal bifurcation. The
coughing continued even after the ulcer had healed. The patient was given
the suggestions that “Your throat muscles will be relaxed and at ease. The
itchy irritability will decrease. Your breathing will be normal and easy.”
After 5 days of hypnotherapy, his cough ceased.

 

Desensitization.

 

 Kroger and Fezler (1976) reported a number of studies
in which the behavioral technique of systematic desensitization combined
with hypnosis (see also A. Barabasz, 1977) was effective in reducing wheez-
ing. Unlike the behaviorists who were uninformed about hypnosis, they
noted that highly hypnotizable patients tended to make the best response.
They view asthma as a conditioned reflex and perceive the therapeutic task
as one of reconditioning. The patient is taught in hypnosis to reexperience
a relaxing episode from the past when he or she senses an attack coming
on. For some unexplained reason, few clinicians use this approach today,
but Kroger and Fezler indicated very good results a quarter of a century
ago. The approach remains worthy of use and further research.

 

Hypnosis in the Treatment of Gastrointestinal Disorders

 

As an organ system, the digestive tract is especially sensitive to emotional
influences. One does not have to accept the classical Freudian view that
“oral” activities represent the first and most elemental stage of personal-
ity organization to recognize that the giving of food and drink is a com-
mon sign of affection. We take people we like out to dinner. We buy
them a drink. We eat when we are disturbed or unhappy. We imbibe
alcoholic beverages to quiet our nerves or to relax with our friends. We
refer to an individual as having a “sweet” disposition, and to a loved one
as a “sweetheart.” A person who impresses us unfavorably may be called
“sour,” and an angry individual is described as “bitter.” A manner of per-
sonality may be termed “salty,” and an individual close to us may be
called “honey.” Sometimes we can hardly “stomach” dealing with
another person who “gripes” at us, and it is “shitty” when we are treated
badly. A courageous individual may be described as having “guts,”
whereas the colloquial term for the anus is used as a sign of derision. No
wonder the gastrointestinal system is imbued with such a rich set of
meanings and emotions. It makes sense to expect that tangled interper-
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sonal relationships, struggles between love and hate, problems of fear
and rage, could be translated into disturbances of the digestive tract in
whole or part from entrance to exit.

 

Swallowing problems.

 

 Resistance to oral intake may begin even before the
act of swallowing. Probably first to address the difficulties some people have
in swallowing pills was Secter (1973), who described an interesting imaging
subject-object technique to alleviate the problem. The patient is told to visu-
alize another person who is trying to swallow a pill, but who chokes on it.
The patient is induced to identify with this individual and then told in hyp-
nosis to observe that after “our friend” has been given a signal to relax his or
her throat muscles, he or she can calmly take the pill. The patient is then
induced to see himself in the place of the previously imagined individual
and prepare himself to relax on signal so as to be able to swallow the pill.

 

Anorexia nervosa 

 

is one disorder that appears to be directly related to
psychological problems. Raginsky (1963) described the successful treat-
ment of such a case by “nonspecific suggestions for relaxation comfort and
hope.” However, a family conflict was also revealed that involved dissen-
sion between the patient’s parents. Agreement of the mother for hypno-
therapy, followed by a request from the patient that his mother “feed him,”
when fulfilled, reversed the process of food avoidance. Although the
patient was close to death when first seen, he recovered and eventually
became a physician. It is important to note that hypnosis worked only
when the family’s emotional problem was treated simultaneously. This
indicates that suggestive hypnosis alone may need to be supplemented by
at least some relationship or insight therapy. Hypnosis may be critical to
treatment success, but it is best to be thought of as an adjunct to compre-
hensive treatment rather than a treatment in and of itself.

The 

 

dumping syndrome 

 

was participant to a substantial amount of
study decades ago. It is characterized by sweating, diarrhea, anorexia, nau-
sea, and weakness. Although the origin may be organic, it has a strong psy-
chological component. Progressive relaxation enhanced by hypnosis has
been found to be effective in relieving its most acute symptoms.

Dorcus and Goodwin (1955) reported previous studies that had shown
that duodenal ulcer patients who developed dumping syndromes follow-
ing subtotal gastrectomies tended to score high on the 

 

Taylor Scale of Man-
ifest Anxiety

 

 and on the “Neurotic Triad” scales of  the 

 

Minnesota
Multiphasic Personality Test

 

 (MMPI). In an application of these findings,
they employed hypnotherapy with four such patients. The hypnotic sug-
gestions were directed towards reducing tension, removal of fear of this
condition, and enhancing the olfactory qualities of food and the feeling of
comfort with food or liquid intake. All four patients responded favorably.
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Doberneck, Griffen, Papermaster, Bonello, and Wangensteen (1959)
combined hypnosis with group therapy in the successful treatment of
chronic dumping syndromes. Bonello, Doberneck, and Papermaster (1960)
reported symptomatic success in some 56% of 36 gastrectomy patients.

Although all of these studies employed hypnosis as the primary tech-
nique, it is important to consider the possible meaning of the dumping
syndrome as involving anger, hate, and resentment, which have been sym-
bolized in the rejection of food. Accordingly, other approaches, which aim
at externalizing and releasing such feelings, might be found to be effective
without the need for comprehensive psychotherapy.

 

Compulsive vomiting. 

 

Lait (1972) reported an interesting case in which he
temporarily relieved compulsive vomiting symptoms in a 31-year-old
woman, first by using simple suggestions for relaxation and relief. When the
symptoms returned later, he traced their source through hypnotic regression
to an experience when the patient was a child. Her drunken father would
beat her and her mother. He often became nauseated after drinking bouts
and would vomit into the bathtub. The patient hoped he would die, and in
fact prayed for his death at those times. Her episodes of nausea as an adult
would occur following times in which her husband came home intoxicated.
After seeing herself as a 6-year-old girl involved in that experience and “for-
giving” herself under hypnosis, she apparently lost the nausea permanently.

This indicates the likelihood that more complex hypnoanalytic tech-
niques may be required when simple suggestion achieves only temporary
results. The case also highlights the seriousness of the underlying psycho-
pathology that one faces when confronted by an alcohol prohibitionist
mentioned in chapter 13 on dermatological disorders. Such rigid-thinking
individuals go beyond the legitimate decision of choosing not to imbibe
alcohol for themselves. They attempt to control significant others in their
life by evoking guilt over even the most responsible use of alcohol and by
demanding promises to abstain. Such pseudomoralistic behavior is most
frequently a defensive maneuver because of their own underlying childlike
dependency, inadequate ego strength, and fears of losing self-control.
Rigid and closed-minded in their maladaptive desperate defensive posture,
such individuals are unlikely to change. They are resistant to psychological
interventions, including hypnosis.

The fact that gastrointestinal symptoms are likely to have meanings
and, hence, require more than hypnosis for their permanent resolution is
exemplified in a classic case reported by Crasilneck and Hall (1985).

 

 

 

Com-
plaining about her husband, a woman suffering from globus hystericas
stated that she “could not stomach the crap he puts out!” This statement
turned out to be related to his pressuring her to provide oral sex.
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Many clinicians focus their therapeutic strategies around the use of
hypnosis to inculcate calmness and relaxation and to reduce excessive gas-
tric motility. Used in this way, it would seem unlikely that any severe
sequelae would be induced. However, the therapist must be prepared to
employ more comprehensive psychotherapeutic approaches should symp-
tomatic relief turn out to be only temporary. Careful follow-up of patients
is essential.

 

Constipation.

 

 In such cases, proper dietary and exercise habits must be a
major and primary focus of treatment. Hypnosis provides an excellent
adjunct to the development of such healthy habits. Specific hypnotic sug-
gestions for treating constipation involve “teaching” in hypnosis the physi-
ology of peristaltic movements, followed by suggestions aimed at the
relaxation of anal sphincters (Cooke & Van Vogt, 1956). The hypnotic sug-
gestions can be linked to the act of sitting on the toilet to precipitate defe-
cation. Erickson, Herschman, and Secter (1961) reported “discussing”
with the constipated patient in hypnosis “the possibility of setting aside a
certain time each day” for “emptying the bowel.” They also recommend
allowing the patient to use the same period to “to merely sit and speculate
whether the bowel movement will be a full one or a partial one.” (See also
the section on irritable bowel syndrome in chapter 16.)

 

Hypnosis in the Treatment of Neurological Disorders

 

Ambrose (1963) found hypnosis valuable in the treatment of petit mal in
children. He has his young patients ventilate their grievances, express
aggression, and deal with underlying fears and guilts while in hypnosis. He
believed they can also be taught auto-hypnosis for self-suggestion, but he
presented no specific data to support this later contention. J. Smith et al.
(1996) demonstrated experimentally that children as young as 4 years of
age could be taught self-hypnotic procedures for pain control, but this has
yet to be attempted for epileptiform seizure disorders.

Frankel and Orne (1976) described a case of “phobias and temporal
lobe epilepsy” they treated at the Beth Israel Deaconess Medical Center
and the Harvard Medical School. Onset of the disorder dated from a trau-
matic episode when the patient was 12 years old. He was alone in a boat
rowing away from the shore of a lake when he became very frightened and
disoriented. At that time, he was diagnosed as having petit mal. His fears
generalized to all sailing, flying in planes, and being caught in traffic jams
and crowded tunnels. Seizure activity increased over the years and was
characterized by a blank stare and feelings of depersonalization. The elec-
troencephalogram showed “paroxysmal left temporal discharges.” The
treatment strategy “was based on having him imagine (in hypnosis) that
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he was experiencing the situations he had been avoiding. Each situation
was dealt with and mastered in a separate session.” The hypnotherapy here
employed tactics involving abreactions and behavioral systematic desensi-
tization techniques. Frankel and Orne noted, “After a few months he
reported no further seizures and an absence of strange feelings related to
visual stimuli.”

Raginsky (1963) hypothesized, “A patient suffering from organic epi-
lepsy may have a convulsion precipitated in hypnosis, but that once started
it cannot be terminated by hypnosis.” John Watkins confirmed that
hypothesis in one case. A patient who had a seizure at the dinner table
three nights earlier reexperienced the seizure when he was hypnotically
regressed to that same meal. The EEG seizure signature was recorded on
the electroencephalograph.

Raginsky also reported a case in which a patient who had been experi-
encing one to four epileptiform seizures daily was completely relieved in
three, 45-minute sessions of hypnotherapy during which the only goal
“was to relax the patient and to set the stage for him to express himself
without fear of reprisal.” The patient remained free of seizures during a
19-year follow-up.

Kroger (1963) was able to eliminate all further needs for medication in
a 32-year-old woman suffering from grand mal seizures. She had suffered
this condition, involving two or three seizures a week, for some 25 years.
Without detailing his procedures, Kroger stated that he taught her to
become “proficient in autohypnosis and sensory-imagery techniques.” He
reported that striking personality changes occurred at the same time. 

Perhaps the best current psychological alternative to medication in the
treatment of a variety of neurological disorders involves the adjunctive use
of hypnosis to facilitate patient self-modulation of EEG (A. Barabasz & M.
Barabasz, 2000; Sterman, 2000). An alert hypnotic induction to facilitate
attentional focus developed by Arreed Barabasz (A. Barabasz, 1985; A. Bara-
basz & Barabasz, 1994a, 1994b, 1995, 1996; A. Barabasz, Crawford, et al.,
1993) has begun to be tested in controlled settings, with promising results
thus far (Anderson et al., 2000; Warner, Barabasz, & Barabasz, 2000). The
field of neurotherapy is advancing rapidly. Cutting-edge findings, beyond
the scope of this book, appear regularly in the 

 

Journal of Neurotherapy.

 

Hypnosis in the Treatment of Cancer

 

Perhaps one of the most intriguing hypnotic interventions involves its
use in the treatment of carcinomas. As highlighted in the introduction to
this chapter, John Watkins attended the 1958 meeting of the Academy of
Psychosomatic Medicine in which a paper was presented by a physician
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who was using hypnosis to treat carcinomas — not the pain, but the can-
cer. The doctor presenting made no claims of “cures” but reported that
his patients lived much longer than would be expected for the types of
cancer they had. When asked why, he replied, “I increase the resistance of
the host.”

Despite this report, years went by while clinicians and researchers
focused primarily on the secondary effects of cancer: pain, anxiety, depres-
sion, feelings of hopelessness, and so on. In this area, the most moving
story is of “David” by Gail Gardner (1976), now a classic in the literature.
Gardner, by her sensitive interaction, enabled this 12-year-old boy to mas-
ter his fears, to live his remaining months to the fullest, and to die with
dignity. The paper is a “must” for every therapist who works with dying
children (see chapter 17). Nonetheless, hypnosis has not until very
recently been recognized as an important part of the comprehensive treat-
ment of those suffering from cancer.

The defining research in the field was completed by David Spiegel and
his colleagues at Stanford University Medical School. The NIH funded this
10-year follow-up of 86 cancer patients. Those who received self-hypnosis
training and group therapy had 50% less pain and survived a year and half
longer than did the patients who had had standard medical care (Kogan,
Biswas, & Spiegel, 1997; D. Spiegel, 1991, 1997; D. Spiegel & Bloom, 1983).

Hypnotic visualization and imagery techniques have been reported by
Margolis (1982–1983), Rosenberg (1982–1983), and others in directly
treating the cancer and controlling the side effects of cancer therapy. The
patient’s motivation is stimulated by direct hypnotic suggestion. The aim
of hypnosis is to mobilize the patient’s own physical resources to fight the
cancer. Imagery can involve visualizing the cancer in a form of the
patient’s own choosing. It might be perceived as a black mass, or perhaps
symbolically as a castle that is being attacked. In a direct or symbolic man-
ner, this cancer will be attacked by the patient’s own powerful antibodies,
and these patients will “bite away” pieces of the cancer and imagine these
pieces being carried away by their own normal eliminative processes. For
younger patients or those that particularly enjoy their personal computers,
doctors may wish to use imagery involving typing the word 

 

black

 

 on the
screen. Then image issuing the command or using their favorite search
function “to search, find, and destroy (delete, send to the trash, empty the
trash) the cancer cells one by one.” Emphasize calmness and confidence
(e.g., “As simple as pressing a few keys, the cancer program running in
your body is deleted forever”). Doctors can reinforce the emptying of the
trash with an auditory hallucination by asking patients to hear the sound
their computer makes when emptying trash is commanded.
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A team of therapists at the Newton Center for Clinical Hypnosis in
Los Angeles also focused on the use of hypnosis in treating patients with
cancer for more than 8 years (Newton, 1982–1983), but once again con-
trol conditions and follow-up was less than ideal. The doctors used hyp-
nosis to relieve incapacitating symptoms such as pain, nausea,
insomnia, and loss of appetite, and reported substantial success in the
treatment of some 105 cases seen for at least ten, 1-hour treatments
over 3 months as contrasted with 57 cases, which were “inadequately
treated” by those criteria.

As in Gardner’s classic case of David, treatment emphasis was placed on
improving the “quality of life” rather than aiming to reverse the disease
process, although the latter did occur in a substantial number of their
cases. Simple and direct induction techniques were used, aimed at build-
ing ego strength and enhancing coping. In some cases, intensive hypnoan-
alytic therapy was employed. Visualization techniques were used but not
forced or imposed, and confronting patients with responsibility for their
illness was found to be counterproductive.

Once hypnosis has been induced, and at least a moderate level of depth
achieved, visualization and imagery that goes beyond adapting to the dis-
ease process, instead focusing on the body’s ability to produce inner heal-
ing, might go something like the following:

Of course you already know that the body has the ability to heal
itself, you’ve had wounds and cuts, and burns throughout your life,
and other injuries, and your body was able to heal itself, was it not?
Your body completely replaces all of its cells from time to time,
matter of fact virtually all the cells in your body are renewed and
changed over the period of several months or sometimes years.

The body knows how to regulate itself, how to regulate heart func-
tioning and so on, your body regulates the way your heart operates,
it regulates your breathing for you, it controls your blood pressure,
and your temperature, when you are cold your body restricts blood
flow to the extremities so that your inner core stays safe and warm,
and when you’re very, very warm, your body knows how to bring
blood to the very, very tips of your fingers and the tips of toes, and
to the very, very surface of your skin to help you regulate your tem-
perature, through other mechanisms such as perspiration, all of
these happen automatically to maintain your health, your body
knows how to regulate itself. It regulates its blood chemistry, it reg-
ulates its hormones, and it’s all aimed at healthy functioning, mind
and body.
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Amazingly, or not so amazingly, your body does this without any
kind of extra special effort or overstimulation. For years, your body
maintained its immune system automatically, hoarding off invad-
ing organisms before they ever had a chance to take a foothold. The
body knows how to make those good T cells and B cells, and helper
and suppressor cells to build those antibodies, to build those white
blood cells. Those white blood cells are like strong white horses,
galloping to surround any invading viruses or bacteria. Your body
and mind have the ability to work for health, to work for healing,
and to then maintain healthy functioning once again.

This inner life force is strong, and cancer cells are weak and con-
fused. Normally, when invaded by carcinogens, cancer cells are
quickly destroyed by the immune system; now if they reduce rap-
idly, they can form a tumor, but, as you know, your body has the
ability to conquer those cells, to surround them, to regulate them,
to cast them out; the body is strong, cancer cells are weak and con-
fused. You can let your life energy circulate throughout your body
to tell your immune system to release strong and more effective
white blood cells, more strong powerful white horses that can gal-
lop to protect you. You can even think of them, streaming through
your blood stream full of energy, sure of their purpose to surround,
dissolve and destroy any unhealthy growth they may find. And as
you think about those things, and you imagine them on their own,
no doubt you will come up with other images that will even be
more personal to you. You of course can also thank your immune
system for doing such a wonderful job for you in the face of a chal-
lenger or ask your immune system if there is anything you can do
to help speed your healing.

The immune system is strong and getting stronger, the powerful
white horses can gallop, surround and overcome any unhealthy
growth, the area can heal, heal completely, and then those white
horses can patrol through your body at a leisurely prance, in a lov-
ing protective and graceful way, so you can begin to see yourself
being restored, to your ideal health and appreciate and love your-
self for taking the time to work with your body in this way, your
mind and body working to protect you.

Although still viewed with skepticism by a few oncologists, the substan-
tive work by David Spiegel’s group at Stanford has gone a long way to
reverse previous rejections of hypnosis for cancer. Some hypnotherapists
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have reported remissions of the cancer, whereas others have noted an
arrest in its development. Although it is to be doubted that psychological
interventions will take the place of the usual surgical, pharmacological,
and radiological treatments, the attempt to mobilize and improve natural
physiological resistances to neoplasmic development suggests yet another
approach that may be of value. Because controlled experimental research
has clearly demonstrated that the modality of hypnosis can influence and
alter many physiological processes such as color processing in the brain
(Kosslyn, Thompson, Constantine-Ferrando, Alpert, & Spiegel, 2000) and
the immune system (Ruzyla-Smith, Barabasz, Barabasz, & Warner, 1995),
it appears that further experimentation in this area is warranted.

 

Summary

 

We have come a long way since the French Royal Commission, headed by
Benjamin Franklin, declared Mesmer’s cures to be a fraud because they
were produced by imagination. Given that both physiological and psycho-
logical processes mutually interact with each other, we can conceptualize
most illnesses as “psychosomatic.” Under the umbrella of complementary
medicine, this concept has at last been recognized by the NIH and by the
ever-increasing numbers of health care facilities in the United States.

Through its effect on perception, motivation, and covert processes,
hypnosis can assist in the treatment of many “physical” disorders, if one
considers therapy as a way of helping patients to mobilize their own capac-
ity for recovery. A wide variety of conditions have been found responsive
to favorable influence by hypnosis, and greater numbers of general practi-
tioners and specialists are showing interest in the possibilities for hypnotic
techniques in their therapeutic armamentarium. Research is being con-
ducted that will test and develop improved treatment approaches and that
will determine which of the various disorders respond best to hypnotic
interventions. The acceptance of complementary medicine is essential to
providing the best care for patients and opens new opportunities for psy-
chologists trained in hypnosis to work in hospital settings.
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Chapter 13

 

Mind–Body Interaction II: Hypnosis in
the Treatment of Dermatological

Disorders

 

Mrs. R. L., aged 44, was referred to us with acute neurodermatitis
of the neck, involving the upper portion of the chest and the back.
The patient was refractory to all medicaments. Glove hypno-anes-
thesia was employed for relief of intractable itching. Post hypnotic
directions were given for the patient to feel sensations of warmth
and coldness over the involved areas. Direct hypnotic suggestion
for the improvement in her skin was not given at any time. The
neurodermatitis had developed immediately after her daughter had
announced her engagement to a young man of another faith; this
upset Mrs. R.L. terribly. The daughter was referred to a psychiatrist
in attempt to delay the marriage; she was able to work through her
feelings toward the young man and finally decided it would not be
feasible marry him. The mother’s neurodermatitis promptly
improved. However, during the period that her daughter was
receiving psychotherapy, hypnosis afforded Mrs. R.L. relief from
her itching, nervous tension, and anxiety. Hypnotherapy was
employed as an adjunctive procedure. (Horan, 1950, p. 43).

Our skin is an organ most expressive of emotions. In the face of fear, it
can turn white. Rage may redden it. Blushing demonstrates embarrass-
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ment or sexual arousal. Weeping of the skin may act as a substitute for lay-
chrymal crying. Irritations in relationships with others can cause attacks
of neurodermatitis. The scratching to relieve itching has been shown to
stimulate pain receptors. And psoriasis has been known to break out in
resentful wives to keep the unwanted attentions of husbands at bay. We
even use terms such as “irritated,” “burned up,” “hot under the collar,” and
“itching for action” to describe emotional feelings. Our skin is, indeed,
reactive to emotional stimuli.

Dermatological diseases are caused by many things, but most fre-
quently they are related to bacteria, fungus, allergens, external stimuli,
internal biochemical balance in the skin, and emotional stress. This inter-
active effect of physical and psychological factors in stimulating dermatitis
was first clearly demonstrated by Ikemi and Nakagawa (1962). The sugges-
tion to patients that they were passing near noxious laquer trees caused a
breaking out of the skin very similar to that observed by actual contact or
proximity to such trees. Most practitioners recommend that, to treat such
disorders, doctors should combine the appropriate medical treatment
with some form of psychotherapy. Accordingly, hypnosis should be con-
sidered as adjunctive to the overall management of the disorder.

The skin is the boundary between the organism and its environment
and serves as a protective and defensive organ. Scott (1960) reported that
hypnosis has been found effective in treating a wide variety of skin disor-
ders including pruritis, numular exzema, neurotic excoriation, warts, and
especially so in cases of neurodermatitis. He notes that hypnosis can often
achieve permanent results in disorders that are organically determined.
Perhaps in no other general medical condition has hypnotherapy been so
rewarding as in the treatment of dermatological disorders.

Because the skin is such an expressive organ, the “meaning” of a symp-
tom here becomes especially important if it is to be removed or alleviated.
Ambivalent as he was, a middle-aged war veteran alternated in reporting
to the dermatology and psychiatric clinics. Psychotic symptoms were
finally relieved by the rather extreme approach of electroconvulsive shock
therapy, whereupon severe dermatitis would break out. His skin problem
would then receive aggressive pharmacological treatment in the dermatol-
ogy clinic, and as the skin cleared, hallucinations would reappear. Such
cases require deeper psychotherapy and are not cured by symptomatic
treatment, hypnotic or otherwise. If funding for only brief therapy is avail-
able, hypnosis could then be used in an ego-state therapy approach with
abreaction as a way of getting to the root of the underlying conflict (see
our Volume II 

 

Hypnoanalytic Techniques 

 

and J. Watkins & Watkins, 1997).
Although some cases of skin disorders have shown rapid improvement
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using hypnosis, it appears that a general reduction of their severity, step-
wise by spaced suggestions, is desirable. In some cases, it may even be pru-
dent to leave the patient with a residual symptom—a small patch that does
not entirely heal up. Strenuous attempts to remove the last vestige of a psy-
chogenic skin disorder by hypnosis alone may result in a reprecipitation of
the entire condition. Gradual improvement through regular hypnotherapy
also has the advantage of permitting the practitioner to detect early
adverse reactions. We believe it is important to always bear in mind that
the symptom served a protective function for the patient at the onset of
the disorder. If it is still needed at some level or by one or more of the
patient’s ego states, its complete removal will reverse the gains of therapy.

 

Itching.

 

 One of the most difficult problems in dermatological disorders is
the sensation of itching and the compulsion of the patient to scratch the
afflicted area. This is a behavioral consideration and is one of the first
aspects in which hypnosis can make a significant contribution. A number of
alternative hypnotic approaches have been reported by various therapists.

When the scratching is employed by the patient primarily to relieve
emotional tension, suggestions of relaxation, maintained posthypnotically,
can be sufficient. Occasionally it is possible to suggest that the scratching
will be displaced to other areas of the body, those that are not afflicted,
leaving the lesions free to heal without continuous excoriation. As in the
treatment of pain (see chapter 9), at the most simplistic level the patient,
while in hypnosis, is presented with the concept that he or she may well be
aware of the itching but that it is not a bother, and thus “there will be no
desire to scratch it.”

Itching can also be relieved by changing the nature of the sensation.
Thus, a hypnotized patient might be told to imagine that cold compresses
were being placed on the afflicted areas and that the feeling of coldness will
bring a cessation of the itching feeling. Katalin Bloch-Szentagothai (per-
sonal communication to A.F.B., 2004) suggested an image of taking a
shower to comfortably lower the skin temperature, leaving a “nice cool
skin.” Jencks (1978) suggested controlling itching with hypnosis by using
the hypnotic suggestion that the patient is “imagining breathing through
the afflicted skin area, thinking cool and still, while inhaling and calm or
relaxed while exhaling.” Another helpful image involves floating in the
ocean or diving into cool water in a diving bell. Another technique we
have found to be effective in the relief of itching for some patients is essen-
tially the same as the glove-analgesia technique used for pain control (see
chapter 11).

Itching sometimes has a masturbatory quality (J. Watkins, 1987, p.
260). In cases of urticaria (hives), pruritis ani or vulvae, it becomes a way
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of satisfying erotic needs, particularly when fixed patterns of maladaptive
guilt are underlying. Exploration of the patient’s sexual history and cur-
rent sexual activities are usually indicated in such cases. It may be particu-
larly valuable to assess the patient’s repertoire of sexual fantasies. Rather
than investing the time and energy needed to accomplish this by means of
Freudian free association or dream analysis, which can lead to over inter-
pretation, I (A.F.B.) have found the “Self-Scoring Questionnaire” (Wilson,
1978) to be useful. It was developed on the basis of research by Glen Wil-
son and Rudie Lang at the Institute of Psychiatry, University of London.
The questionnaire makes it possible for patients to evaluate their own fan-
tasy life in relation to that of a sample of other reasonably normal people.
The data obtained can be incorporated in hypnotherapy, but the function
of the questionnaire for patients can be remarkably freeing of fantasy guilt
as they learn that their fantasies are typical of most people rather than
bizarre and worthy of the control that guilt can have over one’s life. In at
least three cases, itching was relieved completely within hours of the ses-
sion without recurrence or the need for extended therapy.

Approaches to simple organic itching reported by Kroger and Fezler
(1976, p. 347) involved displacing the scratching to a doll. They described
a case in which skin picking at night was turned toward a toy doll with
which the patient was induced to sleep. This represented a displacement of
anger from the self to an external object. The patient was also asked to
indicate which area she wished to have relieved and to remove any doubt
that such would be the case. This gave her the option we favor in hypno-
sis—that is, giving the patient a choice. Kroger and Fezler have also
employed finger twitching as a substitute activity for scratching. After this
substitute was well established, the twitching was progressively reduced
and then eliminated by hypnosis.

Direct substitutions, a form of sublimation, can be made for scratching
as well as for other needs. Painting, sculpture, working with tools, and
strenuous exercise may provide distraction from itching sensations and
constructive activity of the hands, so as to inhibit destructive self-excoria-
tion. Inquiry should be made about possible interests that the patient has
in such activities. These can then be reinforced with hypnotic suggestion
once an adequate level of trance depth has been established. We see such
distraction methods as merely a stopgap type of intervention that can be
employed when time is needed to explore and resolve underlying conflicts
that may be involved.

In a classic case involving hypnosis for psoriasis, Kline (1954) sug-
gested that the afflicted areas would change sensation, first by becoming
warm, then cold, feeling light, then heavy, feeling larger, then smaller, and
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so on. Surprisingly, the skin soon cleared, although no direct suggestions
were given for its improvement. He used a similar technique with consid-
erable success in the treatment of neurodermatitis (Kline, 1953). One
might hypothesize that the therapy lay in “teaching” the patient control of
skin reactions. If then motivated to secure relief from the itch, he or she
would be able to achieve it. Helping the patient learn how to “control”
such autonomic reactions is apparently an important factor in eliminating
symptoms. Erickson, Herschman, and Secter (1961) employed this tech-
nique in the treatment of a child’s hives (urticaria). The youngster was
taught to turn them on and off, the same way in which biofeedback is
intended to work.

However, patients with strong masochistic needs unmet due to inhib-
ited guilt-ridden sexual interactions (and many dermatological patients
have exactly this) might not respond favorably. Patients who have strong
self-destructive impulses should have these resolved through insight ther-
apy. Sadly, many of these individuals, who are most frequently women,
may meet these needs by entering into relationships with jealous, imma-
ture significant others who further reinforce their underlying guilt. A
patient’s often legitimate but unmet underlying needs are further frus-
trated as she becomes further subrogated to the maladaptive needs of her
significant other. A patient may exhibit occasional angry outbursts lending
to more feelings of guilt. As the cycle repeats itself, she becomes more and
more dependent on her partner to the point of making it difficult to break
off the relationship that inhibits her personal growth. Her true needs may
be met by impulsive behaviors, which can become secretive and some-
times desperate attempts in cases when the controlling rigid partner is
severely pathological.

The maladaptive (it no longer serves the person’s needs) underlying
guilt frequently has childlike qualities or a history of strict religious, abso-
lutistic qualities of right and wrong, which can function as a mechanism
whereby a woman rejects potential partners who have the maturity to
accept and appreciate her as a worthy unique person without the need to
try to control her. In other words, the very persons who are most likely to
provide her with healthy unconditional nurturing and help to build her
self-esteem to adapt to the world maturely are the ones most likely to be
rejected by such guilt-ridden individuals.

Despite some self-insight that manifests itself ambivalently, such a
patient cannot accept such a mature partner because at conscious and
subconscious levels she believes she is not worthy, she “doesn’t belong
with such a person.” Her immediate dependency needs seem met by
pathologically controlling individuals, and preconsciously she believes she
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deserves no better or she fantasizes that “he will change overtime.” Of
course, all of this childlike thinking can simply become a roadblock to her
own growth. She repeats the same self-defeating, childish, romanticized
behaviors over and over again.

J. Watkins and H. Watkins (1997, p. 97) described a case in which the
woman married a series of eight alcoholics before eventually seeking help
from an ego-state hypnotherapist. By then, much of her life had gone by,
her youth and energy given away to pathological controlling partners. Of
course, the pathology expression would be no different, if not even more
serious, if she had married eight alcohol prohibitionists who, in the pro-
cess of exerting control over her, for example, played on her guilt for her
responsible use of alcohol in social interactions. Obviously, such cases can
enter a wide variety of symptomatic expressions of itching beyond the
domain of dermatology.

 

An expressionistic organ

 

. The skin is the organ most displayed to the
world. It is not surprising that it can easily become a means of expressing
exhibitionistic impulses. Being noticed (even if not admired) is better than
being ignored. Patients with such adolescent-like needs will often express
them through gaudy or unusual dress, loud speech, or other attention-get-
ting behaviors. The physician or therapist who suspects these motives will
do well to inquire into the feelings of inferiority and lack of acceptable rec-
ognitions in the patient’s life before attempting to remove unsightly skin
blemishes through hypnosis alone. Constructive substitute activities,
which permit the patient to achieve notice, acceptance, and praise from
others, can go a long way in making disfiguring skin blemishes unneces-
sary. If through some form of athletic, economic, artistic, creative, or
scholarly achievement the needs for attention can be met, then psychother-
apy, with or without hypnosis, has a much better chance of succeeding.

 

Warts

 

. One of the first methods developed to evaluate the possible effect
of hypnosis per se was to direct it first only toward certain specific areas of
lesion, ignoring others. Sinclair-Geben and Chalmers (1959) induced hyp-
nosis and gave 14 patients the suggestion that their warts on one side of
the body would disappear. Nine of 10 patients judged to be hypnotized
showed a complete disappearance of warts from that side in less than 3
months. The untreated side of the body showed no change. This approach
permits the practitioner to evaluate the effect that hypnosis may have in
the case of a given patient, without trying to remove all the symptoms at
once in case there is an underlying need for them.

In what must be the most dramatic first example of the effectiveness of
hypnosis to be recorded photographically, Mason (1952) found that aim-
ing suggestions only at one area at a time was very effective in treating a
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case of congenital ichthyosis erythrodermia. Nearly every square inch of
the patient’s skin was warty and elephant-like. Because the condition is
grotesque and physically uncomfortable, the patient was scheduled for
surgery. The young and inexperienced Dr. Mason was to assist. Upon see-
ing the patient’s dreadful condition, the surgeon indicated that the patient
was inoperable. Mason, who had recently completed a workshop on hyp-
nosis, said something on the order of “I could just hypnotize him [to make
his skin normal].” The deprecatory surgeon reportedly said in a laughing
voice, “Well you just go ahead and hypnotize him then.” And that is pre-
cisely what Dr. Mason did, using a series of

 

 

 

targeted hypnotic suggestions
aimed at one area of the patient’s body at a time. It remains of interest
today that the patient became completely unresponsive to hypnosis just
when all that was left of his symptom was a patch of warty skin on one
ankle. Apparently, the symptom served some unconscious need and,
therefore, could not be relinquished.

 

Barabasz’s technique for warts

 

. In a rather less dramatic case I (A.F.B.)
saw while at Massachusetts General Hospital/Harvard Medical School, a
13-year-old girl presented with hundreds upon hundreds of warts all over
her neck. She scored at the upper limit of the 

 

Stanford Hypnotic Clinical
Scale

 

 for children (Morgan & Hilgard, 1975) and especially seemed to
enjoy the hypnotic image of floating on a cloud. So after determining her
depth of hypnosis by asking her to “give me a number any number” and
she indicated the number 10, I asked her then to indicate when she had
gone to a depth of 20 by simply raising a finger on one of her hands. After
she raised a finger, I returned to the cloud image. Once confirmed that she
was feeling and floating on a billowy cloud, I explained to her, “You are
dressed warmly, in a coat and gloves and a wonderful warm fuzzy hat. All
so nice and warm but your neck, of course, is completely exposed to the
cool air and as clouds do, sometimes, the cloud continues the rise up and
as it goes up, the air, of course, becomes cooler and cooler. Now your body
is just warm all over, but the neck itself becomes very cool, very cool.” I
asked her whether she could feel this feeling, and without being told to do
so she indicated by simply raising a finger on her left hand, rather than
nodding. I took this as a “yes” answer without further inquiry, and contin-
ued the image of coolness. I asked her to relax her thoughts and to just lis-
ten to me, and I said, “The warts are ready to leave, if you are willing to let
them go on their way, just let them leave, one by one, you can let them
leave. We have already shown you how your mind can control your body,
and the warts are ready to go away and leave, you can leave them way up in
the air, as you descend back down to the earth. Your skin will feel slightly
cool around the area of the warts, for a day or so, and as the coolness
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begins to fade, the warts will begin to fade too.” She was scheduled for
another appointment in just over 2 weeks. I waited to see the results of our
work together and wondered whether hypnosis would be effective. The
patient and her mother failed to show for her scheduled appointment. I
called her home and her mother answered. I inquired as to what the rea-
son was for missing the appointment. Her mother indicated they did not
show up because her daughter was “absolutely frightened to death” about
hypnosis. “Yes, she liked the cloud and all that, but the warts are gone you
see, all that’s left is one little one on the back of her neck.” After further
discussion, I then talked with her daughter on the telephone and reassured
her about reactions. Recognizing her daughter’s comfort level, the mother
agreed to bring her in for another session.

In that next session, we confirmed that the warts all over her neck had
faded almost completely, and all that remained was a single wart at the
back of her neck. She was asked if she could go into hypnosis again, saying
that she was no longer frightened of it, after realizing that she had control.
She went back into hypnosis once again, and this time I left her with the
image that the only wart she needed was that small one on the back of her
neck, and she could keep that wart as long as she wished, until her mind
and her body were ready to let it go. “That’s the only wart you need to
keep, the others have gone and they will never return, you can keep that
wart as long as you wish, your body and mind will know when to let it go.”
I continued with several suggestions for relaxation, relief of tension, and
calm confidence about her ability to enter hypnosis and to always control
it. At the time, I was unaware of the function that the warts had in the
patient’s life. It became evident that the patient’s younger sister had been
receiving what the patient reported to be essentially all of her mother’s
attention and love, and it seemed that once that younger sibling was born
the patient felt that she no longer really mattered to her mother. I saw her
mother in therapy for two or three sessions and was able to deal with a
number of the home situations in short order. This case was another les-
son in subconscious needs not being met when symptom removal is the
only focus of therapy.

In reflection on this particular patient, I might have improved the com-
prehensiveness of my treatment by using the child’s apparent ability to use
ideomotor finger signals to inquire of her subconscious mind regarding
the meaning of her symptoms and why they were important to her. I also
might have employed ideomotor signals to inquire about her resistance to
their removal by the wide range of techniques that had been tried earlier,
including medical freezing and number of “suggestive techniques” that her
parents had attempted before seeking hypnosis.
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Watkins’ technique for warts.

 

 A 9-year-old girl that I (J.G.W.) treated
used the “magic-finger technique.” The child was brought in by her
mother during a hypnosis workshop for treatments of warts on the left
hand. Her index finger was anesthetized by stroking it. I told her, “If you
will lightly touch the warts on the back of your left hand each day with the
magic numb finger, they will go away.” In this manner, she was taught how
to self induce the numbness by rubbing the finger in the other hand and
release it by squeezing the finger with the opposite hand. Although the
case involved but one treatment, her mother reported that the warts,
which had been in existence for a long period of time, completely disap-
peared shortly after the session.

 

Tasini and Hackett’s technique for warts.

 

 Tasini and Hackett (1977) used
a simple relaxation hypnotic induction to achieve the hypnotic state and
simply asked the child to imagine doing something that he or she likes to
do to have fun. They stressed long deep breathing and imagination about
developing relaxation with each breath out. In one example, they asked the
child to simply “feel his hand and that it will begin to tingle, and it will
start to feel light like a feather, and so it will begin the rise up, let it go.” In
so doing, they coupled the simple relaxation induction with an arm-levita-
tion procedure to determine some level of hypnotic depth without actually
inquiring about depth. They stressed the point that as the hand rises, the
child will begin to feel ever so relaxed and good, and the child is asked to
let it stay up for awhile and then let it come down. As it comes down, the
child is asked to “continue feeling so relaxed and good” and then is told
that the warts “will feel so dry and they will turn brown and fall off, the
warts will not trouble you anymore.” Tasini and Hackett reported seeing
such patients for a total of three sessions.

 

Ewin’s technique for genital warts (condyloma acuminatum).

 

 Dabney
Ewin (1974), professor of surgery and psychiatry at Tulane University, has
been treating this condition for decades. Recognizing that the sites of the
warts are rich in blood circulation, he emphasized the opposite of the sug-
gestions we discussed previously. In cases of penile and vaginal warts
(human papillomavirus or HPV), he suggested that the affected areas feel
warm and produce a dilation of blood vessels to, thereby, enhance the sup-
ply of blood. He specified that he generally uses only a light trance and
tells the patient, “Now in your mind we will lock in on this and maintain
this warmth until the warts are healing and your skin becomes normal in
everyway. You can forget about the warts and turn your conscious
thoughts to other things, because your natural healing processes will cure
the warts without you having further concern about them.” Ewin then
explains, “Your blood vessels will dilate to bring in more antibodies and

 

RT5814_book.fm  Page 317  Wednesday, November 17, 2004  1:56 PM



 

318

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

white blood cells to fight infection and prevent cancer while bringing
more protein and oxygen to help build normal tissue when the wart has
gone away.” The ideomotor signal of raising a left index finger is used to
determine whether the patient perceives feeling the increased warmth. He
noted that after implanting such hypnotic suggestions, conscious attention
can be taken away from the area and that “unconscious motivation” is gen-
erally more potent than one that the patient is fully aware of. In so doing,
he is taking responsibility for the treatment rather than transferring
responsibility for maintenance of this imagery to the patient by some sort
self-hypnotic procedure.

The procedure of hypnotically influencing a blood supply to specific
areas has been used for many years (see A. Barabasz, 1977, pp. 3-28; A.
Barabasz & McGeorge, 1978). Let us recognize that ideomotor signaling is
convenient method of communicating with a person in hypnosis,
although Kihlstrom (personal communication to A. Barabasz, 2004)
believes that there is absolutely nothing in the literature that suggests that
ideomotor measures are better than verbal measures at tapping implicit
(unconscious) memories or emotions. Contrarily, Ewin (2004, personal
communication; see also Ewin, 1990) explained that he had found ideo-
motor for signaling to be a key with several patients who refused a neces-
sary surgery until he reframed something “they” believed they had heard
under anesthesia. Another had been confined to a chair for 2 years by con-
stant pain following a spinal operation, and after reconstructing a “mem-
ory” and reframing it with hypnosis, he entered a work-hardening
program and returned to work.

None of Ewin’s patients had a waking memory of hearing during sur-
gery, and in trance none of them responded to verbal requests for what
they might have heard. It was only after nonverbal ideomotor reviews that
they came up with the key material. Ewin acknowledged that skeptics will
say there is no confirmation that what was retrieved was actually said in
the operating room, but what they said was what was in their minds (it
was not implanted), and the clinical course changed when the expressed
idea was changed. He considered this a clinical experiment when the same
patient is the control, reports no waking memory and no memory in
trance, and then comes up with a life- changing memory after ideomotor
reviews.

 

 

 

Anbar (2001) employed a computer word processor with his
patients and found responses with typing are consistent with those that
patients provide by answering “yes,” “no,” “I don’t know,” or “I don’t want
to answer” with ideomotor finger movements.

HPV of the genital tract is a highly contagious disease with a number of
ramifications that go beyond simple penile warts, the most serious of
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which can be, depending on the type of HPV infecting the patient, pro-
gression to cervical cancer. Current medical treatments for HPV consist of
invasive procedures including burning, cutting, freezing, or applying
acidic substances to the skin. Because of the resistance many patients have
to these painful treatments, including poor follow-up treatment compli-
ance, hypnosis can make a very special contribution.

The only study extant to provide experimental controls testing hypno-
sis against standard medical procedures was conducted in two phases (A.
Barabasz, M. Barabasz, Higley, & Christensen, in press). The first phase of
the study was conducted at Massachusetts General Hospital and Harvard
Medical School, while the second phase was conducted at Washington
State University. In the Massachusetts General Hospital phase, seven
female HPV patients were treated with hypnosis and were compared with
seven patients’ hospital records using standard medical procedures. One
of the seven patients in the hypnosis treatment showed no change,
whereas the remaining six showed an average decrease in the number of
warts by more than two thirds and nearly a 90% reduction in the area of
infected tissue. In the second phase of the study conducted at Washington
State University, six female HPV treatments were treated medically with
freezing or medication, whereas six patients were treated with hypnosis.
In general, the routine medical treatments average about 50% to 70%
response rate. In the second phase of the study, the medical treatments
produced a 51% reduction in the number of warts and a 72% reduction in
the area of tissue involved. The hypnosis patients showed a 67% average
decrease in the number of warts and a 67% average reduction in the area
of infected tissue. Although both treatments were effective, statistical
analysis showed no difference in treatment outcome between the medical
treatment group and the hypnosis treatment group. It seems on the basis
of these findings that hypnosis should become the treatment of choice for
HPV considering the high patient drop-out rate and poor patient compli-
ance with treatment using the typical medical procedures. Hypnosis offers
an excellent noninvasive alternative, which, unlike the majority of stan-
dard medical interventions, is also safe for pregnant women.

 

Barabasz’s hypnotic suggestions for HPV

 

. A. Barabasz (A. Barabasz,
1984b; A. Barabasz et al., in press; Russell, 2002) first establishes a moder-
ate level of hypnotic depth and then provides suggestions such as the fol-
lowing:

Your body has the capacity to overcome the wart virus and heal this
infection. Focus your attention on the involved area and soon you
will notice a sensation of warmth in the surrounding area. Your
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blood vessels will dilate to bring in more antibodies and white
blood cells; more lymphocytes and natural killer cells. The virus
will be totally and completely destroyed and carried away. Your
body and your mind are more powerful than the virus, your body
will annihilate the virus and it will be gone forever. Protein and
oxygen will then increase to help build the new, normal, and heal-
ing tissue when the warts have disappeared. When you feel the
increased warmth, your right index finger will rise … good. …
Now your inner mind will lock in on this and maintain this
warmth until the warts are healed and your skin becomes normal
in every way.

 

Watkins’s technique for rash

 

. For decades, practitioners (Bowers, 1976;
Frankel, 1976) have employed guided fantasy and induced hallucinations
to influence skin reactions. One of my (J.G.W.) own cases may be illustra-
tive of this approach.

A nurse in her early 30s requested hypnotherapy for neurodermatitis,
which she had suffered for some 8 or more years. Although her dermatol-
ogist was highly skeptical of the effectiveness of hypnosis, he agreed to
respect her wish for this type of treatment. This condition would espe-
cially flare up whenever she had a controversy with the chief nurse, whom
she despised.

Although the evidence of a transference conflict related to mother fig-
ures was strong, I (J.G.W.) hypnotized her and used the following halluci-
natory fantasies: “Imagine yourself taking a warm bath in which has been
placed a soothing, healing lotion. You can feel the gentle, soothing relief to
your irritated skin.” I asked her to “visualize and experience this situation
for a few minutes” and then told her, “Imagine now that you have emerged
from the warm bath and that you are taking a brisk, cold shower, which
has a toning effect on your skin and your entire body. It makes you feel
very much alive.” I asked her to alternate several times between the “warm,
soothing bath” and the “brisk, cold shower.” This constitutes a variation of
Kline’s procedure, but it is implemented by specific images rather than
simply the words “warm” and “cold,” and so on.

After she had bathed and showered several times, I asked her to visual-
ize a self-image using a subject-object technique:

Look at yourself in the full-length mirror that is on the door of the
bathroom. Notice that the woman there looks exactly like you; she
has your hair and your features. However, her skin is pink and
clear. There are no lesions. As you look at her, the mirror seems to
fade from view and she appears like a replica of yourself standing in

 

RT5814_book.fm  Page 320  Wednesday, November 17, 2004  1:56 PM



 

Hypnosis in the Treatment of Dermatological Disorders 

 

∑

 

 

 

 321

 

front of you. You wish to have clear, pink skin like her, and so you
decide to join her. You move over in front of her, turn around, and
back into the space she occupies until your body and hers coincide.
Your head and hers are the same; your arms and legs are in the
same space as hers. You and she are one and the same, now you
look down at your body and you see that the skin is pink, healthy,
and free of lesions. A sense of great happiness comes over you.

Twice a week, for 6 weeks, the same visualizations were used. The dermati-
tis rapidly cleared.

Two years later, I (J.G.W.) was accosted in the hall by a hospital staff
physician: “What did you do with Miss X?” he inquired. “I have followed
her case for many years. Her skin is now clear and has been so for some
time.” Rather taken aback, I (J.G.W.) asked, “What did she tell you that I
did?” “Why, she said that you told her to quit scratching.” What does one
say at this point to a practitioner who had little understanding of the psy-
chological factors of disease, and no scientific grounding in hypnosis? Do
we describe hallucinated baths, subject-object self-transpositions, and so
on? “Yes,” I replied, “I told her to quit scratching.” He smiled, seemingly
satisfied with my answer, and proceeded on down the hall.

 

Summary

 

Given that upon the onset of a disorder patients develop symptoms to pro-
tect themselves, we must always bear in mind that their complete and
rapid removal could produce adverse reactions or reverse the gains of ther-
apy. The skin, in particular, is an especially expressive organ, so extra cau-
tion is warranted when hypnosis is focused only at the symptomatic level.
Dermatological diseases are typically precipitated by biological stimuli, yet
we must always remain aware that there is an interaction between the skin
and the autonomic nervous system. Unresolved emotional issues and overt
emotional stress can initiate or exacerbate the disease process. Hypnother-
apeutic interventions are meditated by personality type and the specific
psychopathological skin disorder present. Emotional issues should be
treated with an appropriate psychotherapeutic intervention either with or
without hypnosis. Hypnotherapy can be central to psychotherapeutic
intervention or it can be used as a strictly adjunctive technique. The great
effectiveness of hypnosis in treatment of dermatological disorders makes it
especially rewarding for both the patient and the practitioner.
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Chapter 14

 

Meditation and Hypnosis for Health

 

Classical hypnosis and concentrative meditation are similar in the
attentional and concentration practices employed that result in
altered states, in the phenomenology of those altered states, and in
the neurophysiology associated with those states. Both hypnosis
and meditation begin with attempts to relax and concentrate the
mind by focusing attention. Instructions from 2,000-year-old texts
read, “[The monk] trains thus: ‘I shall breathe out tranquillising the
body’ (lit. bodily formation)” (Nanamoli & Bodhi, 1995, Sutta
118). Buddhist texts list many targets (

 

kasinas

 

) for focusing the
attention: colored disks, elements in nature, and so forth. (Nan-
amoli & Bodhi, 1995, Sutta 77). Meditators today most commonly
focus on the breath. In hypnosis, focusing and sustaining attention
might mean staring at a spot, watching a swinging pendulum, or
focusing on the suggestions themselves. (If the suggestion is that
one’s arm is becoming lighter and lighter, attention is focused
inward to an almost subliminal experience of physical movement.)
       The process used to reach the state has been described in the
hypnosis literature as not attending to competing stimuli (Craw-
ford, 1994, 2001), or suppressing competing thoughts (David &
Brown, 2002). In the meditation literature, Ayya Khema (1997)
described it as letting go of thoughts and perceptions (Holroyd,
2003, p. 109).
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Jean Holroyd’s (2003) article “The Science of Meditation and the State
of Hypnosis” discussed how the attentional focusing procedures used in
hypnosis are similar if not identical to Buddhist, Christian, Hindu, and
Jewish forms of meditation. Attentional focus, characteristic of both hyp-
nosis and meditation, produces similar mental state alterations (Cardena,
in press; Venkatesh, Raju, Shivani, Tompkins, & Meti, 1997). The emphasis
is on letting go of thoughts or as termed by the Buddhists, “mindfulness
practice.” The concept is that practicing concentration focuses attention
and shifts it to a more qualitative experience to let go of thoughts. In med-
itation, one learns to observe rapidly shifting sensations, thoughts, and
emotions that can be described in great detail (Shear & Jevning, 1999;
Wallace, 1999). One form of meditation that very closely resembles deep
hypnosis is termed 

 

samadhi

 

 concentration, which produces altered states
of consciousness. Such altered states, termed 

 

absorptions

 

 (or 

 

jhanas

 

),
closely resemble those that correlate significantly with hypnotic states (Tel-
legen & Atkinson, 1974). As absorptions are practiced, they increase in
depth (Bucknell, 1993). Holroyd pointed out that mindfulness, or 

 

sati,

 

 is
intended to produce insight, or 

 

vipassana,

 

 by the process of observing
one’s own mental processes and altered states of consciousness. Such med-
itation has been used in pain management programs to produce less reac-
tivity to painful stimuli.

Ainslie Meares (1982-1983) described a form of intensive meditation
that is characterized by intense simplicity and stillness of mind rather than
directing the patient to focus on increasing awareness of such processes as
breathing. Although Meditation is now recognized by the National Insti-
tutes of Health (NIH), such was not the case back in the 1960s. Meares was
ahead of his time by recognizing the benefits of the intervention. He
became so taken with the effects of meditation as an avenue to the hyp-
notic state that he was rejected by his Australian medical colleagues and
gave up his medical license rather than reject meditation.

Meares (as in Zen Buddhist meditation) helped his patients “not to try”
but rather to let themselves effortlessly slip into an altered state of con-
sciousness. He reported considerable success with certain patients.

The Zen method, embraced by Meares, involves a good deal of silent
sitting or facing something vacant until the mind “becomes blank.” The
idea is to practice sitting until the moment of “pure awareness” takes hold,
even if it takes practicing for decades to arrive at that point. Curiously, this
approach as well as many other meditation methods includes key elements
of restricted environmental stimulation (REST). Flotation REST, where
the individual floats effortlessly supine on a 20% Epsom-salt solution
heated to skin temperature in a light-free, sound-attenuated enclosure for
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about 1 hour has been demonstrated to serve as a hypnotic induction
approach without a formal induction (A. Barabasz, 1993). Chamber REST,
consisting of 6 hours on a bed in a well-lighted, sound-attenuated cham-
ber where individuals wear Ganzfeld goggles, has been shown to increase
hypnotizability (A. Barabasz, 1982).

An alternative common meditative approach involves the Mantra. This
involves literally thousands upon thousands of repetitions of sounds and
images. The mediator becomes involved with “energies” thought to be
beyond that of normal sensory processes or functions of the mind.

 

Taoist Meditation

 

In contrast to Zen approaches, the Taoist approach is the one most con-
cerned with physical health and is, therefore, the one we concern our-
selves with here. I (A.F.B.) have found a Taoist-based procedure to
provide an alternative induction method that facilitates a new sense of
self-control for the patient without the need for anything more than a
light to moderate the level of  hypnotic depth. The Microcosmic
Orbit–based induction illustrated here is a structured method of self-
hypnosis for patients who fail to respond well to the methods we have
discussed earlier in this book.

Instead of attempting to create the impression of an absence of all
thought, the practitioner of the Tao focuses on circulation of energy
referred to as 

 

chi

 

 along certain pathways inside the body. The belief is that
such routes can be opened to direct the chi (also known and 

 

prana 

 

or ova-
rian power; in India, 

 

Kundalini

 

 power) to higher upon higher centers
known as 

 

chakras

 

. The U.S. NIH lists meditation in its short list of com-
plementary medicine interventions that have health benefits. The practice
of circulating the chi has been practiced for thousands of years in Tibet,
parts of India, and China where it has reportedly brought extraordinary
improvements in health and longevity because of its focus on prevention
of illness and immune-system enhancement rather than on the treatment
of illness after it occurs (Chia, 1983, pp. 103–110). Taoist rejuvenation
using internal power chi first appeared in the Yellow Emperor’s text on
internal medicine.

Chi is conceptualized as the primordial life force. Ancient writings
point out that chi begins with the fertilization of an egg by a sperm cell,
and from this original fusion, of course, a highly complex human being
evolves. Chi energy is believed to enter the human fetus at the navel. It cir-
culates in what is known as the “Microcosmic Orbit,” which is sometimes
also referred to as the “Heavenly Cycle.” It is a continuous flow of energy
that is reputed to involve all the various tissues, brain functions, and

 

RT5814_book.fm  Page 325  Wednesday, November 17, 2004  1:56 PM



 

326

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

organs unified into a person. It is also thought that it is a key to linking
people to their environment.

Ancient researchers recognized that the human fetus inside the
mother’s womb grows about its mother’s navel point and through the
umbilical cord, exchanges nutrients for waste products all the time, in a
sense “breathing through the umbilical cord, into its own navel, down to
the perineum, and up through the head, and then down from the mouth
(later discovered to involve the tongue) to begin once again at the navel.
Therefore, the Taoists believe that the starting point for all of this chi
begins and ends at the navel, in not only the child but also the adult.

In a sense, we may conceptualize Taoist meditation as a rejuvenation of
the human life force through a form of age regression, where one focuses
on the approximation of some sort of return to the primordial self.
Meares’s many publications on hypnosis explained meditation as a regres-
sion to preverbal levels. Obviously, once removed from the safe, warm,
soothing, flow enhancing womb of the mother, our marvelous equilib-
rium that was once so nurturing has been cut from us. According to the
Tao, as we age, from the very moment when the neonate enters the world,
our life energy begins to settle into the back, hot, 

 

yang

 

 parts of the body
and the front, cold, 

 

yin

 

 parts of the body. So then what was once a bal-
anced, warm mixture becomes imbalanced, as hot yang energy rises to the
upper part of the body, including the liver, lungs, heart, and brain, while
the cold yin energy settles in the legs, the genitals, the kidneys, and the
lower stomach. It is thought that if we fail to practice the Tao, to keep the
energy routes open, we slowly but surely develop premature sickness,
imbalances, and the classic signs of old age.

The energy routes when kept open, are believed to bring vital power to
our internal organs and enable them to function. But without efforts to
live a healthy lifestyle and keep the routes open through Taoist meditation,
they are thought to become blocked by both physical and mental tension,
all of which is linked as the primary cause of weaknesses, poor health, and
fatigue. The remarkable energy circulation enjoyed by the fetus carries us
through our younger years. To about the age of 20 years, the body usually
has sufficient energy to maintain the major health functions because it has
sufficient energy to keep the routes less obstructed.

Remarkably, a small fraction of 1% of adults decades and decades old
have, most likely because of genetic makeup, managed to keep routes
(nadi) less obstructed. Western medicine reveals that although apparently
aging in certain features of appearance, a sign of wisdom in non-Western
cultures, their endocrine systems can rival that of 20-year-olds. There still
is little data available from personality inventories, but clinical lore indi-
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cates such individuals seem to be universally characterized by above-aver-
age intelligence, creativity, openness to new ideas, and flexibility in
thinking. They are frequently as adventure seeking as adolescents, albeit
with the mature judgment of an experienced adult. As alluded to in
ancient Chinese writings, pairing such individuals with young adult prac-
titioners of the Tao greatly enhances the life energy for both persons when
produced by this form of meditation as it flows through the bodies. Chang
(1977) noted that these ancient masters recognized a long list of factors,
both psychological and sexual, as to why a mature man in good health (25
to 35 years older) and a younger woman are a “superb combination.”
Except for the peasantry, this arrangement remains a norm in parts of the
world where this tradition is practiced.

Practice of the Microcosmic Orbit is intended to reawaken the undi-
vided balanced healing power that was once an accepted fact of our being
before birth and in early life. This is accomplished by harmonizing yin and
yang energy. Taoist practice focuses on the two primary energy channels
that are thought to provide the strongest current. The “Functional” chan-
nel begins at our perineum. It is then thought to flow upward past the sex-
ual organs through the stomach, the heart, and the throat. The other
channel is referred to as the “Governor” and starts in the same place, but it
flows from the perineum upward into the tailbone (coccyx) and then up
through the spine into the brain and back down to the roof of the mouth,
where the tongue is thought to be like a switch that connects these two cur-
rents when it is touched to the roof of the mouth. The energy cycle is said
to flow in a circle, up the spine and back down the front of the body. When
the energy flows in a loop around the body through these two channels,
the Microcosmic Orbit has been achieved. Acupuncture and acupressure,
now both recognized by complementary Western medicine, focus on
opening blockages to this energy loop to promote healing and correction
of dysfunction. But again, this form takes more of a Western medicine
approach, where it is only explored and tapped once illness occurs rather
than maintained and opened at the routes to prevent illness from occur-
ring in the first place.

Clearing the obstructions that stop the flow of chi energy in their natu-
ral paths is referred to as “opening the routes” The obstructions are
thought to be due to emotional tension, mental stress, or some form of
physical impediment. The notion is that when the natural forces are
tapped to help the body clear itself of such obstructions, natural energy
flow is restored and the healing power is then available as it was when the
body was younger. The Taoists also believe that all of these energy routes in
the body are somehow grounded in the larger balancing forces of nature,
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which probably explains why Taoists have been known for centuries to be
environmentalists with respect for all living beings and living things, both
plant and animal.

Once the routes are joined and cleared of obstructions, the power and
energy flow in a circuit, linking the vital organs of the body in this Micro-
cosmic Orbit circulate around the trunk and head of the body. By opening
these main routes, the greatest possible reserve of warm chi can flow into
every bodily organ to bring health and vitality. Taoists believe that the
whole process of harmonizing yin and yang, balancing physical, mental,
and emotional aspects can take place automatically once the blockages
have been removed.

The obvious hypnotic intervention that flows from this practice goes
along the lines of hypnotically suggesting to the person that the body has
known all along how to heal itself. The hypnotic suggestion could be as
follows: “You know your body has healed itself from cuts, scrapes, burns,
and fractures, it knows how to do it.” Keeping the channels (nadis) open
using the Taoist approach provides an induction procedure that can be
particularly acceptable to those new to hypnosis but interested in the ben-
efits of meditation. It offers an avenue to those who are otherwise closed-
minded about hypnosis. The therapist can help the person “let the warm
current of chi wash away any blockages that may be there, massage and
nurture internal organs and restore health to damaged and abused tissues.
Dreadful diseases can be prevented and the effects and toll of anxiety,
stress, and tension are flushed out of the system.” Because of the emphasis
in typical Western medical practice, to focus only on diseases after they
occur, many of us have yet to recognize our own built-in ability to heal
ourselves and prevent illness simply by using the energy that we can help
unite between the fronts and backs of our bodies.

The following is an example of a hypnotic induction using the Micro-
cosmic Orbit meditation as its basis, which I (A.F.B.) conducted with a
volunteer. This sample induction is not intended to be used verbatim. It is
merely a basic guide. For greatest effectiveness, the therapist must tailor
the induction to the individual responses and idiosyncrasies of the indi-
vidual

 

 

 

patient. Specific hypnotic suggestions directed at your patients
needs may be inserted, as appropriate, at points of your choice.

 Let yourself be calm to the very best of your ability Let your body
sink into the [couch], relaxing … relaxing … [pause]. I see your
eyes are already closing. If you’re ready [patient gives slight nod],
we can begin to concentrate on what we call the “first energy cen-
ter.” That’s usually the navel. As you let your body become calm, to
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the best of your ability, see if you can focus your concentration on
your navel, let your mind go right down to your navel [pause].
Focusing and concentrating at the navel … focusing and
concentrating … as you keep focusing you will find it easier and
easier to focus your concentration on your navel.

Continue to remain as relaxed and focused as you are now, but see
if you can let your focus sink about an inch and a half beneath the
skin, inside you, let your mind focus right there [pause]. When you
begin to feel something a little different, just raise a finger on this
hand [therapist touches right hand, which is by Buddhist practice
already placed over the left hand]. Focus and concentrate your
energy beneath your navel all the time going deeper into hypnosis,
and your body becomes calmer and calmer. All of your concentra-
tion and focus right there, one and a half inches inside your body at
your navel. As you begin to focus even more on that, let it go
deeper [upon observation of an appropriate reaction], and there it
goes [pause].

OK, now just take this hand [therapist touches right hand], and
place your thumb on your navel. While remaining deeply hypno-
tized and comfortable, spread your fingers out downward. Notice
where your little finger is. As you notice where your little finger
rests, press down a little with your finger there. See if you can move
your focus to that place. That is the next energy point. Just as you
did at your navel, put your mind there. Let your mind go there, and
just like before, let it go right inside your body, about an inch and a
half, inside your body. Focus and concentrate … and again, like at
your navel, you may begin to feel something. When you do, lift a
finger to indicate that to me. Remember, this is only an experience
you can have; such feelings feel different for everyone [pause].
Focusing … concentrating …focusing. Your mind, down from the
head, and inside your body. Focusing, and concentrating. Good
[upon observation of the finger lift ideomotor signal].

See if you can let the energy travel right to your perineum, as if
touching it without actually doing so. Try to focus there, as if you
were pressing on your perineum. … Good. … Continue with your
mind at your perineum, and as if pressing, ever so gently concen-
trating the energy there [pause]. Squeeze your muscles, squeeze,
hold it there, and now relax. At this particular stage, you may begin
to feel your energy coming right through the front channel of your
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body, right to your perineum. Keep your mind there, focusing and
concentrating. Squeeze again. Notice whatever you are feeling …
the energy, right there at the perineum [pause].

And now, if you are ready, like before, using your focus, you can
direct the energy to the next energy center. Focusing and concen-
trating, pleasantly hypnotized [pause], calm. You can begin to
move your focus point up to the fourth energy center, your tail-
bone, which is at the base of the spine [ideomotor finger signal
confirms]. Slowly let the energy go up from the perineum to your
tailbone, it’s called the coccyx. This point is very important because
it is here that the power is returned to your body but it can also get
lost. When the generative power is returned, it passes through this
canal and into the spine and then right up to the brain. It is here
that the warm current is said to enter the central nervous system.
Now, as you have been concentrating for some time, you may feel a
sensation of pressure or perhaps warmth rise up into the coccyx. As
it moves up, it moves up into your spine [pause]. Let yourself

 

 

 

go
deeper and deeper into hypnosis. Let me know if you can feel it. …
Good [patients typically raise a finger on their right hand to indi-
cate recognition of the sensation].

Now that you have felt the warmth of your energy caressing your
spine, if you are ready, see if you can move your focus to that lower
curve of your back — your lumbar — while remaining deeply hyp-
notized and relaxed. You may notice it is exactly opposite the navel
but on the back of your body, your spine, the middle of your lum-
bar. This is a very special safety valve of sorts. It allows cool excess
energy to be dissipated. Allow your focus to be there, as you go
deeper and deeper into hypnosis. Your mind is there, aware of this
energy. You can go deeper into a pleasant hypnotic state if you
wish, deeper. Yet, you are always able to hear me clearly and dis-
tinctly, no matter how deeply you take yourself. Good.

While remaining pleasantly and deeply hypnotized, let your
focus and concentration move your chi further up. This is oppo-
site the center of the abdomen, adrenal glands, opposite the solar
plexus, on the spine, opposite the abdomen, on your back. Let all
your focus, all of your concentration be there, put your mind
there [pause]. Feel the warmth of your body’s energy. [The fol-
lowing should be said upon observation of what is usually some
small bodily movement.] As you feel it, some parts of your body
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may move a little … as it has just done. Going deeper now, you
may notice your lips will part a little as you go deeper and deeper
into hypnosis [pause]. You might have an increase in salivation;
just swallow normally, its just another good sign of going deeper
and deeper into hypnosis as you concentrate the energy on the
point between your adrenal glands [observe for such signs]
[pause].

While continuing to listen to my voice and remaining deeply hyp-
notized and relaxed, see if you can move your focus, your concen-
tration, to the next energy center up … slowly take it up … control
it … focused and concentrated, moving the energy, slowly up to the
seventh energy center … the back of the neck, your cerebellum. I
will touch the spot so you can feel exactly where it is. This is where
your brain controls breathing, heartbeat, and other functions that
are associated with the autonomic nervous system. As your chi
energy passes up your back to this point, many changes may
occur … perhaps you may notice different breathing patterns. At
this particular energy center, if you have had any discomfort or
pain in your upper back, this is a very good opportunity to let your
energy spread throughout that portion … let the energy soothe the
discomfort to make those feelings comfortable. … You may already
begin to notice how different those areas feel now … very different
from before [pause].

When you are ready, let us try to move your focus and concentra-
tion to the eighth energy center, right up to the crown of your head
[Cz, central vertex] [pause]. I will now touch the center of the top
of your head so that you know exactly where that is … concentrate
it there for just a moment … concentrate it there. The chi energy,
right at the crown of your head, concentrating your power … the
energy … all of it totally under your control, focused and concen-
trated at the crown of your head. The energy to focus your atten-
tion! The energy to heal yourself!

Now, you can go deeper and deeper in hypnosis as you let your
energy and focus flow right down to the point between your eye-
brows. This point is the master endocrine control gland regulating
growth and so on. According to the Tao, it is believed to be the seat
of love, compassion, knowledge, personality, love of humanity, and
devotion. All of this, plus intelligence, memory, reading, thinking,
studying, and abstract conceptual thinking.
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This pituitary- and pineal-gland point is very important to our
opening and completing the routes. As you focus and the energy
flows through, some people enjoy a pleasant odor as the hormonal
glands carry impurities out of the body. If you feel a little pressure
there, it is due to the pent-up resistance to the normal purifying
flow of energy. The pressing feeling will gradually go away and you
can pass the energy on.

When you are ready, try to begin to return the energy back down to
the front channel, focusing your mind on returning the energy.
Focusing and concentrating on returning the energy to the front
channel. … Using your present level of deep hypnosis, you can eas-
ily control the energy to now connect the back yang and front yin
energy channels. The way to connect those two channels is to gen-
tly press your tongue to the roof of your mouth. … [Sometimes
people have difficulty doing this. If the patient is inexperienced say,
“If you find this difficult or uncomfortable, you can start by putting
your tongue at the back of your teeth, but if you are comfortable
and ready, the most effective way is to press your tongue to the top
of the roof of your mouth.”] This is a very important step because
we don’t want to let all the energy stay up in your head. Just press
your tongue there and your chi energy will begin to flow right back
down … down the front to the cool yin channel [pause]. Stay there
with your tongue gently pressed to the roof of your mouth [or the
back of your teeth]. … Focusing and concentrating … focusing
your mind on returning the energy back to the front channel …
continue to do so until you feel the energy release downward, and
then release your tongue … your tongue back to normal with the
energy released down to your throat. In this level, we are bringing
together the warm yang energy from your back to the cool yin
energy in your front channel. Many people notice a release of stress
as this occurs. You may notice yourself becoming even more calm
and able to concentrate more easily. All of the energy centers are
linking together.

The heart center is the key center. This vital point revitalizes love
and joy. It’s usually easy to focus on and bring your mind there.
Because concentrating there feels good as stores of energy are
released, it’s tempting to stay there too long. Staying there too long
will cause the energy to be reabsorbed into the tissues around the
heart. So, as soon as you feel the warmth you can tell me by moving
a finger [upon observation of the ideomotor signal]. Good.
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Now above your navel is your abdomen. It is time to let your
energy travel there … your mind there. … This energy point is
the site of many energy centers [use the word 

 

chakras

 

 for those
familiar with the Microcosmic Orbit]. By circulating the energy
in this way, you are opening the channels to well-being, self-heal-
ing, and health. You can achieve this by doing this special form of
self-hypnosis. You can open your channels. Ones that have
become blocked can be opened. You open the channels in self-
hypnosis by letting the energy flow around your body in this
Microcosmic Orbit.

Eventually, as you begin to bring the energy up the back, you will
notice that you can experience each and every vertebra in your
spine, one after the other, as the energy moves up your back. Just be
sure to pause … as long as you need to. Let your mind be there! Feel
the chi as you go to each point … starting down from the navel.

When you move the energy up to the back of your neck and the
crown of your head, always remember to touch your tongue to the
roof of your mouth [or the back of the teeth]. Then let the energy
channel down the front to your navel, an inch and a half deep
inside your body, and then to the point a hand-width below your
navel … pressing there … feel the energy deep inside. Then to your
perineum when you’re ready. Always remembering you are in total
control … you can control the energy cycle to open all the channels
and all the routes to health, well-being, calmness, and confidence.
From the perineum move the energy up to the coccyx, up to the
point opposite the center of the abdomen … up to the back of the
neck, and then to the top of your head, your heart, and back down
to your navel, al l  the time going deeper and deeper into
hypnosis. … The organs of your precious body collect only the
energy they need.

To complete your hypnotic Microcosmic Orbit, ground yourself.
Complete the route by collecting and storing the energy in your
navel. Now, if you are ready, let’s do that. Make a fist with your
right hand and place it at your navel [pause until the patient has
complied]. Good. Now, make a small circle with your fist. Go
around and around your navel [For males, go 36 times clockwise;
count to 36 softly as the patient rotates his fist. Collect the energy
by going counterclockwise 24 times. Slowly make the circle smaller
and smaller. For females, collect the energy by first rotating coun-
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terclockwise 36 times and then clockwise 24 times, slowly making
the circle smaller and smaller].

[For both males and females] And now that you have completed
the cycle and grounded your energy, the routes of the channels are
more and more and free of blockages. Now, as I count from 10 to 1,
just let yourself come out of hypnosis, your eyes opening at 5 but
not fully alert until I reach 1. At 1, you will be wide awake, alert,
calm, and feeling fine. 10, 9, 8, 7, 6, 5, 4, 3, 2, 1 … wide awake,
alert, and calm.

 

Summary

 

The commonalities in focused attention and regression processes found in
meditation and hypnosis have become more evident now that meditation
has found a recognized place as part of psychological science and comple-
mentary medicine. We emphasize the health benefits of the Taoist medita-
tive approach and its potential use as a hypnotic induction. Such an
approach can often be the induction of choice for patients skeptical about
hypnosis yet interested in meditation and for those who are of low hypno-
tizability who have failed to respond well to the procedures we described
in the earlier chapters. The sample Microcosmic Orbit induction pre-
sented is not intended to serve as a substitute for traditional meditative
practice. It is an approach we have found to be highly effective, on the
basis of clinical trials, as a hypnotic induction in certain resistant individu-
als. Practitioners should endeavor to tailor the induction to their individ-
ual patients and to employ specific hypnotic suggestions aimed at each
patient’s therapeutic needs.
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Chapter 15

 

Dental Hypnosis (Hypnodontia)

 

In psychoanalytic theory, the oral cavity is assigned the most signifi-
cant role in the development of a child’s personality. It is the primary
“love organ” of the body during infancy. Through the mouth, the
neonate receives life-sustaining food provided by the mother, and in
this process establishes the first relationship with another individual.
The meaning of love and the fear of its loss are reflected in the fre-
quency and way by which the mother feeds the child. Many psycho-
analytic studies trace the later development of dependent and
aggressive behaviors to the imprinting that the individual received
during this early oral stage of his or her growth. Fixations at this level
or later regressions to it often occur when the child is unable to cope
with more mature demands (J. Watkins, 1987, p. 315).

 

A Brief History of Hypnodontia

 

In view of the great psychological significance of the oral cavity, the dentist
must know more than the anatomy and physiology of this area of the
body. He or she should be very aware of the stress that procedures in this
region can induce in a patient and be prepared to cope with the conse-
quences when those procedures are painful, anxiety provoking, and dis-
ruptive to reparative efforts.

Dentistry is associated with pain, and, therefore, many patients come to
treatment burdened with anxieties, tensions, and fears. Despite the great

 

RT5814_book.fm  Page 335  Wednesday, November 17, 2004  1:56 PM



 

336

 

  

 

∑

 

 Hypnotherapeutic Techniques

 

strides in maintenance of our teeth brought by 21st-century dentistry,
some individuals needing dental treatment still continue to avoid regular
visits. The result is, more often than not, tooth decay, which can poten-
tially lead to tooth loss. Rodolfa, Draft, and Reilley (1990) noted that at
least 10 to 12 million and up to 30 to 40 million people in the United
States alone receive inadequate dental care or avoid dental treatment alto-
gether, entirely because of feelings of anxiety about dental procedures.

Since the first use of ether by a dentist, Morton, in 1846, practitioners
have developed and used a number of different chemoanesthesias. How-
ever, hypnosis has proved to be a valuable adjunct to dental therapeutics
and surgery, which has not yet realized its full potential. The emphasis in
research on hypnosis for dental applications has fluctuated greatly (Nash,
2000; Nash, Minton & Baldridge, 1988) but on average, about 150 articles
on hypnosis in dentistry appear each year in medical, psychological, den-
tal, and interdisciplinary journals, but recently there has been a decline in
the overall numbers of papers published (Finkelstein, 2003). Interestingly,
professional organizations of dentists using hypnosis predate the forma-
tion of the larger societies involving physicians and psychologists. Because
we as psychologists wrote this book, our treatment of dental hypnosis
reflects only a small fraction of our independent-practice cliental. How-
ever, we report the major uses and techniques as described by major work-
ers in this field.

 

Psychological Importance of the Oral Cavity

 

A few reflections on our language direct us to the emotional significance of
many terms related to the mouth and to eating. The word 

 

sweet

 

 applies
equally to a taste and to personality attributes. “Putting teeth” into a
project, a “biting” remark, “swallowing” one’s pride, translate oral terms
into descriptions of behavior. Furthermore, one loves one’s “honey.” A
relationship can go “sour,” and one may have to learn a “bitter” lesson. An
old-timer can have a “salty” personality. We take a person we like to din-
ner. We kiss each other with the lips, and we can “spit out” angry words
during an argument. It is obvious that the mouth cavity is established very
early in life as an organ of the greatest emotional significance. It is, there-
fore, not surprising that manipulations of this organ, such as the repair or
extraction of teeth, can provoke primitive fear reactions in many people.

Although the technique of inducing hypnosis can be learned with a
minimal level of sophistication, the practitioner who crudely intervenes
with his or her patient psychologically can cause considerable emotional
harm. Accordingly, it is recommended that the use of hypnotic techniques
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be learned in a general setting of personality dynamics and psychopathol-
ogy. Such instruction, which is highly recommended for the hypnodontist,
is almost equally recommended for the dentist who does not yet use hyp-
nosis, because he or she, too, whether recognizing it, is evoking psycholog-
ical reactions. Some dental schools have understood this importance and
are providing psychology courses. However, because many of the brief
workshop courses in hypnosis offered by professional societies have little
time in which to teach the broad psychological background desired, the
dentist who studies hypnosis is advised to supplement such workshops
with classic readings, such as Coleman, Butcher, and Carson (1980) and
Derlega and Janda (1978). Books of this type can help the dental practitio-
ner who intends to use hypnotic techniques to practice them with a
broader psychological understanding. The study of psychopathology and
personality dynamics is to psychological treatment as the learning of anat-
omy and physiology is to surgery (Wald & Kline, 1955). Much of this can,
at first, seem overwhelming to the dentist in practice who is paid on the
basis of coded procedures that do not include hypnosis. However, highly
effective direct, indirect, verbal, nonverbal, or simple strengthening of an
already extant dissociated state can be accomplished in fewer than 5 min-
utes (Finkelstein, 2003).

 

Dental Problems Relevant to Hypnosis

 

In what areas could hypnosis be of help to the dentist? All of the following
have been included in publications on dental hypnosis as reported by vari-
ous hypnodontists:

1. Patient relaxation
2. Alleviation of fears and anxiety related to dentistry (dental phobia)
3. Dealing with objections patients have to necessary dental work
4. TMJ dysfunction
5. Getting patients accustomed to orthodontic or other prosthetic

devices
6. Treating bruxism
7. Correcting faulty habits such as nail biting and thumb sucking
8. Anesthesia and analgesia during painful procedures
9. Amnesia for painful procedures

10. Premedications
11. Treatment of gagging and nausea
12. Taking impressions
13. Reducing excessive salivation
14. Reducing bleeding
15. Assisting postoperative recovery
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Precautions and Contraindications

 

Before discussing hypnotic techniques that can be employed in dealing
with these problems, we should consider the conditions for which a
dentist should not employ hypnosis. These conditions fall into two cate-
gories: (a) restrictions of hypnosis to the necessities of dental practice,
and (b) precautions that should be observed in dealing with certain
problem patients.

Hypnosis involves an in-depth intervention into internal personality
processes. As such, it is not a field for amateurs. Accordingly, it is assumed
that the dentist who would employ hypnotic techniques has acquired not
only the skills of inducing hypnosis but also the instruction in normal psy-
chology, psychodynamics of personality, and emotional disturbances that
result in psychopathology and other disorders. The dentist is not expected
to be a psychologist or psychiatrist, but he or she should be acquainted
with major psychopathological syndromes, such as schizophrenia, border-
line states, and severe neuroses. The dentist should be able to recognize
when anxieties are within the normal range, and when symptoms are suf-
ficiently severe as to warrant referral to a mental health specialist.

Although the possibilities of actually harming an individual simply by
the induction of hypnosis are slight, in general, it is not wise to use such
procedures on patients who are borderline to a psychotic break or who
demonstrate paranoid ideation. In the first case, a severe anxiety attack
can be stimulated in the person who is close to a schizophrenic break with
reality, and improperly applied hypnosis might trigger such a break.
Although such a break is not very likely, it is probably undesirable for the
dentist to employ hypnosis with patients who show emotional instability.
In the case of individuals who present with paranoia (i.e., those who
exhibit suspicion, secrecy, ideas of reference, and feelings of persecution),
an attempt to induce hypnosis might cause them to feel they are losing
control to another person. Freud believed that if the patient’s state of
mind is the result of repressed homosexual impulses, then he or she
might regard the induction of hypnosis as an attempt at sexual seduction.
In this case, the patient can become angry and litigious. These cases are
rare, but the dentist should be aware of the existence of such situations. If
patients have verbalized suspicions and veiled hints that they think other
people are “out to get” them, the dentist would be wise to discontinue
attempts at hypnosis and have the assistant close by when working with
that patient. Borderline personality disorders pose an even greater threat
to one’s practice with or without the use of hypnosis. Unfortunately, bor-
derlines are sometimes difficult to diagnose, even for the experienced cli-
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nician. When in doubt, refer to or consult with a psychiatrist or
psychologist skilled in hypnotherapy.

Occasionally, a patient will react to hypnosis, or to some fantasy acti-
vated by hypnosis, with severe anxiety. Again, these situations are very
infrequent but must be dealt with if they occur. It is of the greatest impor-
tance that the practitioner not panic under these circumstances. Such
reactions are commonly transitory, even if they are severe. Reassurance
should be given in a calm and firm voice: “There is nothing to fear. You are
in complete control of your mental processes. As I count down from 5, you
will become alert, wide awake, feeling calm and relaxed. 5, 4, 3, 2, 1, wide
awake!” Letting the patient discuss his or her experiences for a few minutes
before returning to dental work can be most helpful in the reduction of
any possible residual anxiety.

When experiencing hypnosis, patients are especially sensitive to cues
presented by the practitioner. If the dentist is overawed by the powerful
effects of the hypnotic modality or filled with doubts and anxieties about
its use, he or she should resolve them before beginning any procedures.
Attendance at advanced workshops, supervised experience with skilled
workers in the field, or further reading and study usually provides suffi-
cient desensitization so that novices can overcome any uncertainties they
may have. The cues then transmitted to patients will be those of calmness,
certainty, and competence. Hypnosis is, in essence, no more daunting than
many of the procedures the dentist learned while training for the dental
profession, and it is far safer than most physical interventions.

The greatest criticism about the majority of brief training workshops in
the field is that there is usually inadequate time to provide the experience
of performing hypnosis so as to desensitize the beginner in the field. A
high percentage of those who attend introductory workshops do not leave
with sufficient confidence in their newly acquired skills. They do not fol-
low through and begin to employ the hypnotic modality in their practices.
Hypnosis, more than most other therapeutic procedures, tends to activate
emotional processes within the practitioner and in the patient. If the den-
tist (as well as the physician or psychologist) who has completed a course
in clinical hypnosis does not immediately start to apply those skills,he or
she can become like many former students we know. Follow-up question-
naires showed that participants stated that they enjoyed the course and
learned a great deal about psychological functioning, but they never actu-
ally used hypnosis in their practice.

Perhaps one of the greatest obstacles to the use of hypnosis in dentistry
is the time-cost factor. A few patients are not responsive to hypnosis, or at
best achieve only light trance states. In such cases, the use of hypnosis is
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likely to be discouraging to the practitioner and the patient. This is some-
times offset in that once a patient has been hypnotized, the state can be
easily and quickly reestablished for future procedures. However, it is not
economically sound to employ hypnosis with resistant patients when the
procedures are minor, and they can be handled effectively with chemoan-
esthesias. Nonetheless, much can be accomplished with the majority of
patients in no more than 5 minutes (Finkelstein, 2003).

 

Techniques of Hypnotic Induction and Deepening

 

Many of the procedures we described in the earlier chapters can be used
by the dentist and the psychologist or physician. However, certain proce-
dures are better adapted to the physical conditions surrounding the
practice of dentistry. Variations peculiar to the dental chair and dental
office equipment become possible. Finkelstein (2003) recommended the
following:

1. Establish the clinical relationship (a context of care, attention of the
patient, and a focusing of the patient’s attention)

2. Determine the need for hypnosis that might rule out other forms of
anesthesia (consider trauma, pain, fear, anxiety, or tension)

3. Assess the capacity of the patient for imagery in any or all of the five
senses

4. Determine patient motivation for the use of hypnosis
5. Assess the patient’s belief that something can be accomplished using

hypnosis
6. Assess the patient’s belief in the skill of the therapist (recognize that

patients are very sensitive to the confidence and familiarity the den-
tist has with the procedure)

7. Recognize the patient’s need for ego strengthening, reassurance,
positive reinforcement, and a feeling of remaining in control

Finkelstein (2003) recommended relaxation-based brief induction proce-
dures such as the following:

1.

 

Eye closure/touch. 

 

The therapist asks the patient to stare at the back of
his or her own hand and gives suggestions for relaxation as the thera-
pist strokes the forearm from the elbow to the wrist. This is repeated
and suggestions added, noting that the patient can close his or her
eyes upon the therapist’s noting signs of hypnotic involvement.

2.

 

Eye closure/breathing.

 

 This exercise focuses on the patient’s exhala-
tion as part of a natural relaxation process. The therapist instructs
the patient to take a deep breath, hold it, and relax as he or she

 

RT5814_book.fm  Page 340  Wednesday, November 17, 2004  1:56 PM



 

Dental Hypnosis (Hypnodontia) 

 

∑

 

 

 

 341

 

exhales. Repeat the process, suggesting eye closure if it does not hap-
pen spontaneously. Advise caution to prevent hyperventilation.

3.

 

Guided imagery. 

 

This exercise focuses on using fantasies. The
sound of the drill or of the saliva ejector can be tied into an image
of flying in a jet plane, perhaps in travel to a tropical island. Music
can be integrated into the hypnotic procedure as follows: “As you
relax deeper and deeper, you will find yourself immersed into
beautiful music, concentrating on it, swimming in it, as you sink
into a more and more pleasurable state in which you can now only
feel sensations of comfort.” The induction and office music are
combined with suggestions aimed toward anesthesia by dissocia-
tion. (Use caution with adolescent patients who wish to use their
portable CD player and earphones. Hard, pounding rock may aid
dissociation but at the same time prevent communication between
doctor and patient.)

4.

 

Instant alert hypnosis.

 

 As we describe in chapter 17 (see also A. Bara-
basz, 1994), instant alert hypnosis is quite effective for rapid induc-
tion with both adults and children. The therapist asks the patient to
roll his or her eyes up, as if looking at the forehead. Lead the
patient’s eyes to this position with instructions to focus on the ther-
apist’s thumb. The therapist moves the thumb slowly from 10 to 15
centimeters in front of the patient’s nose to the approximate center
of the patient’s forehead. At this point, the shift is made to the
requirements of dental analgesia. Once the patient’s eyes are rolled
up, the therapist can perform an eyes-open catalepsy test. He or she
tells the patient, “The eyes are rolled up and they cannot close; try to
close the eyes [pause only long enough to see evidence of an attempt
to open them]; stop trying.” If the patient’s eyes have not closed, the
therapist instructs the patient by saying, “OK, you can roll your eyes
down now, and as your eyes roll down you can let your eyelids close;
they are so much more comfortable closed than they are opened as
the relaxation comes over your entire body.” This method when
used in dentistry transfers the instant alert induction to a relaxation
effects procedure. Alternatively, the eye-roll technique described by
the Spiegels (H. Spiegel & D. Spiegel, 2004) can also be used for a
fairly rapid assessment of hypnotizability and a rapid induction.

Although a deep state of hypnosis is desirable for long and painful sur-
gical procedures, not all patients can achieve a deep trance. However,
many patients can attain light and medium states sufficient to reduce dis-
comfort significantly for most dental work. Failure of a patient to reach a
deep trance is not contraindicated for using hypnosis. In many cases, the
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amount of Novocain necessary to have a numbing effect can be greatly
reduced when the patient is in a light hypnotic state, even though the need
for chemoanesthesia is not entirely eliminated. The dentist who employs a
firm and confident tone to his or her suggestions can expect much better
compliance than one who gives them in a hesitant, vacillating, or tentative
manner. When about to inject a local anesthetic after hypnosis has been
induced the dentist can say, “You may feel a slight pinch, now.” Confidence
is essential and will come with experience.

A patient (one who waits) is usually regressed to more childlike atti-
tudes and may be “waiting’ to be taken care of, to be treated, to be told by
his or her “doctor parent” what must be done to alleviate suffering. These
patients must feel that the doctor knows what he or she is doing. Hypn-
odontia, like hypnotherapy, requires that the dentist be more verbal than
usual. Practitioners who prefer to work in silence will not find the hyp-
notic modality congenial to their practice.

 

Use of Hypnosis by Dental Assistants

 

There has been considerable controversy among hypnosis specialists as to
how much latitude should be granted in training dental assistants to use
hypnosis. The more conservative position in the hypnosis societies
requires that its use be restricted to psychologists, physicians, dentists,
and, more recently, nurses with advanced credentials. However, in the field
of dentistry, it is already restricted to hypnosuggestive procedures directly
related to dental practice. The Society of Psychological Hypnosis (Division
30 of the American Psychological Association) 2003 Annual Convention
business meeting began to “rethink overly restrictive notions of limitations
on practice (personal notes, A.F.B.).”In the future, a wider group of regis-
tered health-care providers will no doubt be allowed to obtain workshop
training in hypnosis from the recognized societies of hypnosis currently
restricted to MDs, PhDs, EDDs, and DDSs as well as those with advanced
degrees in clinical social work and nursing. Nonetheless, hypnoanalytic
probing is contraindicated in the dental setting. Although the majority of
patients can benefit from rapid inductions, to others it can be time-con-
suming. In those cases, the time of the dentist may be more economically
employed in direct treatment, it seems that hypnotic conditioning might
be entrusted to a good dental assistant, well-trained in hypnosis, who is
under the immediate supervision of a dentist also trained in hypnosis. His
or her services in hypnotically relaxing the patient and then transferring
rapport to the dentist might improve the efficiency of the office practice
and encourage the use of hypnosis more frequently. The assistant should
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have had instruction in the handling of untoward reactions, and the
supervising dentist should be immediately available if any of these occur.

 

Reassuring Patients and Reducing Their Fear

 

If hypnotic procedures are to be employed, no attempt should be made to
disguise that this is hypnosis. Patients are usually aware that they are
being hypnotized. Authenticity is the best policy. The patient should be
told either that hypnosis could be of help or the possibilities should be
elucidated. We have found it effective to describe the procedure to be
used as “a natural, hypnotic relaxation, in which the use of drugs can be
eliminated or reduced, a state in which it is possible to reduce discom-
fort.” Orientation of the dental patient in this way usually avoids the anx-
iety and resistance that some patients can develop if told, “We will now
hypnotize you.” Words are very important, and those used to describe a
procedure may well determine the patient’s reaction. For example, “I will
now put some Novocain in your teeth” is not as frightening as “I’m going
to inject some Novocain.”

 

Integration of Hypnoanesthesia With Chemoanesthesias

 

Induction techniques can easily be combined with the administration of
nitrous oxide. Suggestions of deep relaxation by a light hypnotic induction
technique given at the same time as a diluted mixture of nitrous oxide and
oxygen can have just as much effect in pain reduction as a greater concen-
tration of nitrous oxide without hypnosis. When this can be done, the
patient recovers more quickly and avoids the side effects that can occur in
some cases. It should be recognized that the administration of the gas is a
form of suggestion. A placebo effect is, therefore, secured over and above
its pharmaceutical properties. This effect should be constructively used
and maximized: “As you inhale, you will feel yourself sinking into a deeper
and deeper state of comfortable relaxation, where nothing unpleasant can
bother you.” Some dentists have found that by combining hypnotic relax-
ation with nitrous oxide, they not only get a potentiated effect with both
but also increase their own skill and confidence in employing hypnosis.
They can gradually reduce the concentration of the nitrous oxide while
increasing the potency of the hypnotic verbalizing.

Fantasy techniques of induction and deepening, which are effective in
the dental office, can involve the vivid description of baseball games, pic-
nics in a meadow, hiking in the mountains, relaxing on the sand at the sea-
shore, walking through an art museum and looking at the pictures,
attending a musical concert, going fishing, or reliving a pleasant episode in
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one’s life. The skill lies in picturing these situations so vividly that the patient
becomes involved in them and completely dissociates from the procedures
that the dentist is using on his or her teeth. In a real sense, his or her “self”
has left the dental office and is experiencing the fantasy, not the uncomfort-
able dental procedure. A brief inquiry concerning the recreational activities
of the patient may enable one to depict an image into which this patient can
throw oneself most completely. The person who never goes fishing and has
no interest in this activity will scarcely respond to attempts at initiating such
a fantasy. The dentist should find out what the patient enjoys and build the
induction and deepening techniques around that.

 

Dealing With Resistance

 

When patients are resistant and enter only light hypnotic states after much
effort on induction, do not attempt to accomplish a great deal of dental
work during early sessions with hypnosis as the sole pain reliever. The
dentist can employ the principle of fractionation, put patients into the
light states and take them out, perhaps several times during the first ses-
sion, and follow with several sessions. Time may be required to reach a
state deep enough as to permit dental work to be done without anxiety or
discomfort, but in the case of a severe dental phobia, it can determine
whether patients get the needed work done or lose their teeth.

If a dentist employs hypnosis with several patients, it is wise to record
their reactions to hypnotizability tests, induction techniques, and deepen-
ing. These records should include the kinds of inductions employed and
the time involved in reaching a desired state. A note on a patient’s idiosyn-
crasies, such as anxieties at descending a staircase, slowness of hand levita-
tion, or the description of any untoward reactions may greatly shorten the
time for successful induction during the next session. Immediately follow-
ing an unsuccessful dental procedure the patient is likely to be more resis-
tant. This is not a good time to suggest using hypnosis. It is better to
schedule another appointment and initiate this procedure later. Dentists’
sensitivity to the feelings and moods of their patients will determine the
difference between practitioners who are successful in the use of dental
hypnosis and those who find it unsatisfactory and give it up.

 

Specific Problems and Techniques

Patient Relaxation. 

 

One of the most common impediments to the den-
tist’s work is the inability of many patients to relax and remain quiet. Fidg-
eting, moving about, scratching the nose, and general restlessness can slow
up dental procedures considerably. Therefore, relaxation techniques of ini-

 

RT5814_book.fm  Page 344  Wednesday, November 17, 2004  1:56 PM



 

Dental Hypnosis (Hypnodontia) 

 

∑

 

 

 

 345

 

tiating a hypnotic state not only will induce hypnosis but also will result in
the quiet, passive type of involvement, which is most desirable to the
working dentist. These can involve eye fixation and closure plus deepening
procedures, which combine lowering of muscle tone with stimulation of
inner fantasies. Although ordinarily we do not use the word 

 

sleep

 

 when
inducing hypnosis for psychotherapy, the word can facilitate relaxation in
the dental chair. Even though we know that hypnosis is not the same as
ordinary sleep, the similarity of sleep to a passive trance state as experi-
enced by the patient renders use of the word legitimate in this case.

The first use of hypnosis in dentistry is simply to promote such relax-
ation. This is closely related to the method of progressive relaxation (see
chapter 5). In fact, such relaxation techniques, which involve teaching an
individual to relax progressively different muscle groups, are sometimes
used as a preinduction conditioning. The procedure involves first tighten-
ing a group of muscles, such as those in the leg, concentrating for a few
moments on the feelings in that limb, and then letting go. Other muscle
groups are then treated progressively in the same way until the whole body
is relaxed. In this way, patients compare the sensations of tension with
those of relaxation. The procedure operates similar to biofeedback tech-
nique. By identifying physiological reactions, patients bring them under
control. Progressive relaxation suggestions given to hypnotized patients
can be carried out more affirmatively than when administered in the con-
scious state. A reduction in the patients’ muscle tension allows their minds
to become calmer, and the patients can ignore external stimuli. This is not
unlike what happens when we go to sleep.

Even if the hypnotic modality did no more than help patients to main-
tain a quiet and relaxed attitude in the dental chair, it would be making a
considerable contribution. To induce such a state, the hypnodontist or
trained assistant might voice repetitiously such phrases as “You may feel a
beautiful, warm feeling coming over you. Your eyes are relaxing, your face
is relaxing, the muscles in your neck are relaxing, you can feel a sense of
relaxation moving down through your arm, the trunk of your body, and
into your legs. The tension is melting away. Relax, relax deeply.” After an
apparent state of quiet and relaxation has been achieved, the patient can
be told, “You will enjoy remaining in this relaxed, calm state. You need not
pay attention to the procedures I will use. Perhaps you would like to think
of pleasant matters or remember some pleasant experiences. You can focus
on your relaxation and the enjoyment of your thoughts while I work.”
Many people who are not deeply hypnotizable will respond sufficiently to
such hypnotic suggestions as to reduce their discomfort and make the
dentist’s work easier.
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Anxieties and Dental Phobias. 

 

Some individuals are so frightened of the den-
tist that they become dental cripples. They avoid all contact and often end
up losing their teeth. Even if their friends and relatives can induce them to
visit the dentist, they are so easily traumatized that at the slightest pain their
fears are reinforced. They often fail to return for a second visit. Almost every
dentist has contacted such individuals who have a mouth full of rotting teeth
that have been neglected over many years. They need a great deal of dental
work, yet they can hardly tolerate even one minor filling. In such cases, hyp-
nosis has a great deal to offer. Something must be done to counteract previ-
ous unpleasant experiences and raise the pain threshold. Their first visit
must also be handled so that they will return for further necessary work.
One 36-year-old woman I (A.F.B.) recently saw from northern Idaho had
teeth so rotten that she had been on liquid foods for years. Sadly, when her
spouse sought out hypnotic intervention for dental phobias and pain con-
trol, it was only to have almost all of her teeth removed. If only she had
sought hypnosis decades earlier. She responded well to hypnotizability test-
ing and was entirely able to dissociate herself from Wartenberg wheel and
ischemic pains in preprocedure hypnoanalgesic testing.

A procedure that some dentists have found useful is to have the patient
squeeze the arms of the chair whenever the drill is being applied. For nor-
mal individuals this can be helpful. For the patient suffering from a severe
dental phobia, it will probably prove inadequate, as it is nothing more
than crude distraction. With such people, the possibility of being helped
through hypnosis can be broached by asking them, “Would you like to
have your fear removed?” If this opens a way for the dentist to discuss hyp-
nosis with them, and if they agree to try it, then the first session or two
should be devoted only to orientation, hypnotizability tests, and induc-
tion. It is inadvisable to do more, or at most, undertake only a very minor
dental procedure. If the patient can begin with a period of confidence and
relaxation, dental work can be performed later.

A behavioral technique used by psychologists to eliminate a phobia can
be applied here (A. Barabasz, 1977). It is called 

 

systematic desensitization

 

.
The patient is first deeply relaxed and given suggestions of comfort.
Although in that state the feared stimulus is applied, it is in such a minor
intensity that the fear reaction is not evoked. In hierarchical fashion, the
stimuli are suggested to the patient in temporal contiguity with the state
antagonistic to anxiety until he or she has learned to tolerate that which
he or she could not stand. In applying this principle to the deconditioning
of dental phobias, the hypnotic state is induced and intensified, and then a
very small bit of dental work is done. At the slightest sign of anxiety and
fear the dentist stops the procedure and goes back to the hypnotic induc-
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tion, reinstating and deepening the hypnotic state, giving suggestions
aimed at inculcating a sense of pleasure and confidence. Obviously, little
will be accomplished in restoring the teeth during the first session, but if
patients can leave without being traumatized, feeling they have mastered
this first session, they will return, with their pain threshold higher. The
patient is given ego-strengthening suggestions such as “When you return
next time, you will feel stronger and more confident. You have not suf-
fered this session, and you know that you can handle the next one. You
will have no fear. You can relax calmly in the chair and focus your mind
on pleasant things.”

More can be accomplished the next session, when as little as two min-
utes might be needed for the hypnotic induction. Dentists using this pro-
cedure have reported that they were able to complete needed work on
many patients who previously would never come to see them, or if they
did come, would not return after the first session.

 

Patient Comfort. 

 

Closely associated with the reduction of fear and anxiety is
the maintenance of comfort in normal patients, those who do not exhibit
overt fears but who could be happier and more cooperative if they felt more
comfortable during the dental work. Holding one’s mouth open for long
periods of time, or keeping the tongue out of the way, particularly when
work is being done on the molars, can be fatiguing. Because the hypnotized
patient is more responsive to suggestion, hypnotic suggestions aimed at
relieving fatigue in the lips and facial muscles or in holding the jaws open
can be quite helpful: “Your facial muscles are becoming soft and relaxed.
They feel good. All the tension is going out of them. It is easy to open your
mouth and to hold it open. It just naturally stays open. You do not need to
pay any attention to the muscles which hold your jaws apart.” This is partly
suggestion and partly hypnotic dissociation because through suggestion the
feeling of “selfness” is being directed away from the jaws and the facial mus-
cles. It can be desirable to suggest to the patient that time spent lying on the
dental chair is a period of rest and relaxation, and that he or she will look
forward each time to the opportunity to set aside worries, cares, and ten-
sions. Some individuals under such hypnotic suggestions not only are able
to exclude painful stimuli from the dental procedures but seem to resent
completion of the session and cessation of the pleasurable hypnotic state in
which they find themselves. This maintenance of patient comfort is espe-
cially desirable during a long and arduous procedure.

 

Anesthesia and Analgesia. 

 

The greatest contribution hypnosis can make in
dental practice is the reduction of pain. The same principles regarding
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pain control in dental problems apply to those used in the medical field of
anesthesiology (see chapter 10)

 

.

 

 However, certain considerations unique
to the practice of dentistry need to be added. In most cases where some
degree of hypnotic trance can be secured it is usually possible to reduce the
amount of chemoanesthesia, such as Novocain or nitrous oxide, required
to secure a desired condition in the patient. When the individual is highly
hypnotizable and is able to enter a profound hypnotic state, chemoanes-
thesia can be entirely dispensed with. Direct suggestions can be given the
hypnotized patient to the effect that “You will completely ignore any
unpleasant sensations in your mouth. The entire region of your mouth
will be completely numb. It will have no feelings of discomfort.” Strong,
positive suggestions like this, administered while the patient is in a deep
trance, are usually effective. Hypnosis can also be used to replace
chemoanesthesias when they are medically contraindicated. However, the
dentist should be prepared to administer the chemoanesthesias, when not
contraindicated, if the patient shows signs of emerging from the hypnotic
state. This cannot always be ascertained by the patient’s apparent behav-
iors. E. Hilgard and J. Hilgard’s (1983) research showed that pain can be
registered at unconscious levels even though it is not overtly experienced.
Accordingly, the patient might show signs of movement or response and
still emerge from the hypnotic state reporting that he or she “felt no pain.”
When such movements do appear, it is probably best to interrupt the den-
tal work and deepen the hypnotic state before continuing. Some clinicians
recommend suggesting amnesia to the patient before bringing the patient
out of hypnosis: “When you are alert you will have no recollection of dis-
comfort during this past hour.”

It is important to ensure that all hypnoanesthesia has been removed
before the patient leaves the office (except such analgesic suggestions as
might be given to alleviate discomfort during the postsurgical period) and
to permit the patient to sleep that night. When it can be used, hypnoanes-
thesia has certain specific advantages over chemoanesthesia in the practice
of dentistry. For example, it can be highly localized. A large area need not
be made numb when the work is to be done within a specific region. Areas
anesthetized hypnotically do not need to correspond to those innervated
by specific nerves. Any area touched by a finger can be rendered insensi-
tive. Hypnoanesthesia can be applied without the necessity of any absten-
tion from premedication or food. It can be initiated and terminated at the
suggestion of the dentist and need not be continued for some time once
administered. There is no nausea or sickness stemming from the anesthe-
sia during or after a procedure. Once hypnoanesthesia has been induced, it
can be reinduced very rapidly. Furthermore, because suggestions can be
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given to render it effective postoperatively, the need for postoperative
medication may be eliminated, or at least greatly reduced.

The disadvantages of hypnoanesthesia in dentistry stem primarily from
fact that it cannot be applied to all patients. Wookey (1938) held that 35%
of his patients could be hypnotized deeply enough for painless dental sur-
gery. Given the new hypnotic procedures available now, the number is cer-
tainly much higher. However, the issue of time can limit its use, especially
if the clinician is at the stage of gaining experience with the modality.

Hypnotic suggestions to produce anesthesia might proceed as follows:
“I shall press down on this tooth, and you will feel a sense of pressure in
the gums. The more I press, the more numb the gums will feel. I shall
count backward from 10 to 0. By the time I reach 0, all feeling will be gone
from the tooth. Ten, you are beginning to sense the numbness. Nine, the
numbness is increasing. Eight, 7, 6, the feeling is going away from this
tooth. Five, 4, all you can feel is a slight sense of pressure. Three, 2, the
tooth is becoming almost totally insensitive. One, 0. It is completely
numb; it can feel almost nothing. It is completely anesthetic. You will feel
completely comfortable during the dental work. Relax deeply. You need
not be disturbed in any way.”

Half a century ago, Moss (1952) suggested that the dentist should then
press the points of an instrument lightly into the gums while stating
firmly, “See, it’s completely numb.” He then followed this by contrasting
the sensation with a probing of another, nonanesthetized area, stating
firmly, “I shall now press this pointed instrument into the opposite side of
your mouth. This time you will feel the usual sharp pain and draw away.”
It is our feeling that, although this test is very definitive and quite convinc-
ing to the patient when deep anesthesia has been obtained in the anesthe-
tized area, the probing into the nonanesthetized region should not be so
severe as to bring the patient out of hypnosis. Perhaps this second part of
the test might be verbalized as follows: “I shall now press this pointed
instrument into the opposite side of your mouth. This time, you will feel a
definite pain and draw away. However, it will not disturb your deep hyp-
notic calm. You will continue to remain in the same state.” One precaution
should be noted. Because the deeply anesthetized patient may make no
response to drilling, the dentist should ensure that the tool does not over-
heat and that consideration for brief rest periods be given, as usual.
Remember, the hypnotizable patient will not react like the nonhypnotiz-
able patient if the usual cooling water stream is interrupted.

With training, patients can be taught to use hypnosis to produce anesthe-
sia in any part of their bodies. This is most easily done by having them focus
on the hand or a particular finger and suggesting a numbness there. Once
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numb, the anesthetic feeling can be transferred to any part of the body sim-
ply by massaging that part with the anesthetized hand or finger. Thus, the
index finger can be anesthetized and the patients can then be instructed to
make the gums adjacent to a given tooth insensitive by rubbing their anes-
thetized finger over that area. In many cases, this will be sufficient to permit
operative work without further anesthesia. In others, where the numbing is
incomplete, the effect will at least be such that the patients will feel no dis-
comfort from the needle during injection of a chemoanesthesia, and less
chemoanesthesia will be needed. Hypnoanesthesia makes the problem of
suturing gum tissue much less painful or even painless.

Once the patient is hypnotized and suggestions of anesthesia are
administered, it is advisable for the dentist not to question a patient about
possible feelings of pain. Assume that the patient is not present and pro-
ceed with the dental work unless the patient questions or complains.
When in doubt, use chemoanesthesia. However, hypnoanesthesia should
be tried first. Some dentists have found hypnosis useful for premedication,
especially during short operations.

 

Postoperative Care. 

 

Postoperative sequelae, such as pain and bleeding, can
often be mitigated by hypnotic suggestion. There are many reports on the
effectiveness of hypnosis for the relief of bleeding. Most clinical studies are
positive (Newman, 1971, 1974; Stolzenberg, 1955). However, Crasilneck
and Fogelman (1957) were unable to secure significant effects on clotting
time. Even though there may be exceptions for certain patients (particu-
larly those using aspirin or vitamins E and A supplementation) the fre-
quency of successful reports suggests that hypnosis should definitely be
considered for bleeders, both during surgery and postoperatively. The dif-
ferent effects may be due to lack of adequate hypnotic depth and the idio-
syncratic characteristics of deep trance participants (Barrett, 1990). The
patient should be informed while in the hypnotic state that “there will be
no bleeding” during the operation. Some practitioners have had patients
visualize their vascular bed and “see” the blood vessels constricting and the
flow of blood being restricted. Moss (1952) held that bloodless tooth
extractions can be generally performed on somnambulistic patients (those
who can enter a very deep trance state,) and that they are successful in
some 20% of patients.

To aid in postoperative recovery, the practitioner should say that, while
the patient is in hypnosis, healing will be rapid and there will be no pain.
There is considerable new interest in the extent to which psychological
intervention in general and hypnosis specifically can stimulate the healing
processes. Such influences are thought to have a mobilizing effect on natu-
ral physiological restorative processes.
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Gagging and Nausea. 

 

Gagging is a natural reflex that is developed to pro-
tect the soft palate from harmful contact. In some individuals, it becomes
so strong as to prevent any dental procedure, even to the point that it will
begin when the dentist’s hand is simply approaching the oral region.
Severe gagging can make taking impressions impossible. A number of
techniques have been proposed for controlling this response. Strasberg
(1960) taught his patients how to control the tongue as a way of inhibiting
gagging. He had them notice that whenever they gagged, they would
thrust their tongue up and forward, almost out of the mouth. By bringing
an instrument into proximity of the oral cavity, he would initiate the gag-
ging and call their attention to this tongue response. He then explained
that if they held their tongue back, low in the mouth, and almost swal-
lowed it, they would be unable to gag.

Secter (1960) tied the gag reflex to control of the abdominal muscles.
Patients were instructed to hold their breath and tighten these muscles.
Attention was called to the fact that if there was any lessening of this ten-
sion, then they were “leaking” air, and that they must not leak air. Secter
used the direct stare induction method combined with an authoritative
manner and maintained that the hypnotic suggestions must be given
very firmly with no hesitation or doubt by the dentist.

A commonly used procedure is to induce anesthesia (as we discussed
earlier as a treatment for acute pain) in some other part of the body,
such as the hand or a finger, and then transfer it to the entire oral cavity.
The patient is then told, “Your mouth is numb all over, therefore, you
cannot gag. It is impossible to gag.” Secter added the phrase “Try to gag
and take pleasure in failing.” The gagging may not be inhibited directly
by the numbness. However, a clear demonstration of hypnotic influence
to the patient by the induction and transfer of the anesthesia establishes
confidence in the potency of hypnosis, before attempting to deal with
the vagaries of the gag reflex. Accordingly, the following suggestion of “It
is not possible for you to gag” is believed and followed.

Henry Clarke (Clarke, 1996, 1997; Clarke & Reynolds, 1991) has
worked for many years in hypnodontia. As part of his research and prac-
tice, he developed a unique imagery technique to treat gagging (Clarke &
Persichetti, 1988). Once hypnotized, the patient is asked to imagine
“breathing through an opening in the neck” (cricothyroid region). The
concept at play is that it is not difficult for patients to focus on the pharyn-
geal area during a procedure when they are focusing on breathing, thereby
bypassing the “gagging” area. The image is designed to fulfill the patient’s
primary concern with maintaining the ability to breath. The hypnosis con-
tinues with the suggestion of “cool fresh air flowing in and out of the hole
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with no effort whatsoever.” Obviously, some patients are rather turned off
by the image of breathing through a hole in the neck, but that can be over-
come by the use of hypnosis to “numb the throat” or by breathing in some
other creative way that is more acceptable to the patient.

Clarke & Persichett (1988) also recommended combining desensitization
with hypnosis to familiarize patients with procedures that are to be com-
pleted and to reduce or eliminate potential anxieties Patients are asked, usu-
ally by use of a home audiotape approximately 5 minutes in length, to
practice rehearsals of the various procedures that will be used in their cases.

 

Accustoming Patients to Prosthetics (Dentures). 

 

The problem of accustom-
ing a patient to new a prosthetic device can be approached in another way.
In hypnosis, a memory of the patient’s original teeth is suggested. This is
done by regression, going back to the period when he or she still had teeth.
The patient is instructed to run his or her tongue over the teeth in fantasy
and to recall just exactly how they felt. Next, the patient is told that every
time he or she moves the tongue over the new dentures, he or she will reacti-
vate a memory feeling of the original teeth. In this technique, the tactual
memory of the original teeth is hypnotically activated. Then the touching of
the new dentures by the tongue is made to constitute the stimulus cue,
which reactivates that familiar memory. The dentures begin to feel like the
original teeth as the contact stimulation is fused with past memory experi-
ence. This same procedure can be used to secure adjustment to any new for-
mation in the mouth, such as a crown, bridge, or orthodontic appliances
that might feel initially strange. Ament (1955) used the principle of time dis-
tortion to suggest to the patient that he or she had been wearing these den-
tures for a long time already and that within a short period it would be
experienced as if a long period of time had passed.

Gagging can result from deep-seated unconscious conflicts related to the
oral region. In such cases hypnoanalytic therapy is effective. Sometimes it is
essential when none of the more suggestive or directive hypnotic approaches
succeed in the face of powerful underlying motivations to the contrary.
However, hypnoanalysis is not a procedure that will ordinarily be used by
the dentist. It should probably be employed only when these simpler proce-
dures have failed.

 

Salivation. 

 

The dentist’s suggesting to the hypnotized patient that the mouth
will feel as if it is full of dry crackers can inhibit excessive salivation. The
principle involved here is to suggest a condition associated with a physiolog-
ical response and allow that response to emerge indirectly as a consequence.

 

Dental-Phobic Patients. 

 

Goodman (personal communication to A.F.B.,
2004) explains that although “scrubbing and gloving,” a time when the
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patient is most likely to be in spontaneous hypnosis, metaphoric and sublim-
inal suggestions are given for relaxation, comfort, and security. Slowing their
breathing with nonverbal body language, expressed as outward calmness on
the part of the hypnodontist allows patients to relax further.

Dental-phobic patients are given hypnotic suggestions to counteract
their previous untoward dental treatment experiences and to set positive
expectations for their present treatment. Embedded hypnotic suggestions
are intended to set a fresh foundation of trust, security, comfort, and
relaxation. In addition, many phobics require a series of formal hypnotic
induction appointments to provide optimal imprinting and reinforcement
of previous hypnotic suggestions along with ego strengthening and self-
hypnosis. Frequently, audio recordings of the sessions or special personal-
ized tapes are created to allow the patient to reexperience the sessions.

One technique recommended by Goodman (2004) for apprehensive
children recognizes how quickly induced and disassociated children can
be, when necessary. He most often uses a metaphor of enjoying a magic
carpet ride to Disneyland. Alternatively, involvement in a cartoon world
fantasy is created in hypnosis with a running commentary of hypnotic
suggestions.

 

Correcting Faulty Habits. 

 

Thumb sucking in child patients can be inhibited
by suggesting to them in hypnosis that the thumb will taste bitter. Another
approach is to displace the response to one in which they clench the hands.
The two can be combined. The sucking is inhibited by the bitter-sugges-
tion response. The need to suck is then transferred to the hand movement
or perhaps to some less-harmful oral activity such as a greater enjoyment
of food during mealtimes. The same procedures of inhibition and possible
displacement can be successful in reducing tongue thrusting.

Secter (1961) reported the successful employment of behavior therapy
reinforcement techniques before behaviorists had fully developed such
procedures. A child who was given to tongue thrusting and to nail biting
was induced in hypnosis to visualize a very disgusting scene which initi-
ated in her “bad” feelings. This was replaced by a beautiful scene, which
caused the bad feelings to dissipate and new, pleasant sensations to be
experienced. The first scene was then tied by hypnotic suggestion to the
stimulus of tongue thrusting. Every time the patient employed tongue
thrusting, she would experience the bad feelings, but as soon as she ceased
the activity, the unpleasant sensations would leave and pleasurable ones
would emerge. Of course, this procedure employs the principles of pun-
ishment and positive reinforcement to extinguish an undesirable response
(tongue thrusting) and reinforce a constructive one (the cessation of
tongue thrusting). After the linking of the bad feelings with the tongue
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thrusting and the good feelings with its absence, the procedure was
repeated with nail biting and succeeding in eliminating that response, also.

Marcus (1963), in dealing with thumb sucking children, called their
attention to the fact that (a) although it was alright to suck when one was lit-
tle, grown-ups did not suck their thumbs, and (b) that one becomes “pret-
tier” when one does not suck her thumb. Little girls might be asked if their
doll sucked 

 

her

 

 thumb. The important point is that children should not be
shamed for such behavior because fear and shame are often one of the basic
causes of these responses. Rather, a careful consideration of the motivational
needs of the child (such as wanting to be grown-up) will enable the practi-
tioner to plan his or her suggestions and images to maximize the child’s nat-
ural drive and to harness these in the interest of eliminating faulty habits.

 

Bruxism. 

 

Bruxism, or teeth grinding, is one of the most harmful dental
habits. The grinding together of teeth, frequently during sleep, is particu-
larly detrimental. Some individuals will completely wear away the tooth
enamel and must have their teeth extracted. A number of procedures,
some using hypnosis, have been employed in treating this condition.

Clarke (1997) began by having the patient experience hypnosis with a
variety of images, phrases, and hypnotic suggestions related to Bruxism
therapy. He obtained feedback as to which suggestions are likely to be the
most effective on a self-hypnosis audiotape to be made at the next
appointment. Clarke pointed out that exploring these experiences with the
patient is not a psychological exploration but simply a process intended to
discover the patient’s strongest areas of hypnotic involvement and image
preferences. He collaborated with the patient as to the determination of
the most useful suggestions to be included on the forthcoming audiotape.

For nocturnal Bruxism, the tape is usually about 15 minutes in length.
Patients are instructed to listen to the tape upon retiring each night. At the
end of the tape, hypnotic suggestions are given to go from hypnorelax-
ation into deep sleep. Some patients begin to fall asleep before the end of
the tape, but this is has not been a problem in Clarke’s experience. The
early stages of sleep are generally a hypnoidal state where the patient
remains aware of the suggestions. Daytime clenchers listen once or twice a
day in a relaxing place. The suggestions at the end of the tape are to return
to the “usual state of awareness, wide awake, refreshed, relaxed, and alert.”
Daytime tapes are typically no more than 10 minutes long. The hypnotic
induction used focuses on relaxed breathing, progressive muscle relax-
ation and waves of relaxation from head to toes. The images include (a)
the jaw hanging like a hammock or sling; (b) muscles soft, smooth, and
relaxed; (c) blood vessels dilated and warm; (d) tissues being nourished;
(e) hot packs; (f) cold packs; (g) hot tub; (h) sun or skiing; and (i) walk-
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ing, floating, riding, or drifting. Clarke also used a number of additional
positive hypnotic suggestions, including (a) “lips together, teeth apart”;
(b) “no problem worth eating yourself over”; (c) “now you can control
relaxation rather than stressors controlling you”; (d) “you can take care of
yourself ”; (e) “approach the world with a sense of humor”; (f ) “smile
inwardly and outwardly”; and (g) “your body is your most prized posses-
sion and you owe it the respect of good health.”

The key suggestions for both the waking or the sleep tape are that the
patient experience (a) a heightened state of awareness of unnecessary,
counterproductive muscle tension; (b) an increased ability to relax; (c) his
or her special phrases and images that will trigger jaw muscles relaxation;
and (d) that the process will work automatically, whether awake or asleep.
These suggestions are stated at the beginning of the tape and repeated at
least two or three times throughout the tape. The results of this compre-
hensive approach typically show sufficient improvement within 4 to 5
weeks, thereby warranting a progress check at that time. To encourage
patients to complete the follow-up, the practitioner makes no charge for
the follow-up session. This is thought to further encourage compliance
with the use of the tape. Psychoanalytically, such an individual is often
viewed as having a great deal of repressed anger, which he or she expresses,
dreamlike, during sleep. The psychodynamically oriented therapeutic
approach would then require that, through abreactions or other analytic
techniques, the repressed rage must be released, the origins of it discovered,
and a reintegration of the personality achieved. This may be necessary if the
previously suggested approaches are unsuccessful. However, such a treat-
ment is a very complicated procedure and normally would require referral
to an analytically or hypnoanalytically trained psychotherapist.

 

Summary

 

Hypnosis cannot replace the many chemoanesthesias, analgesias, and
other dental techniques that have been developed to their present stage of
effectiveness, but hypnosis can serve as a valuable adjunct and in some
cases will provide the leverage that makes possible successful treatment of
previously impossible cases.

Not only will dentists who become experienced with hypnosis have
available another modality and additional techniques for the improvement
of their practice but in the course of studying the modality they also will
learn much about the psychology of human behavior. They are better pre-
pared to deal with the entire patient and his or her reactions to interven-
tions in the oral cavity.
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Chapter 16

 

Hypnosis for Specialized Problems

 

Irritable Bowel Syndrome

 

Irritable bowel syndrome (IBS), or spastic colon, is a common disorder
accounting for up to half of gastroenterologists’ workload. Irregular con-
tractions and distension of the intestines result in disruptive bowel habits.
Symptoms include constipation, diarrhea, cramps, bloating, gas, and
long-lasting pain. Common extra-colonic symptoms are lethargy, nausea,
and backache. IBS patients also have lower perceptual thresholds for pain
and discomfort with enhanced sensitivity to visceral stimuli (Naliboff,
Munakata, Chang, & Mayer, 1998). They also show increased vigilance
toward expected aversive events (Lembo et al., 2000). Symptoms typically
fail to respond to medications, and overall treatment by an array of con-
ventional medicine is often unsatisfactory. As a result, IBS patients com-
monly seek repeated consultations and see their family physicians more
frequently for minor ailments (Gonsalkorale, Miller, Afzal, & Whorwell,
2003). The socioeconomic impact is enormous.

In contrast to the failure of conventional medical interventions, gut-
directed hypnotherapy has been shown to be extremely effective in the
treatment of IBS. Most patients show very substantial improvement in
symptoms and quality of life. Several independent studies have consis-
tently confirmed these improvements (Galovski & Blanchard, 1998; Gon-
salkorale, Houghton, & Whorwell, 2002; Harvey, Hinton, & Gunary, 1989;
Houghton, Heyman, & Whorwell, 1996; Palsson, Turner, & Johnson, 2002;
Whorwell, Prior, & Colgan, 1987; Whorwell, Prior, & Faragher, 1984). The
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hypnotherapeutic GUT-directed protocol, developed by Gonsalkorale et
al. (2002) involves a course of twelve 1-hour sessions conducted weekly
over a 3-month period.

Other than the initial assessment session, each session involves the
induction of the hypnotic state and deepening followed by ego-strength-
ening suggestions tailored to the specific patient. Specific hypnotic sugges-
tions typically involve the induction of warmth in the abdomen using the
hands and imagery. Other hypnotic suggestions are directed at the specific
control and normalizing of gastrointestinal functions.

The enormous success of this technique, begun by Whorwell et al.
(1984), eventually led to the establishment of an IBS treatment unit spon-
sored by the National Health Service in England, which was exclusively
focused on hypnotherapy. The initial 250 patients treated in this unit
received extensive follow-up, confirming the beneficial effects of hypno-
therapy in the majority of patients (Gonsalkorale et al., 2002).

Perhaps even more impressive has been the follow-up by Gonsalkorale
et al. (2003), which involved the follow-up of 200 patients to determine
the long-term effects of hypnosis on symptom improvement, consultation
rates, and the use or discontinuation of use of various GUT-related medi-
cations. Of the 273 patients who were sent questionnaires, an usually high

 

Fig. 16.1  

 

The graphs show reduced irritable bowel symptomology after hypnotherapy and at fol-
low-up. Data adapted by A. Barabasz and J. Roark from Gonsalkorale, Miller, Afzal, and Whorwell
(2003).
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return rate of 204 was found. The returns were also reasonably well dis-
tributed among the time since completion of treatment, with between
20% to 30% in each of the categories ranging from 1 to 2 years through 5
years since hypnotherapy had been provided in the special unit.

Of the initial 71% of patients who responded to hypnotherapy for the
control of IBS, 81% maintained their improvement over time, whereas the
majority of the remaining 19% remarked that the deterioration of symp-
toms had been only slight. Remarkably, there was no significant difference
in the symptoms scores among the patients assessed at 1, 2, 3, 4, or 5-plus
years following treatment. Levels of depression and anxiety were likewise
significantly improved at follow-up with minimal deterioration. The
socioeconomic impact was also apparent in that the majority of patients
reported a substantial reduction in consultation rates and significant
reduction (or termination) of use of medications following the comple-
tion of hypnotherapy that was maintained over the course of the follow-up
periods

 

. 

 

The finding that the responders continued to improve after fin-
ishing hypnotherapy cannot be explained away by their use of other treat-
ments. Only 9.7% (14 patients) had tried other treatments—including
dietary changes, alternative medicines, and yoga—and found these help-
ful. Hypnotherapy was almost universally well-accepted by the patients.
Ninety-three percent of the entire patient group considered that the course
of hypnotherapy was worthwhile, including all of the responders and more
than three quarters of the nonresponders.

Those who wish to construe hypnosis effects as nothing more than pla-
cebo might be quick to note the high level of placebo response in IBS
patients. However, such placebo response established in IBS patient
groups can last up to 3 months. The Gonsalkorale et al., (2003) findings
for sustained, long-term effects make placebo response a very unlikely
explanation. The improvements lasted at least 1 year and remained at the
same level in patients more than 5 years! Furthermore, the nonresponders
failed to exhibit significant improvement during the follow-up period,
making it extremely unlikely that the improvements observed in the
responder group were due to the natural course of the condition. Very
similar results have been generated from other clinics using hypnosis for
IBS (Barabasz, in press; Galovski & Blanchard, 1998; Gonsalkorale et al.,
2002; Palsson et al., 2002). In each of the settings, males were more likely
to be nonresponders than females. It seems clear that the beneficial effects
of hypnotherapy for IBS are long lasting, and continued improvements
after hypnosis is the norm.

Klein and Spiegel (1989) showed that hypnosis could be used to
inhibit as well as to stimulate gastric acid secretion. Using the hypnotic
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state, there was a 39% reduction in basal acid output and an 11% reduc-
tion in pentagastrin-stimulated peak acid output. This direct physiologi-
cal effect of hypnosis on gastric output may account in large part for the
ability of hypnotherapy to prevent relapse. Colgan, Faragher, and Whor-
well (1988) tested hypnotherapy in relapse prevention duodenal ulcer
patients using a carefully controlled design and a 1-year follow-up.
Remarkably, 100% of the patients who received medication until their
ulcers were healed had relapse, but for patients who also received hypno-
therapy, only half had relapse.

Palsson (1998) developed the only standardized hypnosis protocol for
IBS. In contrast to the approaches of others, which are focused on the gut,
ego-strengthening, and increasing the sense of control over bowels, Pals-
son’s approach was developed from a different paradigm. It is specifically
intended to neutralize the symptom-related cognitive processing abnor-
malities that have been found to be characteristic of IBS patients who uni-
formally tend toward high somatization (overattention to normal physical
sensations and minor symptoms).

Palsson’s (1998) approach systematically aims to alter the patient’s per-
ception and attentional focus on symptoms and physical sensations and to
reduce in a targeted manner the two maladaptive psychological tendencies
of catastrophizing and neuroticism in regard to life in general and specifi-
cally about bowel sensations. After trance deepening, the hypnotic sugges-
tions that connect to each of the imagery scenes involve a gradual shift to
direct hypnotic suggestions about alteration of present experiences. Hyp-
nosis includes suggestions to create a sense of both distance and disconti-
nuity between events in the patients’ life and bowel activity. The focus is to
enhance nonconscious levels of acceptance of normal sensations. The
intervention is both gradual and oblique so that it does not come into con-
flict with the patient’s current cognitive framework and cause resistance.
The protocol is written so as to bypass critical-analytical thinking as much
as possible, postponing all direct hypnotic suggestions for change to the
end of a series of extremely serene scenes. Palsson emphasized that the
scenes involve “a kind of double dissociation, for the purposes of maxi-
mum suspension of the regular critical frame of mind” (Palsson, personal
communication, 2004). The conceptualization of the specific changes in
perception and attentional focus are the key to the profound and lasting
clinical effects of the protocol.

Unlike other approaches using hypnosis for IBS patients, prior to Pals-
son’s protocol, which involve more general or tailored suggestions, such as
those from Gonsalkorale’s group, Whorwell’s group, or my own (Barabasz,
in press), Palsson endeavored to create something that could be reliably
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delivered to all IBS patients without deviation in procedure. The detailed
seven-session protocol is designed for verbatim delivery, thus, to provide
scientific documentation of the exact intervention used and to increase the
potential for replicability and generalizability among the widest possible
range of clinicians. To date, this is the only fully standardized verbatim
protocol for IBS that has been tested.

To produce a protocol useful for all patients—or at least all patients with
some degree of hypnotizability, regardless of their other personal charac-
teristics—dictated that the protocol involve a rather direct instructional
style and rely heavily on direct, detailed descriptions of imagery instead of
inviting each person’s imagination to fill in most of the details. Palsson rec-
ognized that some patients are far better than others in developing their
own imagery, so he focused on developing a procedure that would produce
clinically meaningful effects for the greatest number of patients.

Palsson (personal communication, 2004) explained, “There have
hardly been any patients in my practice who are not able to imagine these
scenes in the script, and that this is due the great detail and fixed frame-
work.” He emphasized that it is best to help the patient dissociate by
bringing him or her deep into hypnosis and into a scene by firmly encour-
aging the patient to experience the imagery with as many senses as possi-
ble; therefore, he uses imagery including sound, touch, colors, textures,
temperature, and smells. This is accomplished in the form of permissive
hypnotic suggestions and questions such as “Maybe you notice a smell …
if you do, what does it smell like?” Despite this open-ended aspect of the
protocol, the entire goal remains a word-for-word delivery that can be
used for all IBS patients.

The standardized protocol of Palsson (1998) begins by reminding the
practitioner to confirm that patient first be diagnosed with IBS by a physi-
cian, preferably by a gastroenterologist. Patient’s are asked to track their
symptoms in a daily symptom log, which produces a summary score for
abdominal pain, bloating, and bowel-consistency ratings for 14-day peri-
ods, thus providing a quick assessment of improvement in symptoms. It is
emphasized with the patient that improvement is frequently not observed
until midway through the course of treatment. The patient is treated with
a course of seven standardized hypnosis session scripts, scheduled approx-
imately every other week over a 12-week treatment period. The scripts are
intended to be followed verbatim except when the induction part of the
script needs to be adapted to an individual’s specific hypnotic-response
rate to ensure some depth.

Following the second hypnosis treatment session, patients are provided
with an audiotape recording of a home-hypnosis exercise, which is
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recorded in the therapist’s voice and follows verbatim the audiotape’s text
script. Patients are instructed to use the recording at home whenever pos-
sible, but no less than 5 times a week. Patients are encouraged to continue
to use the exercise until after the last of the seven treatment sessions is
completed. Patients are also encouraged to try the home exercise once,
practiced without the aid of the tape, if they so desire. Once the patient
becomes familiar with the language of the recording, it makes it possible to
do the exercise anywhere, anytime, without dependence on the tape-
recording apparatus. 

 

Smoking

 

Smoking is a key risk factor in a wide range of serious illnesses. According
to the surgeon general’s report to the U.S. Department of Health and
Human Services (1990), each year, in excess of 400,000 deaths in the
United States can be linked directly to tobacco use. Nearly half of those
addicted to smoking attempt to break the habit each year, yet at best, only
5% who attempt smoking cessation without professional help are likely to
be successful for any significant period of time (Giovino, Henningfield,
Tomar, Escobedo, & Slade, 1995). Because of the many addictive agents
present in cigarette tobacco, breaking the habit is not easy. Furthermore,
smoking is reinforced in many ways as a relaxation agent, for the reduc-
tion of anxiety, and for the inhibition of anger. It also is associated as an
aid in overcoming social shyness.

Not only does smoking meet many different psychological needs for
some people, but the smoker quickly undergoes physiological changes
while adjusting to smoking that result in painful withdrawal symptoms
when he or she attempts to quit. Helen Crawford and her colleagues have
conducted cognitive EEG event-related potential research with smokers
and nonsmokers in a collaborative project with biochemists (Crawford,
McClain-Furmanski, Castagonli, & Castagonli, 2002). The findings
showed that chronic tobacco smokers have substantially less monoamine
oxidase in their blood and brains than nonsmokers usually have, and, as
they quit smoking, the levels apparently rise again over time. Smokers
titrate themselves very closely as to how much they smoke. This raises
serious questions about behavioral methods aimed at smokers, such as
having them roll their own cigarettes to reduce consumption. Asking
them to smoke unknown amounts of tobacco, after rolling them, intro-
duces new problems. The most basic question Crawford raised relates to
the ethics of introducing smokers to a new method of smoking.

Many individuals have given up smoking only to find that later, some-
times years and years afterward they find themselves lighting up a cigarette
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upon the slightest provocation. The therapist who treats smoking is con-
fronted with a patient whose compulsive habit is strongly reinforced and
the cessation of which results in tension, anxiety, pain, and initial weight
gain as protein lipase metabolism readjusts. The slightest relapse typically
results in a full-scale reinstatement of the smoking behavior.

Several approaches have been devised, generally built on the principle
of reframing one’s commitment to health and living. The literature has
become voluminous. Nearly every technique described has been able to
report results with varying percentages of success, most often ranging
from 20% to claims of more than 90% in terms of curbing the habit
(Green, 2004) . However, follow-up studies have shown a great deal of
recidivism as a substantial number of the new abstainers, when finding
themselves in smoke-filled company and beset with feelings of tension, are
seduced into resumption of the habit.

An evaluation of hypnosis as an empirically supported clinical inter-
vention (Lynn, Kirsch, Barabasz, Cardena, & Patterson, 2000) concluded
that hypnotic procedures are very cost-effective and have earned a place
among entry-level treatments in stepped-care approaches that begin with
the least costly and least time-consuming interventions. Studies of hypno-
sis for smoking cessation intended to demonstrate the specificity of hyp-
notic procedures and move hypnosis into the arena of empirically
supported treatments must make greater efforts to include biochemical
measures of abstinence beyond patient self-reports (such as cotinine test-
ing). Nontheless, Green and Lynn (2000) concluded that hypnotic inter-
ventions generally yield higher rates of abstinence relative to waiting-list
and no-treatment control conditions.

In perhaps one of the most innovative approaches to dealing with the
problem of smoking, H. Spiegel (1970) described a single session
approach, which offers some patients the opportunity to place their prob-
lem in a new perspective. The method has been refined as described by H.
Spiegel and D. Spiegel (1978) and more recently by H. Spiegel and D. Spie-
gel (2004). Once the patient has been assessed for hypnotizability and
induced into a hypnotic state using the 

 

Hypnotic Induction Profile

 

 (HIP;
discussed in chapter 4) he or she is exposed to deepening techniques and
asked to concentrate on three basic points:

1. For your body, smoking is a poison. You are composed of a number
of components, the most important of which is your body. Smoking
is not so much a poison for you as it is for your body.

2. You cannot live without your body; your body is a precious physical
plant through which you experience life.
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3. To the extent that you want to live, you owe your body respect and
protection. This is your own way of acknowledging the fragile, pre-
cious nature of you body and, at the same time, your way of seeing
yourself as your body’s keeper. You are in truth your body’s keeper.
When you make this commitment to respect your body, you have
within you the power to smoke your last cigarette.

The three suggestions are repeated and elaborated on while the
patient remains in hypnosis. Self-hypnosis is then taught so that the
points can be reinforced. The patient is instructed to use self-hypnosis
typically 3 to 10 times a day. The initial research (H. Spiegel, 1970)
reported that, out of a group of 615 patients, 271 returned a question-
naire at a 6-month follow-up. A total of 120 “hard core” smokers had
stopped for at least 6 months, and 120 additional smokers had reduced
their smoking significantly.

The Spiegels (H. Spiegel & D. Spiegel, 2004) recognized that a more
intensive or extensive therapeutic input would result in a higher percent-
age of responders. They also noted that a more prolonged or involved
treatment might better be selected for those patients who are more com-
mitted to stopping smoking. The point of their single-session approach is
simply maximum therapeutic response with a minimum of time and cost
involved. However, subsequent sessions are recognized to be helpful at
varying intervals following the initial cognitive restructuring that takes
place as a result of the hypnotic suggestions. This is a simple technique
requiring minimum time and minimal cost which can be employed widely
to help the greatest number of patients. Clearly, others are likely to benefit
from more involved treatment, whereas some will remain unresponsive to
any approach. The procedure, although outwardly a simple matter of
application of the protocol provided, has been shown to be far more effi-
cacious when used by experienced clinicians versus beginners in hypnosis
(A. Barabasz, Baer, Sheehan, & M. Barabasz, 1986).

An examination of several studies of hypnosis for smoking cessation
reveals that experienced clinicians in an outpatient practice environment
(e.g., see Barabasz et al., 1986; Elkins & Hasanrajab, 2004; H. Spiegel &. D.
Spiegel, 2004; H. Watkins, 1976) report consistently and relatively higher
abstinence rates than those generated from university labs using protocols
that are typically administered by inexperienced students or university
instructors that have produced far less-startling results. This anomaly in
the literature may be responsible, in combination with lack of emphasis on
an adequate number of sessions or establishment of an appropriate clinical
relationship, for what is reported by some as “mixed results.”
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Curiously, only one study appears to have addressed these issues
directly. A. Barabasz et al. (1986) obtained clinical follow-up data from
307 clients over a 36-month follow-up of hypnosis and restricted envi-
ronmental stimulation therapy for smoking. Clinician experience level,
contact time, and procedural thoroughness varied in six alternative
experimental hypnotic intervention conditions for smoking cessation. A
seventh intervention combined hypnosis with restricted environmental
stimulation therapy where patients spent one to one and half hours in a
recliner under sound- and light-free conditions with low-level white
noise provided as background before administration of the hypnotic
induction protocol.

The major findings of the research showed positive treatment outcomes
to be related to greater hypnotizability, as measured by the 

 

Stanford Hyp-
notic Clinical Scale

 

, greater absorption, greater therapist experience level,
more extensive procedural thoroughness, and greater client-therapist con-
tact time. The least-effective intervention (4% abstinence at only 4 months
follow-up) involved predoctoral psychology intern trainees using a single-
session approach. Experienced clinicians, with a minimum of 6,000 hyp-
notic inductions over many years, produced abstinence rates typically in
the 30% to 36% range at long-term follow-up (18 months) whether the
hypnotic suggestions were administered in a group setting or individually.
Typically, the process involved no more than two sessions, an initial evalu-
ation and hypnotizability testing taking approximately 90 minutes fol-
lowed by a second 90-minute session involving further experience with
hypnosis and suggestions for smoking cessation. Given that the inexperi-
enced interns produced a mere 4% abstinence rate at only 4 months, it is
remarkable that experienced clinicians who, for one reason or another,
only saw their clients for the initial evaluation orientation without hypno-
sis for smoking, produced a 6% abstinence rate.

Since the A. Barabasz et al. (1986) study, my (A.F.B.) practice has been
refined by adding additional tailored hypnotic inductions, deepening, and
suggestions tailored to each patient. Patients prepay for a three- to five-ses-
sion course of treatment (a total of about 5 hours) to be completed within
a 10-day period. Psychological evaluation, smoking history, and hypnotiz-
ability data as well as an introduction to hypnotic phenomena occur in the
first session. The second session emphasizes the client’s commitment to
protect his or her own body from harm using the H. Spiegel and D. Spiegel
(2004) procedure. Hypnotic suggestions, after emphasis on deepening, are
carefully tailored to individual clients based on their smoking history and
nature of their responsiveness to hypnosis. Subsequent sessions tailor the
hypnotic induction to the specific client to achieve maximal hypnotic
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depth and responsiveness. Considerable effort is made to ensure that the
teaching of self-hypnosis, as described by the Spiegels, is not perceived as a
ploy to shift the responsibility for treatment success from the doctor to the
patient. Telephone follow-ups are conducted frequently between visits,
and the information obtained in those follow-ups and in subsequent ses-
sions is used to refine the induction and additional tailored hypnotic sug-
gestions. To verify abstinence reported by patients, therapists have found
that one technique that is helpful is the employment of a cotinine

 

 

 

saliva
test. This has been abandoned in my (A.F.B.) practice in recent years,
because fewer than 1% of the clients seen were deceptive in their reports of
abstinence from smoking. The typical abstinence from smoking rate,
maintained at 12- to 18-month follow-ups, is 45% to 48%.

H. Watkins (1976) described an individualized approach involving 5
weekly sessions. The initial success rate was reported as 78% with 67%
still reporting smoking cessation after 6 months. As in the A. Barabasz et
al. (1986) approach, an initial smoking history aimed at the client’s rea-
son for smoking and for stopping and the feelings derived from smoking
is obtained. Hypnosis was tailored on the basis of Barabasz’s analysis of
the patient’s motivations, a series of three suggestions and two visual
images were selected from a file of standard protocols. A “concentration-
relaxation” induction technique was used, and the patient was presented
with a selected suggestion and a visual image during the second and
third sessions. An example of a case tailored to the specific patient in
question follows:

1.

 

Relaxation suggestion

 

. “You tell me that smoking calms your nerves,
that it is relaxing and settles you down, but what’s so good about a
cigarette that shortens your breathe and gives you a dry, cottony
feeling in your mouth? A cigarette may seem relaxing because you
pause to reach for a cigarette, remove it from the pack, light it, and
take a deep inhalation. It gives you a tension-free relaxing moment.
But there are other ways to get the same effect, the same relaxing
moment. I am going to teach you to substitute a way to get the same
effect, by taking a deep breathe in, letting it out slowly, and telling
yourself to relax. Do that now—take a deep breath. Breathe in, let it
out slowly, and tell yourself to relax.”

2.

 

Victory suggestion.

 

 “You tell me you want to feel a sense of victory
over your smoking habit, a sense of willpower and self-control—a
feeling of winning over this vice. You can have that a feeling by
doing the following: Every time you pick up a pack of cigarettes
and put that pack down again, this feeling of victory will come
over you. You will feel good and strong. It’s like winning one battle
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after another. Each time you repeat this behavior of saying ‘No’ to
a cigarette, either in fantasy or in reality, you will be winning one
battle after another until the final victory—the victory over your
smoking habit.”

The good feeling one derives from putting down the pack is the immediate
reinforcement. This tends to increase the future probability of actually
having put down the pack without smoking.

3.

 

Anger suggestion.

 

 “You tell me that you smoke to put a damper on
your anger and frustration; you can see smoking is one way to han-
dle anger, but you and I know that smoking is no solution to this
problem. Smoking ends up hurting you physically, and it cannot
discharge or control your feelings. If you are angry with someone,
express those feelings in a constructive way. If this is not appropri-
ate, then release that anger energy through exercise, or beating a pil-
low, or imagine you have a small rubber ball on your hand and
knead it as you would dough. Try that now. Just imagine there is a
soft rubber ball in your hand and squeeze it; keep working the ball
until your hand is tired.”

4.

 

Cost imagery.

 

 “Cigarettes are [insert current cost] a pack. You tell me
that you smoke up to two packs a day. That means you must pay at
least [insert the dollar amount] a day for cigarettes. Multiply that
[insert amount] by 7 and the result is [insert the total for a week]
per week. If you multiply [insert number of dollars per day by the
number of days in a year], then the total amount you are paying for
cigarettes a year is [insert the total amount], and what for? For a
habit that makes you miserable, a habit that destroys your health.
Wouldn’t you like to use the money for something else—for some-
thing that would make you happy instead of miserable? If you stop
smoking, you deserve to spend the money you save by buying some-
thing that wouldn’t go up in smoke. Think now of what you would
like to buy with the [insert the amount of money for the total year]
you would save in a year’s time, something, perhaps, that you have
always wanted but felt was too much of a luxury. In your imagina-
tion right now, buy this item and experience using it. Feel the plea-
sure while I am silent for a minute.”

Using this imagery, Helen Watkins motivated clients by picturing a desir-
able, long-term goal that they could commit to. She suggested to the cli-
ents that, after arousal from hypnosis, the money that is not spent on
cigarettes can be saved in a glass jar or a special container and the clients
could watch it accumulate daily.
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5.

 

Day of not smoking.

 

 “Imagine that the day has come that you no
longer smoke. You are walking across to this building. The air is
fresh, the sun is shining, and it is a beautiful day. You woke up this
morning feeling good about yourself and your world; you like the
way you are handling your life. For one thing, the feeling of being a
slave to a cigarette no longer haunts you. You are in control, not the
cigarette. You have more energy. Your throat is clear, and you know
your lungs are clearing. You feel great, and the more you think about
how good you feel, the more energetic your steps become. Continue
walking now while I am silent for a minute.”

Additional hypnotic suggestions are constructed within a concept of
“excuse for a break,” then “socialization” (showing that cigarettes interfere
with socialization and separate the person from others). Visual images can
involve the aversive experience to tobacco smell on clothes. A particularly
effective hypnotic image is a “hospital scene,” in which the doctor is saying
some years later, “I can’t do much for you now; I told you years ago you
should stop smoking. All I can do now is give you medication for tempo-
rary relief before you die of heart and lung failure. I’m sorry, it’s all we can
do now. If only you had quit when you had the chance.”

Next, the patient is taught self-hypnosis to practice the suggestions and
visual images alone during the last two weeks between treatment sessions.
An important part of this approach is the therapist’s insistence at the end
of the second session that the patient phone each day for one week and
report success or failure. No scolding or praise is administered, simply an
acceptance of the report; but if the patient fails to call, the therapist calls
the patient on that same day. H. Watkins (1976) noted that the greatest
difficulty in smoking cessation is for those individuals who use smoking to
dampen feelings of anger to quit.

Given Holroyd’s (1980) conclusion that the likelihood of success for
hypnosis in the treatment of tobacco dependency is when four criteria are
met (more than one session, tailored hypnotic suggestions, adjunctive
treatment and follow-up, and an intense interpersonal relationship), the
excellent success reported by H. Watkins is understandable.

Perhaps recognizing the success rates obtained with H. Spiegel and D.
Spiegel’s (1978) approach and the advantages of adding at least one addi-
tional separate session (A. Barabasz et al., 1986) in terms of cost-effective-
ness versus H. Watkins’s (1976) 5-week treatment program, Elkins and
Hasanrajab (2004) developed a cost-conscious three-session intervention.
Their preliminary data is based on a sample of 30 smokers enrolled in a
health maintenance organization who are referred by their primary care
physician for smoking cessation. The sample, with an average age of 47
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years and an average number of 26 years smoking approximates the “hard-
core” smokers treated in the studies by the Spiegel’s and A. Barabasz et al.
This contrasts with the less-developed habit characteristic of the univer-
sity-community population treated by Helen Watkins.

The Elkins and Hasanrajab (2004) treatment protocol of three sessions
begins with an initial evaluation without hypnosis. Sessions 2 and 3
involve tailored (individually adapted) hypnotic suggestions and emphasis
on individualizing the therapeutic relationship with each patient, as is
characteristic of the work of the H. Watkins protocol. To reinforce the
face-to-face sessions therapists provide patients with a cassette tape
recording of the hypnotic induction, which includes the direct hypnotic
suggestions for relaxation and feelings of comfort. The three sessions were
scheduled biweekly.

The first session included a history of the patient’s smoking and previ-
ous attempts to quit and a mental status and psychopathology assessment.
The session also included a discussion of the addictive aspects of nicotine
and the relationship between stress and cigarette smoking. Patients were
also asked to select a date to stop smoking, to discard all tobacco products,
and to return for hypnosis treatment on the stop-smoking date. An assess-
ment was made of the patient’s social support and the patient was intro-
duced  to  hy pnos i s ,  emphas iz ing  a  debunking  o f  my ths  and
misconceptions. The primary purpose of this session is to develop rapport
and a positive relationship before completing a hypnotic induction for
smoking cessation.

In the second session, patients participated in the 25-minute hypnotic
session with hypnotic suggestions aimed at relaxation and comfort as well as
deepening, absorption, a commitment to stop smoking, decreased craving
for nicotine, tailored posthypnotic suggestions, and practice of self-hypno-
sis. Patients were also asked to visualize positive benefits of smoking cessa-
tion. All inductions include emphasis on a dissociation from potential
cravings and using a floating image. Posthypnotic suggestions also empha-
sized to the patient to not eating excessively and that the patient would find
an appropriate amount of food to be satisfying. This procedure must be
regarded as in its infancy, but the results are encouraging. Eighty-one per-
cent of patients reported they had stopped smoking, and 48% reported
abstinence at 12-months posttreatment. Furthermore, nearly all the patients
(95%) indicated they were satisfied with the treatment they received.

Shirley Sanders (1977), another highly experienced clinician, described
an approach that is perhaps as intriguing as that of the Spiegels’. Her
patients were hypnotized as a group after first brainstorming to produce as
many reasons as possible for becoming a nonsmoker. Then, after induc-
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tion of hypnosis and deepening, patients were “time progressed” into the
future to picture themselves as nonsmokers. Imagery and hypnotic dreams
tailored from the brainstorming sessions were used to develop the hyp-
notic suggestions. This was followed by relaxation practice through self-
hypnosis. Sanders reported that 84% were nonsmokers by the fourth ses-
sion and 68% remained so after 10 months.

 

Nail Biting

 

Some individuals acquire and maintain the oral habit of nail biting. In one
of the most thorough analytically oriented reviews of literature, Grue-
newald (1965, pp. 210–215) noted that different writers have attributed
nail biting to “an ego-integrative search for homeostatic equilibrium
through motor channels,” “a substitute activity for the release of hostile
conflict libidinal needs,” “a discharge of oral-aggressive impulses,” “a self-
mutilation including both indulgence and punishment,” “a depression
equivalent in the form of a partial attenuated suicide,” “a guilt expiating
device with an element of restitution (i.e., nails grow back),” and “a hyster-
ical conversion symptom and a masturbation equivalent.”

Regardless of its etiology, patients seldom seek long, intensive, psycho-
analytic treatments for it, because it is not usually regarded as seriously
incapacitating. The case discussed by Gruenewald (1965) reveals that the
patient’s symptoms were tied to a deep-seated impairment of self-concept
and was psychodynamically related to very early childhood conflicts, per-
haps stemming from a disruption of developmental attachments. The
patient did eventually resolve her nail-biting habit, but the hypnotic sug-
gestions for its cessation were only effective after resolution of inner con-
flicts using complex hypnoanalytic techniques.

Crasilneck and Hall (1985) explored the dynamic meaning of nail bit-
ing with the child. He or she is simply asked to comment on which finger-
nail needs biting most. “How much? At what time of day? How much
blood is needed to taste it, just a little or a lot?” Using their psychodynamic
orientation, the hypnotic intervention is intended to simply to draw atten-
tion to the habit as follows: “You will no longer wish, nor desire, to con-
tinue this outgrown, unwanted habit that injures your hands and
embarrasses you before your family and friends. As you begin to discon-
tinue the habit of biting your nails, you will feel a sense of well-being and
self approval.” (Younger children are instead told, “You’ll just feel good
inside about yourself.”)

My (A.F.B.) approach is based on Erickson (1958), where, in hypnosis,
the child is told how useful it would be to have just one nail not bitten off.
Hypnotic encouragement to bite the others even more to make up for it is
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provided. Once one nail has been allowed to grow, I describe using light
hypnosis, “How lonely that nail must be. Could you let it have a friend?”
This procedure is carried out gradually over several sessions and is, there-
fore, suitable only for severe cases after other brief methods have failed.

 

Weight Reduction and Obesity

 

In the early 1970s, doctors Ken Cooper (1970) and Covert Bailey (1991)
started the fitness booms with their respective famous books 

 

New Aerobics

 

and 

 

Fit or Fat

 

. The fitness boom lasted from the 1970s to about the 1980s.
Today, many Americans suffer from obesity. According to the Centers for
Disease Control and Prevention more than 60% of Americans are obese.
Adult-onset Type 2 diabetes is up 39% from 1990 to 1999. Currently, 25%
of Americans get no exercise at all, and this increases to 34% for those ages
50 and older. Few Americans consume even the basic minimum of recom-
mended healthy foods. The resultant harm to our biological systems and
the cost of disease care is now pandemic (Hatfield, 2000).

It seems that the majority of American adults have nearly all at one time
or another been involved in some form of dieting. The inevitable has been
a resumption of old eating habits and a loss of lean body mass. Diet with-
out exercise is physiologically disastrous in the long run. For example, let
us take a hypothetical person, Mr. Smith, who is 200 pounds, with 30%
body fat; that equates to 140 pounds of lean body mass (water, bone, mus-
cle). He may be a relatively healthy fat man. He sees his family physician
who looks at a chart and says, “Mr. Smith, you have to lose weight.” So Mr.
Smith involves himself in a dieting program, either one he has read about
or perhaps a costly program such as Weight Watchers, Nutra-Sytems, or
Physician’s Fat Loss Clinic. Religiously following the diet program, Mr.
Smith manages to reduce his weight to 160 pounds. He, is however, still
30% body fat, meaning he now has only 112 pounds of lean body mass.
Mr. Smith is now a small, sick fat man, so he eats and eats. Now, once he
has returned to his 200 pounds or perhaps more, which is the norm, he
now is 35% body fat; that is, 130 pounds of lean body mass.

What does this mean? It means that he must eat less, just to maintain
the weight that he had before all that dieting. The yo-yo cycle goes on and
on and this is why some people who are enormously fat are actually telling
the truth when they say they eat very little. The more a person diets with-
out proper exercise, the more the yo-yo cycle goes on.

For the reasons we discussed previously, to be ethical and responsible in
our use of hypnosis for weight loss, we must focus on creating a new phi-
losophy of life, a new commitment toward one’s body and health. Hypno-
sis that focuses on diet plus cardiovascular training such as walking or
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using a treadmill or perhaps even jogging, plus resistance training (ideally
with weights) allows a person to eat more at a reduced body weight. The
point is that the person, by gaining muscle, which is normally lost because
of the aging process, is able to maintain a higher level of health and a
higher caloric intake, without becoming obese.

Muscle mass is absolutely critical to maintaining quality-of-life youth-
fulness and vigor. People who lose a lot of muscle mass during standard
diet weight loss programs lose fitness. They cannot do much physically so
their performance declines whether it be skiing, playing golf, gardening, or
even just carrying the groceries. Muscle mass is also critical to bone health.
Women in particular lose bone mass with age (osteoporosis). Muscle mass
is also critical to body temperature control because muscle holds a lot of
water it is essential for temperature regulation. Loss of muscle robs the
body of precious water stores. Therefore, a person has more trouble regu-
lating heat and suffers a decrease in blood volume, which decreases endur-
ance. When using hypnosis to reduce a persons weight and increase their
fitness level, we must recognize that one lowers their metabolic rate when
they lose weight. Muscle mass maintenance helps a great deal but it is still
not enough in the short term. In the long term, the natural link between
muscle mass and metabolic rate reestablishes itself. Once a client increases
lean mass by building muscle, metabolism also increases. That means they
can eat more.

Vigorous resistance training, which can be facilitated when encouraged
with a hypnotic protocol, increases lean body mass. Fat-loss efforts are
considerably enhanced and longer lasting and this is why dieting alone or
dieting with only aerobic exercise is simply not the answer. It is essential
that the client understand that the more muscle he or she has the greater
their metabolic rate. Muscle is the best way to stroke the metabolic fire and
to keep tissue active. Hypnosis should also be aimed at teaching the person
to eat five to seven small meals per day rather than the usual three squares.
This keeps one from going into fat storage mode, which begins to occur
for most people at about 3 hours after their last meal.

Weight loss clients should be taught that they need to outsmart their
evolutionary control center. That is, if they satisfy their liver approxi-
mately every 3 hours with a small meal they should never get hungry.
They should never allow themselves to get thirsty. The quickest way to
develop a bloated look is to restrict your water intake. Your body simply
thinks it has been placed in the desert and tries to hold on to every bit of
water it can. It is also essential that clients understand that before exercise
they should eat. Clients should be encouraged, in hypnosis, to “keep your
tanks full, without adding fat.” But to remember that if they overfill on
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carbohydrates, the carbs are stored as fat. Increased carbohydrate diets
simply become high-fat diets. The popular “food pyramid” is a license for
overfilling on carbs. The food pyramid is a wonderful way to fatten up
cattle in the feedlot and one of the reasons behind the creation of obesity
in the United States. The problem is that high-fat storage is associated
with increased insulin response and even more fat storage. If our carbo-
hydrate stores run out, we then must rely on protein and fat for energy,
which is simply not efficient for high-intensity work or even for keeping
one’s mind active while attempting to study or do other sedentary brain-
intensive tasks.

Loss of lean body mass also decreases metabolic rate. When blood-
sugar levels drop, we crave high-energy foods and then tend to overfill,
thus creating a very vicious cycle. These factors should be borne in mind
when therapists construct tailored hypnotic inductions for their patients.

Hypnosis has considerable scientific support for its effectiveness with
weight loss. The review of hypnosis as clinical intervention (Lynn et al.,
2000) presented evidence that hypnotic procedures have received a great
deal of empirical attention in many areas, comparable to, if not exceed-
ing, the attention lavished on some of the most rigorously researched
psychotherapies.

The powerful meta-analysis statistical technique permits a direct com-
parison of  treatment outcomes that span diverse methodological
approaches and interventions. Perhaps producing one of the most fre-
quently cited meta-analyses, Kirsch, Montgomery, and Sapirstein (1995)
evaluated hypnosis as an adjunct to cognitive-behavioral psychotherapy.
The results indicated that hypnosis can be a useful adjunct to cognitive-
behavior therapy for a wide variety of problems but is particularly so
(Kirsch, 1996) in the treatment of obesity. Most important is the finding
across many studies showing that hypnosis helps sustain long-term weight
loss. This is important, given that nearly all obese individuals who lose
weight in nonhypnotic treatments quickly regain it (Stunkard, 1972). The
findings of the meta-analyses were so strong as to suggest that training in
hypnosis should be included routinely as part of clinical training in cogni-
tive-behavioral therapy. The average patient receiving hypnosis was better
off at the end of treatment and in the long term than 75% of clients receiv-
ing the identical therapy without hypnosis. 

M. Barabasz and D. Spiegel (1989) tested the effects of hypnosis for
weight control. Hypnotizability was assessed with the 

 

Stanford Hypnotic
Susceptibility Scale,

 

 Form C. Forty-five participants completed the study
with experimenters who were masked with respect to hypnotizability
scores. Participants exposed to a simple self-management technique and to
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the H. Spiegel and D. Spiegel (1978) hypnosis intervention modified to
include specific food aversion, lost significantly more weight at a 3-month
follow-up than did participants exposed only to the self-management treat-
ment or control condition. The specificity of hypnosis in the program was
supported by a significant correlation between weight loss and hypnotizabil-
ity scores. Participants perceived all treatment groups as active interventions.

H. Watkins (personal communication to J. Watkins in 1979; see J. Wat-
kins, 1987) emphasized the use of hypnosis in groups. After ensuring that
each participant was in a hypnotic state, she suggested that they visualize
two tables of food. On the first table are all the rich foods that are high in
calories, high fats, and carbohydrates. As they see these foods, she asked
the participants to recognize that they could feel a complete lack of interest
and a desire to turn away. They then look at another table, filled with sal-
ads, cottage cheese, high protein items, fresh vegetables, and low-calorie
foods, and at once, they feel very hungry. Their mouths begin to water,
and they begin to see and think about how good it is to eat these foods. In
this approach, aversive factors are minimized and positive images of enjoy-
able eating are suggested.

H. Spiegel and D. Spiegel (2004) adapted the procedure they use for
smoking in their treatment of eating disorders. The intervention generally
takes place in one or two sessions if patients exceed their normal weight by
less than 15% percent. Regular therapy sessions are scheduled for patients
who weigh in excess of this limit. After taking a brief psychological history,
the hypnotic induction profile is explained to the patient and adminis-
tered. The patient is also taught an exercise in self-hypnosis, which empha-
sizes the concept of eating with respect for his or her body. Once the
hypnotic state is ensured, the patient is instructed to choose a varied diet,
which can include a high-vegetable day, or a high-protein day, or even a
liquid day. They emphasized that the major issue is that of the total calo-
ries taken in in relation to physical activity, rather than blindly following
some specific formulated diet plan. Their point is to get the person to
change the relationship to his or her body and realize that fighting calories
is simply too narrow a focus. They also emphasized that the patient accept
responsibility for his or her own eating behavior. They pointed out that far
too many people blame their eating on their parents, boyfriend, girlfriend,
the mayor, or even the phase of the moon. While in hypnosis, the absur-
dity of this notion is emphasized, and the patient is told that there is noth-
ing for which one is more clearly 100% responsible for than one’s own
eating behavior.

The final major point is that as people prepare for normal weight while
losing weight, it is mandatory that they reacquaint themselves with the body
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so that they can prepare to meet the new body at a normal weight and real-
ize that this will be like meeting a long-lost friend. Preparing patients to
meet their bodies at a normal weight prevents creating the feeling of being a
“stranger” in the body, which is thought to make it more likely for patients
to resume the previous self-destructive overeating behavior.

Patients are encouraged to eat like a gourmet who pays full attention to
every swallow. In this way, there is total involvement and much more ful-
fillment with each swallow. They note that gourmets are typically of nor-
mal weight or underweight. The same basic self-hypnosis procedure used
for smoking cessation is employed for overeating: (a) “For my body, over-
eating is a poison,” (b) “I need my body to live,” and (c) “I owe my body
this respect and protection.”

The procedure developed by Arreed Barabasz is more holistic and com-
prehensive. It involves training and education in exercise science as well as
nutrition to produce a lifelong fitness and ideal body fat-muscle mass
ratios. Patients are taught in hypnosis to reverse the normal muscle loss
that occurs with aging to “stoke the metabolic fire, keep tissue active, and
make it possible to eat substantial amounts of food while maintaining
extremely low body fat levels and high levels of fitness in both strength and
endurance.” Alert and active alert hypnotic inductions are used to ease fit-
ness-training perceptions of excursion while aiding the levels of excursion
that are necessary to create muscle hypertrophy. The additional specific
hypnotic suggestions administered after assessment and induction of the
hypnotic state were inspired by the work of the Spiegels. Both moderate
and light levels of hypnotic depth are employed before the following sug-
gestions are administered:

1. When you choose a lifestyle of true fitness and fat loss, you have
made the choice of a lifelong commitment to health and the happi-
ness it makes possible.

2. Your body is a precious physical plant that you need to live. You
wouldn’t think of putting kerosene into the gas tank of your car or
for that matter even using regular gas in an engine designed for high
test; these are the same choices you make every day in fueling your
precious body.

3. If you accept yourself, you will always feel good about yourself when
fueling your body properly.

4. This lifelong commitment is a special agreement you have with your
body to love and protect it from harm and thus at the same time
counteract many symptoms of aging which are actually signs of ill-
ness. These are preventable in a large part by your own commitment
to fitness and proper body fueling.
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The hypnotic suggestions are repeated by clients in a self-hypnosis pro-
tocol tailored to their hypnotic talents before each of the five to seven
small meals that they have each day. In the office sessions, patients learn
about the issues that must be considered when making eating and fitness
choices each day. Once a light to moderate state of hypnosis has been
induced the patient is instructed:

As the ancient Greek philosopher Aristotle recognized, a virtuous
person is one who recognizes that excellence is destroyed by defi-
ciency or excess. Moderation is the key to achieving the highest
human potential or areté. Modern science relating to nutrition
and exercise makes it possible today for almost any normal per-
son to build a body worthy of comparison to the ancient Greek
gods. The key is simply a moderate and continuous approach to
energy intake. Always satisfy your liver every 2 and a half to 3 and
a half hours. A typical male’s liver holds 400 calories, while a
female holds about 300 calories. The maximum number of calo-
ries to be taken at any one time then should not exceed 800 for
males or 600 females to avoid fat storage. By eating at those fre-
quent intervals, you will never run out of liver stores of energy. In
so doing your body continues at its ideal metabolic rate rather
than believing it has been sent off to some land of famine where
every calorie must be held to stay alive. (This weight-loss pro-
gram is being taught to physicians and psychologists worldwide
by the first author (A.F.B.)

The general ineffectiveness of cognitive explanations and reasoning to
patients is quite well-known by therapists. Usually such explanations are
brushed off, rapidly forgotten, and prove quite ineffective in the face of a
patient’s strong emotional needs and unconscious motivations. However,
the inculcating of such material in a hypnotic state can have more effect
than simple conscious, intellectual arguments no matter how well rea-
soned they maybe. A person’s maladaptive resistances are usually lowered
in hypnosis, and the possibility of significantly imprinting new and more
constructive attitudes in patients appears better. I (J.G.W.) have done
much with “dynamic education” of patients in hypnosis regarding their
underlying motivations and conflicts, and I consistently noted that the
results were more significant than when the same material was presented
to the fully conscious, alert participant. This is precisely why Barabasz’
program is so effective when combined with fitness training.
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Substance Abuse

 

Despite intense counseling, education programs such as Just Say No,
D.A.R.E., and law enforcement efforts, the core of sensation seekers contin-
ues to use drugs (Meddis, 1994). Decades ago, attempts were made to use
hypnosis to recreate the cognitive-affective characteristics of drug-induced
states (Barber, 1970; Bauman, 1970; Tart, 1969; Ulett, Akpainar, Itil, &
Fakuda, 1971). These pioneering efforts relied only on self-report and failed
to measure hypnotizability and provide accepted experimental control con-
ditions. As A. Barabasz and M. Barabasz (1992) noted, little can be said
about the specificity of hypnosis in a clinical intervention if hypnotizability
is not measured. Research conducted at Washington State University
brought experimental controls to this area of study to shed light on the
potential utility of hypnosis as a safe drug-state alternative that might be
useful for clinicians involved in treating sensation-seeking patients.

Nishith, A. Barabasz, M. Barabasz, and Warner (1999) stringently
selected individuals for high and low hypnotizability based on testing by
the 

 

Harvard Group Scale of Hypnotic Susceptibility

 

, Form A (Shor & Orne,
1962) and the 

 

Stanford Hypnotic Susceptibility Scale

 

, Form C (Weitzenhof-
fer & Hilgard, 1962). The 20 high-hypnotizable participants and 20 low-
hypnotizable participants were also matched for age and gender.

The study first compared the effects of alparazolam (Xanax) and a pla-
cebo identical in appearance on mood state and EEG brain activity. Partic-
ipants who experienced the true alparazolam condition were invited to
participate in the second research stage, which investigated the effects of
hypnosis with a suggestion to recreate the alparazolam effect on mood
state and EEG. The hypnotic suggestion used to recreate the alparazolam
effects was derived from participant-reported experiences of alparazolam
in the first part of the study. Participants were also exposed to a hypnosis-
only condition to determine if the effects of suggestion with hypnosis were
greater than the relaxation effects of hypnosis alone. Our aim was to deter-
mine whether a simple hypnotic induction with an alparazolam experi-
ence derived suggestion would recreate the subjective effects of
alparazolam and determine whether the effects of alparazolam are greater
than the effects of hypnosis plus the suggestion, and whether the effects of
hypnosis plus the suggestion were greater than the relaxation effects pro-
duced by hypnosis alone. We also tested the EEG correlates of alpara-
zolam, placebo, waking, and hypnotic conditions. After induction and
deepening, the hypnotic suggestion was as follows:

All right then … your state of hypnosis makes it possible to fully
recreate the pleasant state you experienced the other day with
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Xanax. Now imagine you are taking a large dose of Xanax, twice as
much as you took in the previous experiment. This is the best pos-
sible dose you can take. You can feel its effects spread throughout
your body. You will have a nice and light feeling, like you floating
and looking down on yourself … you will feel a warm glow inside
of you, and it feels really nice … really good. … Now go ahead and
experience these warm and pleasant sensations until I speak to you
again in a few minutes. You will feel just as you did the other day
when you took the pills but even more so. (Pause about one
minute, confirm the effect of the hypnotic suggestion by asking,
“Do you feel it?” The patient will say yes or nod. Then say, “It will
get even better.”)

Participants exposed to the hypnosis-plus–hypnotic-suggestion condi-
tion demonstrated significantly greater levels of relaxation as measured by
the tension-anxiety scale of the profile of mood states (Eichman &
Umstead, 1971) than in the alparazolam condition or the hypnosis-only
condition. The high-hypnotizable participants showed significantly
greater levels of relaxation than the low-hypnotizable participants in all
three conditions (hypnosis plus suggestion, hypnosis only, alparazolam
only). The EEG findings showed frontal and occipital areas of the brain
were specifically involved in both the alparazolam and the hypnotic sug-
gestion conditions. This controlled study suggests that hypnosis can be
useful as a substitute for at least sedative (benzodiazopines) drug use.

Cocaine addiction is generally considered to be far more serious than
addiction to benzodiazopines as in the study we discussed previously. Page
and Handley (1993) presented an unusual case in which hypnosis was
completely successful in overcoming a $500.00 (5 grams) per day cocaine
addiction. The patient was in her mid-20s and had been heavily addicted
for 6 months before acquiring a commercial hypnotic weight-control tape
that she used successfully to stop smoking by mentally substituting the
word 

 

smoking 

 

for 

 

eating.

 

 She also used the tape to bring her down from
her cocaine high to allow her to fall asleep. Eight months into her cocaine
addiction, she decided to use the tape in an attempt to overcome cocaine
use. For a period of 4 months she listened to the tape 3 times a day, men-
tally substituting the word 

 

coke

 

 for 

 

eating.

 

 Her addiction was completely
broken and she established a drug-free history for a follow-up period of 9
years. The authors noted that this was quite an extraordinary recovery
because hypnosis was the only intervention and there was no support net-
work of any kind beyond the hypnosis tape available to her.
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Ludwig, Lyle, and Miller (1964) at the U.S. Public Health Service Hos-
pital in Lexington, Kentucky, used a teaching in hypnosis method for
groups of 6 to 10 patients. Hypnosis was induced by “the method of high
eye-fixation while making continual suggestions for tiredness, relaxation,
drowsiness, and sleep.” While in hypnosis, patients were then given “edu-
cational talks” in which drug addiction was explained to them, and inspi-
rational hypnotic suggestions designed to enhance self-confidence, and
encouragement to live up to their potentialities were also provided. The
evils of taking that first shot of drugs were emphasized. Hypnotic sugges-
tions were also provided to increase group cohesiveness. The procedure
was exceptionally successful. However, attempts to use hypnosis to have
patients mentally return to a time in their lives when they were leading a
happy drug-free existences were unsuccessful with all but a few patients.

One technique was viewed by Ludwig et al. (1964) as particularly
potent. Patients were told that they would feel a branding iron that “was
becoming red hot” and they would soon be branding their brains with
words, “I must never take the first shot of drugs.” The concept is that of
planting a very vivid and powerful hypnotic suggestion under what must
have been an emotional experience for the patient. The branding-iron
technique was also reported to have a great deal of appeal to drug-addicted
patients. Perhaps the strong, authoritative approach was much more effec-
tive than a permissive, analytic one because of the kind of dependant per-
sonalities typical of drug addicts.

Ludwig et al. (1964) also tested the ability of hypnosis to influence drug
symptoms and withdrawal symptoms. They reported success with 11 par-
ticipants who were patient-prisoners. They did this by regressing these
patients in hypnosis to times when they had been thrown in jail and had to
quit cold turkey. The patients reported painful symptoms as a result of this
hypnotic suggestion but not as severe as from using an actual drug. Of most
interest to therapists is that, in part of their study in which they removed
the behavioral and painful symptoms during an actual administration of
drugs and subsequent withdrawal, the physiological symptoms remained
but the psychological components were either eliminated or substantially
mitigated. Obviously, these effects are similar to those established to be
obtained by hypnotic anesthesia as discussed in previous chapters.

The use of hypnosis in drug dependence and drug addiction has
received little controlled experimental research focus. Further investiga-
tion is needed to determine the best methods to achieve the greatest possi-
ble success rates. The difficulties that adhere in hypnotically treating
alcoholism generally should be thought to apply even more so when treat-
ing drug addicts.
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Insomnia

 

There are several theories of insomnia. The most prominent suggest either
excessive physical arousal or excessive cognitive activity. Simple nonhyp-
notic solutions to getting to sleep when it is time to do so is to begin to
quite the atmosphere down around the patient. Loud music and bright
lights or excessive noise are all contraindicated if one is to settle down into
a deep, sound sleep.

A sleep-facilitating self-hypnotic induction I (A.F.B.) have found useful
in my practice begins in the office with an induction technique tailored to
the particular patient followed by the hypnotic suggestions:

You can transport yourself to a tropical island, all alone on a tropi-
cal island beside a jungle pool, which is fed by a waterfall. The pool
is so inviting and clear that you have decided to remove your cloth-
ing and to go for a swim. As you grasp this image in your mind and
are able to focus on it, let me know by raising a finger on this hand
[the nondominant hand is touched]. Now soon you will be able to
experience the pool on the island just as if really being there. [Once
the patient has lifted a finger, continue.]

Now the water in this crystal-clear pool is gently heated by volcanic
rocks, and rifts of steam lift from the surface of this clear, pure
water. You can see all the way to the bottom; it’s just the perfect
temperature for bathing. You decide to wade into this beautiful
pool’s warm, gentle massaging water. … Now just enjoy the
warmth of the water, moving up your feet into the calves of your
legs, up above your knees into your thighs. This gentle, calming,
soothing, warmth, water is relaxing your entire body. Now
immerse yourself completely and take a relaxing short swim to a
large flat rock that makes a little island almost in the middle of this
pool [for nonswimmers, indicate they can wade to this flat rock].
Now that you are up on the rock you can stretch out on it. It’s
shaped perfectly for your body from years of being worn by the
tropical waters and rains. Stretch out on the rock. You can hear the
jungle birds and you might even be able to hear the ocean waves as
they come rolling on the beach because it’s less than half a mile
away. At the same time you hear the sounds and feel the comfort of
the warm, shaped rock, you may be able to smell the beautiful,
tropical flowers surrounding your pool. The sun filters through the
palm trees. Just enjoy. [Substantial hypnotic depth is not required
for this image; even those who respond minimally to hypnosis can
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benefit from it.] Now as you enjoy your experience, the warmth,
the sound of the water, the tropical island sounds, tropical island
flower smells and earth smells, you notice that you can hear a
waterfall, and there it was all the time, at one end of this large pool,
and you decide to swim [or wade] over to this waterfall. You can sit
or stand underneath the waterfall. The warm water rushes down
over your head, massaging your body and washing away any wor-
ries, cares, ruminations. Just savor the experience and feel the infi-
nite sensations of peace, calm, tranquility. Enjoy the relaxation that
this brings to every muscle in your body. As you move away from
the waterfall you can again choose to go back to the sunny rock for
a nap, or rest by the side of the pool. The relaxation takes over all
by itself—the fresh air, the sunshine, the warm rock, the
safety—that you experience, and the soft jungle sounds are so
pleasant, so soothing, so peaceful, so calm, your whole body
relaxed, calm as you’re able to turn on the sleep switch and let
yourself go deep asleep, sleep.

Now you know that you can recapture these feelings anytime you
wish to. At night when you wish to sleep, simply practice this expe-
rience again in your mind, and whenever you do, you will go to
sleep promptly, perfectly, with ease, feeling the calm tranquility
flowing into every muscle fiber in your body, deep asleep.

 

Stentorian Snoring

 

Cotecha and Shneerson (2003) reviewed 10 surgical procedures or devices
currently available including sleep apneas. Objective evidence of the bene-
fit of these interventions is at best sparse, noting that the long-term success
of any surgical procedure “is likely to be no more than fifty percent.”

Ewin (2004) reported on a technique to deal with Stentorian snoring.
The patient, a woman in her late 50s, snored so loudly that when her fam-
ily went on vacation she had to stay in a separate hotel room. At home, she
had a separate bedroom in the back of the house. An eyes-closed eye-roll
induction was used accompanied by deep inspiration and the instruction
to hold for 5 seconds, then progressive muscle relaxation for deepening
(Ewin, 1992). The patient reportedly went into a deep trance within 3 to 5
minutes of progressive muscle relaxation deepening. She was then told,
“From now on you will find that you can let it be impossible to make that
sound no matter how hard you try. Try to do it … try again.” She took sev-
eral breaths through her nose and with her mouth open, and then with it
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closed, with no snoring sound. After alerting, she was asked to try again,
and there was no sound.

She completely stopped snoring and moved back into the bedroom
with her husband. A year later, she returned, noting she had started snor-
ing again the previous month. Upon questioning, she first insisted that
nothing of significance had occurred at that time frame but then revealed
she had strained her back and had received a muscle relaxant from her
orthopedist. The snoring returned upon her taking the medicine. The pre-
vious hypnotic session that had been successful was repeated and for the 4
remaining years of her life, her daughter who lived at home reported that
the snoring had never returned.

The concept as explained by Ewin (2004) is that a positive hypnotic
suggestion “let it be impossible” is better than a negative “won’t be able to,”
and that the verb “try” implies failure, so Ewin uses it only when he does
not want something to happen. He also believes that it introduces confu-
sion because the patient had been “trying” not to snore and that it had
never occurred to her to actually try to do it.

Oropharyngeal muscle relaxation occurring in sleep is related to snor-
ing. Obviously, these patients do not snore while awake and in conscious
control of their musculature. Hypnosis can be used to consciously create
the symptom to bring it under voluntary control. In the present case, it
may be that the muscle relaxant medication precipitated the reoccurrence
of the symptom as a significant cue. This is consistent with literature
showing that hypnosis can be highly successful in treating a variety of
muscular disorders such as dystonia (Prussack, 2002). 

 

Academic Performance

 

College students often come to their counseling centers complaining of
inability to concentrate, anxieties about examinations, and reading-speed
concerns. This is usually a result of poor study habits. Correction of such
faulty habits is assigned to counseling psychologists who may employ a
variety of directive, nondirective, or cognitive-behavioral procedures
intended to teach the student how to establish regular hours of study and
how to banish distracting thoughts during those periods. Hypnosis can be
very helpful.

Stanton (1993) used hypnotherapy to overcome examination anxiety
with 11 medical practitioners who had previously failed their fellowship
examinations and who sought assistance for combating the anxiety they felt
was responsible for the lack of success. They were seen individually for only
two 50-minute sessions of hypnotherapeutic training aimed at engendering
increased confidence in their ability to overcome examination anxiety.
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In the first session, hypnotizability was assessed, and rapport was built
before inducing hypnosis with a relaxation technique, which focused on
attention to the breath. Participants were encouraged to develop an
attached attitude as if they were watching someone else breathing. Mental
calmness was encouraged with images of the mind as a pond, the surface
of which was completely still, like a mirror that thoughts could be watched
in a detached way, being allowed to drift above the water. They were
instructed that they were “able to dispose of rubbish by dumping mental
obstacles such as fears, doubts and anxieties down a shoot from which
nothing can return.” Hypnotic suggestions included “removal of a barrier
representing everything that is negative” in the lives of the participants.
Embodied in this barrier are self-destructive thoughts, doubts, fears, forces
of failure and defeat, mental obstacles, and self-imposed limitations.

In the second session, the hypnotic state was again induced with the
relaxation induction. Participants were then asked to “recall a positive past
situation in which they experienced feelings of calmness, confidence, or
decisiveness.” As they mentally recreated these feelings, they were asked to
clench the fist of their dominant hand. It was then suggested that in the
future whenever they close this hand into a tight fist they would reexperi-
ence the desired feelings. Additional practice was afforded with two fur-
ther positive past experiences to increase confidence in their ability to
evoke the desired emotional state. Attention was also focused on the
unpleasant emotional state experienced in the examination room, such a
state usually including anxiety, indecision, or self-doubt. As the partici-
pants mentally recreated this scene, it was hypnotically suggested to them
that the unpleasant feelings could be funneled down through the shoulder
and the arm into the nondominant fist where they would be locked up
tightly. The concept was to link the two parts of the procedure by simulta-
neously squeezing their dominant hands into strong, confident, happy
fists, and opening their nondominant hands to allow the unpleasant feel-
ings to wash away and evaporate into the abyss. In this way, they were able
to exchange negative emotional states with pleasurable positive ones. Two
objective outcome measures were used to access the effectiveness of hyp-
nosis; the actual examination result and an attitude scale. After hypnosis,
10 of the 11 practitioners successfully passed their examinations; 9 of the
11 indicated an attitude change toward lower levels of test anxiety.

Wark (1996) focused on teaching college students better learning skills
with self-hypnosis. This is one of the few studies in the area to employ an
alert hypnotic induction (A. Barabasz & M. Barabasz, 1994a). Participants
learned to deepen the trance, to give themselves a suggestion for study
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improvement, to open their eyes and begin to study while remaining hyp-
notized. The induction developed by Wark is as follows:

This is a practical technique to quickly bring your mind to a state of
focused attention and your body to a state of efficient relaxed calm-
ness. The technique is called the Lever, because you lever your
mind to a state of sharp focus and relax your body while holding
your mind’s tension. Then you lever up your mental focus a bit
higher, and again relax your body. And then a third time you raise
your mental focus and relax your body. In that state, you give your-
self suggestions to affect your body. Sit comfortably in your chair.
Pick a spot to focus on, and attend to it alertly. Take a deep breath,
sit up in your chair and extend your spine right up to the sky. Focus
your attention on the target and begin to exhale. As you do, keep
your spine straight, but allow your shoulders to relax like a cape
falling over your back. Take another deep breath while focusing on
your target. Tense all of the muscles below your waist; your hips,
and thighs, and calves, and feet. Increase your alert attention on the
target, and slowly relax your lower body as you exhale. Take a third
deep breath. Tense your whole body and even more alertly observe
your target as you keep your spine erect, but exhale and relax your
whole body. Notice that your mind is alert and your gaze is fixed on
the target while your body relaxes. When you’re ready, give yourself
your suggestion to study.

After learning to use the alert hypnotic procedure, the students all
employed self-hypnosis to a variety of learning skills. They learned to gen-
erate their own hypnotic suggestions to overview assignments before start-
ing to study, to listen, and to take notes more attentively in class.

Grades were collected the quarter before the course, during the course,
and the quarter after the course. Satisfaction and depth data indicated that
students were involved all through the course. Students who scored high-
est on the creative imagination scale (a scale that correlates with hypnotiz-
ability) and had the lowest grade point average before hypnosis, improved
the most during the course. They also significantly increased their grade
point average in the quarter thereafter.

Koe and Oldridge (1988) tested the effects of hypnotically induced sug-
gestions on reading performance in 52 volunteer university students. The
students met for four 1-hour hypnotic sessions over a 1-month period
with hypnotic induction relaxation followed by administration of the

 

Stanford Hypnotic Susceptibility Scale,

 

 Form A. Deepening procedures were
also used involving visualizations of a scene developed by the authors.
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Hypnotic depth was assessed with the 

 

Long Stanford Scale of Hypnotic Depth

 

(Tart, 1972), a 1- to 10-participant self-rating scale. Ego-strengthening hyp-
notic suggestions were administered using Hartland’s (1971) approach
modified for reading. Suggestions were reinforced in the four treatment ses-
sions. The wording of the suggestions was modified for the other-esteem
groups so that the suggestions influenced perceptions of the opinions of sig-
nificant others such as “others will feel you read better.” A combined-esteem
group was administered a combination of self-and-other-esteem suggestions
such as “you and others will feel you read better.” The Nelson-Denny reading
test (Nelson & Denny, 1960) showed that hypnotizable participants scored
higher than nonhypnotizable participants, and the other-esteem suggestions
were found to improve reading performance significantly. 

A. Barabasz and M. Barabasz (1994a) used active alert hypnosis with
direct suggestions for increased reading speed, confidence, and compre-
hension with the control and experimental groups. Both high- and low-
hypnotizable groups significantly increased readings speeds, but only the
high-hypnotizable participants were able to demonstrate significantly
improved comprehension scores on the Nelson-Denny test.

In one of the more unusual approaches to examination anxiety, Erick-
son (1965) induced hypnosis and suggested to the student that he was to
pass this examination but only with the “lowest possible passing grade.”
Erickson’s point was that these problems could stem from self-defeating
needs. By using such a suggestion, his intent was to provide for their satis-
faction while still keeping the student above the passing level. He also sug-
gested that each question would “seem to make a little sense,” “a little
information will trickle into your conscious mind. When the time is up,
you will have answered all the questions.”

In an unpublished study, I (J.G.W.) suggested to a 19-year-old college soph-
omore that she was now 29 years of age, had a doctoral degree from a famous
university, and could read with enormous speed and comprehension, where-
upon she increased her speed 50% and her comprehension 10% on an oph-
thalmograph reading machine, during which her eye movements were
photographed. Although one would not normally distort self-perception to
this extent in treating study problems, it was established that hypnosis could
very significantly influence reading behavior, at least for a short time. This
clinical experiment lends weight to the idea of improving study habits and
reading speed by a hypnotic enhancement of the participant’s self-concept.

As we have shown in this chapter, many new and innovative
approaches using hypnotic procedures are now being developed and
employed. The early pioneers, such as Lieblault, Bernheim, Janet, and
Freud would be amazed.
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Chapter 17

 

Hypnosis With Children

 

Hypnotic Responsiveness

 

Unique treatment approaches are called for when treating the problems of
childhood. Sophisticated verbal psychotherapies can be of little use when
dealing with the immature cognitive processes and emotions of the devel-
oping child. The use of hypnosis for the treatment of many problems in
children is especially indicated because hypnotizability increases from the
age of 3 years and peaks at about the age of 11 years, declines slightly from
that point to about the age of 16 years, and remains fairly stable through-
out the rest of adulthood (A. Morgan & Hilgard, 1978-1979).

Children are much more likely than adults to pass nearly every one of
the items on standardized measures of age-appropriate hypnotizability
scales. Such remarkable developmental variations point to the special
potential of hypnosis as an even more potent intervention than when used
with adults (Milling & Costantino, 2000). However, the literature on hyp-
notherapy with children is meager compared with the more than 7,000
publications on hypnosis in 150 different general medical, psychological,
and interdisciplinary adult categories (Nash, 2000). Olness and Kohen
(1996) authored the most comprehensive text devoted only to hypnosis
with children.

Hypnosis represents a kind of regression, thereby making its use for the
treatment of the many problems of childhood especially appropriate. Chil-
dren also think more concretely than adults and are more suggestible, even
outside of the hypnotic context. Other than a small group of nonre-
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sponders, children are, more easily hypnotized than adults. Failures in
treating them often stem from the fact that the therapist does not reason
like the child does. Therapists who work with children, whether or not
hypnosis is used, must be able to gear their thinking and feeling modalities
to the level of the little patients if success is to be achieved. Unfortunately,
by the time many of us reach adulthood we have forgotten or repressed
our own childhood states so that they can no longer be brought to con-
scious levels to relate to children in their own frame of reference. Such
therapists simply should not be treating children, and their mentors
should guide them to work in other areas of psychology.

The induction of hypnosis with children is best conducted by some
form of fantasy or play (J. Smith, A. Barabasz, & M. Barabasz, 1996). The
child may be asked to look carefully at her doll: “Dolly [use the child’s
name for the doll] is getting very tired. Do you see how her eyes want to
close? If you closed your eyes like she wants to do, maybe you could still
see her, as she is relaxing. She feels so good, so nice and warm, and you can
go to sleep right beside her.”

The last thing most children would be interested in doing is closing their
eyes, particularly if some sort of medical procedure is about to be per-
formed. In those cases, it may be better to talk to them about how they can
use their imaginations to do or feel different kinds of things. Instead of
using the word imagination, you may choose to ask what it’s like to “pre-
tend things,” to “make-believe.” Then simply ask, “Do you ever pretend
things or make-believe that you are someone else? It’s when you can do
anything you want to do. What is it you like to do more than anything
else?” Then, as recommended by A. Morgan and J. Hilgard (1978-1979),
use the interest selected by the child to develop a scene. Then go on to say
something like, “Okay. We can do that right now. Let’s pretend we are on a
picnic, and there is a big picnic basket right in front of us. What does the
basket look like? How big is it? I’m going to spread a bright yellow table
cloth on the grass here. Why don’t you take something out of the basket.
Tell me about it. What else is in the basket?” Then simply indicate, “You
know you can do lots of interesting things by thinking about it this way. It’s
like pretending something so strongly that it seems almost real. How real
did it seem to you?” The child indicates it was quite real. This can be used
as the avenue to the hypnotic induction required for the procedure at hand.
The concept comes from the 

 

Stanford Hypnotic Clinical Scale for Children

 

modified form for ages 4 to 8 years (A. Morgan & Hilgard, 1978-1979).
The use of television imagery is also very effective. Children are asked to

say what their favorite TV program is and then asked to imagine watching
that favorite program. The therapist draws an imaginary screen in space
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with a finger and then asks the little patient to watch until they see who-
ever represents a screen character that they particularly enjoy. If a therapist
is familiar with the show, as many child therapists are, it is better to substi-
tute a specific character from that program to further improve rapport:
“Can you see Scooby-Doo, Spider-Man, Superman, Strawberry Short-
cake?” Children can then be told to watch the whole program, that it is
funny, and that they are to tell the therapist about it when their eyes open
after it is all over.

Another technique that has empirical support (J. Smith et al., 1996),
asks the child to take the part of a character in a favorite storybook. This
technique is most effective when children have been afforded the opportu-
nity of using homework assignments as regular practice with the parent of
their choice under the guidance of the therapist. Once the child is imagi-
natively involved in either the story or the television program, the physi-
cian can go about the painful medical procedure as needed.

Magic is another avenue particularly appropriate for children (Zarren
& Eimer, 2001). They can be told that if the doctor strokes their finger it
will become magic. It can go all numb and has no feeling. They can trans-
fer the numbness to any part of their body: arm, gums, face. Children
greatly enjoy the feeling of power that they have and thus rapidly develop
the ability to achieve this type of anesthesia. Such hypnotic procedures
give them mastery and control over situations where they were previously
frightened and helpless and forced by physical restraint to undergo a
painful procedure.

Rational thinking is the marker of adulthood. Psychological adjust-
ment, success, and happiness are dependent on reacting to realistic exter-
nal cues with a view to the future rather than on internal fantasies. Yet it
is precisely this ability to fantasize that is characteristic of more hypnotiz-
able adults (J. Hilgard, 1979; Rhue, Lynn, & Kirsch, 1993). Josephine Hil-
gard (see A. Barabasz, 1982) found that individuals reared in homes using
strict discipline tended to be more hypnotizable. This finding has been
misunderstood by some as a form of conditioning of the child to not
question response to authority, but Hilgard’s findings indicated that chil-
dren who are treated very strictly and punished frequently develop their
fantasy resources as an escape from an external situation that they cannot
master. Similarly below-average hypnotizable adults developed imaginary
capacity, in an effort to cope with 6 hours of restricted environmental
stimulation (A. Barabasz, 1982). They were then able to achieve double
their previous hypnotizability scores on the 

 

Stanford Hypnotic Clinical
Scale

 

 and to very significantly increase their ability to achieve anesthesia
to painful stimuli.
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As children become older, their levels of hypnotizablity become more
stable (Cooper & London, 1971) and begin to decline slightly with the
advent of adolescence. Therefore, as children grow and mature, alternative
approaches to hypnotic induction should be used. Gardner and Olness
(1981) recommended for very young tots (the first 2 years) stroking, pat-
ting, rocking, music, whirring sounds, visual objects, or holding a doll or
stuffed animal. Between the ages of 2 and 4 years, the telling of stories
becomes more effective. Describing the child’s favorite activity; speaking
to the child through a doll, teddy bear, or puppet; and watching an induc-
tion by video might be quite effective. For children ages 4 to 6 years, the
therapist will find that storytelling, television fantasies, and describing the
child’s favorite place is frequently the most useful. Eye fixation, involving
staring at a coin, can be effective at these ages also as this extends into the
middle childhood range of 7 to 11 years. More traditional approaches can
be employed in adolescents.

One of the most important motivations is their drive for mastery and
independence, considering that the world of children is filled with big peo-
ple to whom they must defer and adults are giants who tell them what to
do and how to behave. It is no wonder that opportunities to show inde-
pendence and to master events in one’s world would be attractive.

Interestingly, many of these same needs appear when child ego states
are activated spontaneously (or through hypnotic regression in adults)
(Emmerson, 2003; J. Watkins & Watkins, 1997). When a child ego state
that was fearful of “monsters” became spontaneously executive in a multi-
ple-personality case (dissociative identity disorder) (J. Watkins & Johnson,
1982), H. Watkins taught the individual to control the fear by shouting
“MONSTER, go away!” The hallucinated monsters would then disappear
and the child ego state was reassured by being able to master the situation.
It would seem that many child therapy techniques can be used with adults
when they are hypnotically regressed to such states.

Practicing social situations under hypnotic visualization or imagery is
like going to school by one’s self, dealing with a bully, or approaching the
other sex as a teenager, and can do much to build ego strength and mini-
mize traumatization. This is not unlike dealing with repressed material in
hypnoanalysis prior to fully egotizing it in the conscious state.

Numerous general medical conditions such as asthma, dermatitis, and
gastrointestinal disorders occur in children just as they do in adults. The
hypnotherapeutic techniques described in our earlier chapters were
designed primarily for adults. However, by considering the differences in
children’s modes of communication, many of these can be adapted for use
with younger patients. The hypnotherapist who would treat children will
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need to modify the hypnotic suggestions to coincide with the specific
child’s more limited attentional abilities. The need for independence from
adult control and for self-mastery of situations as well as their proclivity
for nonverbal communication, concrete thinking, and imaginative abilities
must also be carefully evaluated in formulating hypnotic suggestions. The
creative child therapist will consider these factors in general when apply-
ing hypnotherapy to younger patients. Deep hypnoanalysis is seldom indi-
cated, but some general knowledge of personality dynamics is of great
value, as is understanding the potential difficulties of attempting to curtail
a symptom that might well have been generated in response to an uncon-
scious need or a subtle parent-child conflict.

 

Parent

 

-

 

Child Problems

 

Working hypnotically with children can be imbued with the attitudes of
parents. In general, the public still secures so many concepts about hypno-
sis from movies and television that parents often refuse to allow the use of
hypnosis on their children, believing either that it is ineffective or that it is
a diabolical instrument of control. Unless parents understand to some
degree what hypnosis can and cannot do and are willing to cooperate, it
becomes virtually impossible to use the modality with their children. The
lack of information plus prejudice displayed by many parents is frequently
supported by misinformation and prejudices voiced by the few unin-
formed physicians remaining in practice, the teachings of some religions,
and other healing arts personnel who deprecate the procedure to both the
child and the parents. Dealing with such attitudes in a constructive man-
ner can be effective and make it possible to apply hypnosis successfully in
the treatment of childhood problems.

Cooperation of the parents is particularly well-assured when the proto-
col allows for the parents to be involved in the hypnotic intervention with
the child (J. Smith et al., 1996). Alternatively, educating parents about the
possibilities and limitations of hypnosis can be effective. It is important to
reassure parents about their fears as well as to mitigate

 

 

 

unrealistic expecta-
tions. Invariably, the most cooperative parents are those who have experi-
enced hypnosis. For this reason, I (A.F.B.) invite parents to participate in
the early sessions with their children and to involve themselves with the
imaginative experiences discussed earlier.

It is important to recognize that symptoms such as enuresis and soiling
are frequently signs of child-parent conflict and struggles for control.
Unconsciously, the child, through such actions, is securing positive gratifi-
cation in frustrating the parent, and at the same time is receiving much
more attention, even though unfavorable. School teachers are quite aware
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that children are often satisfied with unfavorable attention as an alternative
to being ignored. Surprisingly, a number of parents seem unaware of this.

 

Children’s Hypnotizability Scales

 

Hypnotizabilty in children has not had as intensive or exhaustive study as
that in adults. However, the clinician or the researcher in the area of child
hypnosis does have access to standardized measures of hypnotic respon-
siveness including the 

 

Children’s Hypnotic Susceptibility Scale

 

 (London,
1963) and the 

 

Stanford Hypnotic Clinical Scale for Children

 

 (SHCS:C)
(Morgan & Hilgard, 1978–1979). The SHCS:C has also received major
revision and updating (Zeltzer & LeBaron, 1984). The scale items and
their wordings are far more suitable for children than those in the adult
scales that we described in chapter 4.

 

Effectiveness of Hypnosis for Childhood Conditions

 

The number of childhood conditions reported in the literature as being
successfully treated with hypnosis is so vast as to be legend. However, Mill-
ing and Costantino (2000) pointed out that only 15 clinical hypnosis out-
come studies were fully controlled to the point of utilizing a between-
subjects design in which the hypnotic intervention was compared against
at least one alternative hypnotic or nonhypnotic intervention or a placebo,
attention, or no-treatment control condition. Applying this criteria, hyp-
nosis for children has been found to be effective for the following condi-
tions: acute pain (Liossi & Hatira, 2003); test anxiety (Stanton, 1993);
academic performance and self-esteem of learning disabled children (L.
Johnson, Johnson, Olsen & Newman, 1981); peripheral temperature con-
trol (Dikle & Olness, 1980); control of salivary immunoglobulin (Olness,
Culbert, & Uden, 1989); cystic fibrosis (Belsky & Khanna, 1994); noctur-
nal enuresis (Banerjee, Srivastav, & Palan, 1993; Edwards & Van der Spuy
1985); nausea and emesis (Jacknow, Tschann, Link, & Boyce, 1994; Zeltzer,
Dolgin, LeBaron, & LeBaron, 1991); cold pressor pain (Zelter, Fanurik, &
LeBaron, 1989); bone marrow aspiration (Katz, Kellerman, & Ellenburg,
1987); lumbar puncture with bone marrow aspiration (Kuttner, Bowman,
& Teasdale, 1988; Zeltzer & LeBaron, 1982); venipucture and bone mar-
row aspiration (J. Smith et al., 1996). All of these studies showed signifi-
cant effects of hypnosis versus control or standard treatment conditions.
Some studies showed hypnosis to be equivalent to a focused distraction
condition, whereas others found hypnosis to be significantly more effec-
tive than distraction. In studies where hypnosis was found to be more
effective than distraction, the researchers endeavored to ensure sufficient
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hypnotic depth. This suggests that, as with adults, children can achieve
greater control when the clinician strives to assure sufficient depth as well
as sufficient hypnotizablity. Adequate hypnotic depth seems essential if
true hypnotic effects beyond those that could be wrought by distinction
are to be obtained.

After the Milling and Costantino (2000) review, new controlled research
also demonstrated the efficacy of hypnosis for attention-deficit/hyperactiv-
ity disorder. Alert hypnosis (A. Barabasz, 1994) in combination with neuro-
therapy has been effective for children with attention deficit disorder with or
without hyperactivity (Anderson, Barabasz, Barabasz, & Warner, 2000; A.
Barabasz & Barabasz, 2000; Warner, Barabasz, & Barabasz, 2000).

 

Induction Techniques for Children

 

Adults and children respond rather differently to hypnotic induction pro-
cedures. Accordingly, techniques must be modified when dealing with
young people. Children are usually so easily hypnotized and so close to
spontaneous hypnosis much of the time that they may be in a hypnotic
state and yet, at a superficial glance, appear to be acting quite normally.
Like hypnotized adults, children can become focused and highly concen-
trated in concrete situations. They can often be entirely absorbed to the
exclusion of hearing communications addressed to them or other distrac-
tions. This narrowing of the field of attention is also typical of the hypno-
tized adult (H. Spiegel & D. Spiegel, 2004).

Transient fears are more salient in children than in adults. Children who
are subjected to a heavy diet of television, movie, and computer game vio-
lence are more likely to manifest such fears. If they do not show such fear
overtly, attempts to hypnotize them can result in failure simply because the
therapist has failed to recognize that they are fearful and distrusting. Accord-
ingly, time spent in the early contacts with children, establishing rapport and
building confidence, is essential for success in treating children.

Relating to children calls for a unique set of traits. Children resent being
talked down to. More likely than not, children are more sensitive than
adults in identifying phony overtures. One needs to be genuine and
authentic, and at the same time able to think and feel like a child. One lets
one’s own child ego-state emerge and resonate with the little patient. If
therapists are able to accomplish this, they will be successful in working
with children. As important as the therapeutic relationship is with adults,
it is considerably more significant when working with children.

The lives of children are embedded within the context of the total envi-
ronmental situation in which they exist. It is, therefore, essential to evalu-
ate the home environment, insofar as possible, to infer the nature of the
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relationship patterns that exist within the total environment if one is to
plan a therapeutic program successfully. Children cannot be treated in a
vacuum. They must be treated with an awareness of the circumstances and
pressures that surround them. This is probably true of most individuals
but even more so with children.

Even children with attention deficit disorder can become absorbed in
certain tasks for hours at a time (A. Barabasz & M. Barabasz, 1996).
Accordingly, reinforcements, to be effective, should be administered
immediately following successfully achieved target behaviors. Inductions
will need to be accomplished as quickly as feasible. Eye-fixation objects
that are moving are generally considerably more effective than motionless
points. This technique can be used as a direct bridge to increasing hyp-
notic depth sufficient for the task at hand.

Given that children’s thinking is more concrete than that of adults, they
tend to fixate on some aspect of a situation to the exclusion of its general
meaning. Remarkably, this latter characteristic seems to be carried forward
into early adulthood by otherwise intelligent and successful university stu-
dents. But unlike anyone in adulthood, children may ask why dead people
do not open their eyes.

There is a great love of fantasy. What the world does not immediately
supply in the form of desired stimulation, most children can create in their
own play. This means that fantasy becomes a valuable way of reaching
them. “Let’s pretend,” can be effective yet simple. But therapists who
attempt to foist their own fantasies on children, instead of those secured
from the little patients’ associations, will find a frequent breakdown in
communication. Given these issues, stories created by the children can be
more effective than those made up by the therapist.

A 9-year-old who had suffered a severe burn on the upper-back region
is one example. Each time the dressing required changing, he would
scream loudly and had to be restrained by several nurses. The experience
was becoming a real trauma. He was referred to me (J.G.W.) with the hope
that hypnosis might mitigate his severe pain to the point that he would
become more cooperative. Together we made up a story about a boy play-
ing in a field, a scene that was very pleasant to him. He was told that when-
ever he had to have his dressing changed he would go back to the field and
spend the entire time playing in the field, and that while so playing he
would not experience any discomfort. The attending physician reported
that from that time on the boy ceased to scream, that he lay quietly during
the changing of dressings, and that he did not complain of further pain.

In another comparison of imagination-focused hypnosis against dis-
traction, Zeltzer, LeBaron, and Zeltzer (1984) employed 19 children from
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6 to 17 years of age who had a history of distress from chemotherapy.
Again, hypnosis was found to be an effective treatment. Jacknow et al.
(1994) focused on testing the effects of hypnosis versus the effects of stan-
dard antiemetic medications that were available on an as-needed basis for
chemotherapy distress. Twenty children between ages of 6 and 18 years
participated. The hypnosis condition consisted of two to three sessions of
practice learning self-hypnosis, which emphasized imagination of favorite
activities and favorite places. Progressive muscle relaxation also served as
part of the induction. Specific hypnotic suggestions for emesis control
focused on “locating the brain’s vomiting control center and turning it
off.” Controls conversed with the therapist for an equivalent amount of
time and received antiemetic medication as they requested it. Both groups
experienced significant reductions in episodes of nausea and vomiting
that were equivalent between standard medical treatment and hypnosis.
Perhaps even more important was the finding that 1 and 2 months later
the patients in the hypnosis group experienced significantly less anticipa-
tory nausea than did children in the control group who received the anti-
emetic medication.

 

Enuresis

 

A common medical intervention of enuresis is use of Imipramine, a tricy-
clic antidepressant, which has a side effect of urinary retention. Banerjee et
al. (1993) studied 50 nocturnally enuritic children between the ages of 5
and 16 years testing hypnosis versus Imipramine interventions. Hypnotic
suggestions were administered for specific use of the toilet at night. Chil-
dren were encouraged to practice self-hypnosis before going to sleep each
night. The Imipramine condition involved the simple administration of 25
mg every night. The first week of treatment doses increased an additional
25 mg each week as necessary to produce dry nights. After 3 months, both
treatments were discontinued and both hypnosis and Imipramine were
found to be effective in significantly reducing bed-wetting nights. There
was no significant difference between hypnosis and Imipramine groups at
3 months. However, 6 months after treatments had been discontinued a
significant difference between the two treatments emerged that was
accounted for by a substantial relapse in the medication group. The chil-
dren in the hypnosis condition had maintained their dry nights.

Understanding and cooperative parents can become valuable auxiliary
therapists in assisting their child to develop hypnotic mastery over the
child’s symptoms. However, the emphasis should be on “assisting,” not
controlling. Practice in sessions with parent and child will make it obvious
to the therapist as to whether an overanxious parent is resorting to pres-
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sure the child to achieve hypnotic phenomena if the child resists and ther-
apeutic efforts are blocked. Authoritative hypnotherapists can easily be
identified with authoritative parents in the minds of children and be
reacted too similarly.

 

Acute Pain

 

A recent controlled investigation of the efficacy of clinical hypnosis in alle-
viating pain (Liossi & Hatira, 2003) involved comprehensive manualized
therapy with 80 pediatric cancer patients ages 6 to 16 years. All were under-
going routine lumbar punctures and were randomly assigned to direct
hypnosis with standard medical treatment, indirect hypnosis with standard
medical treatment, attention control with standard medical treatment, or
standard medical treatment alone. The six-phase study included (a) assess-
ment of the degree of the pain in pain-related anxiety during three consec-
utive lumbar punctures, (b) interventions, (c) assessment of the degree of
pain and pain-related anxiety during the first two consecutive lumbar
punctures in which interventions were used, (d) training in which self-
hypnosis was taught to patients in the hypnosis direct and hypnosis indi-
rect groups, (e) assessment of the degree of pain and related anxiety during
the first, third, and sixth lumbar punctures in which self-hypnosis was
used, and (f) measurement of hypnotizabilty using the 

 

Stanford Hypnotic
Clinical Scale for Children

 

. The direct-hypnosis group received hypnotic
suggestions such as:

“We will do some strong magic now. First you’ll have to make your
lower back go to sleep for a few minutes — I’ll show you how to do
it. I’ll just put my hand up on your back to help it become numb …
sleepy and numb … soft and sleepy.” For topical anesthesia, the
group received suggestions such as “Just imagine painting numbing
medication on to your back.” For local anesthesia, the group
received suggestions such as “Imagine injecting anesthetic into
your lower back … feel it flow into your body … notice the change
in feeling as the area becomes numb.” Glove anesthesia with a
direct suggestion to “pay attention to your hand … notice how you
can feel tingling feelings in the hand … let it become numb …
when it is very numb, touch that hand to your lower back … let the
numb feeling transfer from the hand to the back.” The routine hyp-
notic switch-box technique of being able to “flip the switch off” to
turn off pain to various parts of the body was also employed.
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The indirect hypnosis group received a setting-sun fantasy adapted
from Levitan (1990): 

“See yourself sitting on a beautiful Greek beach at sunset … notice
the bright sun as it descends on the far horizon … see the sun grad-
ually sink into the sea … see the colors change red to purple and
then to blue … enjoy the tranquility … tranquility is available to
you whenever you need it, merely by giving yourself your own sig-
nal to relax! Maybe you enjoy letting your finger and thumb come
together to make a magic OK sign … that is your signal to enjoy
immediate relaxation and calmness whenever you like.”

Patients in the hypnosis groups reported significantly less pain and anx-
iety and were rated as demonstrating less behavioral distress than those in
the control groups. Both direct and indirect suggestions were equally
effective, and were consistent with the J. Smith et al. (1996) study. Hypno-
tizability was significantly associated with treatment benefit in both hyp-
nosis groups. Therapeutic benefit degraded when participants were asked
to use only self-hypnosis (Liossi & Hatira, 2003).

Imagination-focused hypnosis was compared with distraction for allevi-
ating the excruciating pain of bone marrow aspirations and lumbar punc-
tures for 33 oncology patients ages 6 to 17 years (Zeltzer & LeBaron, 1982).
The hypnosis condition involved imagination of fun activities, play, and
child-interest fantasies. Distraction involved coaching using deep breathing
and diversion to external cues. Hypnosis was found to be significantly more
effective than distraction in reducing both pain and anxiety. The superiority
of imagination-focused hypnosis over distraction was particularly marked
in reducing self-reported distress of the invasive medical procedure.

J. Smith et al. (1996) compared hypnosis and distraction in twenty-
seven, 3- to 8-year-old oncology patients. Children and their parents were
randomly assigned to one of two balanced sequences of treatment. Parents
were taught to help their children involve themselves into hypnotic fantasy
by taking a journey with the child to a favorite place developed from one
of the child’s favorite stories. Parents were also involved in the distraction
condition and were taught how to engage their children in pop-up toy play
activities and the hospital’s normal breathing (“blowing”) and counting
technique. The training sessions for the parents and practice sessions for
the children were monitored to ensure compliance.

Rather than involve the therapist at the time of the medical interven-
tion, the parents served as therapists for invasive medical procedures such
as a bone marrow aspiration. Parents then crossed over to the alternative
intervention for a third procedure. The study obtained a wide range of
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pain and distress measures including parent report, child report, and blind
observational measures of pain and anxiety with independent videotape
raters, as well as nurses assessments of the patient’s response. Data were
collected at baseline, hypnosis, and distraction phases. Unlike many other
studies, this study also measured hypnotizability using the 

 

Stanford Hyp-
notic Clinical Scale for Children

 

 to determine whether hypnotizabilty
accounted for the results of the study.

The majority of children were moderate to highly hypnotizable and all
showed highly significant reductions in pain perceptions and observed pain
or distress by independent raters to the medical procedures. Consistent
with E. Hilgard’s (1992) neodissociation theory, these children also showed
significantly lower pain, anxiety, and distress scores in response to hypnosis
in contrast to low-hypnotizable children. Distraction produced significant
positive effects in observer rated distress for the low-hypnotizable children.
The value of measuring hypnotizability in children seems apparent in that
the few children that are of low hypnotizability are more likely to benefit
from distraction techniques, whereas those who have hypnotic capacities
(the vast majority) are likely to respond to a hypnosis intervention.

Kuttner et al. (1988) tested hypnosis against distraction and control
conditions for 48 boys and girls between the ages of 3 and 10 years who
were receiving bone marrow aspirations. Hypnosis involved several inter-
ventions, including imaginative fantasy, direct suggestions for analgesia,
and the special “pain-switch” metaphor in which it was hypnotically sug-
gested to children that they could switch off pain messages to various parts
of the body. Despite only 5 to 20 minutes of preparation before the bone
marrow aspiration procedure, hypnosis was found to be more successful
than standard medical practice. It was noted that the older children in the
hypnosis and distraction conditions achieved significantly greater reduc-
tions in observer rated pain and anxiety compared to the control condi-
tion, whereas the younger children in the hypnosis condition achieved
significantly greater reductions in distress then those in all other condi-
tions. Younger children responded better to hypnosis than distraction.

Kohen (1986) focused on pediatric emergency situations and produced
similar results. Self-hypnosis was used emphasizing relaxation and mental
imagery as an adjunct for rapid reduction of anxiety and discomfort. Fear
was diminished, self-control improved, and self-perception of discomfort
was altered.

As addressed in previous chapters, the literature supporting the use of
hypnosis for acute pain conditions shows enormous effectiveness. There is
far less controlled research available on children but the research extant is
extremely promising. It is noteworthy that in contrast to the frequently
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equivalent effects between hypnosis and distraction conditions for chemo-
therapy symptoms, a very different picture emerges with the use of hypno-
sis for acute pain.

 

Academic Performance

 

A number of studies have focused on academic performance and self-effi-
cacy with college student’s (Rather, Barabasz, & Barabasz, 1993) and
reading speed and comprehension performance (A. Barabasz & Barabasz,
1994b). Hypnosis for academic performance improvement has also been
used to help children with learning disabilities (A. Barabasz, 1973; Crasil-
neck & Hall, 1985; Krippner, 1966)

 

In one of the most frequently cited studies, L. Johnson et al. (1981)
focused of the effects of group self-hypnosis on self-esteem and academic
performance of children with learning disabilities. The study involved 33
boys and girls, ages 7 to 13 years, and their parents and teachers. The hyp-
nosis condition involved three group-training sessions where the children
listened to a hypnotic induction with suggestions for imagery emphasizing
improved academic performance and enhanced self-esteem. The children
were also instructed in self-hypnosis to experience similar imagery that
they could create on their own. Parents and teachers participated in the
same sessions. Unfortunately, hypnotizability was not assessed and hyp-
notic depth was not considered, thereby mitigating against significant
effects. The findings were intriguing in that they suggest that self-hypnosis
has promised for test anxiety in children similar to that demonstrated for
adults (A. Barabasz & Barabasz, 1981; Stanton, 1993). Before the present
author’s (A.F.B.) formal training in hypnosis, an earlier study (A. Bara-
basz, 1973) unwittingly employed hypnosis in the group-desensitization of
test anxiety with 87 fifth and sixth graders. High and low test-anxious stu-
dents were determined by obtaining physiological anxiety arousal mea-
sures during guided imagery. The lengthy progressive muscle relaxation
procedure of Wolpe and Lazarus (1966) was repeatedly used to train par-
ticipants to create a state antagonistic to test anxiety. Years later, this was
recognized as serving to induce hypnosis for what was in all likelihood the
majority of children over the 5-day training program.

 

Unreported in the published study (A. Barabasz, 1973) were the quali-
tative reports from children. Dozens of children reported their own images
of dealing with test anxiety beyond the prescribed desensitization proto-
col. One student explained that, after the relaxation, he imaged, “unzip-
ping the top of my skull, taking out my brain, and putting it on the desk,
then taking a fire hose to wash away all the bad worries about the test.”
Another child went into great detail about “an army in the head, attacking,
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blowing up, bombing, annihilating, and destroying the bad [test-anxiety
producing army in the brain] guys that made me forget stuff I knew before
the test.” Such self-generated imagery was typical of student reports
among those that bettered their pre- to posttreatment Lorge-Thordike (LT)
test scores. Overall, findings showed the treatment produced significantly
higher LT scores for the high

 

 

 

test-anxious students. The findings were cor-
roborated by significant effects on physiological measures. Unfortunately,
hypnotizability test data and depth measures were lacking as in the L.
Johnson et al. (1981) study. 

 

Further research in this area is warranted. Attention should be paid to
the measurement of hypnotizability and to one-on-one therapist-child
interactions, perhaps involving hypnotic suggestions tailored to the spe-
cific difficulties or needs of the child. 

 

Medical Problems

 

Trichotillomania 

 

Trichotillomania, or chronic hair pulling resulting in alopecia, is predomi-
nately a habit disorder exhibited by children and young adults. The scalp is
most often the depilated, but often eyebrows, eyelashes, pubic hair, and
axillary hair can be the target of hair-pulling behavior. The disorder is
widespread, with an estimate of more than 8 million people chronically
pulling their hair out (Azrin & Nunn, 1978). Behavioral formulations view
the disorder as an isolated habit. Applied behavioral analysis (Wolf, 1978
points to the anxiety-reducing function served by this behavior that is
maintained by endogenous or exogenous antecedents with consequences
of varying complexity. A wide range of behavioral techniques with both
children and young adults frequently fail because of noncompliance.

A serious problem with behavior-therapy interventions is that they are
universally highly dependant on client and parental cooperation. It is not
surprising, therefore, that treatment failures and relapses have been
blamed on compliance problems.

Hypnosis has a long history of success in the treatment of habit disor-
ders without the complexity of most of the behavioral interventions
focused on trichotillomania. Furthermore, hypnosis does not seem to fos-
ter such problems with client compliance. Given the promise shown by the
work of H. Spiegel and D. Spiegel (1978) in the treatment of two highly
hypnotizable adults for trichotillomania, a procedure was developed for
testing with children.

Approaching the problem differently from the Spiegels, I (A.F.B.) tested
a technique involving awareness and control with 4 teenage boys and girls,
each with at least 2 years history of severe hair pulling. After introducing
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hypnosis by means of an imagination exercise that included the “favorite
television program” procedure, the 

 

Stanford Hypnotic Clinical Scale for
Children

 

 form was administered. All 4 participants had scores between 3
and 5 showing above-average to high hypnotizability. Hypnosis was
induced using a variation of the eyes-rolled-up alert induction technique
(A. Barabasz, 1985). After hypnotic suggestions for deepening, the follow-
ing posthypnotic suggestion was given: “You will be very aware whenever
you put your hand to your head. Then it’s entirely up to you, you have the
power, you have the control, no one else, and no habit controls you. You
can pull your hair out if you want to or you can choose to control the
habit.” All 4 children had ceased hair pulling within 3 to 5 days of the sin-
gle application of the hypnotic induction. All 4 also reported that they had
looked regularly at the 3” 

 

¥

 

 5”card with the suggestion on it that had been
provided to them and that they had continued to practice the eyes-rolled-
up hypnotic induction and enjoyed the experience very much.

Shortly thereafter, M. Barabasz (1987) tested a more sophisticated form
of the hypnotic suggestion with four females ages 19, 21, 24, and 34 years
with histories of two to eight years of trichotillomania. She also added a
relaxation induction instruction from the 

 

Stanford Hypnotic Clinical Scale

 

to the rolled-eyes induction. Three of the 4 patients ceased hair-pulling
following treatment, whereas one patient who had been seeing her psychi-
atrist for psychoanalytically oriented therapy once a week for the past 30
months made an “emergency” telephone call in the late evening complain-
ing that she could not pull her hair out and that the “tension” was unbear-
able. She was reminded of the posthypnotic suggestions emphasizing
awareness of the habit and the choice involved

 

. 

 

She reported feeling “more
relaxed and in control” and “having no particular concerns about touch-
ing my hair.” Unlike the other 3 patients, this patient’s hair-pulling behav-
ior returned to the pretreatment baseline and remained so at 6- and 9-
month follow-ups.

 

Peripheral Temperature Regulation

 

Peripheral temperature regulation is important and efficacious in the
treatment of a variety of disorders including Raynaud’s disease and
migraine headache. Patients who learn how the increase peripheral blood
circulation, warming the extremities, also report feelings of relaxation and
calm, which can be useful in a number of therapeutic endeavors. Thermal
biofeedback with temperature sensors attached to a person’s fingers for
example, was once thought to be the most efficient method of training
patients to direct blood flow to the extremities. However, within a short
period of time the subgroup of patients who were able to actually respond
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to the auditory or visual feedback relating to the amount of warming
going on in a finger rapidly would learn only to warm the specific extrem-
ity upon which the sensor was attached. This was a less than an ideal situa-
tion for the treatment of the disorders in question!

Clinical trials (A. Barabasz, 1977; A. Barabasz & Wright, 1975) sug-
gested that hypnosis could be a more generalizable alternative method of
increasing peripheral circulation. A controlled experiment was conducted
to determine whether biofeedback with or without hypnotic suggestion is
effective in training the vasodilatation response as contrasted to mediated
biofeedback in hypnosis (A. Barabasz & McGeorge, 1978). Experimental
conditions included a standard auditory feedback protocol, a false feed-
back condition, relaxation training instructions, and an experimental
group, which received hypnosis in which the hypnotic suggestions for
hand-warming were mediated on the basis of participants’ continuously
monitored hand temperature with the feedback data provided to the ther-
apist rather than to the patient. There were no statistically significant dif-
ferences among the first three groups, but the hypnosis group showed
significant hand-warming effects. Seventy-three individuals participated
in this initial study, which was subsequently replicated in a number of
clinical situations.

Shortly thereafter, Dikle and Olness (1980) investigated the potential of
hypnosis for children by testing biofeedback against self-hypnosis as well
as a combination of self-hypnosis and biofeedback. Using a sample of 48
boys and girls ages 5 to 15 years of age with previous training in self-hyp-
nosis, emphasis was placed on relaxation effects with imagery of the child’s
favorite activities. Participants were also asked to imagine their hands
becoming warmer or cooler depending on the specific condition. Again,
hypnosis was found to be effective in providing peripheral temperature
control for children.

 

Immune-System Modulation 

 

Early investigations of psychoneuroimmunology produced findings sup-
porting the use of hypnosis as facilitating voluntary alteration of immune
activity (Hall, Minnes, Tosi, & Olness, 1992; Kiecolt-Glaser et al., 1985;
Olness et al., 1989; Smith, McKenzie, Marmer, & Steele, 1985). Unfortu-
nately, none of these studies controlled for hypnotizability, making it diffi-
cult to determine the specificity of hypnosis in the positive outcomes of
the investigations. Zachariae

 

 

 

and Bjerring (1992) did show that immu-
noreactivity to dinitrochlorobenzene and diphenylcyclopropenone could
be modulated by direct hypnotic suggestion using guided imagery in chil-
dren as an induction deepening procedure. Unfortunately, there was no
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control for relaxation effects that could have accounted for the results
without hypnosis.

Our laboratory at Washington State University tested the effects of hyp-
nosis on immune response with 65 high- and low-hypnotizable university
student volunteers exposed to hypnosis, relaxation, or control conditions
(Ruzyla-Smith, Barabasz, Barabasz, & Warner, 1995). Blood samples were
obtained before treatment and twice thereafter and subjected to flow
cytometry analysis. Significant alteration of the immune response as mea-
sured by B cells and helper T cells was shown only for the highly hypnotiz-
able participants exposed to the hypnotic induction. This study
demonstrated the specificity of hypnosis in alterating the immune system
in a positive direction.

The key application of immunomodulation with children is that of
Olness et al. (1980), who employed 57 healthy volunteer youngsters age 6
to 12 years. One group listened to a self-hypnosis audiotape with instruc-
tions for relaxation and imagery, a self-hypnosis and hypnotic suggestion
group heard a similar audiotape that contained specific instructions to
increase the number of immune proteins in the saliva, while children in
the control group were engaged in an attention condition involving con-
versation for the same amount of time. Only the relaxation plus hypnotic
suggestion group showed a significant increase in IgA levels, an antibody
that protects the upper respiratory tract from infection and plays a role in
fighting dental cavities.

 

Cystic Fibrosis 

 

Cystic fibrosis causes severe respiratory distress as a result of major effects
on the lungs. Twelve children, 7 to 18 years old, were taught self-hypnosis
to enhance pulmonary function and psychological adjustment (Belsky &
Khanna, 1994). The self-hypnosis individuals participated in three train-
ing session where they listened to a hypnotic induction with imagery to
enhance relaxation and specific hypnotic suggestions related to clear lungs,
healthy feelings, and comfortable breathing. They were asked to listen to
the tape at home on a daily basis. The findings indicated that the hypnosis
group achieved significantly greater improvements in lung function, self-
esteem, state anxiety, and health compared with a matched control group.

 

Nausea and Vomiting (Emesis) from Chemotherapy

 

These are a routine side effect in the treatment of childhood cancers. Non-
compliance with treatment protocols frequently exceeds 50% because chil-
dren view chemotherapy as worse than that of the cancer itself. J. Hilgard
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and LeBaron (1984) explored the use of an imagination-focused form of
hypnosis for pediatric cancer patients. They hypothesized that imaginative
activities could be particularly helpful because children can become
involved and interested in the process as opposed to simple distraction
techniques such as deep breathing or diversion to external objects.

First, children were interviewed about their favorite television pro-
grams, movies, games, activities and foods, and favorite activities. This
information was then used to develop fantasy stories that they could
experience during hypnosis when used with the symptom or medical
procedure at hand. The hypnotic intervention was designed to heighten
multisensory involvement. Imagination-focused hypnotic procedure was
first developed to help counteract the adverse effects of chemotherapy,
but has been used in later studies to ease to pain of medical procedures
as well.

Zeltzer et al. (1991) tested the effects of imagination-focused hypnosis
on 54 children between the ages of 5 and 17 who were undergoing distress
from chemotherapy. The three experimental conditions included a hypno-
sis condition where the therapist trained children to use imagination-
focused hypnosis for use during the next administration of chemotherapy.
The therapist then involved the child in imaginative fantasy development
during training. Children in a distraction condition were trained to use
attention diversion techniques such as deep breathing or counting objects
in the room. During the next chemotherapy session, these children were
helped by their therapist to use the distraction techniques. A third group
was an attention placebo group, which met with the therapist for an equiv-
alent amount of time in conversation. Results of the study showed that
both hypnosis and distraction or relaxation conditions produced shorter
durations of nausea and vomiting.

LaClave and Blix (1989) treated a 6-year-old girl with malignant astro-
cytoma of the left-brain hemisphere. During the course of the child’s che-
motherapy, severe vomiting developed to the degree that on several
occasions she became dehydrated. The symptom was so severe as to war-
rant the consideration of discontinuation of chemotherapy when she was
referred for hypnotherapy. Despite severe neurological impairments,
which excluded many traditional techniques, hypnosis was successful in
eliminating emesis. Hypnosis was also used to decrease pain and to
improve sleep patterns.

The child came to her first hypnosis session understanding that she was
going to learn something called hypnosis to help her decrease the inci-
dence of vomiting. She had already been told she had a brain tumor and
that it was serious and sometimes people died from them. Hypnosis was
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described to her, and it was explained the there are two parts of each of us:
there is a body and there is a mind. She was told the mind could do all
sorts of different things: “Sometimes it’s awake, sometimes it’s asleep, and
sometimes the mind is in hypnosis. When in hypnosis the mind has more
control over how the body feels.” Therapists had low expectation that hyp-
notherapy could help the child given her severe neurological impairments.
She had little control over her right arm, and walking was laborious.
Speech was extremely difficult and receptive language slowed.

Despite these problems, trance induction was attempted using eye fixa-
tion, which was a complete failure and the child became frustrated and
anxious. Progressive relaxation was also not possible because of the loss of
muscle groups on the right side of her body. Guided imagery was used,
and although she was attentive, she was unable to achieve a trance state.
The family was advised to give the matter some thought before continu-
ing, but the child’s mother persisted saying, “Hypnotherapy was their last
hope.” Neither she nor her husband nor the child was psychologically
ready to give up the hope that chemotherapy could offer.

The child was seen twice weekly in preparation for her next course of
chemotherapy. Difficulties in entering trance were frustrating. Despite the
difficulties, she tenaciously persisted in engaging in therapy. The child
nearly always came close to the therapist’s chair, which was interpreted as
an attempt to identify with the therapist. She delighted in the fact they
both shared the same middle name. There was no overt evidence that she
was in trance during the first four or five attempts to experience hypnosis.
Together the patient and the therapist designed an audiotape for practice
at home using a multiple-induction technique described by Gardner and
Olness (1981). She became highly motivated and practiced more fre-
quently than recommended. Gradually, rhythmic breathing, evidence of
catalepsy, and general relaxation during the office sessions was observed.
Her parents also reported that she appeared to be getting some pain relief
from the practice sessions at home. Seven more sessions were held before
the course of chemotherapy was scheduled, during which time the child
was hospitalized. It was recommended that the child use the hypnosis tape
every 4 hours with suggestions for stomach comfort and each half hour
without vomiting would be acknowledged with a sticker. The child’s par-
ents happily reported that she had not vomited once.

 

Attention-Deficit/Hyperactivity Disorder

 

Once most widely known as MBD (minimal brain dysfunction) or MCD
(minimal cerebral dysfunction) the term 

 

attention-deficit/hyperactivity dis-
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 (AD/HD) has been adopted. The disorder, characterized by the
inability to self-regulate focused attention, is a biologically based develop-
mentally disabling condition that has a pervasive negative impact on adap-
tive functioning. It is one of the most frequently diagnosed disorders
among school children (A. Barabasz & M. Barabasz, 2000).

Until recently, treatment had been limited to management of symptoms
by the use of powerful stimulate drugs, such as methylphenidate (Ritalin)
or traditional behavioral modification. Trafficking and abuse of methyl-
phenidate have fostered the search for more suitable treatments. Further-
more, concerns about the long-term use of psychostimulant drugs have
been raised due to side effects of unmanageable high blood pressure and
heart failure. Behavior modification programs, while effective in the short
run, remain highly dependent over the long term on compliance and
cooperation between parents and teachers. Both treatment programs are
by their very nature, at best, palliative (Feussner, 1998; Gaddes & Edgell,
1994, p. 279). Cessation of either treatment results in the rapid return of
symptoms to their pretreatment levels and dysfunction. Feussner (1998)
noted that school-age boys in the United States now consume nearly 9
tons of Ritalin a year, making it obvious that treatments that go beyond
symptom management are urgently needed. Neurotherapy (brainwave
biofeedback) provides a habilitative alternative to traditional approaches,
but typically takes 40 sessions or more to achieve lasting effects. However,
instant alert hypnosis (A. Barabasz, 1985, 1994), used as an adjunct to
neurotherapy, may make it possible to reduce treatment time by half,
while potentiating the efficacy of behavioral neurotherapy (A. Barabasz
and M. Barabasz, 2000).

 

Neurotherapy (also known as EEG feedback, neurofeedback).

 

 Neurother-
apy is a relatively new habilitative approach to the treatment of AD/HD.
The goal is permanent normalization without dependence on drugs or
continuous behavioral management. Consistent with its neurological
basis, children with attention deficit disorder (ADD) produce greater EEG
slow wave (theta) activity (4 to 8 Hz) and less beta (14 to 32 Hz) activity
compared with normal controls (Sterman, 2000). Logically, the most
appropriate treatment for the disorder should be derived from and
focused on the underlying problem.

Neurotherapy is intended to teach patients to normalize their brain-
wave responses to stimuli (A. Barabasz & M. Barabasz, 1995, 1996; A.
Barabasz, Crawford, & M. Barabasz, 1993; Mann, Lubar, Zimmerman,
Miller, & Muenchen, 1992).

When people without AD/HD are presented with attentional task, such
as reading, doing simple arithmetic, or listening to a story, their EEGs nor-
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mally shift to the faster beta frequency. Lubar (1991) observed that per-
sons with AD/HD do just the opposite. Instead, they shift down to the
lower theta frequency band. Slow activity, remaining in the lower alpha
range or dropping down to theta is characteristic of the wandering mind,
nonvigilance, and unfocused thought. Perhaps the only adaptive aspect of
ADD and AD/HD is possible enhancement of creativity (Low, 1999).

In neurotherapy, EEG responses to stimuli are analyzed and displayed
on a computer screen. The computer provides feedback information, in
the form of visual displays and auditory tones showing how well the indi-
vidual is responding to the feedback. Candidates for neurotherapy include
stimulant medication nonresponders, persons with a suspected stimulant-
use disorder, and children of parents who are skeptical about the unknown
deleterious effects of long-term stimulant drug use.

 

Instant alert hypnosis.

 

 Instant alert hypnosis is conducted in two distinct
phases (A. Barabasz, 1994; A. Barabasz & Barabasz, 1994a, 1994b, 1996).
In the training phase, patients are instructed to roll eyes up, as if trying to
look at their foreheads. The eyes are also led to this position by instruc-
tions to focus on the therapist’s thumb. The thumb is then moved slowly
from 10 to 15 centimeters in front of the patients’ noses to the approxi-
mate center of their foreheads. The speed of movement should be carefully
coordinated with the patient’s ability to follow without swimming eyes or
obvious loss of focus. When eyes dart or focus seems to be lost, the proce-
dure should be reinitiated. Normal adults seldom have a problem, but
clinical experience may need to be brought to bear in the treatment of
hyperactive children to get their eyes as rolled up as possible and then kept
steadily rolled up as required for successful instant alert hypnosis effects. It
is important to allow ample therapy time for practice trials using verbal
reinforcement as the child successfully approximates the appropriate
response, such as “Good, that’s it,” or “Good job” (to maintain an eyes-
steady, rolled-up position).

Once the eyes are fully and steadily rolled up, instructions are then
given to take notice of breathing, relaxation, calm, confidence, and the
special calm alertness felt at this point. Direct hypnotic suggestions can
also be given as the patient progresses in therapy, which are aimed directly
at the computer-displayed feedback, such as, “It’s easier and easier to pro-
duce more beta and less theta, more beta and less theta, focused, concen-
trated, relaxed yet focused; it’s easy to focus and concentrate, more beta
and less theta.”

Once subjective signs of hypnosis are observed by the experienced clini-
cian, the patient can be asked to raise a finger upon perception of the sug-
gested responses: “Just lift a finger on this hand [for right-handed patients
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the clinician touches the patient’s left hand] when you feel the comfort-
able, relaxed, special calm alertness.” Upon observation of the patient’s sig-
nal, which should occur with in 5 to 10 seconds, the patient is given the
attentional process specific suggestions such as “In this special state of
alertness you will be able to focus your attention any way you like; you can
concentrate as completely as you desire.” Upon completion of the sugges-
tion, the patient is told to let the eyes roll down and enjoy the calm alert
feelings. Then the specific attentional task is begun. Once the child begins
to learn exactly what each of the graphic video feedback displays represent,
hypnotic suggestions can be tailored to specific levels of understanding
that emphasize “more and better beta, less theta.” As progress is made over
the course of several sessions, patients are encouraged to use instant alert
hypnosis on their own (self-hypnosis). If the clinician has been executing
the procedure correctly, and the patients do their part, the effects of
enhanced beta with inhibition of theta are usually so dramatic as to be
immediately obvious on the computer-screen feedback representation.
This sometimes profound response can greatly enhance neurotherapy
effects and patient motivation.

The first tests of instant alert hypnosis as an adjunct to neurotherapy
were case studies (A. Barabasz & M. Barabasz, 1995, 1996; M. Barabasz &
A. Barabasz, 1996). Patients were all boys diagnosed with AD/HD who had
prior treatment with psychostimulants and behavior modification. Instant
alert hypnosis accelerated the response to neurotherapy so that half the
usual sessions required to achieve results similar to neurofeedback were
required. Three quarters of the cases responded with greatly reduced over-
activity, improved attentiveness, and significantly improved school grades
and deportment ratings.

Progress beyond the case-study level has been made involving indepen-
dent researchers outside of my (A.F.B.) practice. Anderson et al. (2000)
randomly drew 16 EEG data files from patients with AD/HD treated in a
previous year. The 

 

Stanford Hypnotic Clinical Scale for Children 

 

form
scores showed all the patients were above-average to highly hypnotizable,
which is not usual for this population. Anderson et al. found that instant
alert hypnosis neurofeedback trials produced significantly greater beta-
theta ratios than neurofeedback alone. Because theta is associated with
poor attention concentration, the significant augmentation of beta with
instant alert hypnosis contrasted with neurofeedback alone provides ratio-
nale for the hypothesis that instant alert hypnosis potentiates the effect of
neurotherapy in the treatment of AD/HD.

In another test of instant alert hypnosis as an adjunct to neurotherapy,
Warner et al. (2000) randomly selected 19 of my (A.F.B.) child patient files
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that had been terminated. All had met 

 

DSM–IV

 

 criteria for the disorder with
histories of 4 to 10 years, and all had previous largely ineffective responses to
psychostimulant drugs and behavior modification treatments. Parents
described the prior treatments as “problematic and ineffective.” Parents
completed the 

 

Attention Deficit Disorder Evaluation Scale–Home Version

 

(McCarney, 1989) at the beginning of treatment and again at the end of
treatment. Posttest scores showed that all indications of AD/HD were signif-
icantly lower than pretreatment scores. Patients had markedly decreased
inattentiveness, decreased impulsivity, and decreased hyperactivity.

The instant alert hypnosis and neurotherapy findings showed rather
remarkable improvements in AD/HD symptomology (Warner, Barabasz,
& Barabasz, 2000) and significant changes in the beta-theta ratios criteria
data (Anderson et al., 2000). Furthermore, the elimination of dependence
on psychostimulants by all but 4 patients in the studies and the marked
reduction of intake for those remaining 4 lend further credibility to the
efficacy of hypnosis as a potentiater of neurotherapy effects in the treat-
ment of AD/HD. Positive and substantial clinical changes were obtained in
an average of 23.2 sessions (3 to 14 weeks of treatment, mean = 11.2
weeks), a number well below the usual 40 to 80 sessions for neurotherapy
alone typically reported in the literature. These outcomes were achieved
despite the fact that all the patients had long disorder histories and previ-
ous treatment with traditional psychostimulants and behavior modifica-
tion without receiving significant beneficial effects.

Although the problem that always arises in the study of the effectiveness
of therapy is to find out what aspects of the interventions are contributing
most to the outcome — the therapist or the procedure — we have no rea-
sonable reason to believe that already-discouraged parents would be more
likely to rate this approach more favorably than previous treatments without
valid reasons for doing so. This procedure is still in its infancy, and it is
hoped that other practitioners and researchers trained in hypnosis will fur-
ther test the use of instant alert hypnosis in this treatment area to shed addi-
tional light on what appears to be a very promising treatment combination. 

 

Summary

 

Even more so than adults, children have a greater facility to engage fantasy.
Most children also demonstrate greater responsiveness to hypnosis. The
range of disorders that hypnosis has been empirically supported as effective
for children is enormous. It seems clear that these findings warrant better
understanding by clinicians and hypnosis far greater use as the treatment of
choice.
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Chapter 18

 

Hypnosis and Sports Performance

 

*

 

Considerations and Techniques for Using Hypnosis in Sport

 

As we know, hypnosis has proved to be effective in a wide variety of health
fields, but its use as a performance enhancement tool in the area of sport
continues to remain negligible (Liggett, 2000b). Pates, Maynard, and
Westbury (2001) believed that sport psychologists fail to employ hypnosis
as a performance-enhancing strategy because of the lack of training and
supervised experiences in hypnosis, as well as confusion over the multi-
tude of methods, strategies, and orientations. They also pointed to the
scarcity of methodologically sound research in the sport domain, and
“perceived difficulties involved in controlling a spontaneous abreaction”
(p. 85). Despite the roadblocks, the use of hypnosis and the use of hypno-
sis in combination with other techniques that have some research support
such as imagery and restricted environmental stimulation therapy has
increased over the years and has been employed as a means of enhancing
physical, motor, and athletic performance for some time (A. Barabasz, M.
Barabasz, & Bauman, 1993; Garver, 1977; Jacobs & Gotthelf, 1986; Liggett,
2000a, 2000b; McAleney, A. Barabasz, & M. Barabasz, 1990; Nideffer,
1981; Orlick, 1980; Pressman, 1979; Pulos, 1979; Wagaman, A. Barabasz, &
M. Barabasz, 1991).

*

 

This chapter was contributed by Erik Dunlap, Ph.D. Dr. Dunlap completed his Ph.D in physical
education and sport psychology from the University of Idaho in 2004. His training includes intro-
ductory and advanced hypnosis courses and experience in A.F.B.’s attentional processes and hyp-
nosis laboratory at Washington State University. His undergraduate degree in chemistry and
psychology is from Duke University, where he was an offensive lineman on the football team.
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Hypnosis and Athletic Performance

 

Imagery and relaxation are two of the most popular intervention tech-
niques used by sport psychologists to enhance athlete’s performance (Cor-
nelius, 2002a). Most sport psychologists and researchers agree that
imagery and relaxation have greater effects on performance when com-
bined (Kendall, Hrycaiko, Martin, & Kendall, 1990; Weinberg, Seabourne
& Jackson, 1981). When imagery and relaxation are used simultaneously
in an intervention, it is essentially a form of hypnosis. Unfortunately, it is
lacking in controls for hypnotizability and is without efforts to achieve
depth of trance that may be required for the purpose for which it is
intended. Nevertheless, the connection between hypnosis and sport inter-
ventions seems natural. However, researchers examining the physiological
processes that occur in the brain and the self-reports of specific instances
in sport have indicated that athletes actually experience “hypnotic-like”
experience during peak performances. It is not surprising then that the
theoretical explanations describing the characteristics of peak perfor-
mance are very similar to popular theories explaining hypnotic phenom-
ena (Pates, Maynard, et al., 2001).

 

Altered States in Sport

 

There is a great deal of theoretical and empirical support in the literature
in sport psychology describing the use of hypnosis as a performance
enhancement tool. It has been suggested that such an optimal perfor-
mance is dependent on the intensity and experience of a specific state of
mind, which is very similar to that described by Ernest Hilgard’s (1992) neo-
dissociation theory and Erika Fromm’s (1992) altered state theory, in which
each describes a special state that differs from the waking state and involves
the reorganization of cognitive structures including alterations in arousal,
perception, attention, cognition, and memory. Within sport psychology, this
special state of mind has been dubbed various names, such as the “ideal per-
formance state” (Unestahl, 1979, 1981, 1983, 1986), “flow” (Csikszentmi-
halyi, 1990), and “peak performance” (Cohn, 1991). According to the
description of each of these states (see Csikszentmihalyi, 1990), athletes who
enter flow essentially are entering hypnosis. Peak performance, flow, and the
ideal performance state essentially represent the same dissociated altered
state described by E. Hilgard (1992) and Fromm (1979, 1992) and have sim-
ilar characteristics, which include high levels of self-confidence while being
relatively relaxed. Actions happen almost automatically, the actions are per-
ceived as effortless concentration on the task at hand. There is a sense of
control, and there is a dissociation from everything but the task at hand. In
addition, the other constructs that are integral components of sport and
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athletic performance (imagery, arousal regulation, attentional focus) are
also integral to “of the experience of hypnosis.

 

Theoretical Bases

 

The rationale for using hypnosis in sport interventions stems from several
theories in sport that discuss or allude to creating these “special states”
through which maximal performances can occur. Some of the more com-
monly discussed theories are those put forth by Csikszentmihalyi (1990),
Hanin (1978, 1999), Unestahl (1979, 1981, 1986), and Gorton (1959).
Although each of these theories espouses unique philosophies, all suggest
that hypnosis can be an extremely useful intervention tool with the ath-
letic population.

Csikszentmihalyi (1990) coined the term “flow” to describe “the state in
which people are so involved in an activity that nothing else seems to mat-
ter” (p. 4). There are eight characteristics that have been used to describe
the experience when flow occurs. These characteristics include a challeng-
ing activity that requires skill, the merging of action and awareness, clear
goals and feedback, concentration on the task at hand, paradox of control,
the loss of ego and self-consciousness, the transformation of time, and an
autotelic experience.

Hanin (1978, 1999) suggested that each athlete possesses an individual
optimal zone of functioning at which a maximal performance can occur.
Hanin empirically demonstrated that athletes will perform their best when
they fall within this zone of functioning. Athletes who achieve this state
also have a high probability of experiencing flow. Hanin’s theory incorpo-
rates retrospective recall of precompetitive state anxiety levels (ego state),
first identified by A. Barabasz et al. (1993). Hanin believed such states can
be obtained in the nonhypnotic state but this phenomenon can represent
spontaneous hypnosis as suggested by Barabasz (A. Barabasz et al., 1993).
Morgan (1996, p. 108) pointed out that although there is “no mention of
hypnotic procedures in his theoretical formulation, the potential for hyp-
notic intervention is obvious.”

Unestahl’s (1981) theoretical views are similar to Hanin’s (1978) with
respect to the affective state the athlete achieves during peak perfor-
mance. Both agree that a peak performance occurs when the athlete’s
affective state (anxiety or arousal level) is optimum. The major differ-
ence in Unestahl’s theory is that he suggested athletes experience amne-
sia after experiencing a peak performance, “whereas Hanin believes that
these states can be accurately recalled” (W. Morgan, 1996, p. 109), a con-
ceptualization introduced as a recall of a specific sport-performing ego
state (A. Barabasz et al., 1993). Unestahl related the ideal state perfor-
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mance to a hypnotic trance because of this hypothosized amnesia. The
ideal performance state is similar characteristically to flow in that it also
includes dissociation and transformation of time; characteristics similar
to the hypnotic phenomena.

Gorton (1959) believed that physical performance is limited by inhibi-
tory mechanisms. He believed that there exist reserves of muscular power
that are inaccessible under normal conditions (W. Morgan & Brown,
1983), which is in part because of a tendency to protect oneself from
injury or overexertion. Gorton believed that if people or athletes could
disinhibit their inhibitions, theoretically, they could transcend normal
performances and achieve peak performances. According to Ikali and
Steinhaus (1961), alcohol, drugs, loud noise, and hypnosis are means
through which disinhibition of inhibitory mechanisms can facilitate max-
imal muscular performance. Hypnosis could potentially allow for the
“disinhibition of inhibitory mechanisms” allowing the individual to
access those reserves of muscular power, transcend these limits, and per-
form at their peak levels (Gorton, 1959; W. Morgan & Brown, 1983).
Gorton’s (1959) conceptualization of using hypnosis as a disinhibiting
mechanism to enhance performance supports its use as a performance-
enhancement technique.

Arreed Barabasz (personal communication to Erik Dunlap, 2003)
focused on self-hypnosis to specifically inhibit the Golgi tendon organ.
(This organ causes reciprocal inhibition within the musculotendon unit
overriding the stretch reflex that occurs in the muscle spindle causing the
muscle to relax thus, preventing injury. The mechanism also serves to
attenuate the athlete’s ability to produce the maximum benefit from
training to muscular failure.) In two cases, Barabasz included himself as a
participant (A.F.B. is a nationally certified fitness trainer, who trained to
a plateau in weight lifting) and used alert hypnosis to inhibit the Golgi to
reliably increase maximum one-repetition lifts by an astounding average
of 16% over the previously plateaued maximum. The intention was to
produce the required micro tearing of muscle to enhance rebuilding.
Barabasz suffered a macro tear (sports injury), which suggests the poten-
tial power and risk of hypnosis. He recommends experimental research
to explore the potential of this hypnotic intervention.

 

Empirical Support

 

Several reviews dating back to 1933 have been published regarding the
relationship between hypnosis and motor performance (R. Cox, 2002;
Taylor, Horevitz, & Balague, 1993). Unfortunately, the results of research
in this area are mixed, and, too frequently, the results are equivocal (Gor-
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din, 1995; Jacobs & Salzberg, 1987; Pratt & Korn, 1986; Taylor et al.,
1993). W. Morgan and Brown (1983) suggested that determining the
effectiveness of hypnosis based on these studies is difficult given numer-
ous concerns about experimental controls. They concluded that “hypno-
sis can facilitate the physical performance of selected individuals under
certain circumstances” (p. 246). As in previous reviews, they questioned
methodological problems regarding hypnosis as an ergogenic aid. They
also explained that the mixed results found in earlier reviews can be
accounted for. Some studies incorrectly generalized the results from non-
athlete participants in a laboratory setting to the dynamic environment of
sport where athletes perform more complex skills. According to Morgan
(1972), it is easier to enhance the physical performance of nonathletes
than trained athletes performing near their maximal levels. This is pre-
cisely why A. Barabasz (personal communication, 2003) used two indi-
viduals who were trained to plateau over a 3-year period in the Golgi
tendon disinhibition pilot experiment. Second, the traditional research
paradigm “has been characterized by the confounding of state of hypnosis
with simple suggestion. This is why Barabasz carefully established ade-
quate hypnotic depth as well. With very few exceptions (the Barabasz case
study is one), it has been difficult to delineate the effects due to hypnosis
per se versus those due to simple suggestion, because hypnosis with sug-
gestion typically were contrasted with nonhypnotic interventions without
suggestion” (W. Morgan, 1996, p. 109).

Third, the tasks used in these experiments often differ significantly,
making comparison across studies difficult. Comparison is also difficult
given the poor descriptions of the tasks employed in the studies. Finally,
the type of induction has not always been specified in the previous litera-
ture. As we have learned in previous chapters, the nature of the induction
can have a profound effect on outcome (A. Barabasz, 2000; A. Barabasz,
Christensen, & Barabasz, 2004). For example, “inductions that are prima-
rily ‘relaxing’ in nature would theoretically have a different effect on physi-
cal performance than those that are primarily alerting in nature” (W.
Morgan & Brown, 1983, p. 232). Although previous studies have made
determining the effectiveness of hypnosis on athletic performance diffi-
cult, studies within the past few of years have found hypnosis to positively
affect athletic performance and help athletes achieve flowlike states (Lig-
gett; 2000a, 2000b; Pates et al., 2000, 2001; Taylor & Gerson, 1992).

 

Considerations for Using Hypnosis With Athletes

 

Athletes, like most people, are likely to have misconceptions regarding
hypnosis. Before any hypnosis intervention is used with this population,
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it is imperative that these misconceptions are addressed, including what
level of change or experience can be expected. One approach that has
been helpful has been to introduce hypnosis as a combination of relax-
ation and imagery; two techniques familiar to every athlete. Determining
the appropriate induction protocol and suggestions can have a significant
impact. As we discussed earlier, most inductions that have been used in
sport have involved some form of muscular relaxation (e.g., Jacobsen’s
progressive muscle relaxation). Yet it must be made clear that muscular
relaxation may benefit only some athletes. For those athletes involved in
ballistic (football or hockey) or explosive sports (track and field), a relax-
ing induction might be detrimental to an athlete’s performance. It is
doubtful that middle-aged Frederick Hatfield, a psychologist who accom-
plished the world record for a hard bell squat (1,040 pounds), used mus-
cular relaxation. Alternative hypnotic suggestions can involve the idea of
a calm mind but also a primed body or images of an animal or machine.

As we explained in the chapter on hypnosis for childbirth, the consult-
ant should be aware of the requirements of the client’s task and adapt the
induction to meet those needs. It is helpful to have a good understanding
of the environment the athlete performs in. It is important for the thera-
pist to get specific feedback from the athletes and then to incorporate
those characteristics into the hypnotic protocol.

 

 

 

For example, most ath-
letes watch tapes of themselves or their opponents performing. Thus, it
makes sense that after the initial induction and deepening, the therapist
may find that having athletes picture themselves sitting in front of a large
television is helpful in creating images. Using this format, the therapist can
have the athlete imagine performing specific skills successfully, during a
competition, facing an opponent. Because of their familiarity and use of
videotape in competition preparation, using suggestions for viewing
themselves from a third-person perspective, rewinding, pausing, perform-
ing in slow motion, make visualizing a TV or screen an ideal tool in such
hypnotic protocols.

Finally, several reviews of previous research reveal consistent consider-
ations clinicians should take into account (see W. Johnson, 1961b; W.
Morgan, 1972, 1980, 1985, 1993; W. Morgan & Brown, 1983), which
include the following: (a) The deeper the hypnotic trance, the more likely
it is that the hypnotic suggestions will provide the intended results; (b)
general arousal techniques might be more useful in enhancing muscular
strength and endurance than hypnotic suggestions alone; (c) hypnosis can
help a successful athlete, but it cannot make a good performer out of a
poor one — mastery requires practicing hypnosis as one would any other
physical skill; (d) inappropriate use of hypnosis can do more harm than
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good — persons providing hypnosis should have the necessary training;
(e) autohypnosis (self-hypnosis) as opposed to heterohypnosis is recom-
mended to avoid the problems associated with dependency on a therapist;
(f) the evidence that hypnosis can affect muscular strength endurance is
unclear; (g) hypnotic suggestions designed to enhance performance gener-
ally have not, as of yet, been effective, whereas suggestions designed to
impair muscular strength and endurance have consistently been success-
ful; (h) individuals who are not accustomed to performing at their maxi-
mal levels usually experience gains in muscular strength and endurance
when administered “involving” suggestions in the hypnotic state; however,
suggestions of a “noninvolving” nature are not effective when adminis-
tered to individuals who are accustomed to performing at maximal levels;
(i) efforts to modify performance on various psychomotor tasks have
effects similar to those observed in research involving muscular strength
and endurance; for example, efforts to slow reaction time are usually effec-
tive, whereas attempts to improve reaction time are not; (j) case studies
involving efforts to enhance performance in athletes by means of hypnosis
appear to be universally successful; (k) hypnotic suggestion of exercise in
the nonexercise state is associated with increased heart rate, respiratory
rate, ventilatory minute volume, oxygen uptake, carbon dioxide produc-
tion, forearm blood flow, and cardiac output (these metabolic changes
often approximate responses noted during actual exercise conditions); and
(l) perception of effort during exercise can be systematically increased and
decreased with hypnotic suggestion even though the actual physical work-
load is maintained at a constant level.

 

Techniques for Sport Hypnosis

 

The application of hypnosis in the sporting realm is not new and has been
used for years in sport and exercise psychology to investigate and influence
the underlying mechanism of athletic performance. However, most of the
clinical applications of hypnosis in sport are anecdotal in nature (Gordin,
1995, p. 193). In sport, hypnosis has been used to improve and develop a
variety of issues, including pain management (Ryde, 1964), aggression
issues (W. Johnson, 1961a), anxiety (Naruse, 1965), arousal control
(Garver, 1977), and performance analysis (W. Morgan, 1980). Hypnosis
also has been applied to resolve consistency issues, fear of reinjury, and
performance and technique evaluation (W. Morgan, 1996). Despite a
growing body of literature on hypnosis and sports, few authors have spe-
cifically discussed the “how-to” aspect of using hypnosis to enhance ath-
letic performance beyond anxiety reduction and attention (Liggett,
personal communication, March 11, 2000, to Erik Dunlap). In this chap-
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ter, we describe how to use hypnosis to address some of the commonly
identified areas that concern athletes. We break down the techniques by
various aspects within athletic performance. However, it should be noted
that because psychological constructs (confidence, motivation, imagery,
etc.) overlap, many of the techniques can be used for a variety of issues.

 

Relaxation

 

Most athletes have been exposed to various relaxation techniques,
whether formally or informally. Two of the most adapted techniques used
in performance enhancement interventions are E. Jacobson’s (1938) pro-
gressive muscle relaxation and Suinn’s (1980) visual motor-behavior
rehearsal. Jacobsen’s progressive muscle relaxation involves tensing and
flexing various muscle groups in a specific order. Suinn’s visual motor-
behavior rehearsal technique combines relaxation with covert behavior
(technique) rehearsal, which is essentially hypnosis. Visual motor-behav-
ior rehearsal comprises two phases. During the first phase the athlete
becomes totally relaxed using a modified version of Jacobson’s progressive
muscle relaxation. During the second phase the athlete uses imagery (and
suggestion) to rehearse various skills or movements. For those athletes
with some hypnotic capability, these relaxation and imagery techniques
are in essence hypnotic inductions and are likely to induce at least a light
trance. Support for the use of hypnosis to aid in relaxation and perfor-
mance enhancement has been noted in previous literature (see Jacobs &
Gotthelf, 1986; Taylor et al., 1993). “Hypnosis aimed at increasing relax-
ation and alleviating psychological anxiety may have a positive and
enhancing effect on the performance on athletes” (Jacobs & Gotthelf,
1986). Although most hypnotic inductions (except those asking alert and
active-alert models) will suffice to induce a relaxed state, adding posthyp-
notic suggestions using verbal or tactile cues can add to the effectiveness
of relaxation training.

 

Following Deepening of Hypnosis. 

 

[Athlete’s name] you are so deeply
relaxed … so comfortable … that your mind is completely open …
and completely receptive … to everything that I have to say … it
will be easy for you to experience all that I ask you to experience.
You are now deeply hypnotized and completely relaxed … nothing
will disturb you. Pay attention … to the complete relaxation that
has now come over you. It is easy … just to sit [lie] there … and
feel completely relaxed … notice how pleasant it feels … how noth-
ing can disturb you … it is easy … to sink deeply into the chair and
let it support you. Feel the heaviness … in your limbs … how the
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tension has melted away. Your mind is so calm … so focused on
this complete state of relaxation that has come over you. Take a
moment … enjoy how this feels … when you are done indicate by
raising your right index finger [pause]. Good. [Athlete’s name] you
can achieve this state whenever you need to. … Whenever you wish
to return to this deep state of complete relaxation … all you to do
is … take a deep breath and think or say to yourself [cue word] …
and then … your body will begin to relax and your mind will
become clearer … and more alert. … With each deep breath the
tension will melt away … and you will become more relaxed. your
mind will remain clear and alert … your body will feel heavy and
warm as it becomes … more and more relaxed … just by taking a
deep breath and thinking or saying to yourself [cue word]. You will
always be able to return to this state of complete relaxation when-
ever you choose to. [Bring athlete out of hypnosis and then rehyp-
notize and practice the technique several times with the athlete.]

[Athlete’s name] Stay completely relaxed, but continue to listen care-
fully to what I tell you next. In a moment I will count backwards
from 10 to 1. You will gradually come out of hypnosis, but you will
be the way you are now for most of the count. When I reach “1” you
will be awake and alert as you usually are. You will be able to recall all
the things I have said to you and the things you did. You will find it
easy to return to this complete state of relaxation whenever you need
to … just by taking deep breaths and saying to yourself [cue word]. It
will become easier to recall this state of complete relaxation each
time you say to yourself [cue word]. After you wake up you will feel
refreshed. I shall now count backwards from 10 to 1. At “1” you will
be fully awake. A little later I shall ask you to take a deep breath and
say to yourself [cue word] like this. [Demonstrate with a deep breath
and cue word.] When I do, you will feel a sudden wave of relaxation
come over you. And then you will be completely relaxed … but
always keenly alert to all that you need to perform well. You will
always be able to return to this state whenever you choose to. All
right, ready — 10, 9, 8, 7, 6, 5, 4, 3, 2, 1.

 

Imagery and Visualization

 

Athletes invariably use imagery, intentionally or not. Athletes are thinking
of plays, movements, parts of or whole games, or performance possible
outcomes, which makes it a valuable skill to take advantage of to enhance
their performance. Imagery and relaxation have become the foundation of
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most performance-enhancement interventions (Cornelius, 2002a; Wein-
berg & Gould, 2003). One possible explanation for its effectiveness is that
hypnotically induced imagery can “enhance skill development at the
motor-learning level through low-level neuromuscular innervations in
those muscles associated with a particular motor skill” (Taylor et al., 1993,
p. 70).

 

 

 

Williamson et al. (2002) found that hypnotically induced imagery
can influence cardiovascular response and perceived exertion (through
activation of the anterior cigulate and insular cortices) in highly suscepti-
ble individuals. That means highly hypnotizable athletes will be able to
“experience” the images more realistically, thus increasing their familiarity,
confidence, and reaction time with the imaged skill or task.

There are several theories that attempt to explain how imagery works to
enhance performance, but one thing is clear; it works (Cornelius, 2002a).
Because hypnosis frequently incorporates an imagery component, it seems
only natural to use hypnosis in the same way one would use imagery to
address an athlete’s performance concerns. In fact, Taylor and colleagues
(1993) suggested that hypnotically enhanced imagery can be used in a
variety of ways, including (a) increasing self-confidence by creating success
or positive imagery, (b) improving kinesthetic awareness, and (c) address-
ing the origins to performance inconsistencies.

The possibilities are limitless for using hypnotically induced imagery;
some of which we present shortly. In an example of a sprinter, Liggett
(2000b, p. 53) had the athlete observe the attributes of a large predatory
cat. He then had the athlete image assuming that feline’s characteristics,
visualizing his muscles exploding like the great cat’s and then running
smooth and controlled during a race. In another imagery case, the athlete
imaged himself as a machine (a locomotive), not getting tired and churn-
ing out consistent performances (Liggett, 2000b, p. 54). According to Tay-
lor et al. (1993), “There is a growing body of evidence that hypnosis may
enhance the quality of mental imagery.”

Imagery is a polysensory experience. When working with an athlete, the
therapist must gather as much information as possible from the athlete
prior to beginning and to incorporate as many of the senses as possible in
the imagery. The key to the use of hypnosis-based imagery is to ask the
athlete to image, see, or picture, rather than to imagine.

 

Following Deepening of Hypnosis. 

 

Say:

[Athlete’s name] You are deeply relaxed … deeply hypnotized …
nothing will disturb you. It is easy just to listen to all that I say. …
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As you sit [lie] in that chair [bed], picture a large TV, or maybe
screen, whichever you choose, in front of you. … You have now
become so deeply relaxed … so hypnotized … that you will be able
to visualize everything that I ask you to. The images will be so
familiar that it will be easy just to see whatever it is that I ask … in
just a moment you will see yourself running [one of the plays the
athlete will be performing in the next competition]. See yourself in
the huddle … the QB [quarterback] calling out [play]. You break
and run to the line. … Picture in your mind getting into your
stance, smell the sweat rolling down your face, feel the wet ground
up turf beneath your fingers. You have practiced this play all
week … you know what to do. Feel the tightening … tensing of
your fingers as they grip the ground. Feel your leg muscles
tightening … tensing … ready to propel you forward … you are so
confident . … You know the count  … ever y thing e lse  i s
automatic … your moves, where to place your head and hands …
you are ready. Just before the ball is snapped, your mind is focused,
and your body is primed … you are powerful … strong … and pre-
pared . The  ba l l  i s  snapped  … you explode  for ward  …
powerfully … gracefully … your hands shoot the inside of the
defender’s pads … he is jolted back … you grab fast … you have
him … your feet driving into the ground … you begin to move
him back … he struggles … but … you are in control. As you move
forward you extend your arms and pull him out of his hips … you
have him … you keep driving … see yourself … powerful …
strong … driving him into the dirt … as the back runs off your
back for a first down. You did your job.

[Athlete’s name] Stay completely relaxed, but continue to listen
carefully to what I tell you next. In a moment, I will count back-
wards from 10 to 1. You will gradually come out of hypnosis, but
you will be the way you are now for most of the count. When I
reach “1” you will be awake and alert as you usually are. You will be
able to recall all the things I have said to you and the things you
did. You will find it easy to return to this state of  complete
concentration … and confidence whenever you need to … when-
ever the QB says “down.” It will become easier to recall this state of
concentration … and confidence each time the QB says “down.”
You will remain in that state until the referee blows the whistle for
the play to end … but … you will be able to return … when the QB
says “down.” After you wake up you will feel refreshed. I shall now
count backwards from 10 to 1. At “1” you will be fully awake. A lit-
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tle later today I shall ask you to practice becoming more confident
and more focused at practice whenever you hear the QB say
“down.” When you do, you will feel a sudden wave of awareness …
confidence … and concentration come over you. And then you will
be completely confident and keenly alert to all that you need to
perform well. You will always be able to return to this state when-
ever you choose to. All right, ready — 10, 9, 8, 7, 6, 5, 4, 3, 2, 1 —
wide awake and ready.

 

Goal Setting

 

Almost all athletes set goals in one way or another, whether they are
vague “do-your-best” goals or specific goals, such as having a “hang time”
of 4.3 seconds and downing the ball between the 5- and 10-yard line.
Goals help us focus our energies toward a specific objective, keep us
motivated and focused on that objective, and help reduce confusion on
what needs to be done to accomplish that goal. Although setting goals in
sport is very common, many athletes have difficulty following through
with the changes necessary to achieve their goals. Falling short of reach-
ing a goal may be a result of not knowing how to incorporate the changes.
Usng hypnosis, athletes can image the various stages and changes that are
necessary to achieve the goal. Athletes can even image what it will be like
to achieve that goal, which can help increase their enjoyment and motiva-
tion for competing.

Goals should be discussed in terms of long-term (dream goals [termi-
nal objectives]) and short-terms goals (enabling objectives). Usually,
achieving these intermediate goals moves athletes closer to achieving
their long-term or dream goal. For example, most athletes tend to focus
on outcome goals (placing first, winning the championship, etc.) but fre-
quently ignore the small steps that will make it possible to achieve these
goals. Keep it simple. When discussing goal achievement with an athlete,
the therapist should ask the athlete to think of a staircase; the top being
the long-term goal (i.e., championship) and the steps being the short-
term goals that lead to the long-term goal (out scoring opponent, recov-
ering from mistakes, fitness level, etc.). Once specific goals are established
and a time line is set, hypnosis can be used to help athlete sees (image)
themselves at each stage in the process. Caution should be taken not to
suggest visualizing changes that are too drastic or too far ahead compared
to the athletes’ current ability level. It would be difficult to visualize being
at a particular level of goal attainment if the athletes have never come
close to such a level. In doing so, the consultant (hypnotherapist)
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increases the probability of failure and reduces the athletes’ self-confi-
dence and the probability of future success.

 

Following Deepening of Hypnosis. 

 

Say:

[Athlete’s name] You are deeply relaxed … deeply hypnotized …
nothing will disturb you. It is easy just to listen to all that I say. …
As you sit [lie] in that chair [bed], picture a large TV, or maybe
screen … whichever you choose, in front of you. … You have now
become so deeply relaxed … so hypnotized … that you will be able
to visualize everything that I ask you to. The images will be so
familiar that it will be easy just to see whatever it is that I ask … in
just a moment you will see yourself backing into the blocks …
working on your takeoff … and when you master your takeoff …
you’ll come closer to the 6.87 mark … Now … see yourself on the
track prior to your start … going through your normal warm-up
routine … prior to your race … placing your right hand
down … then your left … kicking out your right leg … then the
left … shaking it out [pause]. you are now in your blocks, head
down … waiting for the command …“runners take your mark” …
ass up and coiled … you are primed to explode … the gun goes
off … you drive with your left foot and pull with your right. … You
remain low … as you power for the first 10 steps … then you pop
up. See yourself improving … how each time you get into your
blocks … you Feel more confident … more powerful … becoming
better at driving out low and hard … each time you come out of
the blocks. … The more you practice exploding out and driving
into your step … the faster you will become … it will become so
natural … so fluid … that it will just happen on its own … so natu-
ral that it becomes automatic … getting better … more fluid …
and smoother each time. See yourself … making progress at com-
ing out of the blocks … becoming stronger … faster with each
attempt … feeling more confident … more in control … becoming
more graceful … more fluid … with each start … with each
start … your form … will improve … you will be more in control
of your body … driving low for the first 10 steps before popping
up … with each successful start … you move closer to achieving
your goal. with each successful start … you will move closer … to
your goal … your confidence in your ability to achieve your goals
will increase … each time you visualize coming out of the blocks …
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each time … it will be easier to take what you have learned … and
do it … on the track. … You will feel yourself … just as you did
here … exploding out … driving low … for the first 10 steps …
and when you are able to do this … you will get closer to your goal
of 6.87. You will get closer to your goal … closer … with each
step … with each successful start … you will get closer … because
you have all the skills in you … now … you can begin right away …
with that first step … and it will feel good … to do it. [After visual-
izing several successful starts, assess the athlete for successful
attempts using an ideomotor signal.]

Now [athlete’s name] … allow yourself to experience the success,
the feeling of achieving your goal … of exploding low out of the
blocks … the confidence … the power. You are now closer to your
goal … you feel good. … Take a moment … Enjoy these feelings …
the sense of accomplishment. As you take each step toward your
goal … you will feel more … and more comfortable … you will be
able to recall what it feels like to accomplish your goal. When you
awaken … in just a few moments … you will be able to recall the
process of achieving your goal … the steps you will take … and
how it will feel along the way. You will look forward to working
toward your goal. [Bring the athlete out of hypnosis and debrief.]

 

Skill Development and Technique Enhancement

 

Technical development is another area in which hypnosis has been found
to be beneficial (Liggett, 2000a, 2000b; Liggett & Hamada, 1993; Taylor et
al., 1993). Hypnosis can help the athlete learn new skills or perfect current
ones by “assisting the athlete in attending to relevant cues in the sequenc-
ing and timing of complex responses” (Taylor et al., 1993, p. 68). Taylor et
al. (1993) stated that hypnosis “appears to facilitate conscious access to
subtle neuromuscular processes and mechanisms that would otherwise
seem to be beyond direct conscious control,” allowing the athlete to
develop skill mastery by improving kinesthetic awareness and control (p.
70). In hypnosis, athletes are able to practice new strategies, identify and
work on skills needing improvement, and make quick and accurate deci-
sions during competition.

Researchers have used hypnosis to enhance technical performance and
facilitate skill development of gymnasts (Liggett, 2000a, 2000b; Liggett &
Hamada, 1993), basketball players (Pates, Oliver, & Maynard, 2001;
Schreiber, 1991), volleyball players (Baer, 1980); golfers (Pates & Maynard,
2000), and tennis players (Taylor et al., 1993). Liggett and Hamada (1993)
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described using imagery to help gymnasts perfect their performance.
Using hypnotically based imagery, a gymnast was asked while in trance to
picture himself performing a double backflip with a full twist. He reported
being able to see himself performing the movements in slow motion to
understand timing and body placement throughout the moves. Slowly, the
athlete began to increase the speed of the movements until he reached
real-time speed. Hypnosis can also help an athlete tap into first-person
imagery (looking through the athlete’s eyes) allowing the athlete to incor-
porate kinesthetic feelings, smell, touch, sounds, and images more vividly
in a hypnotic state (Liggett, 2000b; Taylor et al., 1993). The more vivid the
imagery, the easier it is for athletes to generalize their success to the real
world. The athletes are able to practice new skills mentally several times
until they feel comfortable doing it on their own, without expending too
much energy or getting injured because of overtraining.

For example, let us examine a scenario of a long jumper whose long-
term goal is to increase his jumping distance by 4 to 5 inches over the next
5 weeks. After establishing this as a realistic yet challenging goal, we gather
more information regarding what the athlete needs to improve to reach
this goal (usually such information comes from a coach). There are several
technical issues that he needs to improve, including perfecting footwork,
maintaining proper form in the air, and leaning into the landing. On the
basis of this information, we can begin to help the athlete move closer to
his long-term goal by becoming more technically sound in these areas.
Using hypnotically induced imagery, the athlete can practice his move-
ments first in slow motion to get the coordination down, then in real-time
speed to get the feel of hitting the mark and jumping at full speed.

 

Following Deepening of Hypnosis. 

 

Say:

[Athlete’s name] You are deeply relaxed … deeply hypnotized …
nothing will disturb you. It is easy just to listen to all that I say. …
As you sit [lie] in that chair [bed], picture a large TV, or maybe
screen, whichever you choose, in front of you. … You have now
become so deeply relaxed … so hypnotized … that you will be able
to visualize everything that I ask you to. The images will be so
familiar … that it will be easy just to see whatever it is that I ask …
in just a moment you will see yourself at the starting mark …
maybe a little vague at first, but soon you will see yourself very
clearly … [pause] … can you see yourself … [ideomotor signal]?
Good. … See yourself in slow motion … rocking back on your
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right heel … feel the weight shift from left to right as you rock …
feel the rhythm build in that rock … so smooth … so naturally …
it feels … to shift from one leg to the next. … see yourself now …
as you shift and explode … off of that left foot … and drive into the
next step … powerfully … feel the natural rhythm of shifting
power as you explode off the balls of your feet. See yourself stride
down the strip … feel how each leg turns over … so fluid … so
graceful … you approach the mark with good form … you hit the
mark in stride … and explode … into the air … extend forward …
reaching for your toes … you landing feet first … and roll out …
you are pleased with your jump … you look over to the measure …
a new personal record!

There are several key points that will make this more effective. First, the
more information and detail the therapist includes in the script, the better.
This script is more of a skeleton that would be built on following feedback.
Using the athlete’s language makes it the imagery more effective. One sug-
gestion is to have the athlete come up with a description of his jump pro-
cess using his words and then adapt that into a script. Following the first
run through, it is important to get feedback about what worked and what
did not. After adjustments to the script are made, go through the process
several more times, each time having the image get faster and faster.
Finally, add suggestions for self-confidence, control, power, and graceful-
ness to maximize effectiveness.

 

Achieving Optimal Arousal

 

Arousal is an innate part of sport performance. Arousal alone is not usu-
ally sufficient to achieve the desired goal. There is a small window or zone
in which the athlete’s level of arousal is optimal for achieving peak perfor-
mance. It is the optimal zone of functioning (Hanin, 1999). Arousal levels
outside this window, too little or too much, can have a detrimental impact
on performance. Csikszentmihalyi (1990) revealed that a psychological
state he termed “flow” was strongly associated with peak performance.
Where this window or zone occurs on the continuum depends on a variety
of factors: the task, sport, position, personal preference, and so on. For
example, a golfer putting requires a different level of arousal than a foot-
ball player preparing to tackle someone or a hockey player checking an
opponent into the boards. Athletes who can activate their zone of opti-
mum functioning increase the probability of experiencing flow. Unfortu-
nately, it is difficult for many top athletes to get into this zone on a
consistent basis. However, in hypnosis it is possible to have athletes recall
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successful performances and reexperience the feelings (self-confidence,
arousal level, thoughts, etc.) and movements that accompanied that per-
formance. Once the athlete is able to recall at various sensory levels these
experiences vividly, the therapist can associate the athlete with a cue word
or trigger. The athlete can reexperience when needed to increase the
chance of experiencing flow. Pates, Oliver, et al. (2001) (see also Pates,
Cummings, & Maynard, 2002) showed that hypnosis could be used to
facilitate flow and improve performance by improving confidence, focus,
and control. Repeated practice in hypnosis can then help strengthen the
use of the posthypnotic suggestions using the cue word or trigger.

 

Following Deepening of Hypnosis. 

 

Say:

[Athlete’s name] You have now become so deeply relaxed … so
deeply hypnotized … that your mind has become so clear … and
so focused … on everything that I am about to say … that you will
be able to experience all that I ask you to. Continue to go deeper …
and deeper into this hypnotic state that you are currently experi-
encing. I will now count from 5 to 1. … At the count of 1 you are
going back to a time when you were in the “zone” … when every-
thing seemed to click … a time when you felt extremely confident
in your abilities … when the game seemed to play out in slow
motion … a time when you knew what was going to happen …
before it happened. Just allow yourself to go back to that pleasant
experience … and feel those positive feelings again. … When you
are there, allow your right index finger to float up from the arm of
the chair [following the ideomotor response]. Good. … As you
enjoy that moment … once again … you will be able to sense those
feelings of being extremely confident … relaxed … and in control.
And when you begin to have those feelings again, allow your right
index finger to float up off of the arm of the chair to let me know
[wait for signal]. Good. Feel those emotions getting stronger … as
you continue to immerse yourself in that previous experience
[pause]. And now as you are experiencing these feelings, I’d like
you to [suggest a trigger such as touch your right knee or elbow,
close your dominant hand into a tight fist, squeeze the ball twice,
etc.], and as you do so, these positive feelings will become even
stronger. That’s right, just [trigger], as a sign and symbol of confi-
dence and control. And as you [trigger], feel the feelings of
confidence … and control … flowing back over you … energizing
you. Whenever you want to experience these feelings again, all you
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need to do is [trigger], and this same kind of memory and feelings,
will come back into your experience … becoming more relaxed …
more focused … more alert … and more confident. … Each time
you practice recalling these feelings … they will return more
rapidly … more clearly than before [pause].

[Athlete’s name] Stay completely relaxed, but continue to listen
carefully to what I tell you next. In a moment … I will begin count-
ing backward from 10 to 1. And … as I do … you will gradually
come out of hypnosis. When I reach “1” you will be as awake and
alert as you were when your first came here today. You will be able to
recall everything I have said to you and the things you did. … you
will find it easy to recall these feelings of confidence … control …
and relaxation … whenever you need to … just by [trigger]. It will
become easier to recall this state of confidence … control … and
relaxation … each time you [trigger]. I shall now count backward
from 10 to 1. At “1” you will be fully awake. A little later I shall ask
you to take a deep breath and [trigger]. When I do … you will feel a
sudden wave of confidence … control … and relaxation come over
you. … And then … you will be completely confident … and keenly
alert … to all that you need to perform well. You will always be able
to return to this state whenever you choose to. All right, ready — 10,
9, 8, 7, 6, 5, 4, 3, 2, 1 — wide awake and ready.

 

Arousal Management

 

Arreed Barabasz, winner of more than a dozen Formula Atlantic race car
championships by 1995, was once asked by a TV sports reporter why the
word 

 

calm 

 

appeared above the tachometer in his cramped-cockpit, open-
wheel car, which he took through turns at 150 plus miles per hour. With-
out mentioning hypnosis, Barabasz replied, “Oh, it’s just a reminder of
what I must do to win.”

Athletes frequently experience increased levels of anxiety, stress, and
arousal preceding and during competition (Jones & Hardy, 1990). Because
of this, many sport psychologists involve some form of physiological man-
agement as part of the athlete’s skills training. Most athletes are concerned
with decreasing their levels of precompetitive anxiety, or heightened
arousal, but some athletes struggle to “get up” for their performances.
Outside of competition, the previous arousal script and relaxation script
can be used to help regulate arousal. However, there are times when ath-
letes are in “crisis,” when they are out of their zone during competition. In
these situations athletes must be able to quickly reduce their levels of
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arousal to focus, or performance will suffer. We offer here are a few rapid
hypnotic inductions that can be used in the competition setting. Previous
hypnosis practice will enhance the effectiveness of these techniques.

 

Hands moving together to decrease arousal.  

 

Say:

[Athlete’s arms are stretched out, palms facing each other approxi-
mately 6 to 8 inches apart.] Watch your arms as they come
together on their own. As the distance between your hands grows
small, the rest of your body becomes more and more relaxed. Soon
your hands will touch each other while you are watching, and you
will become more and more relaxed. The closer your hands move
together the less tense you will become. Closer and closer … more
and more relaxed. … Good, that’s it. … wonder how much ten-
sion you want to keep for today’s performance. And when you feel
your level of arousal is where it needs to be, you will be ready to
enter the zone.

 

Eye roll to increase arousal

 

 

 

(derived from A. Barabasz, 2000). 
Say:

[Athlete’s eyes are rolled to center of forehead.] Allow yourself to
become comfortable. Stand [sit] with your feet slightly apart and
flat on the floor … place your hands by your side [or on your lap].
Drop your head slightly and roll your eyes upward so that they are
looking at a point though your forehead to where my finger is
[place finger on top-middle of forehead]. It may feel a little uncom-
fortable, but try to focus on that point. Take a deep breath and let it
out slowly. Listen carefully to what I say. … As your eyes become
more and more tired, your body will become more and more ener-
gized. You will become more alert as your eyes become heavier …
more and more alert and more ready to play. And when your eyes
finally decide to close, you will have reached an optimum state of
arousal. [Repeat several times. Following an indication of trance,
the therapist slowly brings finger down past nose; athlete’s eyes
should follow and close.]

 

Focus and Concentration

 

Motivation and arousal can greatly influence an athlete’s ability to remain
focused and make quick, accurate decisions in the heat of competition.
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There are numerous obstacles on and off the field that can distract athletes
from being able to perform at their best. Worrying about what others
(coaches, teammates, etc.) think, the previous play that did not go well,
plans after the game, and various other thoughts are just a few examples of
distractions athletes face. The very nature of some sports may lead to a
decrease of concentration over time because of complacency. The dilemma
these athletes face of not being focused could cost them the game. How-
ever, staying constantly vigilant for nine innings, for example, could lead
to mental fatigue resulting in slowed reaction time and poor decision
making. In situations like these, attending to specific cues can help athletes
maximize the time they need to pay attention and when they can mentally
relax. In trance, the athlete can be asked to image specific cues that would
signal them to increase their level of focus. In our baseball example, when
the pitcher steps on the rubber, it is a cue (for the other players) that play
is about to begin. When the pitcher is off the mound, it is a cue to the out-
fielders to decrease their level of arousal and concentration. Suggestions
can be given, for example, that when the outfielder slaps his glove, players
will be optimally alert and aroused. When a play is over (batter strikes out
or steps out of the batter’s box, or pitcher is off the mound), the outfielder
can be given the suggestion to adjust his hat as an indication to the players
to momentarily relax their focus. Repetition of these cues with the sugges-
tions of focus or alertness in trance can strengthen these techniques and
sharpen the athlete’s ability to adjust his or her concentration. The ath-
lete’s level of concentration can then be recalled using a quick induction
(e.g., eye roll), cue word, or trigger. Alternatively, some athletes respond
more reliably to posthypnotic suggestions to execute the suggestions.

 

Following Deepening of Hypnosis. 

 

Say:

You have now become so deeply relaxed … so comfortable … so
deeply hypnotized … that your mind has become so open … so
receptive to all that I say … everything that I say … will sink so
deeply into your unconscious mind … and everything I say to you
will make so deep and lasting an impression … nothing will change
it. … Your mind is so receptive that it will be easy to not think …
or understand … the things that I am saying. in fact, it isn’t even
necessary to listen very closely to the things that I am saying,
because your unconscious mind will be able to hear … and
understand … everything … that I say to you. Just allow your con-
scious mind … to enjoy the pleasant state … of  complete
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relaxation … that has come over you … and let your unconscious
mind take over. As these things I say, begin to sink deeply into your
unconscious mind … they will soon begin to exert a greater influ-
ence over the way you think … over the way you feel … over the
way you play. And … because these things will sink so deeply …
into your mind … they will continue to influence … the way you
think … the way you feel … and the way you play. …[athlete’s
name] You are deeply relaxed … deeply hypnotized … nothing will
disturb you. … As you sit [lie] in that chair [bed], picture a large
TV, or maybe screen, whichever you choose, in front of you. … You
have now become so deeply relaxed … so hypnotized … that you
will be able to visualize everything that I ask you to. … It will be
easy just to listen to all that I say. … The images will be so
familiar … that it will be easy just to see whatever it is that I ask …
and maybe even experience it as well … in just a moment you will
see yourself on the screen … at bat … there are many distractions
all around you … the crowd … the lights … the catcher behind
you … and the players in the field … it is difficult to focus
[pause]. … When you step into the batter’s box, you are stepping
into a special zone. In the box you will find that you are able to
concentrate on the ball’s rotation … because the distractions are
muted inside the box … everything else begins to fade … you will
begin to feel more confident … more in control … and … more
alert in every way. When your step into the box … you will become
so focused … so aware … and so alert … that it will be easier to
pick up the rotation of the ball as it leaves the pitcher’s hand … you
will become so deeply focused in the box that the ball will seem
bigger … and move slower … you will no longer think nearly so
much about yourself … about your opponent … or the crowd …
you will become much less aware of what you are doing … and
how you feel. … You will recognize the rotation of the ball … with-
out thinking … without doubt … and without fear of striking
out. … You will be able to make the right decision … the right
move … automatically … without thought … because you will
become more confident … and more focused … when you step
into the box. it will become easier day by day to feel more and more
Focused … when you step into the box … every day. When it is
time to perform … in practice … or in a game … you will be able
to think more clearly … be more focused … when you step into the
box. It will be so easy to just play the game you have so much pas-
sion for … that it will just happen without you knowing it. every
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day … you will become less anxious … less concerned about the
crowd … and less concerned about your opponents. you will
become … and you will remain … more and more completely
focused at bat … just by stepping into the box on the field. now …
[athlete’s name] … I want you to practice stepping into the box …
notice the noise begin to fade when you are in the box … becoming
more confident and more aware … take a moment and practice step-
ping in and out of the box … and notice … how you can become
more focused by stepping into the box. … When you feel comfort-
able stepping into the box and feeling more alert … allow your right
index finger to float up from the arm of the chair [following the
ideomotor response]. good … the more you practice stepping into
the box … the sooner you will become more focused and alert on the
field. … This thing that I put into the unconscious part of your
mind … stepping into the box … after you have left here … when
you are no longer with me … will continue to enhance your ability to
become confident … focused … and be alert … just as strongly …
just as clearly … just as powerfully … when you are back home … or
at work … as when you are actually with me in this room.

[Athlete’s name] Stay completely relaxed, but continue to listen care-
fully to what I tell you next. In a moment I will count backward from
10 to 1. You will gradually come out of hypnosis, but you will be the
way you are now for most of the count. When I reach “1” you will be
as awake and alert as you usually are. You will be able to recall all the
things I have said to you and the things you did. You will find it easy
to return to this state of complete concentration whenever you need
to … just by saying stepping into the box. It will become easier to
recall this state of complete concentration each time you step into the
box. After you wake up you will feel refreshed. I shall now count
backward from 10 to 1. At “1” you will be fully awake. When you go
to practice later today, I shall ask you to practice stepping into the
box. when you do, you will feel a sudden wave of awareness and con-
centration come over you. and then you will be completely focused
and keenly alert to all that you need to perform well. You will always
be able to return to this state whenever you choose to. All right, ready
— 10, 9, 8, 7, 6, 5, 4, 3, 2, 1 — wide awake and ready.

 

Self-Confidence and Motivation

 

Athletes frequently find it difficult to maintain a consistent level of self-
confidence and motivation. It is one of the most frequent issues men-
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tioned by athletes (Weinberg & Gould, 1995). Athletes have a tendency to
allow their most recent performances in competition and practice deter-
mine how they will perform in future situations. In the 1990s Arreed Bara-
basz faced Lynn St. James, an experimented Indy car driver, in a Formula
Atlantic national championship race in Portland, Oregon. His confidence
running against a professional team that even arrived with a spare race car
came from his setting the track record there just weeks before. Barabasz
went on to win that race after a tight battle. St. James went on to qualify in
the second row for the Indianapolis 500, just ahead of the reigning For-
mula 1 world champion Nigel Mansell. St. James had run that race before
and Mansell had not. Confidence can make a huge difference.

Alternatively, beginning the season with a few losses can create a snow-
ball effect of negative thinking and loss of self-confidence for the rest of
the season. Slumps can also lead to a decreased sense of competence and
self-doubt. Russell (1980) suggested using positive self-suggestions com-
bined with hypnotically induced imagery to increase the athlete’s confi-
dence and coordination. Gardner and Olness (1981) described a case of an
11-year-old girl who was anxiety ridden over an upcoming ice skating
competition. When she was regressed to the earlier ages of 8, 9, and 10, she
recalled an unpleasant incident. After being rehypnotized, she was asked to
“send it off ” by pony express (an image that had meaning to her). Her
anxiety about the ice skating competition subsided and she competed very
well in the event.

Ego-strengthening (self-confidence) hypnotherapy does just what its
name suggests. Supportive ego-strengthening hypnotherapy is a strategy
used to facilitate self-esteem and self-confidence by supporting the client
and emphasizing the client’s strengths (Hammond, 1990; Taylor et al.,
1993). Ego-strengthening protocols can be used to help athletes “repro-
gram” their internal dialogues by using suggestions for confidence and
self-esteem.

Richard Morris, a friend and former student of John Watkins (1982),
described hypnotic techniques he has used successfully in improving the
skill of wrestlers and in combating batting slumps as a consultant to the
New York Mets baseball team. He reported that he often found destructive
ego states that emerged temporarily to impair players at these times. Mor-
ris employed a hypnoanalytic ego-state approach to resolve the conflicts,
which seemed to resolve the slumps. The technique was especially effective
for pitcher’s slump (see our volume II, 

 

Hypnoanalytic Techniques

 

 to learn
the procedure). Examples of the suggestions used in this method of per-
formance enhancement include “You will feel stronger with each step;
more alert and interested in what you are doing”; suggestions for arousal
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include “You will experience a sense of pleasure and calmness as you drive
forward with each step.” Tying these feelings to a trigger such as squeezing
the dominant hand can further facilitate the athlete’s ability to recall feel-
ings of confidence. Practicing this script multiple times can increase the
effectiveness of the trigger (e.g., squeezing the fist).

 

Following Deepening of Hypnosis. 

 

You have now become so deeply relaxed … so comfortable … and
so deeply hypnotized … that your mind is completely open … and
completely receptive … to all that I say … everything that I say …
will sink so deeply into your unconscious mind … and everything I
say to you … will make so deep and lasting an impression … noth-
ing will change it. … your mind is so receptive that it will be easy to
not think … or understand … the things that I am saying. in fact, it
isn’t even necessary to listen very closely to the things that I am say-
ing, because your unconscious mind will be able to hear … and
understand … everything … that I say to you. Just allow your con-
scious mind … to enjoy the pleasant state … of  complete
relaxation … that has come over you … and let your unconscious
mind take over. as these words begin to embed themselves …
deeply into your unconscious mind … they will soon begin to exert
a greater influence over the way you think … over the way you
feel … over the way you play on the field. And … because these
things will become … so permanently embedded … into your
mind … they will continue to influence … the way you think …
the way you feel … and the way you play … even after you have left
this office … they will continue to influence the way you think …
and feel … just as powerfully … just as clearly … on the field … at
practice … and in your everyday life … as they do right when you
are here with me. These thoughts will have become so engrained …
so entrenched … into the unconscious part of your mind … after
you have left here … when you are no longer with me … they will
continue to exercise that same great influence … over your
thoughts … your feelings … and your actions … just as strongly …
just as clearly … just as powerfully … when you are at practice …
when you play … or when you are back home … as when you are
actually with me today. With each practice and competition … you
will begin to feel more confident … physically stronger and fitter in
every way. You will become more focused … more aware … more
energized. … You will become much less easily tired … much less
easily fatigued … and much less easily discouraged … everyday …
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you will become so motivated to do your best … that everything
else will fade … you will no longer think nearly so much about
yourself … about your opponent … or the crowd … you will
become much less aware of how you are doing … and how you
feel … you will begin to make decisions on the field … without
thinking … without worrying about the consequences … and
without fear of failing. … You will be able to make the right
decision … the right move … automatically … without thought …
because you will become more confident … and sure of yourself …
every day. when it is time to perform … in practice … or in a
game … you will be able to think more clearly … be more
focused … because you are more confident in your abilities. it will
be so easy to just play the game you have so much passion for …
that it will just happen without you knowing it. every day … you
will become less anxious … less concerned about the crowd … and
less concerned about your opponents. you will become … and you
will remain … more and more completely relaxed on the field …
and less concerned about what you have to do … because you will
know … what to do … more quickly … and more accurately …
every day. With each passing day … you will feel more confident …
more in control … and more powerful on the field … than you
have ever felt before. Every day … these things will begin to
happen … exactly as I tell you. … You will play with more vigor …
more effort … and more passion.

In just a moment, I will count backward from 10 to 1. You will
gradually come out of hypnosis, but you will be the way you are
now for most of the count. When I reach “1” you will be completely
awake and alert as you usually are. Everything that you accom-
plished today will stay with you. DAY by DAY … you will grow
more and more confident in yourself as a person … and as an
athlete. … After you wake up you will feel refreshed … beginning
today … when you leave my office, you will FEEL good about your-
self and about your ability to perform well. I will now count back-
ward  f rom 10  to  1 . At  “1” you w i l l  be  fu l ly  awake  and
comfortable … and maybe more confident. All right, ready — 10,
9, 8, 7, 6, 5, 4, 3, 2, 1 — wide awake and ready.

 

Performance Evaluation and Reconstructing

 

In a hypnotic state, the athlete is more receptive to the suggestions and rec-
ollection. Russell noted that the individual is able to remember minute
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details of an occasion almost as though they were reliving the event in its
entirety. As we have discussed earlier in this volume, hypnosis can help one
reexperience auditory, olfactory, tactile, and sensory-kinesthetic sensations.
Because of this introspective effect of hypnosis, athletes can reexamine past
performance to better recognize mistakes or errors in performances. Ath-
letes can use the hypnotic state to help correct movements and enhance
skills. In hypnosis, they can regress back to the moment they began to
notice having difficulty. The affect bridge (J. Watkins, 1971) is one ideal
method to accomplish this regression that Arreed Barabasz and Jack Wat-
kins will discuss in volume II, 

 

Hypnoanalytic Techniques.

 

 After deepening, it
is possible to discuss the athlete’s experiences as they are happening. The
information can later be used in a skill development.

 

Following Deepening of Hypnosis. 

 

[Athlete’s name] You have now become so deeply relaxed … so
deeply hypnotized … that your mind has become so clear … and
so focused … on everything that I am about to say … that you will
be able to experience all that I ask you to. Continue to go deeper …
and deeper into this hypnotic state that you are currently experi-
encing. I will now count from 5 to 1. At the count of 1 you are
going back to the first time you began to struggle at [issue]. Five …
you are going back into the past. It is no longer 2004 or 2003 or
2002, but much earlier. Four … you are going back to the first time
you began to experience trouble at [issue] … it is now coming back
to you … with each moment, that performance is becoming
clearer … more vivid … presently you will be back in that game,
the game that you began to notice something different with [issue].
Three … almost there … getting clearer and clearer. soon … you
will be back in that game … you will feel the experience exactly as
you did once before on that day that things began to be different
with [issue]. Two … very soon you will be there … once again in
that game … when you first noticed [issue]. You are nearly there
now. … In a few moments you will be right back there. One! You
are now back in that game … when things seemed different with
[issue] (adapted from the 

 

Stanford Hypnotic Susceptibilty Scale,

 

Form C; Weitzenhoffer & Hilgard, 1962).

At this point, the therapist can gather information regarding events that
took place, specific thoughts, and so on that may have been inconsistent
with previous performances or that the athlete notes as different. Following
information gathering, the therapist will then bring the athlete back to the
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present and continue with positive and corrective hypnotic suggestions to
correct the errors the athlete was experiencing in the performance. The
suggestions are reviewed again after the athlete is brought out of hypnosis.
Using hypnotically induced imagery, athletes can use images of completing
the skill correctly to help regain confidence and enhance their performance.

 

Injury and Pain Management

 

As we discussed in the chapters devoted to pain management, hypnosis is
widely recognized as a complementary means of treating a variety of con-
ditions in which pain is prominent. It is also useful in rehabilitation after
surgery (Taylor et al., 1993). Ryde (1964) reported its use to treat 35 indi-
vidual cases for a variety of injuries, including tennis elbow, shin splints,
chronic Achilles tendon sprain, bruised heels, arch sprains, and other
common ailments involving minor trauma. Hypnosis was so effective in
the treatment of minor trauma resulting from injuries in sport that Ryde
opted “to treat these disabilities initially by hypnosis and only proceed
with conventional methods, should hypnosis fail or be refused” (p. 244; as
cited in Morgan, 1996, p. 115).

It is not uncommon for athletes to heal completely on the physical level,
but they remain psychologically injured. Whether the pain is real or exag-
gerated, the feelings of discomfort or pain prohibit athletes from reengag-
ing in their sport with the same intensity and confidence they had prior to
the injury. In some cases the team physician has cleared the athlete to
begin participating again, but performing timidly can increase the athlete’s
chances of reinjury. Controlling the pain can restore the athlete’s self-con-
fidence and motivation to return to the sport. Earlier in this volume tech-
niques addressing surgical, acute, and chronic pain management were
elucidated. The following script represents one approach to helping the
athlete recover from injury and pain.

 

Following Deepening of Hypnosis. 

 

Say: 

[Athlete’s name] You have now become So deeply relaxed … so
deeply hypnotized … that you mind has become ready … and
open … to all that I have to say. everything that I ask you to
experience … you will experience … maybe not all at once …
but … gradually the pain in your [location] will slowly begin to
diminish. … With each passing day, the feeling will begin to
decrease. … Before you know it, it will be so vague. So much you
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won’t recognize anymore with each passing day. You will feel
stronger … healthier each day. … The more you focus on [the ath-
letic task], the more the feelings diminish and these feelings will
continue to increase or decrease… every day. … You will be so
deeply interested in [specific task] that your mind will be com-
pletely distracted away from the feeling in your [add the painful
part of the athlete’s body] you will no longer be aware of it. …
With each passing day healthier and stronger … even when you
are no longer with me … more confident … more interested in
[the task] … that the pain will grow smaller … and smaller … so
small that you will not recognize it … it will be so hard … to rec-
ognize that it will be easy to … let it go … with each passing
day … it will continue to shrink … until it is gone … and you will
have so much difficulty remembering the feeling … it will disap-
pear. [Awaken the athlete with suggestions for feeling more com-
fortable and confident.]

 

Rehabilitation Hypnosis

 

At least once in athletes’ careers, they will experience some type of injury
and therefore miss competition or practice. Recovering from surgery or
serious injury is difficult. There is not only the discomfort associated with
healing but also the painful experience of weekly rehabilitation. Facing
months of pain and discomfort, athletes not surprisingly feel a negative
impact on their motivation, self-confidence, and self-worth. Injury is
likely to have a serious psychological impact on the athletes. They experi-
ence emotions and ruminations that can hamper the recovery process.
“Education about the injury, rehabilitation process, goal setting, relax-
ation, imagery,” and other cognitive strategies are among the many tech-
niques that sport psychologists use to help move the athlete along in the
recovery process (Cornelius, 2002b, p. 243). Hypnosis can be an effective
alternative to help speed the athlete along the course to recovery by aiding
in pain management and in actually healing of the tissue.

 

Following Deepening of Hypnosis. 

 

Say: 

Pain is your body’s way of letting you know something is wrong …
a warning system … your body’s way of protecting itself from
harming itself … Pain is a natural part of healing … it is often
necessary … but not all pain is necessary … the more you begin to
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understand your own body, the more you will begin to know how
much pain is useful to you … continue to sink deeply into this
complete state of relaxation … deeper … completely relaxed …
nothing will disturb you … you will always be able to hear me very
clearly … very distinctly … with each passing moment … you will
become more deeply relaxed … more deeply comfortable … so
relaxed … so deeply comfortable. … In fact, it isn’t even necessary
to listen very closely to the things that I am saying, because your
unconscious mind will be able to hear … and understand …
everything … that I say to you. Just allow your conscious mind …
to enjoy the pleasant state … of complete relaxation … that has
come over you … and let your unconscious mind take over. As
these things I say begin to sink deeply into your unconscious
mind … you will soon begin experience all that I ask you to …
now … begin to focus on your left hamstring … become aware of
the pain in your left hamstring … recognize how intense … and
maybe … uncomfortable it feels … focus all your attention on it …
allow those feelings to be present in your mind and body. …
Now … see it begin to heal … feel a surge of warm healing energy
flow from your core into that hamstring … allow the energy to heal
that hamstring … notice a warmth beginning to build … that
warmth is your body healing itself … new tissue is replacing the old
and your body is healing … each day … picture more healing
energy flowing into that left leg [pause]. That is good, your body is
beginning to heal … now … getting stronger … with each passing
day … day by day … you will become healthier … stronger … than
the day before. … You may even notice the discomfort beginning
to … fade into the background … each day … your hamstring will
get stronger … heal … and feel comfortable again … feel the tissue
getting stronger as it grows … as new cells replace old ones … the
warmth is the circulation of blood removing the part that is not
healthy … away. [Awaken the athlete with suggestions for feeling
greater comfort; the only sensory feeling needed is that which
serves to protect from further injury.]

 

Summary

 

Hypnosis has been shown to be a useful technique in various other profes-
sions, including medicine, dentistry, and psychotherapy. Given further
research, the potential uses of hypnosis to enhance performance seem lim-
itless. We are at the frontier of its use in sports. In this chapter, successful
hypnotic techniques to enhance athletic performance were provided to
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address many common problems confronting athletes. Its appropriateness
seems natural, given the similarities between performing at a peak level
and the hypnotic state. Unfortunately, within the field of sport psychology,
hypnosis remains a virtually untapped tool for enhancing athletic perfor-
mance. Although it has limitless potential in the field of sport medicine
and sport psychology, it has not been employed on a systematic basis by
researchers or clinicians (W. Morgan & Brown, 1983). This is surprising,
given its well-documented efficacy in the management of pain (E. Hilgard
& J. Hilgard, 1994) and in psychosomatic medicine in general (Burrows &
Dennerstein, 1980; W. Morgan & Brown, 1983, p. 234). As more research
is conducted on the effects of hypnosis on muscular and athletic perfor-
mance, hypnosis might eventually become a technique of first choice to
aid athletes in achieving the athletic performance.
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Societies and Journals

 

This list is intended to provide a flavor of the scientific-professional societ-
ies and journals in the field of hypnosis. It is by no means exhaustive.

 

Major International Scientific and Professional Societies of 
Hypnosis and Their Publications

 

Society for Clinical and Experimental Hypnosis (SCEH)

 

Massachusetts School of Professional Psychology
221 Rivermoor Street
Boston, MA 02132
USA
Phone: (617) 469-1981
Toll free number: (888) 664-6777, extension 203
Fax: (617) 469-1889
E-mail: sceh@mspp.edu
Web site: www.sceh.us or http://ijceh.educ.wsu.edu
Publications:

 

International Journal of Clinical and Experimental Hypnosis 

 

(IJCEH)
The major citation impact journal in the field
Focus: The quarterly bulletin of SCEH
Editor: Arreed Franz Barabasz, EdD, PhD, ABPP
Official Journal of the Society for Clinical and Experimental Hypnosis
Washington State University
P.O. Box 642136
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Pullman, WA 99164-2136
Phone: (509) 335-8166
E-mail: ijceh@pullman.com
Web site: http://ijceh.educ.wsu.edu

 

International Society of Hypnosis (ISH)

 

Austin & Repatriation Medical Centre
Repatriation Campus, 300 Waterdale Road
Heidelberg Heights VIC 3081
Australia
Phone: +61 3 9496 4105
Fax: +61 3 9496 4107
E-mail: ish-central.office@medicine.unimelb.edu.au
Web site: http://www.ish.unimelb.edu.au/ish.html
Publication:

 

International Journal of Clinical and Experimental Hypnosis

 

Official journal of the International Society of Hypnosis

 

National Societies of Hypnosis and Their Publications

 

American Psychological Association Division 30—The Society of 
Psychological Hypnosis

 

750 First Street, NE
Washington, DC 20002-4242
USA
Phone: (800) 374-2721, (202) 336-5500, (202) 336-6013
TDD: (202) 336-6123
Fax: (202) 218-3599
Publications:

 

International Journal of Clinical and Experimental Hypnosis

 

Official journal of the society of psychological hypnosis

 

Psychological Hypnosis

 

The quarterly newsletter of the society

 

American Society of Clinical Hypnosis (ASCH)

 

140 N. Bloomingdale Rd.
Bloomingdale, IL 60108-1017
USA
Phone: (630) 980-4740
Fax: (630) 351-8490
E mail: info@asch.net

 

RT5814_book.fm  Page 442  Wednesday, November 17, 2004  1:56 PM



 

Societies and Journals 

 

∑

 

 

 

 443

 

Web site: http://www.asch.net/
Publications:

 

American Journal of Clinical Hypnosis 

 

(AJCH)
(See information for the American Society of Clinical Hypnosis)
Editor: Thurman Mott, MD

 

Newsletter of the American Society of Clinical Hypnosis 

 

(quarterly)

 

Association Francaise d’Hypnotherapie

 

74, Rue Lamarck
75018 Paris
France
E-mail: dfayolet@noos.fr
Web site: www.afhyp.org

 

Associazionne medica Italiana per lo Studio dell Ipnosi (AMISI)

 

E-mail: amisi@mw.itline.it

 

Australian Society of Hypnosis (ASH)

 

Victoria Branch, ASH
P.O. Box 5114,
Alphington VIC 3078
Australia
Phone: +61 3 9458 5133
Fax: +61 3 9458 5399
E-mail: hypnosis@alphalink.com.au
Web site: www.ozhypnosis.com.au
Publications:

 

Australian Journal of Clinical and Experimental Hypnosis

 

 (AJCEH)
P.O. Box 592, Heidelberg Vic. 3084
Australia
Phone: +61 3 9496 4621
Fax: +61 3 9496 4564
E-mail: bevans@alphalink.com.au
Web site: www.ozhypnosis.com.au/journal.html

 

British Association of Medical Hypnosis (BAMH)

 

E-mail: secretary@bamh.org.uk
Web site: http://www.hypnoforum.com/bamh/
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British Society of Clinical Hypnosis (BSCH)

 

Organising Secretary
125 Queensgate
Bridlington
East Yorkshire Y0167JQ
Phone: 01262 403103
E-mail: sec@bsch.org.uk
Website: http://www.bsch.org.uk/

 

British Society of Experimental and Clinical Hypnosis (BSECH)

 

Hollybank House, Lees Road
Mossley, Ashton-u-Lyne
OL5 OPL
UK
Phone/Fax: 01457 839363
E-mail: honsec@bsech.com
Web site: http://www.bsech.com
Publications:
Contemporary Hypnosis
Editor: John Gruzelier
Blackhorse Road
Letchworth
Herts SG6 1HN
Phone: 01462 672555
Fax: 01462 480947

 

British Society of Medical and Dental Hypnosis (BSMDH)

 

28 Dale Park Gardens
Cookridge, Leeds
LS16 7PT
UK
Phone/Fax: 07000 560309
E-mail: nat.office@bsmdh.org
Web site: http://www.bsmdh.org

 

Centro Ericksoniano de Mexico (CEM)

 

E-mail: erickmex@hipnosis.com.mx
Web site: www.hipnosis.com.mx
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Centro Italiano Ipnosi Clinico-Sperimentale (CIICS)

 

E-mail: ciics@seleneweb.com

 

Centro Studi de Ipnosi Clinica e Psiocoterapia “H. Bernheim” (CSICHB)

 

Italy
E-mail: dirsan@villarosa.it

 

Danish Society of Clinical Hypnosis

 

Web site: www.hypnoterapi.com

 

Dansk Selskab for Klinisk Hypnose (DSKH)

 

Rosenborggade 12
1130 Copenhagen K
Denmark
E-mail: hypnosis@get2net.dk

 

Deutsche Gesellschaft für ärztliche Hypnose und Autogenes Training E.V. 
(DGAHAT)

 

Sekretariat
Postfach 1365
41463 Neuss
Germany
Web site: www.dgaehat.de

 

Deutsche Gesellschaft für zahnärztliche Hypnose (DGZH)

 

Esslinger Stra

 

b

 

e 40
70182 Stuttgart
Germany
E-mail: mail@dgzh.de
Web site: www.dgzh.de

 

Dutch Society of Hypnosis (Nvvh—Nederlandse vereniging voor hypnose)

 

Nvvh, Herenstraat 1-B
3512KA Utrecht
The Netherlands
E-mail: secretariaat@nvvh.com or info@nvvh.com
Web site: http://www.nvvh.com
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Publication:

 

International Journal of Clinical and Experimental Hypnosis

 

Official journal of the society (see above for details)

 

European Society of Hypnosis (ESH)

 

DGZH E.V.
Esslinger Str. 40
70182 Stuttgart
Germany
E-mail: mail@esh-hypnosis.org
Web site: www.esh-hypnosis.org
Publications:

 

European Journal of Clinical Hypnosis

 

 (EJCH)
British Association of Medical Hypnosis
15 Connaught Square
London W2 2HG
United Kingdom
Phone: +44 0171- 706 7775
Fax: +44 0171- 262 1237
E-mail: editor@ejch.com
Web site: www.ejch.com

 

Flemish Society of Hypnosis  (VHYP—Vlaams Wetenschappelijke 
Hypnose Vereniging)

 

Correspondentie-adres
Honingstraat 5 2220 Heist-op-den-Berg
Phone/Fax: 015 245183
E-mail: vhyp@village.uunet.be
Web site: http://www.vhyp.be
Universitair Centrum Sint-Jozef.
Leuvensesteenweg 517
3070 Kortenberg

 

German Society of Hypnosis (DGH)

 

Druffelsweg 3
48653 Coesfeld
Germany
E-mail: DGH-Geschaeftsstelle@t-online.de
Publications:
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Experimentelle und Klinische Hypnose

 

Hypnosis Society of New Zealand (NZSH)

 

Wellington
New Zealand
Phone: 04 385 6998
E-mail: cmc89@telstra.net.nz
Web site: http://www.opotiki.com/hypnosisnz/

 

Hungarian Association of Hypnosis (HAH)

 

E-mail: mhesecretary@hotmail.com or GGACS@IZABELL.ELTE.HU

 

Indian Society of Clinical and Experimental Hypnosis (ISCEH)

 

E-mail: mrs_shovajana@im.eth.net

 

Israel Society of Hypnosis (IsSH)

 

E-mail: ewa@netvision.net.il
Web site: www.hypno.co.il or www.hypno.org.il

 

Japan Institute of Hypnosis (JIH)

 

E-mail: endo-s@nms.ac.jp

 

Japan Society of Hypnosis (JSH)

 

E-mail: jsh@human.tsukuba.ac.jp

 

MEG, Milton H. Erickson Gesellschaft für Klinische Hypnose E.V.

 

Waisenhausstra

 

b

 

e 55
80637 Munich
Germany
E-mail: monika-kohl@t-online.de
Web site: http://www.milton-erickson-gesellschaft.de or www.MEG-

hypnose.de
Publications:
Hypnose und Kognition
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Mexican Society of Hypnosis (MSH)

 

E-mail: ericksmh@iwm.com.mx

 

Norwegian Society for Clinical and Experimentel Hypnosis

 

 

 

(NFKEH—Norsk Forening for Klinisk og Ekspeimentell Hypnose)

 

E-mail: guro@smerteklinikken.com
Web site: www.hypnoseforeningen.no

 

Österreichische Gesellschaft für Autogenes Training und Allgemeine

 

 

 

Psychotherapie (OGATAP)

 

OGATAP Secretariat
Kaiserstr. 14/13
1070 Vienna
Austria
E-mail: office@oegatap.at

 

Sociedade Brasileira de Hipnose

 

Rua Jacirendi, 60
CEP 030066-000 Tatuapé
Sao Paulo
Brazil
E-mail: joelpriori@starmedia.com
Web site: www.sbhipnose.com.br

 

Società Italiana di Ipnosi (SII)

 

E-mail: ipnosii@tin.it
Web site: http://www.hypnosis.it

 

Societe Quebecoise d’Hypnose inc (SQH)

 

Bureau 485
1575 Boul. Henri-Bourassa ouest
Montréal, Québec H3M 3A9
Canada
E-mail: cpgb@qc.aira.com

 

South African Society of Clinical Hypnosis (SASCH)

 

E-mail: sasch@cis.co.za
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Swedish Society of Clinical and Experimental Hypnosis (SSCEH)

 

SFKH’s kansli, Flat 3, S-931 85 Skellefteå
E-mail: ssceh@telia.com
Web site: http://www.hypnos-se.org
Publication:
Hypnos

 

Swiss Medical Society of Hypnosis (SMSH)

 

E-mail: smsh@smile.ch
Web site: www.smsh.ch

 

Swiss Society for Clinical Hypnosis (SHypS)

 

E-mail: peter.hain@bluewin.ch
Web site: www.hypnos.ch

 

Tieteellinen Hypnoosi–Vetenskaplig Hypnose (TH-VH)

 

Kylätie 8 M 6
16300 Orimattila
Finland
E-mail: timo.heinonen@pp2.inet.fi
Web site: www.hypnoosi.net

 

Vlaamse Wetenschappelijke Hypnose Vereniging

 

517 3070 Kortenberg
Belgium
E-mail: vhyp@village.uunet.be
Web site: www.vhyp.be
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Ewin’s technique for genital warts, 

317–319
expressionistic organ, 314
itching, 311–314
Tasini and Hackett’s technique for warts, 

317
warts, 314–315
Watkins’s technique for rash, 320–321
Watkins’s technique for warts, 317

Descending-escalator technique, 195
Descending-stairs technique, 194
Desensitization, 300

protocol, 399
systematic, 346

Diagnostic procedures
hypnosis as aid to, 292

poor cooperation of patients in, 294
Dick-Read, Grantly, 258
Dick-Read natural childbirth method, 260
Direct hypnotic suggestion, pain control and, 

232
Direct stare, 131
Disease

–health equilibriums, hypnosis and, 291
theory of, 4

Disinhibition of inhibitory mechanisms, 441
Displacement of pain, 226
Dissociated control, 220, 228
Dissociation, 48

double, 360
labor and, 274
partial, 72

Dissociative identity disorders, 48, 65, 72, 226
Dissociative interventions, pain control and, 

236, 239
Distraction

condition, children in, 404
pain relief and, 229
value, 229

Doctor
confidence displayed by, 208
-patient relationship, 207, 209

Domain of hypnosis, 79
Dominance-submission relationship, 131
Doppler effect, 154
Double dissociation, 360
Dream(s), 110, 114

induction, 70
repetition of, 183

Drifting, 100
Drug(s)

anxiety and, 291
companies, hurdle faced by, 204
use of for alleviating pain, 231

Druids, 7
DSM–IV criteria, AD/HD, 409
Dumping syndrome, 301, 302
Dunbar, Flanders, 289

 

E

 

Eating

 

behavior, 211
disorders, treatment of, 374
moderation in, 376

Eddy, Mary Baker, 12
EEG

brain activity, 36
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brain signature, 89
event-related potential, 75, 78, 222

changes, 37
studies, 86, 299

feedback, 406
measurement, 34
seizure signature, 304
stages of sleep, 55

Ego
cathexis, 63
executive, 229
participation, depth of hypnosis and, 188
-psychological theory, 67
receptivity, 71
state(s), 64

boundaries, 65, 178
emergence of child’s, 393
inner battle of, 253
theories, 65
therapy, 49, 66, 290

strategies, 44
strengthening, 214, 238, 433
-weakened individual, 243

Egyptians, states of trance induced by, 7
Elliotson, John, 10, 24
Emotional maladjustments, 271
Emotions, expression of, 309
Energy

chi, 327
life, 3
routes, 326

Enuresis, 395
Erickson, Milton, 34, 53, 181
ERPs, 

 

see

 

 Event-related potentials
Esdaile, James, 11, 24, 246, 254
Ether, 11, 336
Event-related potentials (ERPs), 36, 74

bidirectional, 85
study, A. Barabasz, 87

Eve’s transgression, 219
Evil eye, 131
Ewin, 250, 317
Executive ego, 229
Exercise, hypnotic suggestion of, 417
Expanding the present, suggestions of, 50
Expectant mother, 258
Experimental demand characteristics, 34
Eye(s)

closure, 340
fixation, 127, 129, 136, 149
heaviness in, 128

Eye-blink method, 129

 

F

 

Face-lift, 252

 

Faking hypnosis, 34
Family

conflict, 301
therapy techniques, 49

Fantasy
setting-sun, 397
techniques, 175, 343

Father of Ego-State Therapy, 11
Father hypnosis, 57, 102, 132, 233
Fatigue, 290
Fat-loss efforts, 372
Faulty habits, correcting, 353
Fear(s), 383

-ameliorating techniques, 248
reducing, 343

Federal Drug Administration approval, 204
Federn, Paul, 63
Ferenczi, 57
Finger attraction method, self-hypnosis, 279
Fitness training, 376
Floating, 100, 117
Floating in cloud, 198
Flow, 413
Focal point dependency, 149
Food and Drug Administration, 3
Fractionation, 193
Franklin, Benjamin, 6, 308
Free association, 17
Freedom from distraction scene, 193
Freud, Anna, 187, 206
Freud, Sigmund, 5–6, 15, 16, 17, 56, 57, 206, 

289, 338
Fromm, Erika, 56, 67, 71, 187, 412
Fugue states, 75, 187

 

G

 

Gagging, 351, 352

 

Galvanic skin response (GSR), 222
Gardner, Gail, 305, 306
Gassner, 3
Gastrointestinal disorders, hypnotic 

treatment of, 300
Gate control theory, 225
Genital warts, Ewin’s technique for, 317
Goal setting, 422, 438
Gravitz, 5
GSR,

 

 see 

 

Galvanic skin response
Guided imagery, 341, 405
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Guillotine, Antoine, 6
Gymnasts, skill development of, 424

 

H

 

Hair pulling, chronic, 400

 

Hallucination(s), 89–90, 310
auditory-blocking, 87
color, 87
controlled, 54
induced, 34
listening to music in, 201
mosquito, 110
negative visual, 112, 185
olfactory, 36
posthypnotic, 40–41, 187
profound, 40
taste, 37, 110
visual, 37, 38–39
warmth, 106

Hand
anesthesia, 35
lowering, 109
wagging compulsion, 30

Hand-clasp test, 101, 103
Hand-rising effect, 160
Hand-warming technique, 42
Harvard Group Scale of Hypnotic 

Susceptibility (HGSHS:A), 108
Head nod forward, 105
Heavenly Cycle, 325
Hell, Maximilian, 3
Hetero-hypnosis, self-hypnosis versus, 181
HGSHS:A, 

 

see

 

 Harvard Group Scale of 
Hypnotic Susceptibility

Hidden observer, 65, 73, 220, 259, 276
Hilgard, Ernest, 33, 53, 61, 65, 73, 108, 113, 

222, 226, 348, 398, 412
Hilgard, J., 46, 61, 74, 113, 118, 222, 348, 388
HIP, 

 

see

 

 Hypnotic Induction Profile
History of hypnosis, 1–26

chronological outline, 25–26
discoveries of Mesmer, 2–24

controversial case of restored sight, 4
development of hypnosis after 

Mesmer, 8–18
fascinating theory of disease, 4–6
modern hypnosis, 18–24
reception by colleagues, 6–8

Holroyd, Jean, 324
Homoaction, 201
HPV,

 

 see 

 

Human papillomavirus

Hull, Clark, 18
Human papillomavirus (HPV), 317, 318, 319
Hyperassociation, 281
Hypermnesia, 44, 45, 70
Hyperventilation, 264
Hypnoanalysis, 18, 43
Hypnoanesthesia, 348, 350

delivery and, 276
disadvantages of in dentistry, 349
earliest recorded description of, 1
integration of with chemoanesthesias, 343

Hypnodontia, 

 

see

 

 Dental hypnosis
Hypnosis

alert, 393
awakening from, 82
brain signature of, 83
depth, ego participation and, 188
development of modern, 7
fake, 34
imagination-focused, 394, 397, 404
instant alert, 341, 407
mass, 7
permanent success of, 210
placebo versus, 204
-plus–hypnotic-suggestion condition, 378
postpartum, 287
psychoanalytic objections to, 209
rehabilitation, 438
resistance to coming out of, 190
self-, 226
spontaneous, 76, 78, 226, 413
suggestive, 16

Hypnotic abreactions, 299
Hypnotic brainwashing, 33
Hypnotic depth, 85, 385

measurement of, 82
quantification of, 118

Hypnotic induction, advanced techniques of, 
147–184

approaches of Milton Erickson, 181–184
Barabasz’s verbal-nonverbal induction for 

resistant individuals, 159–162
coin technique, 157–158
jet to Hawaii and other fantasy 

techniques, 175–177
Kohnstamn Phenomenon, 158–159
nonverbal method, 170–171
opposed-hand levitation, 162–166
postural-sway technique, 149–154
progressive anesthesia technique, 166–170
rapid induction, 154–155
rapid rehypnotization, 155–157
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rehearsal technique, 171–175
self-induction procedure, 179–181
sleep variation of rehearsal technique, 175
subject-object, 177–179

Hypnotic induction, introductory techniques 
of, 121–145

arm-drop induction method, 132–136
direct stare, 131–132
eye-blink method, 129–130
eye-fixation technique, 127–129
phases of hypnotic induction, 121–123
principles of induction, 123–124

arm-levitation technique, 136–143
repetitive movement, 143–145

relaxation technique, 124–127
Hypnotic Induction Profile (HIP), 115, 159, 

186, 363
items

control differential, 117
cutoff, 117
dissociation, 117
float, 117
signaled arm levitation, 117

measurement phases
induction, 117
initial postinduction, 117
postinduction final phase, 117
pretrance, 117

Hypnotic phenomena, 27–51
alteration of perceptions, 33–42
altering subject–object relationships, 49
dissociation, 48–49
hypnosis as altered state and interpersonal 

relationship, 51
influencing attitudes, 32–33
influencing autonomic processes, 42
influencing cognition, 43
influencing mood and affect, 42
motor behavior, 29–32
posthypnotic amnesia, hyperamnesia, and 

regression, 43–48
time distortion, 49–51

Hypnotic responsivity, standardized tests of, 
108

Hypnotic situation, 88
Hypnotic suggestion, 212

authoritative versus persuasive or 
permissive hypnotic suggestions, 
215

cumulative effect of, 214
direct attack on symptoms, 213
ego strengthening, 214

indirect effects through nonspecific 
suggestions, 214

smoking cessation and obesity, 216
suggestions administered under hypnosis 

and posthypnotically, 215
symptom substitution, 216

Hypnotic susceptibility scales, Davis and 
Husband’s, 118, 119, 185

Hypnotizability, 89–120
average, 84
hypnosis as matter of degree, 89–90
informal tests of hypnotizability, 90–120

arm-drop test, 94–99
arm levitation, 104–105
Chevreul’s pendulum, 91–94
compulsive rising, 107–108
hallucinations of warmth, 106–107
hand-clasp test, 101–104
head nod forward, 105–106
inability to push hands together, 106
postural sway test, 99–101
quantification of hypnotic depth, 

118–120
standardized clinical scales of 

hypnotizability, 113–118
standardized tests of hypnotic 

responsivity, 108–113
movements, 95
scales

age-appropriate, 387
children’s, 392

studies concerning trait of, 148
test of, 76–77
university-based scales of, 115
volunteers screened for, 145

Hysteria
hypnosis and, 14
treatment of, 56

 

I

 

IBS,

 

 see 

 

Irritable bowel syndrome

 

Identification, 66
Identofact, 66
Ideomotor method of communication, 250
Idiosyncratic responses, 122
Illness(es)

organic, effects of psychogenic factors on, 
290

psychosomatic, 308
Imagery, 361, 405, 419
Imagination-focused hypnosis, 394, 397, 404
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Imagining, 234
Imipramine, 395
Immune system, 307, 402
Independence, children’s drive for, 390
Indirect induction technique, 177
Induction, 340

of children, 393
failures in, 182
fantasy techniques of, 343
Microcosmic Orbit–based, 325
nonverbal, 170, 172–173
prehypnotic, 278
rapid, 154
self-, 179
techniques of, 340

Information-overloaded society, 126
Injury, athletes and, 437
Insight, 218, 324
Insomnia, 380
Instant alert hypnosis, 341, 407
Institute for Research in Hypnosis, 23
Intercourse, 257
Internal medicine, hypnosis in, 289–309

cancer, 304–308
cardiovascular disorders, 294–296
diagnostic procedures, 292–294
effects of psychogenic factors on organic 

illness, 290
gastrointestinal disorders, 300–303
neurological disorders, 303–304
precautions, 290–292
respiratory disorders, 296–300

 

International Journal of Clinical and 
Experimental Hypnosis

 

, 22, 60, 
180–181, 186

International Society for Clinical and 
Experimental Hypnosis 
(ISCEH), 22

Introjection, 65, 66
Irritable bowel syndrome (IBS), 357, 360, 361
ISCEH, 

 

see

 

 International Society for Clinical 
and Experimental Hypnosis

Ischemic pain, 262
Itching, 311

 

J

 

Jacobsen’s progressive muscle relaxation, 
416, 418

 

Janet, Pierre, 14, 57
Jet to Hawaii technique, 175
Jhanas, 324

 

Journal for Clinical and Experimental 
Hypnosis

 

, 20
Journals, 

 

see

 

 Societies and journals

 

K

 

Kihlstrom, John, 80, 318

 

Kinesthetic imagination, 194
Kinesthetic sense, 152
Kirlian photographs, 4
Kohnstamn phenomenon, 158–159, 160
Kundalini power, 325

 

L

 

Labor

 

dissociation and, 274
management of, 272
pain, 263
preparation for, 271

Lactation, hypnosis and, 288
Lamaze method, 258, 260

 

Lancet

 

, 10
Lang, Elvira, 244
Lavoisier, 6
Laying on of hands, 3
Lean body mass, loss of, 373
Lethargy, 118
Libidinal regression, 5–6
Liebeault, Ambroise-August, 12
Life energy, 3
Local anesthesia, 244
Lorge-Thordike (LT) test scores, 400
Lowering of criticality, 62
Low-hypnotizable participants, 205, 206
LT test scores,

 

 see 

 

Lorge-Thordike test scores
Lucid sleep, 12

 

M

 

MAC,

 

 see 

 

Monitored Anesthesia Care

 

Magic, children and, 389
Magic bullet, 9
Magnet, principle of, 3
Magnetism, 5
Make-believe, children’s, 388
Masochistic impulses, 253
Masochistic needs, 313
Mass hypnosis, 7
Mayo Clinic, 204
MBD,

 

 see 

 

Minimal brain dysfunction
McCarthy, Patrick, 288
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McCarthy method, childbirth by, 276
MCD, 

 

see

 

 Minimal cerebral dysfunction
Meares, concept of regression in hypnosis, 62
Medical procedures, hypnosis and, 244
Medievalism, 2
Meditation, long-term solitary, 189
Meditation and hypnosis for health, 323–334

chi, 325
energy routes, 326
example, 328–334
focus, 323
Microcosmic Orbit, 327
Taoist meditation, 325
Zen Buddhist meditation, 324

Menninger Clinic, 59
Mesmer, Franz Anton, 2, 24

case of restored sight, 4
discoveries of, 2
reception by colleagues, 6
theory of disease, 4

Methylphenidate, abuse of, 406
Metronome, 197
Microcosmic Orbit, 298, 325, 327, 328, 333, 

334
Middle Ages, 7, 28
Migraine headaches, 234
Military practitioners, 19
Mind-body interactions, 289
Minimal brain dysfunction (MBD), 405
Minimal cerebral dysfunction (MCD), 405
Minnesota Multiphasic Personality Test

 

 

 

(MMPI), 301
MMPI, 

 

see

 

 Minnesota Multiphasic Personality 
Test

Model for acute pain, 263
Monitored Anesthesia Care (MAC), 251
Morphine, 224
Mother-child relationship, 260
Motivation

focus of athlete and, 429
negative impact on, 438
self-confidence and, 432

Motor behavior, 29
Multiple personality disorders, 48, 72
Murphy, Bridey, 20
Muscle

mass, 372
relaxation, 251

 

N

 

Nail biting, 370

 

National Center for Complementary and 
Alternative Medicine 
(NCCAM), 289

National Institute of Mental Health, 23
National Institutes of Health (NIH), 289, 305, 

324
Natural childbirth, 258, 260
Natural law, 1
Natural relaxation, 125
Nausea, 351
NCCAM, 

 

see

 

 National Center for 
Complementary and Alternative 
Medicine

Negative thinking, snowball effect of, 433
Nelson-Denny test, 385
Neodissociation theory, 61, 72, 81
Neurodermatitis, 310
Neurofeedback, 406
Neuro-hypnotism, 12
Neurological disorders, hypnotic treatment 

of, 303
Neurotherapy, 406
Nicotine, addictive aspects of, 369
Nightmares, 264
NIH, 

 

see

 

 National Institutes of Health
Nonhypnosis-related research, 148
Nonhypnotic responding, 84
Nonverbal induction method, 170, 172–173
Novocain, 343
Numbness, 167, 170, 194
Nutra-Sytems, 371

 

O

 

Obesity, 216, 371

 

Object assembly test, 59
Obstetrician

influence of, 267
responsibility of, 266

Obstetrics, 262
Old-wives’ tales, 269
Olfactory hallucination, 36
Opposed-hand levitation, 162, 164–165
Oral-aggressive impulses, 370
Oral cavity, psychological importance of,

336
Organic illness, effects of psychogenic factors 

on, 290
Organic pain, 225
Orgone, concept of, 3
Oster, Mark, 284
Oster method, childbirth by, 284
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P

 

Pacing, 182

 

Pain
acute, 396
control, 9
covert, 73, 220
dentistry and, 335
description of, 223
displacement, 226
experience of, 219
ischemic, 262
labor, 263
management, 417, 437
meaning of, 235
organic, 225
overt versus covert, 272
perception, manipulation of, 34
-producing medical procedures, 230
sensory, 219, 259
stimulus, 222
threshold, raising of, 242
tolerance, 61, 262

Pain relief with hypnosis, 219–239
dissociated control, covert pain, and 

hidden observer, 220–224
dissociative interventions, 236–237
ego strengthening and pain reduction, 

238
experience of pain, 219–220
hypnotic techniques for control of pain, 

232–236
changing suffering and meaning of 

pain, 235–236
direct hypnotic suggestion, 232–233
self-hypnosis, 234–235

reason for using hypnosis for pain, 
231–232

simple distraction or dissociation, 
229–230

useful theories of pain, 224–228
Palsson, hypnosis protocol for IBS by, 360, 

361
Paradis, Maria Theresa, 4
Parent-child relationship, 57, 391
Partial dissociation, 72
Patient(s)

burn, 245
comfort, 347
dental-phobic, 352
integrity, protection of, 182
postoperative recovery, 252

questions voiced by, 250
reducing fear of, 343
relaxation, 337, 344
self-control, 284
sensation-seeking, 377
trauma of stress in, 242

Perceptions, alteration of, 33
Peripheral temperature regulation, 401
Perry, Campbell, 204
Personality

definition of, 55
dissociative identity disordered, 227
structure

organization of, 64
theory of, 63

Phobias, 303, 346
Physician’s Fat Loss Clinic, 371
Physiological fatigue, 136
Physiological functioning, influence of 

hypnosis on, 291
Placebo, 75, 87, 343
Placebo, hypnotic suggestion, and 

hypnotherapist, 203–218
criticisms of suggestive hypnotherapy, 

206–207
hypnosis and hypnotic suggestion versus 

suggestion or placebo, 204–206
hypnosis as tactic with insight therapy, 

218
levels of hypnotic suggestion, 212–218

authoritative versus persuasive or 
permissive hypnotic suggestions, 
215

cumulative effect of hypnotic 
suggestions, 214–215

direct attack on symptoms, 213
ego strengthening, 214
indirect effects through nonspecific 

suggestions, 214
suggestions administered under 

hypnosis and posthypnotically, 
215

symptom substitution, 216
tying suggestions together for 

smoking cessation and obesity, 
216–218

personality of hypnotherapist, 207–209
psychoanalytic objections to hypnosis, 

209–210
psychodynamic reasons that hypnosis 

treatment can be permanently 
successful, 210–212
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when suggestive hypnotherapy is 
appropriate, 206

Pop-up distraction toy, 255
Positron emission tomography, 86, 87
Posthypnotic amnesia, 43, 112–113, 123
Posthypnotic anesthesia, 35
Posthypnotic hallucination, 28, 40–41
Posthypnotic suggestion, 114–115
Postnatal depression, 283
Postoperative care, 350
Postpartum hypnosis, 287
Posttraumatic stress disorder (PTSD), 263, 

277
Postural sway technique, 99, 149, 150–151
Pregnancy, hypnosis in management of, 270
Prehypnotic inductions, 278
Preinduction conditioning, 345
Preoperative apprehension, 247
Primary-process thinking, 68, 69
Primordial life force, chi and, 325
Prince, Morton, 18
Progressive anesthesia technique, 166, 

168–169
Progressive relaxation, 395, 405, 416
Progressive warm, heavy feeling procedure, 

194
Psoriasis, hypnosis for, 312
Psychoanalysis

hypnoanalytic theory versus, 43
suggestive-placebo factor, 203

Psychogenic symptoms, 211
Psychological factors, hypnosis in surgery, 246
Psychological threat, exposure to, 228
Psychological trauma, 276
Psychosomatic conditions, 126
Psychotic symptoms, 310
PTSD,

 

 see 

 

Posttraumatic stress disorder

 

Q

 

Quality of life, cancer and, 306

 

R

 

Raginsky, Bernard B., 22

 

Rape, 264, 294
Rapid eye movement sleep, 55
Rapid induction, 154
Rapid rehypnotization, 155, 156–157
Rapport, 58, 122, 264, 383
Rash, Watkins’s technique for, 320
Raynaud’s disease, hypnotic treatment of, 296

Reading specialists, 45
Regression, 28, 43, 45, 54, 72, 89, 187

adaptive, 69
in service of ego, 59

Rehabilitation hypnosis, 438
Rehearsal technique, 171, 174, 175
Rehypnotization, rapid, 155, 156–157
Reich, William, 3
Relaxation

achievement of, 122
agent, smoking as, 362
athletes, 418
deep state of, 130, 133
natural, 125
progressive, 301, 395, 405
suggestion, smoking and, 366
tape, 248
technique, 124
training, 261
wonderful state of, 166

Reparenting, 62
Repetition, 105, 124, 136, 142, 214, 299, 422
Repetitive movement, wagging hand, 143
Resistance, 183, 344
Respiration exercises, 297–298
Respiratory disorders, hypnosis in treatment 

of, 296
Respiratory distress, cystic fibrosis and, 403
REST, 

 

see

 

 Restricted environmental 
stimulation

Restored sight, 4
Restricted environmental stimulation 

(REST), 61, 217, 324
Reversed effect, 104, 136
Revolving in cloud, 198
Revolving-wheels fantasy, 198
Ritalin, 406
Rogersian acceptance, 265
Role-enactment theory, 47
Role-playing, 77, 221
Rorschach, 70

 

S

 

Salivation, 42, 352

 

Samadhi concentration, 324
Satanic agency, 12
Satori, 189
SCEH, 

 

see

 

 Society for Clinical and 
Experimental Hypnosis

Schizophrenia, 338
Seeming duration, 50
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Self-confidence, 412
loss of, 433
motivation and, 432
negative impact on, 438
suggestions enhancing, 379

Self-control, 398
Self-destructive thoughts, 313, 383
Self-discipline, 283
Self-doubt, 383
Self-esteem, 313, 399
Self-hypnosis, 31, 77, 179, 226, 279, 397

pain control and, 234
sleep-facilitating, 380
smoking and, 364
suggestions for, 286
training, 305

Self-induction procedure, 179
Selfness, 347
Self-perspective, change of, 178
Self-Scoring Questionnaire, 312
Sensation seekers, 179, 377
Sensory pain, 219, 259
Setting-sun fantasy, 397
Sexual abuse, 264
Sexual interactions, guilt-ridden, 313
Sexual relations, 257
SHCS, 

 

see

 

 Stanford Hypnotic Clinical Scale
Skepticism, 2, 9, 266
Sleep

EEG stages of, 55
-facilitating self-hypnotic induction, 380
lucid, 12
rapid eye movement, 55
variation of rehearsal technique, 175

Sleeplessness, 218
Smoking, 362

cessation, 113, 216, 364, 369
deepening techniques for, 363
self-hypnosis and, 364

Snoring, Stenorian, 381
Social influence, 34, 37
Socialization, smoking and, 368
Societies and journals, 411–449

international scientific and professional 
societies of hypnosis and 
publications, 441–442

national societies of hypnosis and 
publications, 442–449

Society for Clinical and Experimental 
Hypnosis (SCEH), 20, 268

Society of Psychological Hypnosis (SPH), 23, 
342

Sodium amytal, 19
Sodium pentothal, 19
Somnambulism, 8, 118
Source amnesia, 44
Spanos, Nick, 204–205
Specialized problems, hypnosis for, 357–385

academic performance, 382–385
insomnia, 380–381
irritable bowel syndrome, 357–362
nail biting, 370–371
smoking, 362–370
Stentorian snoring, 381–382
substance abuse, 377–379
weight reduction and obesity, 371–376

Special Treatment Company, 19
SPH,

 

 see 

 

Society of Psychological Hypnosis
Spiegel, David, 75, 115, 292, 305
Spiegel, Herbert, 75, 115
Spinal-surgery patients, 242
Spontaneous abreaction, 411
Spontaneous hypnosis, 76, 78, 226, 413
Sports performance, hypnosis and, 411–440

altered states in sport, 412–413
considerations and techniques, 411
considerations for using hypnosis with 

athletes, 415–417
empirical support, 414–415
hypnosis and athletic performance, 412
techniques for sport hypnosis, 417–439

achieving optimal arousal, 426–428
arousal management, 428–429
focus and concentration, 429–432
goal setting, 422–424
imagery and visualization, 419–422
injury and pain management, 

437–438
performance evaluation and 

reconstructing, 435–437
rehabilitation hypnosis, 438–439
relaxation, 418–419
self-confidence and motivation, 

432–435
skill development and technique 

enhancement, 424–426
theoretical bases, 413–414

Stanford Hypnotic Clinical Scale (SHCS), 
113, 277, 365

Stanford Hypnotic Clinical Scale for 
Children, 388, 396, 398, 401, 408

Stanford Hypnotic Susceptibility Scale, 54, 94, 
101, 108, 113, 116, 159, 185

Form A, 205, 384
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Form C, 192, 205, 217, 277, 373, 377
Form C items, 109–113

age regression, 110–111
anosmia to ammonia, 111–112
arm rigidity, 110
dream, 110
hallucinated voice, 112
hand lowering, 109
immobilization of right arm, 111
mosquito hallucination, 110
moving hands apart, 110
negative visual hallucination, 112
posthypnotic amnesia, 112–113
taste hallucination, 110

items, 114–115
age regression, 114
amnesia, 115
dream, 114
hands moving together, 114
posthypnotic suggestion, 114–115

State relationship, 48
Stentorian snoring, 381
Storybook character, 389
Strivings for power, 7
Strong opposition, therapist’s, 166
Subject–object relationships, ability of 

hypnosis to alter, 49
Subject-object technique, 177
Substance abuse, 377
Suffering, 219, 220

change of, 235
unconscious, 220

Suggestibility, 71, 87
Suggestion(s)

anger, 367
cumulative effect of, 214
direct hypnotic, 232
dissociation, 237
levels of, 212
permissive, 215
problems not responsive to, 212
relaxation, 366
smoking cessation and obesity, 216
symptom substitution, 216
victory, 366

Suggestive hypnotherapy, criticisms, 206
Suggestive-placebo factor, 203
Superego modification, 62
Suppressed rage, 235
Surgery without anesthetic, 123
Sutcliffe, 74
Swallowing problems, 301

Swaying, 101

 

Sybil

 

, 48
Symptom(s)

direct attack on, 213
meaning of, 310
suppression, 211

Systematic desensitization, 346

 

T

 

Tactile imagination, 194

 

Taoist meditation, 325, 326
Tarantella dancing, 7
Tasini and Hackett technique for warts, 317
Taste hallucination, 37, 110
Teeth grinding, 354
Telephone follow-ups, 366
Television imagery, 388
Temporal lobe epilepsy, 303
Test(s), 186

arm-drop, 94, 162
Chevreul’s pendulum, 91
hand-clasp, 101, 103
Hypnotic Induction Profile, 76
Lorge-Thordike, 400
Minnesota Multiphasic Personality Test, 

301
Nelson-Denny test, 385
object assembly, 59
postural sway, 99
Thematic Apperception Test, 70, 118

Theorizing about hypnosis, 53–88
ego-psychological theory of hypnosis, 

67–72
hypnosis as intense focal concentration, 

75–77
hypnosis as interpersonal relationship, 

57–59
hypnosis as superego modification or 

reparenting, 62–63
hypnotic state as regression in service of 

ego, 59–62
Meare’s concept of regression in hypnosis, 

62
neodissociation theory of hypnosis, 72–74
object cathexes, 63–66
sociopsychological explanation of 

hypnosis, 77–79
theory convergence, state theory 

breakthroughs, and new focus, 
79–88

trance logic as essence of hypnosis, 67
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 Hypnotherapeutic Techniques

 

Theory
convergence, 79
disease, Mesmer’s, 4
usefulness of, 54

Therapeutic self, 29, 253
Therapist-child interactions, 400
Thrill seekers, 179
Thumb sucking, 353
Tiananmen Square, 33
Timed-breathing technique, 197
Time distortion, 49, 51, 89
TMJ dysfunction, 337
Tobacco use, deaths linked to, 362
Tooth decay, 336
Trance

avoided, 133
depth, 34, 170

measurement of, 192
therapies and, 188

Egyptians inducing state of, 7
experience, phases, 116
light, 151, 182, 293
logic, 54, 59, 67
state(s)

awake, 132
degrees of, 58
natural entry into, 124
spontaneous, 75

Transference reactions, primitive, 28
Transferential phenomena, 6
Trauma, 121, 123
Tribal healers, 7
Trichotillomania, 400
Tricyclic antidepressant, 395
Turning on, cheap way of, 179

 

U

 

Uncompleted suggestions, 31

 

Unconscious conflicts, 352
Unconscious motivation, 318
Unconscious processes, Freud’s discovery of, 

16

Unconscious suffering, 220
Urticaria, 313

 

V

 

Verbal-nonverbal dissociation technique,
159

 

Very deep hypnosis, characteristics of, 189
Victory suggestion, 366
Vipassana, 324
Visual hallucinations, 37, 38–39, 112
Visualization, 234, 419
Visual motor-behavior rehearsal, 418
Voice, hallucinated, 112
Vomiting, compulsive, 302

 

W

 

Wagging hand, repetitive movement, 
144–143

 

Waking states, 83
Warts, 314

Barabasz technique, 315
Tasini and Hackett technique, 317
Watkins technique, 317

Watkins, John, 28, 31, 32
technique for rash, 320
technique for warts, 317

Weight reduction, 371
Weight Watchers, 371
Willpower, 97, 162, 366
Womb fantasy, 124

 

Y

 

Yo-yo dieting, 371

 

Z

 

Zen Buddhist meditation, 324

 

Zen meditation, goal of, 189

 

Zoist

 

, 10
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