

[image: ]











Ericksonian Approaches



A Comprehensive Manual


Second Edition


Rubin Battino, MS


Wright State University


and


Thomas L. South, PhD


Twin Valley Psychiatric System Dayton Campus


Chapters by:


James Auld, BDS, Dip Soc Sc, MSc


Leon S. Segal, MA


Sandra Sylvester, PhD









[image: ]

























Dedications


This work is dedicated to my


loving daughters, Marie and Melissa,


of whom I am so proud, as a continued


inspiration to their learning. 


I also dedicate this work to


my loving wife, Barbara,


for her continued support


and understanding.


Tom







My contributions are dedicated


to my friends and mentors:


Howard H. Fink and


Joseph E. Emanuel,


and to my wife Charlotte.


Rubin






















Preface





TLS is the founder of the Milton H. Erickson Society of Dayton, Ohio. After RB immersed himself in the work of Milton H. Erickson, he found out about the Society and joined it. We have each served as president of the Society for considerable periods and continue to be active. Our shared interests and our friendship resulted in our teaching a year-long training course in Ericksonian methods. This book is the outcome of that collaboration.


We were motivated to write the book because we have yet to come across materials that can be reasonably used for courses or for training. This is the case even though the literature on Ericksonian methods is extensive and expanding. The books in the field are wonderful resources, but do not seem to lend themselves to a systematic training program. This book is, of course, no substitute for reading Erickson’s collected papers, the books he has written in collaboration with others, the monograph series on his work, or listening to and viewing his many presentations. But we hope it will prove to be useful as a text or a training manual. To that end, we have incorporated many exercises throughout the book. If you will examine the Table of Contents, you will note that we develop the subject in a systematic way. However, many of the chapters can stand alone if you are interested in a particular area. Our individual interests have had an effect on the content.


We were pleased to be joined in this endeavor by three experts in their respective fields who wrote specialty chapters for us. S. Sylvester has written on medical applications, J. Auld on dental applications, and L.S. Segal on substance abuse.


We would like to acknowledge the influence of the following people on our work: Milton H. Erickson, E.L. Rossi, J.K. Zeig, W.H. O’Hanlon, R. Pearson, K.F. Thompson, M.D. Yapko, S.G. Gilligan, S.R. and C.H. Lankton, D.B. Cheek, S. Rosen, H. Lustig, H.H. Fink, J.E. Emanuel, S. de Shazer, R. Bandler, and J. Grinder, among many others. This book could not have been produced without the assistance of the Word Processing Center of the Wright State University School of Medicine (Carol Enigk, director) and we owe an especial thanks to their staff. We also thank Michael Hall for assistance with the graphics and Alice McKinney and Charlotte Battino for advice on the layout of the book.


RB served as the overall coordinator and editor.


Thomas L. South, PhD


Dayton


Rubin Battino, MS


Yellow Springs


November, 1997



















Preface to the Second Edition





The original edition of this book was written by the two of us in 1994 with three specialty chapters by invited authors. After having that manuscript rejected about fifteen times by publishers, we decided to self-publish the book under the name of The Neurypnology Press. That edition sold very well. One of the buyers had a connection with Crown House Publishing Ltd in the UK and put us in touch with them. Crown House almost immediately offered us a contract, and our affiliation with them continues to be both cordial and mutually profitable. When our editor at Crown House suggested that we come out with a second edition, we agreed. In the ten years that have transpired since we wrote the original book there has been significant progress in research in hypnosis and hypnotherapy. Ericksonians continue to write books and papers, and the International Erickson Congresses are a source of new ideas and stimulation.


We adhere to our original concept of this book as a “Comprehensive Manual” on Ericksonian methods. That is, we consider this book to be a text for the kinds of training that most of the over one hundred institutes affiliated with the Milton H. Erickson Foundation carry out. We have been pleased to discover that many of those institutes use our book, and we are also pleased with this opportunity to bring it up to date. Having written that, we must also note that most of the basic training material in this book (like hypnotic language forms and basic inductions) have undergone little change. The sequence of topics is one that has apparently worked out well. Of course, new material has been introduced and referenced. The exercises throughout the book have been enhanced and refreshed.


The collaboration via contributed chapters by three experts in their respective fields has enhanced the book. J. Auld has revised his chapter. S. Sylvester has written on medical applications. Our dear friend, Leon S. Segal, died in August 2003. Segal’s chapter has been left intact.


Ernest L. Rossi’s contributions to the theory and practice of hypnosis have been considerable. A separate new chapter is devoted to presenting his contributions. Some modern research on brain function and hypnosis is included in this chapter.


TLS has added a new section, “Emergency and Traumatic Situations”, to Chapter 15, “Utilization of Hypnosis”, and revised and edited his other chapters.


RB has extended his chapters on metaphoric work and guided imagery based on his two books in those areas, and on new materials by other authors. We would also like to acknowledge the help that Professor Alan W. Scheflin has given us with respect to the materials in the chapter on ethics and the law.


We are pleased by the evolution of this book, and hope that you will be, too. We are always open to comments and suggestions.


RB continues to serve as the overall coordinator and editor of this book.


Thomas L. South, PhD


Huber Heights, Ohio


Rubin Battino, MS


Yellow Springs, Ohio


January, 2005



















Foreword





The developing maturity of a new school of professional psychotherapy is signaled by the appearance of “Comprehensive Manuals” that attempt to integrate the best inspirations of the pioneers with the growing body of fundamentals that are needed to teach another generation. This comprehensive manual by Thomas South, Rubin Battino, and their colleagues takes on this task with honesty and integrity. So broad has the scope of Milton H. Erickson’s psychotherapy become in recent years that it is more and more difficult to discern Erickson’s original voice. So many of his highly creative and individualistic students have carried Erickson’s work in new unpredictable directions that there is now a real danger of losing the original threads of his genius.


This state of affairs would surely bring an impish smile to Milton Erickson’s face. It is, after all, a true reflection of Erickson’s view of at least one aspect of his own mission: to help others to find their own genius by teaching them in terms of the natural ways and metaphors of their own minds. This is one of the secret strengths of Erickson’s original contributions that this comprehensive manual seeks to impart to the students and professionals. In one way or another it will be found to be a harmonic theme that connects the systematic presentation of the broad areas of Erickson’s work with case studies, transcripts of inductions for different types of clients, and practical training exercises that can facilitate the student’s learning step by step.


But is all this really necessary, one might ask? Wasn’t Milton Erickson an intuitive genius who could use his “creative unconscious” to simply free-associate incantations and hypnotic spells that would be just what the patient needed? You know, deep unconscious communication from the mind of one person to the other? Sort of healing without cognition? The symptoms somehow go away and nobody knows the reason why, not even the therapist. In spite of such folklore that has been spun about Erickson’s work, this oversimplified appeal to the intuitive is certainly not correct. In his early years, Erickson worked very systematically to develop his understanding of the nature of hypnosis—what he called the “psycho-neuro-physiological” foundations of healing. How can mere words, stories, meanings, and ideas facilitate healing?


Erickson described to me the lengthy process he went through in training himself with his first patients. He would first have a rather long initial interview with the prospective patient, wherein he insisted on gathering all the information he felt he needed for a comprehensive case history. At the end of this initial interview he would tell the patient something like the following: “Well, I am going to have to study all your material very carefully for a while so I can develop some understanding on how to help you the best. So, why don’t you give me a few weeks, and when I’m ready I will give you a call to arrange your next appointment time.” Good grief, I thought at the time, how did Milton manage to earn a living with such a seemingly casual attitude?


But his attitude was anything but casual! Milton then described to me how he would actually study the patient’s material very carefully for days and sometimes weeks. He would then write out longhand with pencil on paper about forty pages of “suggestions” that would cover all aspects of the patient’s problems. He said he would then “boil those forty pages down to twenty and study them some more”. He would sleep on those twenty pages for a few days and then “boil them down to ten”! Erickson would stare at me with a laser-like intensity as he told me all this to make sure he had my full attention. Here was a man who did not suffer fools gladly.


“And then,” he would slowly and softly intone when he was sure he had my full wide-eyed attention, “I would boil those ten pages down to five and have my secretary carefully type them up.” Erickson would then call up the patient and say, “Well, I have something for you”—and he would arrange for the second appointment. When the patient arrived, the five-page manuscript would be in full sight on Erickson’s desk. Sometimes, with studied casualness, Erickson would nod his head toward the manuscript and ask if the patient would mind if Erickson simply read it to him word for word. After all, Erickson had spent a lot of time on it and he wanted to get it just right. 


Of course, the patient agreed. Of course, the patient soon went into a “therapeutic trance” as she or he listened with deep expectation to Erickson reading the most meaningfully constructed sentences, paragraphs and pages that utilized the patient’s own unique language, attitudes, and worldview. Of course, the patient was deeply impressed with the importance of what was being received. Of course, the patient was touched and often overwhelmed with the poignancy of the situation. Perhaps for the first time someone of significance was giving such full and profound attention to the patient’s personal problems. In this situation, of course, most patients would feel heartened and find unexpected sources of strength within themselves so that they would experience a new beginning and profoundly new possibilities for their lives. Of course, you, the reader of this carefully written volume, will likewise be impressed with the need to study it deeply so you can carry on the work in the only way Milton Erickson would want: your own way!


Ernest L. Rossi, PhD






















Foreword to the Second Edition





We have enjoyed a long friendship with Rubin Battino, punctuated by our admiration for his academic dedication and for his vast array of talents. In the mid-1980s there was a huge dichotomy between available resources and interest in Erickson’s work. The innumerable training programs lacked an overall continuity and there was no comprehensive manual or overview. Battino and Thomas South responded to the need by conceiving of a “master teaching tool” that brought together the diversity of ideas being taught at the time.


Originally, Battino began putting out word at various congresses, inviting trainers to contribute to the cooperative goal of creating an effective training resource. Battino’s love of teaching and skills at pulling information together, along with South’s extensive clinical experience, made them the perfect fit for the enormous task of bringing together diverse ideas and styles in a meaningful sequence.


Surprisingly, this effort was not encouraged by colleagues, experts, other Ericksonian trainers—not even by us. We viewed the overwhelming task of defining the diverse art of Ericksonian approaches into a comprehensive teaching manual to be unrealistic. We couldn’t imagine how it could be done without the inevitable biases and errors so often present in endeavors almost too complex for capture.


Battino and South persevered in their efforts and coaxed cooperation and interest from a wide assortment of Ericksonian protégés. Despite doubt and criticism, they listened attentively and learned from feedback. Over time initial disregard was replaced by admiration; Battino and South earned the respect of their colleagues.


The first edition, in 1999, of Ericksonian Approaches was sound and robust. It was a seedling that seemed to pop almost unexpectedly from an acorn on the forest floor. With quiet dignity, it began to grow, gracefully and steadily reaching out. We, as well as others, realized that our assumption that such a work could not be well done was wrong. We had erred in hasty supposition. We watched with delight as the little seedling grew into a solid oak, a strong and sheltering resource that has proven itself time and again. This book contains Battino’s and South’s insights. They are virtuosos, skillful observers talented at clarifying and distilling information from a broad spectrum of sources. Orderly, disciplined, and imaginative, the authors present a wealth of creative ideas that inject excitement and pleasure to the most elementary of exercises.


The Milton H. Erickson Institute of Dallas, where we are both members of the board, has adopted the First Edition as its primary teaching tool. The Manual is a guide and a coach; the direction simultaneously inward and upward. Deborah Beckman MS and Will Handy MSSW of the Dallas Institute are on the “front line” of teaching and have commented on their experiences with this book:




Erickson’s legacy is complex and nuanced. We needed a training program that would cover that. Battino and South’s Ericksonian Approaches gave it to us.


This resource provided volumes of materials, illustrative articles and case reports. Conceptual and factual material, with examples illustrating those points are within this text. Questions about subject matter, references, gaps in our own knowledge—all these were resolved by Battino and South. Often, they even inspired further exploration by their comprehensive citing and references.


When students ask, “What books should we read?” our response has become almost automatic. “Start with Battino and South’s text.” The book is basic enough for the beginners and sophisticated enough for the experienced. And, it’s gracefully written. At first glance, it’s a little imposing—a big, thick textbook on a complex subject. Yet its graceful style is very readable; it is sometimes funny and it is always encouraging. They wrote the book so that people can learn from it, and enjoy the process.


We are eager to implement this Second Edition.





The Second Edition has been refined in style as well as content. A new chapter looks at the psychobiology of gene expression, work by Ernest Rossi that was merely budding at the time of the First Edition. The hypothesis that a combination of novelty, enriching life experiences, and physical exercise can trigger neurogenesis and genetic switching is at the forefront of examination and discovery within science today. Rossi posits that Erickson knew that and used these underpinnings in his hypnotic work.


South added a section, “Emergency and Trauma Situations”, to provide information and examples for health professionals whose therapeutic suggestions may dramatically impact healing. This is an underappreciated area where substantial educational efforts are still much needed. It is refreshing to see this bridge. Battino expanded and revised chapters on metaphors, long recognized as a root of Erickson’s techniques and interventions.


Ericksonian Approaches goes far beyond a mere resource for techniques and exercises. The expertise of the practitioner is inseparable from benefits derived from therapy. The polished professorial style draws the reader in, instructs attentively, and encourages progression. The book reaches readers on even another level. The canopy of knowledge not only touches on what readers know, it also invites examination of what they think they know. Even seasoned practitioners will find elements with which they are only sparsely familiar and become intrigued with their own abilities to extend and grow.


Erickson loved the infinite variation of plants from the smallest cacti that struggled to thrive in the harshest of conditions to the tall trees that spread their leafy branches. For years he sent people to the Desert Botanical Gardens so they, too, could see the enormous complexity and the sweet simplicity of plants.


Trees send roots deep into the earth to find needed nourishment and that food and water travels to their branches and leaves where birds feed and rest. Shade is provided and even casual passers-by can stop, be refreshed, and look around to see more. Sun and shadow contribute to the branching out and the providing of a protected place for the newest of sprouts, the smallest of acorns to root and join the diversity.


This work is the stately tree, supporting individuality, cooperation, and diversity. It is filled with common sense and uncommon sense, with atmosphere and sunshine, with metaphors for more individual growth, with practice exercises for the present, and with thoughts for the future. It gives us all lessons in becoming better therapists, better people, and better members of our world.


Roxanna Erickson Klein, PhD, RN 


Betty Alice Erickson, MS


Dallas, TX
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Chapter 1


History of Hypnosis


Thomas L. South, PhD






A. Introduction


Hypnosis is as old as the human race. The phenomenon known as hypnosis has existed since the beginning of recorded history, as found in the folklore of ancient cultures. In ancient times, as well as in the “primitive” tribes of today, it has been and continues to be associated with religious ceremonies, magic, the supernatural, and the occult. The ancient Egyptians and Greeks had dream centers (Udolf, 1981) where people came to fast and pray with the hope that their dreams could be interpreted so as to solve their problems and give them guidance. Under these circumstances their dreams were probably hypnotically induced. Even today, Hindu medicine men practice their ageless forms and variations of hypnosis for healing purposes. Magicians in the time of Genghis Khan (Erickson and Rossi, 1980c, p. 3) practiced group suggestion to obtain visual and auditory hallucinations. According to Marco Polo, medieval men used hypnosis in mystic rites to produce fear and to intensify beliefs in the supernatural and the occult. With this long history of supernaturalism and mysticism, it is no wonder that the general public’s attitude toward hypnosis, as well as that of many professionals, has been and still is one of misunderstanding, antagonism, and fear.


Gauld’s history of hypnosis (1992) from Mesmer to about the time of the First World War is an impressive scholarly work. There is a final summary chapter covering contributions through the 1980s. M.A. Gravitz has written many articles about the history of hypnosis; two of them are 1987, and 1987–8. The Wall Street Journal (7 October 2003), under a heading of “Altered States: Hypnosis Goes Mainstream”, indicates that major hospitals are now using hypnosis for fractures, cancer, burns, pain relief, gastrointestinal disorders, childbirth, treatment of hemophilia, and treatment of phobias. Many hospitals now have staff hypnotists. This is encouraging.


B. Franz Anton Mesmer (1734–1815)


The scientific study of hypnosis began with Franz Anton Mesmer (1734–1815). Pattie (1994) has written a well-researched biography of Mesmer that makes fascinating reading. The term “Mesmerism” is still in current usage. Mesmer was a Viennese physician who used his mesmeric techniques in the treatment of psychiatric patients. His practice of suggestion therapy consisted of what he called “the natural qualities of animal magnetism”. He attributed his beneficial therapeutic results to the transferring of this quality of animal magnetism to his patients. Since Mesmer was greatly influenced by Newton’s discovery of the gravitational attraction of the heavenly bodies toward each other, he generalized Newton’s ideas to explain how certain diseases were due to an imbalance of hormones in the body due to the influence of gravity. In 1779, Mesmer (1980) defined animal magnetism as a “force which is the cause of universal gravitation and which is, very probably, the foundation of all corporal properties, a force which actually strains, relaxes and agitates the cohesion, elasticity, irritability, magnetics, and electricity in the smallest fluid and solid particles of our machine”. To illustrate how such subtle forces affect the human body, he gave the following two examples: “(1) when the nervous system is exposed to emanating light, changes take place in the mind and body; (2) a stream of air affects the nerves in the ear and is capable of disturbing the entire animal body.” He postulated that the same forces which caused the expansion of the ocean and the atmosphere, created a tide in the human body in such a way that it agitated the blood vessels that carried blood to the brain and caused sickness. He used the increase in the number of epileptic seizures during a full moon as an example of this phenomenon. Since he believed that magnetism and electricity had similar properties that disturbed the fluid in the body in such a manner to cause disharmony of the nervous system, he placed magnets on various parts of the body, and claimed to have restored menstrual periods, decreased hemorrhoids, cured hypochondriasis, blindness, convulsions, hysterical irregularities, and spasmodic paralysis of the legs.


Mesmer later came to the conclusion that all people have magnetic properties such as himself in greater or lesser amounts that affected the bodies of others, e.g. hair can stand up on end, electrical sparks fly from the body. Thus, a human body sick from weakened fluids can be rejuvenated by the magnetism from another. He also believed that magnetism could be transferred to such materials as paper, glass, water, metals, or any chosen object, as well as to others. Thus, a human body that was sick from imbalanced or weakened fluids could be rejuvenated by the transfer of magnetism.


The documented case of Miss Paradis (Mesmer, 1980) was considered as one of his most significant cures utilizing animal magnetism. Miss Paradis was born with normal vision but had developed hysterical blindness at an early age. Prior treatment consisted of blistering, leeches, cauterization, purgatives, and diuretics for years, but with continued failure. She had intense pain from spasms in the eyes, and also suffered states of delirium. The spasms were described as causing the eyes to bulge so much that only the whites could be seen. The medieval medical society considered her condition as incurable.


Mesmer visited her home for three days and placed her in a trance by stroking her eyes and arms. He also moved a stick reflected in a mirror across her eyes. The patient watched the movement of the stick in the mirror. On the fourth day, she relaxed and her eyes resumed natural positioning, with one eye smaller than the other. The eyes became the same with continued treatment. After she reported continued headaches and eye aches with trembling in her limbs, he began treatment in a darkened room. In her home as she gradually adjusted to the sensation of light, she learned to distinguish colors. He had her gradually learn to use the motor muscles of her eyes by having her slowly search for objects, fixing sight on them and giving their positions. He then reinforced her visual memory by having her touch the objects. He also trained her to observe the movements of objects. She eventually learned to endure daylight. When her parents were informed of their daughter’s favorable progress, they demanded that she be returned home since a substantial royal pension would be forfeited upon the daughter’s recovery! When she could not name colors to her father’s satisfaction and refused to return home, her father struck her and denounced Mesmer as a quack. Her blindness returned, and she continued to receive her pension; Mesmer was publicly declared a charlatan. Miss Paradis was an excellent pianist and her concert career continued for many years.


The media promoted Mesmer as a fraud and illusionist. Physicians who had attempted his animal magnetism technique and failed reported their experiences. They reported his cures as imaginary and his theory as an illusion. This caused Mesmer to stop using magnets and electricity due to the futility of attempting to influence medical committees.


Mesmer believed that he was ostracized and accused of eccentricity because he did not follow the traditional path of medicine, and that the community construed this as a crime. However, he believed that he had advanced the knowledge of medicine and had made discoveries in healing. Mesmer believed that most physicians had superstitious confidence in their traditional treatment of patients and this made them “despotic and presumptuous”. He believed that physicians were “sheltered in traditional medicine” and were afraid to go outside of that tradition to help their patients. Thus, they failed to admit or explain how patients became cured without the help of medicine.


Mesmer was well before his time. Although he successfully treated with animal magnetism large numbers of patients on whom traditional procedures had failed, he had no realization of the psychological nature of his therapy. Unfortunately, his personality and the mystical character of his therapy served to bring him unjustly into disrepute. A royal committee (Erickson and Rossi, 1980c, pp. 3–4; also see Franklin, 1837) that included Benjamin Franklin, John Guillotine, and Antoine Lavoisier was sent to investigate Mesmer. They observed that patients sent out to touch “magnetized” trees became healed. However, they also noticed that patients were cured even though they touched the wrong trees! Consequently, they came to the conclusion that Mesmer was a charlatan, and there was no realization of the psychological truths of this type of therapy. Despite the unfortunate reputation Mesmer received, many physicians who had visited his clinic during the height of its success were impressed with this form of psychotherapy.


The failure of contemporary societies to discover anything of medical or scientific worth in Mesmer’s theories and claims did not deter the public or physicians in other countries from practicing animal magnetism. Mesmeric societies (Mesmer, 1980) were organized in other countries than France, Germany, and Austria. Although official condemnation of Mesmerism had spread throughout Europe during the 1820s, there was always one respected physician who revived Mesmerism due to the remarkable results obtained by its usage.


C. John Elliotson (1791–1868)


The next great figure in hypnosis was an English physician. John Elliotson (1791–1868) was assistant physician at St. Thomas Hospital and professor of medicine at University College in London, as well as a prolific writer. He had aroused much antagonism (Elliotson, 1977) because of his “liberal” and “radical” attitudes toward the practice of medicine. He was the first British physician to approve of Laennec’s stethoscope, and used it in his medical practice. Although he was considered a radical, he was also recognized as an eminent physician. Elliotson became interested in Mesmerism about 1817. When he lectured on the effective uses of Mesmerism even the more traditional members of the medical society listened to him. He employed it extensively on his patients and left excellent records of its therapeutic effectiveness in selected cases, especially for pain control and surgical operations. Unfortunately, with the advent of chemical anesthetics it was no longer considered needed as a medical anesthetic. (See Gravitz, 1988, for a history of the early uses of hypnosis for surgical anesthesia—its use in America was surprisingly extensive, and the first documented case was in 1829.)


The following two cases were selected from his writings (Elliotson, 1977) to demonstrate how mesmerism was practiced and its remarkable effects during surgery and recovery during this era. 




Case 1: Successful Amputation of the Thigh


The patient had suffered for five years from neglected disease of the left knee. The slightest movement of the joint caused him excruciating agony.


First Day: The Mesmeric state consisted of 5½ hours of trance. During this time, he appeared awake and spoke without feeling pain.


Second Day: Within 20 minutes he was placed in a deep trance with the same results.


Third Day: The patient complained of great agony and was mesmerized for 15 minutes before surgery began. The mesmerist commenced the induction by making passes over the diseased knee. In five minutes he was mesmerized. Within ten minutes he was in a deep sleep. In order to test the depth of trance, his arms and then the diseased leg were violently pinched without the patient exhibiting any sensations. The mesmerist then placed two fingers on the patient’s eyelids and kept them there during surgery to deepen “sleep”. The surgeon slowly plunged his knife into the center of the outside of the thigh, directly to the bone, and then made a clear incision around the bone, to the opposite point on the inside of the thigh. The stillness at this moment was something awful, the calm respiration of the sleeping man alone was heard, for all other seemed suspended. In making the second incision, the position of the leg was found more inconvenient than it appeared to be;—having made the anterior flap—[there was] the necessity of completing the posterior one in three stages.—the patient’s sleep continued as profound as ever. The placid look of his countenance never changed for an instant; his whole frame rested, uncontrolled, in perfect stillness and repose; not a muscle was seen to twitch. To the end of the operation, including the sawing of the bone, securing the arteries, and applying the bandages, occupying a period of upwards of twenty minutes, he lay like a statue. Thirty minutes after, he awakened from the mesmeric coma gradually and calmly. He appeared dazed and then replied, “I bless the Lord to find it’s all over!” Later that night, he was re-mesmerized within two minutes and had a comfortable night’s sleep.


Recovery. Two days later, he was placed in a mesmeric coma for dressing the wound without the patient’s knowledge. The pain returned when he fully realized that the leg had been removed. In four minutes, he was re-mesmerized and the pain subsided. He was mesmerized daily for the following ten days with a marked improvement in his health, e.g. cheerful, stronger, slept well, and had a recovered appetite. Within three weeks, his health completely returned and he was discharged as perfectly well.


Case 2: Tooth Extraction


The dentist “after having satisfied himself of this [mesmeric coma] by pricking him repeatedly—proceeded to extract the last lower left molar tooth. As it was broken, the dentist was obliged to cut away the gum from it, and the patient gave no sign of sensation. The dentist introduced the instrument into the mouth—the instrument with which he had first attempted to extract the tooth; and pushed back the head of the young man—fixed the instrument, extracted the tooth; which was barred, and therefore more calculated to give pain. The patient rinsed his mouth and was awakened. The moment he awoke, he entreated the dentist not to allow his tooth to be taken out, because he no longer had any pain; but, finding the blood in his mouth, he applied his hand to it, and discovered that the tooth had been extracted.”





D. James Esdaille (1808–1859)


James Esdaille (1808–1859) was directly influenced by Elliotson’s writings and became an advocate of mesmerism. He held a medical appointment in India from 1845–1851. He was successful in having the British government build a hospital in Calcutta. This gave him the freedom to experiment with mesmerizing since the way Indians were treated did not raise concern as it did with patients in London. In this six year period, he utilized hypnotic anesthesia in thousands of minor surgeries, and kept a diary that reported that only mesmerism was used on over 300 major surgical operations. After his return to Scotland, he continued his research and his correspondence with Elliotson (Esdaille, 1846).


By 1846, nitrous oxide and ether had successfully been used in surgery and were the anesthetics of choice by the medical society. Thus, Esdaille and Elliotson became rebels without a cause.


In inducing the mesmeric coma for surgical operations, Esdaille strongly suggested that a trial trance under an hour was insufficient time, and preferred two hours. He also warned that a “perfect success” often followed frequent failures, but that insensitivity to pain was sometimes produced in minutes. His inductions for surgery often consisted of having the patient lie down in a quiet, darkened room and prepare for sleep. He suggested that the patient be told that it was a trial instead of a surgical operation in order not to arouse fear in the patient. Esdaille then would bring his face close to the patient’s and extend his hands over the stomach, and then bringing his hands up in a clawed fashion shutting the patient’s eyes; then longitudinally from the head to the stomach. This process was repeated for fifteen minutes while breathing on the head and eyes all the time. He then tested his work by gently lifting the arms and placing them into a cataleptic position. If catalepsy existed, the patient was called by name and pricked. If there was no response, the operation proceeded. If the patient would awaken during the first incision, the trance was easily reproduced by continuing the mesmeric process. He believed that the patient only experienced a nightmare, since there was no recognition of the operation after awakening.


Since his beliefs regarding how animal magnetism affected the body were similar to Mesmer’s, he induced trance by magnetizing objects and used them for trance inductions. For example, he would mesmerize water and induce trance by having patients drink the mesmerized water.


Most trances were easily terminated by sharply blowing in the eyes and sprinkling cold water in the face. To de-mesmerize a cataleptic limb, he followed the same procedure with the addition of gently rubbing the limb. He believed that this revived the “nervous currents” to the skin and the sense organs—thereby, rousing the brain to its normal functioning.


The following cases have been selected from the diary (Esdaille, 1846) that he wrote while in India. They present the extraordinary results that he obtained from his documented use of mesmerism. 




Case 1: Terminating Hiccoughs with Mesmerized Water


The patient was convalescent from cholera and plagued with continual hiccoughs—eight convulsions in a minute. He was mesmerized in fifteen minutes and continued to hiccough for thirty minutes. Esdaille reported that “he was raised to his feet, and a bandage soaked in cold water [was] wound around his chest, without awakening him, and he was allowed to sleep half an hour longer: still no change for the better. I now prepared some mesmerized water, and awoke him; he no sooner drank it than he fell asleep again, and the hiccough immediately stopped, and never returned. He slept for three hours after drinking the water.” Esdaille commented that this was not the general effect of drinking mesmerized water and that this only occurred in individuals already under the mesmeric influence.


Case 2: Surgical Removal of an Enlarged Growing Tumor


The patient had suffered two years from a growing tumor in the antrum maxillae. The tumor had pushed up the orbit of the eye, filled up the nose, passed into the throat, and caused an enlargement of the glands in the neck. The patient had complained that he hardly slept for the past five months. The mesmeric coma sufficient for surgery was produced in forty-five minutes. Since Esdaille reported that this was one of the most severe and protracted operations in surgery, his detailed account of this operation is presented: “I put a long knife in at the corner of his mouth, and brought the point out over the cheekbone, dividing the parts between; from this, I pushed it through the skin at the corner of the eye, and dissected the cheek back to the nose. The pressure of the tumor had caused the absorption of the anterior wall of the antrum, and on pressing my fingers between it and the bones, it burst, and a shocking gush of blood, and brain-like matter, followed. The tumor extended as far as my fingers could reach under the orbit and cheekbone, and passed into the gullet—having destroyed the bones and partition of the nose. No one touched the man, and I turned his head into any position that I desired, without resistance, and there it remained till I wished to move it again: when the blood accumulated, I bent his head forward, and it ran from his mouth as if from a leaden spout. The man never moved, nor showed any signs of life, except an occasioned indistinct moan; but when I threw back his head, and passed my fingers into his throat to detach the mass in that direction, the stream of blood was directed into his wind-pipe, and some instinctive effort became necessary for existence; he therefore coughed, and leaned forward, to get rid of the blood, and I supposed that he then awoke. The operation was by this time finished, and he was laid on the floor to have his face sewed up, and while this was doing, he for the first time opened his eyes.


(Next Day). This is even a more wonderful affair than I supposed yesterday. The man declares by the most emphatic pantomime, that he felt no pain while in the chair, and that when he awoke, I was engaged in sewing up his face, on the floor;—so that the coughing and forward movement to get rid of the blood, were involuntary, instinctive efforts, to prevent suffocation.


(Following Day). The dressings were undone today, and the whole extent of the wounds in the face has united completely by the first intention. He is out of all danger, and can speak plainly: he declares most positively, that he knew nothing that had been done to him till he awoke on the floor, and found me sewing up his cheek;—and I presume he knows best. Here is a translation of his own statement in Bengalee: “For two years I labored under this disease, and scarcely slept for five months. On the 19th of May, I came to the Imambarah Hospital, and three or four persons tried to make me sleep, but all in vain. On the 3rd of June, Dr. Esdaille having kindly undertaken my cure, with a great deal of labor, made me sleep, and took something out of my left cheek, which at that time I did not perceive. After the operation, I did not sleep for two nights, but after the third day, I have slept as usual.”





Tables I and II summarize his use of mesmerism during his last eight months in India as recorded in Mesmerism in India, and its Practical Application in Surgery and Medicine. It should also be noted that there were no reported deaths among these cases.
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E. James Braid (1795–1860)


James Braid (1795–1860) initiated the first attempt at a psychological explanation of mesmeric phenomena. He was an English surgeon and a prolific writer. He was also highly regarded by the British Medical Association. After his first opportunity of conducting a medical examination on a mesmerized subject in 1841, he became intensely interested in mesmeric trances. He began his own experiments in private and with selected trusted colleagues. It was due to his research that hypnosis was placed on a scientific basis and accepted as a clinical technique by the British medical profession. Thus, Braid is considered as the “father” of hypnosis.


In the course of his investigations (Braid, 1843), he discovered that eye fixation created a state of exhaustion, i.e. the eyelids became exhausted and could not be opened by the subject. He considered this as the key to mesmerism. After further experimentation, he created a theory of eye attention. He had subjects gaze at a variety of objects at different positions, including his own eyes and candle flames, and was successful in inducing trance. Braid did not believe that trance induction or cures of nervous complaints depended on the physical and psychological condition of the subject, or of any special agency, such as passes of the operator, magnetic fluid or medium. He did not want to be known as a modifier of the infamous animal magnetism. Since he did want credit as the discoverer of a new cure for nervous disorders substantiated by medical research, he adopted new terms to prevent association with magnetism.


He initially called his discovery neurypnology—a word derived from Greek meaning nervous sleep. He later coined the word neuro-hypnotism derived from Hypno, the Greek god of sleep. A short time later, he suppressed the prefix for brevity. His discovery was then referred to as hypnotism or hypnosis. Since it was regarded as a medical technique, it was to only be used by professional men, preferably physicians.


Hypnotism was defined as a peculiar condition of the nervous system induced by fixed and abstracted attention of the mental and visual eyes of a subject, and concentration on a single idea without an exciting nature. It was used to cure functional disorders that were intractable or incurable by ordinary remedies. Most cases gave no evidence of physical pathology and were presumed to depend on some peculiar condition of the nervous system.


He generally induced trance by holding any bright object in his left hand at approximately eight to fifteen inches from the eyes above the forehead as to produce the greatest possible strain upon the eyes and eyelids. Subjects were instructed to maintain a steady fixed stare at the object, and the mind riveted on an idea of the object. When the pupils dilated, he would then slowly move the right hand with fingers slightly parted toward the eyes until they automatically closed. The arms were then raised. If the arms remained in a cataleptic position, the subject was assumed to be in a trance. Suggestions were then made to the subject to effect change in the patient’s condition. Trance was terminated by either blowing in the patient’s face, rubbing the arms, clapping the hands, or slapping the limbs. Sometimes, a combination of those actions was necessary to rouse a subject. These techniques have survived time and are still taught and used by “traditional” hypnotists.


From his clinical applications and experimental research, Braid made many discoveries regarding hypnosis. He observed that trance behavior was stimulated by monotonous impressions upon the senses or soothing influences, such as weak vibrations, staring at a calm scene, listening to waves or a waterfall, humming of insects, low howling of winds, voice of a dull reader, rocking of a cradle, slow and regular motion of the limbs. These impressions produced tranquility, drowsiness and sleep in most people. He also discovered that hearing was about twelve times more acute than when awake. He reported that the tick of a watch that could not be heard three feet away when awake, could be heard 35 feet away, and subjects could walk in a direct line to the watch. Smell was also exalted. One patient could trace the smell of a rose for 46 feet. Tactile sensations were also enhanced. The slightest touch often called into action corresponding muscles that were not ordinarily even felt. Heat and cold could be noticed from 20 inches. Subjects would move away or toward stimuli according to their comfort level. In a deep trance, subjects could not hear the loudest sounds nor smell the most fragrant or pungent odors, nor feel hot or cold, nor respond to touch. Thus, subjects could be pricked, pinched or cut without causing the slightest symptom of pain or sensibility, and limbs remained rigidly fixed. Subjects were not conscious of surrounding objects or severe bodily infliction. Subjects who grasped objects held them more firmly as opposed to the sleeping state, where objects normally dropped out of the hand. He utilized hypnotic amnesia and hypnotic dreaming to resolve problems.


Braid believed that the more a person was hypnotized, the easier it was to induce trance in the subject. He also believed that a person could not be hypnotized against their will, and could not be induced to perform acts that they would not ordinarily do while awake. Braid performed experiments demonstrating that subjects would not steal, and if they did during the trance, they immediately showed remorse and returned the items.


In a treatise to the medical profession, Braid presented the following nine conclusions as important scientific tenets of hypnosis:




	The effect of continued fixation of the eyes alters the nervous system in such a manner that a person can display a variety of phenomena different from ordinary sleep or while awake.


	Initially, there is heightened excitement of the senses, except sight, and a great increase in muscular strength.


	Shortly after induction, nervous energy can be directed or concentrated as necessary to effect desired changes.


	The heart rate and circulation can be excited or depressed to a surprising degree.


	Muscular energy can be controlled and regulated in a remarkable manner.


	Capillary circulation, as well as secretions and excretions of the body can be changed as evidenced by chemical tests.


	Hypnotic suggestion can cure a variety of diseases that are intractable or incurable by ordinary medical means.


	Hypnosis can moderately or entirely prevent a person from feeling pain during and after a surgical operation.


	During hypnotism, an operator can excite certain mental and bodily manifestations according to the parts touched by manipulating the cranium and face. (Hypnotic phrenology.)





Of the 25 cases recorded in Neurypnology, these have been selected to demonstrate his clinical hypnotic work: 




Case 1: Abrogation of Severe Headaches and Severe Skin Disorder Simultaneously 


The patient was a 54 year old woman whose headaches for sixteen years had been so severe as to cause pain in her eyes and weakness of sight, i.e. she could no longer read for longer than five minutes with the aid of glasses. The palm of her hands were so hard, dry and irritable that she could not open her hands fully. Three years before consulting Mr. Braid, she had a paralytic attack which had affected the right side of her face for days.


After the first session, she could read the newspaper without her glasses and could read a miniature bible with her glasses. After the second session two days later, the pain in her chest, head and eyes dissipated. The harsh and arid skin of her palms soon became as soft as a chamois leather.


Case 2: Mobility Restored to a Woman with Paralyzed Legs


The patient was a 33 year old woman who rapidly lost the use of her legs after delivery of a seven month pregnancy. She had lost feeling and voluntary motion of her legs and feet. The knees were rigidly flexed, the heels drawn up, the toes flexed, the feet incurvated, and fixed in the position of a club foot. She had not menstruated since her confinement. Her speech had become imperfect and her memory had become impaired. After five minutes of trance she could stand and walk across the room with assistance. After the second trance that evening, she could walk around the room with the soles of her feet on the floor with assistance. After daily trances for a week, she could walk through the house with little assistance. Within two months, she could walk several miles to town unaided.


Case 3: Abolished Pain in Spinal Cord


This patient was a 45 year old male who had injured his spine and had limited mobility of his upper extremities for four years. He was unable to dress himself for five years and could not lift his left arm. The right arm was also afflicted but to a lesser degree. The patient was so satisfied with the alleviation of pain after the first session that he returned for daily treatment. After two months of hypnotic treatment, he was able to return to work.


The other cases documented by Mr. Braid include successful trance work with numerous cases of stroke victims, paralysis, chronic rheumatoid patients, as well as the restoration of sight, hearing, smell and tactile sensations. However, Mr. Braid also recorded unsuccessful cases and strongly emphasized that hypnosis was not a universal remedy, but an extremely curative instrument in helping those who could benefit from it.


Since Braid, there have been many outstanding practitioners of hypnosis, but it was still ridiculed by medical societies, and at best it was considered as a placebo or for temporary relief of symptoms by the majority of physicians. However, it was the observed and published work of Milton H. Erickson, M. D. (1901–1980) that made hypnosis a respectable approach worthy of study in medical schools, as well as being considered a clinical tool by the American Medical Association.





F. Milton H. Erickson (1901–1980)


Erickson has been considered to be the most creative and innovative hypnotherapist and psychotherapist throughout the world. He was to the practice of psychotherapy as Freud was to the theory of human behavior. Erickson (Rossi, Ryan and Sharp, 1983) experienced the world in his own unique manner due to several constitutional problems: color-blindness, tone deafness and dyslexia. To his early problems were added two attacks of polio at the ages of 17 and 51. His efforts to rehabilitate himself led to a personal rediscovery of many classical hypnotic phenomena and how they could be utilized therapeutically. His successful rejuvenation of the entire field of hypnosis may be attributed to his development of the nonauthoritarian and indirect approach to suggestion, wherein subjects learn how to experience hypnotic phenomena and how to utilize their own potentials to solve problems in their own way. His experimental and therapeutic experiences with the hypnotic modality spanned more than 50 years. During his lifetime, he gave seminars and workshops in various parts of the world, and under a variety of circumstances, including non-English-speaking countries.


Erickson was raised in a farm community in Wisconsin and graduated from the local high school. After graduating from the University of Wisconsin in 1928 with an MA degree in psychology and an MD degree, he completed a general internship at the Colorado General Hospital and then served a psychiatric internship at the Colorado Psychopathic Hospital. He received an appointment at the State Hospital for Mental Diseases in Howard, Rhode Island, where he completed his thesis for his Master’s Degree. It explored the relationships among such factors as intelligence, marriage, abandonment, and crime. His findings were published in various medical, social, and legal journals in a series of seven papers between 1929 and 1931. His first published hypnotic research occurred while employed at the Worcester State Hospital as the Chief Psychiatrist. This paper (Erickson 1932) dealt with the “Possible Detrimental Effects from Experimental Hypnosis”.


His next appointment was at the Wayne County Hospital in Eloise, Michigan, as the Director of Psychiatric Research. He later became the Director of Psychiatric Research and Training. This provided him with the opportunity to conduct major experimental research studies on the nature and reality of hypnotic phenomena. These ranged in scope from controlled laboratory experiments on hypnotic deafness and color-blindness to the investigation of hypnotically induced disorders significant in clinical work, as well as severe psychiatric syndromes. In the following 30 years, he published hundreds of papers and co-authored several books on the therapeutic use of hypnosis and hypnosis-related strategies.


Due to his reputation, he became an associate editor for Diseases of the Nervous System (1940 and 1955). He was a consultant to the US government in its cultural studies during the Second World War. Margaret Mead and Erickson investigated the Japanese character structure and the effects of Nazi propaganda. He served as the staff psychiatrist on the local induction board. He was consultant to the US Olympic Rifle Team and other Olympic teams. Erickson was published in the Reader’s Digest, Life magazine and This Week News magazine, and he was a consultant to the Encyclopaedia Britannica on hypnosis. He was also a guest on radio shows and made addresses to the Boy Scouts, the CIO, and high school graduation classes. He and other colleagues founded the American Society of Clinical Hypnosis in 1957, and he became its first president. Erickson also served as the first editor of the society’s journal from 1958 to 1968. The first volume included corresponding editors from Chile, Japan, and Uruguay. Thus, his publications became international.


In 1948, he accepted the position of Clinical Director at the Arizona State Hospital in Phoenix, Arizona. A year later, he retired from the hospital. He gave numerous lectures to other professionals, including psychologists, psychiatrists, and dentists, as well as entering into private practice. For several years before his death, his health permitted him only to teach part-time at his home.


Erickson received many honors throughout his lengthy career for his outstanding contributions. The two that he especially appreciated were the Benjamin Franklin Gold Medal by the International Society of Hypnosis in 1977, and a special issue of The American Journal of Clinical Hypnosis commemorating his 75th birthday (Erickson, Ryan and Sharp, 1983). The Milton H. Erickson Foundation was created in 1979. Since the International Congress on Ericksonian Approaches to Hypnosis and Psychotherapy held in Phoenix three years after his death, there have been numerous Ericksonian institutes and societies created throughout the world to promote an interchange of knowledge among practitioners utilizing clinical hypnosis.


Exercises




	For expanding your background in the field, it is important to be aware of the history of hypnotism. Thus, you should read about the development of hypnotism and the works of the main contributors to this development.


 


	By necessity, our treatment here was not all-inclusive. Separately, you will find it rewarding to study the contributions of the French in the late 1800s, Freud, and the development of “academic” hypnosis in America following the steps of Clark Hull, the Hilgards, and Weitzenhoffer.


 


	There are two biographies of Milton H. Erickson in preparation at this time (January 2005): a biography by Betty Alice Erickson with Brad Keeney; and a biography in play form by Rubin Battino. These two books provide much more information about Erickson, and you will find them to be useful reading.






















Chapter 2


Myths and Misconceptions


Thomas L. South, PhD






A. Introduction


In any discussion of hypnosis, certain general questions arise concerning its usage. There are numerous myths and many common misconceptions widely held by a variety of professionals, as well as the general public. Many of these myths arose from the historical connection of hypnosis with supernaturalism and mysticism. Also, well-intentioned explanations in attempts to understand hypnosis in its early scientific history led to misunderstandings. While Mesmer’s “magnetism transference theory” has long been antiquated, Braid’s “nervous sleep theory” and techniques have not only survived, but have continued to be taught in traditional schools of hypnosis due to the frequency with which his effective results were misinterpreted, as well as being kept alive by the entertainment industry, e.g. stage hypnotism shows, films etc.


Thus, many individuals assume that they already are knowledgeable about hypnosis from what they have seen in films, including documentary films, what they have read in “reputable” publications, and heard from “experts” in a variety of disciplines including lawyers, physicians, nurses, dentists, and psychologists. What they do not know is that many of those individuals are also unknowingly misinformed about hypnosis. Many individuals who practice hypnosis are also in this category as evidenced by their limited use of hypnosis, as well as by their incompetent practice.


Although misinformation is constant, most misconceptions are predictable because of stereotypical viewpoints, e.g. mind control, form of sleep, weak-willed subjects, altering the mind, creating abnormal personalities etc. Due to the predictability of misinformation, the well-informed hypnotherapist should be prepared to dispel these erroneous beliefs. In order to facilitate the use of hypnosis, it is especially important that the therapist spend sufficient time with clients discussing and listening to their views and expectations. Since some clients will deny having any opinions and others will actually believe that they know nothing about hypnosis, it is frequently beneficial for the therapist to simply begin discussing these misconceptions with the client. Some suggested leading questions are: “Why are you requesting hypnosis? What are your expectations? What are your past experiences? What do you think a trance is like? What hypnotic techniques have helped or not been beneficial to you?” Those clients who claim not to have any opinions will usually make comments upon reorienting from the trance experience as to what they had expected, or the therapist will notice some difficulty during the trance experience that will elicit the client’s opinions.


Since misconceptions can be a hindrance to the practice of effective hypnosis, the following explanations and scientific studies are offered to assist the therapist in discussing these general misconceptions with clients. Through the years, we have found these studies beneficial in subtly refuting misconceptions in graduate students, other professionals and clients, as well as alleviating their anxiety, and causing them to be more comfortable with hypnosis. We commonly start with our working definition of hypnosis, which is that it is simply “focused attention”. That is, any time you are so focused, so involved, so “entranced”, in a given object or subject that the surroundings recede, you are in a trance state. Many common everyday activities illustrate this, like being wrapped up in a book, or music, or a movie


B. Hypnotic Susceptibility


A common question among academics and other professionals concerns hypnotizability or hypnotic susceptibility. A commonly held misconception among these individuals is that 25 percent of the population make excellent subjects, 50 percent are average subjects, and 25 percent cannot be hypnotized. These percentages are the result of controlled research experiments using so-called hypnotic susceptibility scales (Udolf, 1981), to wit: the Stanford Hypnotic Susceptibility Scale, the Stanford Profile Scales of Hypnotic Susceptibility, the Harvard Group Scale of Hypnotic Susceptibility, the Children’s Hypnotic Susceptibility Scale and the Hypnotic Susceptibility Scale. These instruments consist of standardized scoring criteria in response to such suggestions as a postural sway, eye closure, arm rigidity, eye catalepsy, verbal inhibition, various hallucinations, analgesia, amnesia, posthypnotic suggestion, and so on. Statistical results of laboratory research on hypnosis can be quite misleading since there are subject variables that cannot be controlled. Some of these are misconceptions and individual reactions, e.g. the time needed to establish rapport and to enter trance varies widely. Thus, these percentages are more indicative of personality differences than hypnotic susceptibility. On the other hand, the Barber Suggestibility Scale (Udolf, 1981, pp. 29–30) is unlike the other instruments and does not depend on standardized scoring criteria. It is a test of suggestibility and relies on the subjective conditions on which an individual responds to suggestions, rather than the hypnotic state. Barber’s research suggests that the most consistent and important variables regarding hypnotizability are the subject–hypnotist relationship and motivation. It is well documented that hypnotizability is highest when a subject is strongly motivated to be hypnotized and has a positive attitude toward hypnosis, e.g. a poor subject who undergoes surgery without anesthesia when a chemical agent may be fatal makes an excellent hypnotic subject. Thus, anyone with an adequate attention span, average intelligence, and a cooperative attitude can be hypnotized, including some mildly mentally retarded individuals. As a general guideline, mentally retarded persons, and those individuals suffering from organic brain disorders, paranoid disorders, and schizophrenia do not make good subjects.


C. “Power” of the Hypnotist


Since the time of Mesmer, the general public has believed that the hypnotist has “power”, or can exert his or her will over the subject. This belief has its roots in animal magnetism and the techniques that were employed in its early history, as well as depicted later in films. The terminology of “operator” and “subject” has also given the illusion that the hypnotist is controlling the hypnotic subject, i.e. the subject is responding to the commands of the hypnotist. While the term “subject” is an approved term used in research, it has a misleading connotation in the use of hypnosis. The term “operator” is more easily replaced and its usage is becoming obsolete. It is absurd and grandiose to believe that we can control another individual, and those who become hypnotists believing this will be greatly disappointed. Hypnosis always requires the cooperation of the subject. In fact, one can consider all hypnosis to be self-hypnosis, with the hypnotist functioning as a guide or facilitator.


D. Fear of Not Awakening


The misconception of control is probably the greatest issue that needs to be resolved before implementing trance work. We have found that ending a discussion of control issues with a statement similar to “you can’t be made to do anything that you ordinarily would not do, and you can arouse at any time you choose” often suffices to resolve this issue before entering trance. Those individuals who maintain this control belief are told that they will realize that they have full control of the situation after experiencing hypnosis. Sometimes, an individual enters a trance state for other than therapeutic reasons e.g. curiosity, power plays etc. But, a trance state cannot be maintained without the subject’s awareness. Therefore, the fear of not awakening is also unfounded. This misconception comes from a misunderstanding promulgated, perhaps inadvertently, by incompetent hypnotists who hold those beliefs. Some individuals find it difficult to remain in a trance, while others wish to remain in a state of complete relaxation, or to escape the frustrations of reality. Suggestions, not commands, are carried out because the subject is willing to do them, and can at any time terminate the trance state. No one can ever be made to do something against her will, especially regarding her morals or values. However, we may be surprised or shocked by our inaccurate assumptions about an individual.


E. Antisocial Behavior


Another prevalent misconception is the possibility of altering a person’s personality even to the level of committing antisocial or other objectionable acts. Milton H. Erickson (1932) conducted an extensive investigation into this area. Possible detrimental effects center around the question of hypersuggestibility. He could not find any evidence to support the belief that a person’s personality could be altered as a result of hypnosis from a survey of the literature, as well as his own research involving approximately 300 subjects and thousands of trances. A considerable number of subjects were hypnotized from 300 to 500 times over a four-to six-year period. The results of Erickson’s literature research showed unfounded and subjective conclusions from the researchers and no well-controlled empirical research to support their dogmatic opinions and declarations. Personality profiles showed that those subjects who appeared to have their personalities altered had unstable behavior disorders, and the alterations were not attributable to hypnosis as claimed. In Erickson’s own research with subjects, he found no detrimental effects. In fact, numerous subjects became uncooperative when attempts to make unwanted changes were suggested to them, and they had to be assured that this practice would cease in order for them to remain in the research.


A good example of this prevailing myth is in the criminal justice system. A number of courts have ruled that hypnotically refreshed testimony is inadmissible in court (Reiser, 1985). Even though there is no empirical proof, so-called expert witnesses, e.g. physicians, psychiatrists, and psychologists, have convinced lawyers and judges that a person’s memory can be negatively altered as a direct result of being hypnotized. Thus, court cases have been dismissed and suspects freed because an eyewitness had at one time been hypnotized. This has included anyone who has received hypnotherapy services for any kind of problem. However, there are some police departments that continue to use forensic hypnosis as an investigative tool.


In conducting a general survey of the literature, Erickson (1939) could not find any systematic or experimental study in which hypnosis could be used for antisocial purposes. Therefore, he conducted his own empirical research. His studies consisted of approximately 50 subjects from a total of more than 75. The subjects were children and adults, normal persons, and some recovering psychiatric patients, and ranged from superior intelligence to the feebleminded. The majority of subjects were college students or graduates. All subjects knew Dr Erickson and his status in the community. Thus, they had great trust and confidence in him as a professional person. About 40 percent of the subjects believed that they would perform minor objectionable acts, 50 percent believed that they would not, and the remainder were doubtful. None of the subjects believed that they would perform a major objectionable act.


The following studies have been selected to give the reader some idea of the nature of the experiments and their individual outcomes:




	While in a trance, subjects refused to pick up electrodes after a demonstration of shock by the experimenter. With insistence, the subjects became antagonistic. The subjects said that it was foolish and unnecessary since they were satisfied with the demonstration. They could not be persuaded.


 


	Glove anesthesia was proven with a lighted match under the fingertips. The subject accepted the suggestion and felt no pain. He became angry when he realized what was happening, and refused to continue the research.


 


	A subject was instructed to sit on a box described as a hot stove. She sat on it and acted as if it were hot. Two weeks later, she was again instructed to sit on a box that was realistically described as a hot stove and refused. Two weeks later, she was told to sit on a hot stove. She obliged by mistaking a chair as the hot stove and acted as if it were hot. She could not be persuaded to sit on the actual hot stove.


 


	 A subject was instructed to touch a hot stove with her hand and that she would feel nothing. She lowered her hand to one inch above the stove and claimed that her hand was on it.


 


	Subjects were told to tell lies. Some would accept posthypnotic suggestions to tell only “white lies”. When told to lie to friends, they would lie only while in a trance and not in an awakened state.


 


	Subjects who were against drinking alcoholic beverages would not drink in a trance. However, some of these same subjects would taste drinks while awake. Some subjects even drank to intoxication.


 


	Unwarranted physical examinations were refused while in a trance.


 


	Subjects refused to give laxative candy to an unpopular student. Some subjects told the experimenter to do it.


 


	Suggestions to slap people or make disagreeable remarks to people they did not like were refused in trance. The most common reason given for refusing was that they would enjoy it more while awake.


 


	When subjects were told that they had inadvertently committed criminal acts, they responded to the suggestions in trance. However, most subjects had amnesia for the acts outside trance. Some subjects who did not experience amnesia just remembered the experimenter telling them, or remembered that the acts were committed so long ago that they were not important.


 


	Four subjects attempted to pick up a rattlesnake (enclosed in glass) described as a rubber hose. While awake (glass removed), they would not attempt it.


 


	Three subjects attempted to throw acid in the experimenter’s face (glass protection).





When questioned while awake, the subjects in 11 and 12 gave similar responses about knowing that this was an experiment and that safeguards were employed.


The results of Erickson’s research showed that all the subjects had the capacity and ability for self-protection, as well as critical judgment. They all showed complete rejection of commands and suggestions that were in conflict with their beliefs and values. The subjects were always aware of the general situation and conscious that it was an experiment. Some subjects were more apt to follow suggestions while awake rather than in a trance. Many of the subjects responded with anger and resentment to objectionable suggestions. These individuals also demanded that the hypnotist make an apology for unacceptable suggestions. This research also showed that an unstable personality was just as unstable in a trance state, and that an individual with antisocial tendencies was more apt to execute antisocial suggestions. It also showed that some individuals use hypnosis as an excuse for behavior that they really want to do. In conclusion, hypnosis did create a more suggestible state but individuals always had a choice.


Thus, hypnosis could not be used for antisocial purposes. The general conclusion drawn from the research was that hypnosis is no more harmful than therapy conducted by an unstable or unethical practitioner. The harmful affects incurred by those therapists could be the same if they utilized hypnosis because of the status given to their positions. But, then again, that is questionable and contingent on the perception of the subject. All of the previously cited research is based on an assumption that the investigators were ethical in their outlook and non-Machiavellian in their intent. In Chapter 21 on ethics and legal issues, we will cite evidence that a “dark side” of hypnosis does exist and that it is possible in unscrupulous hands (generally governments) to get subjects to do things that violate their personal conscious principles. However, to do this requires such extraordinary measures that one can safely say that these effects are beyond the capabilities of hypnotists operating by themselves in typical office outpatient settings.


Exercises




	How many of these myths and misconceptions have you encountered, and how many had you subscribed to at one time?


 


	Can you add to the myths and misconceptions discussed in this chapter?


 


	How has stage hypnosis and film contributed to misconceptions about hypnosis? Is the Manchurian Candidate scenario possible?


 


	When working with a client, should you discuss these concepts and expectations about hypnosis before using trance work?






















Chapter 3


Traditional vs. Nontraditional Inductions


Thomas L. South, PhD






There are a variety of methods used to induce hypnosis. Mesmer’s typical method was to place his hands on the subject’s shoulders and to stroke the arms downward to the fingers. He then made various passes across the face or body and made gentle contact with his hand over the forehead, and the part of the body to be healed. Esdaille, the Scottish physician working in India, routinely placed his clients in a darkened room and instructed them to sleep. He then made passes without contact over the entire body. Braid usually had his subjects stare at some bright object and told them to relax and fall asleep. His later trance inductions employed the direct verbal method of repeating suggestions of fatigue and sleep. The direct verbal suggestion has become the most common technique.


A. Traditional Inductions


Most traditional inductions begin with giving subjects a brief explanation of hypnosis and what to expect while in a trance, as well as answering their questions to relieve any apprehension they might have regarding a hypnotic experience. Next, subjects are asked to sit comfortably and relax. At this time, some traditional hypnotists will employ one of the hypnotic susceptibility scales as a measure of hypnotizability. If subjects pass this test, they are so informed and the hypnosis session is continued. Then, suggestions are given in a graduated form to the effect that they are getting tired and more tired, that they are getting sleepy and more sleepy, and that they will gradually go into a light sleep and then into a deeper and deeper sleep. The period of time required varies with each subject, some taking less than one minute to go into a deep sleep the first time, and others requiring hours to achieve this effect. Once the subject is in a trance, the same graduated manner is used to elicit any of the phenomena of the trance state. That is, repeated suggestions concerning the effect desired are given until the subject responds accordingly. Other direct suggestions are given repeatedly to effect the therapeutic change, e.g. cease smoking, weight loss, anesthesia, and so on. The traditional philosophy of hypnosis appears to be: if the subject realizes the “power” of the trance due to this altered state of awareness or perception, the subject will carry out the posthypnotic suggestions or commands. The hypnotist has the “power” and gives it back to the subject. The trance is usually terminated by the command to awaken at some suggested signal, such as snapping the fingers, or counting backwards or forwards to a designated number. Sometimes, it is necessary to arouse subjects slowly by suggesting wakefulness in the same graduated manner that induced the trance.


B. Nontraditional Inductions


In the nontraditional or indirect method, there are many ways of inducing a trance. The hypnotherapist will frequently ask clients to give their attention to one particular idea. The hypnotherapist will usually have the client center their attention on their own experiential learnings. The therapist may suggest levitation to them and could have them lift a hand higher and higher, or could have them close their eyes bit by bit. Either of these experiences tends to direct attention to processes which are taking place within them. The nontraditional hypnotherapist can induce a trance by directing the client’s attention to processes, to memories, to ideas, and to concepts that belong to the clients. Usually, what the therapist does is direct the client’s attention to those processes that are within the client’s experiences. Thus, the nontraditional hypnotherapist is only limited by his or her own creativity and experience. However, it is not uncommon to combine traditional and nontraditional techniques. Erickson condensed the traditional model and gave the client the illusion of choices (see Chapter 5). Upon terminating trance, Erickson also usually informed the client that all hypnosis was self-hypnosis. The philosophy of the modern hypnotherapist is to use whatever methods are ethically effective in guiding clients to achieve their desired goals.
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C. Rationale of Models


The rationale for those different models is due to the different views and beliefs regarding hypnosis. The traditional model has its roots in the early history of hypnosis. That is, the hypnotist or mesmerist was thought to have the “power” to place individuals in some form of sleep and could directly suggest or command those individuals to behave in a desired manner, or cause their patients with a “nervous disease” to heal themselves by balancing the “fluids” and “energies” within the body. While there is strong ongoing support from research on clinical hypnosis and how the mind affects the body in psychiatric and psychosomatic disorders, the belief about “power” is antiquated among professionals. However, it does continue to be a strong belief among the general population, as well as the belief that hypnosis is a form of sleep because of its sleep-like appearance to most people. Although hypnosis is still not understood, the effectiveness of both models is well-documented.


D. Hypnosis Defined


Due to the influence of Erickson’s work, the perception of hypnosis has dramatically changed. He was aware that it was a special psychological state with certain physiological attributes, superficially resembling sleep, and characterized by a functioning of the individual at a level of awareness other than the ordinary state—which has been conceptualized as the “unconscious”. Erickson never assumed that he knew the nature of hypnosis. He believed that it was such a complex psychophysiological phenomenon that it escaped definition. However, he did offer many definitions with the same theme throughout his life at seminars and workshops, as well as in response to personal inquiries and in articles he wrote for the Encyclopaedia Britannica. We believe that the most encompassing and functional of his definitions was, “Hypnosis is essentially a communication of ideas and understandings to an individual in such a fashion that he will be most receptive to the presented ideas and thereby be motivated to explore his body potentials for the control of his psychological and physiological responses and behavior” (Haley, 1973, 1986).


E. Common Everyday Trance


This definition subsumes the “common everyday trance” experiences (Erickson and Rossi, 1980a, pp. 479–80) that people enter throughout the day. In ordinary conversation, we notice people quietly looking off into the distance, as they apparently reflect inwardly. We see these common trance experiences when people look out windows, at glowing fireplaces or dazzling lights, or at the floor. We have all experienced reading a good book or watching TV with someone talking to us and we are not aware of them. We have all experienced daydreaming while listening to a boring teacher in school, or at religious services. To fixate one’s attention and become completely absorbed in the interesting story or topic that someone is telling is entrancing. So, a common everyday trance is when attention is fixed and absorbed in some matter of interest that is either inside or outside of ourselves. Thus, individuals do not need a formal induction, as believed by traditional hypnotists and the general population, to enter a trance experience. However, the hypnotherapist needs to know when a client is experiencing a trance state.


F. Indications of Trance


The recognition and evaluation of altered patterns of normal functioning is one of the most subtle and important tasks of the therapist. Many clients recognize and admit changes that they have experienced, while others do not. It is not always necessary to convince clients that they were in a trance. Arguing with a client regarding a trance experience is antagonistic and diminishes rapport, as well as being disrespectful of the client’s belief system. Being aware of the indications of trance is especially important at the conclusion of a hypnosis session. The therapist is responsible for knowing whether a client is leaving the office in an unintended trance state. (There are times when waking trances are carefully and deliberately suggested by experienced hypnotherapists for a particular therapeutic purpose.) For example, an eye-fixation induction using a prism paperweight quickly induced a trance in a graduate student. During suggestions to relieve test anxiety, the student opened his eyes, anxiously apologized for not being able to concentrate due to a severe headache, and began to leave the office. After requests to remain in the office were ignored, the student was firmly instructed to, “Sit down and relax.” After comfort was re-established, he was awakened and asked about his experience. He reluctantly reported that he had re-experienced an auto accident in which his head struck the windshield without ever mentioning the headache—neither did the author so as to avoid suggesting a headache. Further discussion revealed that the brilliant light of the prism evoked this unexpected abreaction. The experience was then resolved. If this author had not recognized the indications of trance and thought that this client had simply spontaneously awakened from trance, not only would the student have left the office with an excruciating headache, but the traumatic car accident experience would not have been resolved, nor the test anxiety reduced. Further trance work could have been thus jeopardized. (This student had a B average in engineering and was involved in another car accident, causing bodily injury, but this was not that stressful to him.) Being aware of the indications of trance cannot be overemphasized and it behooves any student of hypnosis to be well versed with these indicators.


Different individuals experience trance in different ways. The toughest task is to recognize those individual patterns. At this point we just list the most common indications of trance status. We will return to these indicators in more detail later. 












	Table 3.3. Common Indications of Trance






	 






	Pupil dilation






	Slowed pulse






	Altered respiration






	Facial features smooth and relaxed






	Response attentiveness






	Comfort and relaxation






	Swallowing reflex






	Eye changes and closure






	Body immobility






	Literalism






	Loss or retardation of blinking response






	Catalepsy






	Changed voice quality






	Psychosomatic responses






	Sensory, muscular, and body changes






	Expectancy






	Time lag in motor and conceptual behavior






	Hypnotic phenomena






	    a. amnesia






	    b. anesthesia






	    c. body illusions






	    d. catalepsy






	    e. regression






	    f. time distortion






	    g. dissociation






	Body reorientation after trance






	Feeling good after trance


















Exercises




	In your own words, distinguish between traditional and nontraditional hypnosis. Which would you consider stage hypnosis to be?


 


	How many of the common indications of trance have you noticed in the lecture hall or at the movies or in church or at parties? Which of these indicators are easiest to detect, and which would be the most important to observe?

























Chapter 4


Rapport-Building Skills


Rubin Battino, MS






A. Introduction


Before you can effectively work with someone, rapport has to be established. Your client must trust you and have confidence in you. There are some people you just automatically trust, and there are others whom you somehow distrust. How can you maximize useful rapport with your clients so that the cooperative work of their getting what they want will be enhanced? Is this learnable, or will you cop out with the statement one of our colleagues made—“Good therapists are born.” Super therapists such as the late Carl Rogers, Virginia Satir, and Milton H. Erickson seemed to have these rapport skills naturally. Yet, if you study the work of Erickson, for example, you will find that he spent long years practicing and studying how to be more effective, how to read people, and how to interact with them. Establishing rapport is something that can be learned. In this chapter we will teach you the basic skills of rapport building and provide exercises for practicing and honing those skills.


It will always be the case that some people are “naturally” better at rapport building than others. Yet we all learned those incomparably harder skills of walking and talking and writing. Remember that the early stages of learning any new skill involve confusion and awkwardness as well as a sense that “something” is just not right. Practice does make perfect. Giving your clients the congruent sense of having your “unconditional positive regard”, that you are there for them and with them during the session, that they have your undivided attention, is the foundation on which all therapy is based. The NLP people call this being in “uptime”, i.e. a way of interacting in which all of your senses and consciousness (and unconsciousness) are focused on your client. To spend time in a session consulting your own inner feelings and memories is not what you are being paid for.


Of course, it is always permissible to ask for some time out to think about better or alternate ways to help the client. Some group practices routinely do this using a one-way mirror and telephones or time-outs for consultation. In fact, some individual practitioners do this routinely by actually leaving the client in the office for five to ten minutes while they think about what to do next. Remember, there are many ways to organize how you work with clients as long as you design your approach for the unique person with whom you are working.


We exist and function in the world in terms of our proprioceptive senses and also in terms of language. We function in many different contexts, cultures, subcultures, and even mini-subcultures. When you meet another American abroad, there is an automatic feeling of recognition. If the two of you were both white or black or Hispanic, then another level of recognition would occur. If you shared the same religion, region of the country, sex, university, town, relatives etc., the feeling of comfortableness around each other would increase even more. The closer the match, the greater the sense of rapport, of connection, of existing in the world in the same way. There is a rule about solubility that states that “like dissolves like”. A similar rule about people might be that “like likes like” or that “like is comfortable with like”.


Some people may raise an ethical objection here with respect to being “genuine” when you are working with a client. You cannot be other than yourself. If you adapt your behavior for the therapeutic advantage of your clients, isn’t that ethical and responsible behavior? Since you cannot not manipulate during an interview, you might as well do so to the advantage of your client. It is ethical to do anything that is not unethical to help the client achieve what he or she desires (as long as that does not violate the law or harm people). If shifting the way that you phrase your speech to be closer to that of the client helps build rapport, what can be wrong with that? In fact, not to do so would be irresponsible, since you should be free to do whatever you ethically can to help your clients. In this section, we will therefore explore ways of shifting your verbal and nonverbal behavior to better establish rapport.


In this chapter, we will discuss ways of enhancing this feeling of mutuality.


B. Rogerian Approaches


Carl Rogers pioneered the approach of giving the client your “unconditional positive regard”. He meant a number of things by this. First and foremost, is that your client should know from your congruent behavior that you are there for them, that you are concerned about their wellbeing, and that you will do whatever is ethically possible for them within the therapeutic context. You may not be able to do this with some clients because of your own personality or perspective. If this is the case, then you should refer the client. On the other hand, almost everyone has something about them that is likable and with which you can make some connection. This also helps to separate within your own mind the person from their problems or difficulties.


The client should have your undivided attention during a session, since this is their time. They are paying, and have hired you to perform a service that you are contractually bound to deliver. So, dealing with your problems or concerns during a session is improper.


There is no place in dealing with clients for imposing your belief systems, your politics, your religion, your sexual preferences etc. on the client. Since you cannot be other than who you are, then somehow or other your personal preferences will just not show up in the session. When we deal with significant people in our lives, there are some subjects that are just taboo if we wish to maintain that relationship. We know a couple who somehow never discuss the subject of abortion—he is adamantly opposed to it and she is not. If your belief system gets in the way of working with a particular client, then you must refer that client to someone else who would be comfortable with them. This “unconditional positive regard” is the foundation for all therapeutic relationships. A surgeon may possess remarkable technical skills, but even those skills can be enhanced by the belief of his/her patient that the surgeon is there for them and not just an automaton. A friend once said in this regard, “Even trees grow better when you talk to them!” It is the paying of attention that provides the basis for the cooperative venture of therapy. Of course, you should also know what you are doing!


There have been many studies of the effectiveness of the almost endless types of psychotherapies. The one factor that appears to cross all boundaries is the genuine warmth and concern of the therapist for the client. This interpersonal interaction—one person to another—enhances all therapeutic approaches.


C. Gathering Information


How much do you need to know about a client to help him/her? The answer is “just enough”. Some therapists do not feel comfortable in dealing with clients unless they have the results of tests to guide them. Certainly, your own questionnaire, the MMPI, the TAT, the Meyers–Briggs, and the projective techniques of art therapy can provide useful information. Some clients will also require medical work-ups. (If you deal with third-party payments, you may need to do sufficient testing to justify your diagnoses.) We use a one-page intake form which obtains vital information such as address, phone numbers, family, and then leaves half of the page for, “Briefly describe why you are here and/or what I can do for you.” A ten-to thirty-minute discussion will usually provide sufficient information to devise interventions to help the client. Direct inquiry can also be useful.


Some therapists indicate that doing therapy is 95 percent gathering information and 5 percent interventions. Since you cannot do therapy without some information, it is important to gather just enough. You can always gather more information, if needed. On the other hand, you can spend endless sessions just gathering information and interpreting it back to the client. This may be a good way to pay the rent, but it is not effective, efficient, or ethical therapy. Body language is an important channel of information and it is important that you “read” your client. This means being aware of facial expressions, voice quality, posture, movements, breathing patterns etc. Of course, this should be done without being obvious. Pay special attention to incongruencies between verbal and nonverbal messages. With practice, you can read bodies automatically and with your peripheral vision. Erickson was an expert at this. In reading his works you will find that he spent endless hours practicing this skill. This will be discussed in more detail with exercises in the section on pacing and leading.


Erickson’s “word-salad” case (Erickson and Rossi, 1980d, pp. 213–15) is a fine example of the lengths he would go to in order to gather information. This case is also an excellent example of pacing and leading (see Section E following). 




Word-Salad


George had been a patient in a mental hospital for five years. His identity had never been established. He was simply a stranger around the age of 25 who had been picked up by the police for irrational behavior and committed to the state mental hospital. During those five years he had said, “My name is George,” “Good morning,” and “Good night,” but these were his only rational utterances. He uttered otherwise a continuous word-salad completely meaningless as far as could be determined. It was made up of sounds, syllables, words, and incomplete phrases. For the first three years he sat on a bench at the front door of the ward and eagerly leaped up and poured forth his word-salad most urgently to everyone who entered the ward. Otherwise, he merely sat quietly, mumbling his word-salad to himself. Innumerable patient efforts had been made by psychiatrists, psychologists, nurses, social service workers, other personnel, and even fellow patients to secure intelligible remarks from him, all in vain. George talked only one way, the word-salad way. After approximately three years he continued to greet persons who entered the ward with an outburst of meaningless words, but in between times he sat silently on the bench, appearing mildly depressed but somewhat angrily uttering a few minutes of word-salad when approached and questioned.


The author joined the hospital staff in the sixth year of George’s stay. The available information about his ward behavior was secured. It was learned also that patients or ward personnel could sit on the bench beside him without eliciting his word-salad so long as they did not speak to him. With this total information, a therapeutic plan was devised. A secretary recorded in shorthand the word-salads with which he so urgently greeted those who entered the ward. These transcribed recordings were studied, but no meaning could be discovered. These word-salads were carefully paraphrased, using words that were least likely to be found in George’s productions, and an extensive study was made of these until the author could improvise a word-salad similar in pattern to George’s, but utilizing a different vocabulary.


Then all entrances to the ward were made through a side door some distance down the corridor from George. The author then began the practice of sitting silently on the bench beside George daily for increasing lengths of time until the span of an hour was reached. Then, at the next sitting, the author, addressing the empty air, identified himself verbally. George made no response.


The next day the identification was addressed directly to George. He spat out an angry stretch of word-salad to which the author replied, in tones of courtesy and responsiveness, with an equal amount of his own carefully contrived word-salad. George appeared puzzled and, when the author finished, George uttered another contribution with an inquiring intonation. As if replying, the author verbalized still further word-salad.


After a half-dozen interchanges, George lapsed into silence, and the author promptly went about other matters.


The next morning appropriate greetings were exchanged employing proper names by both. Then George launched into a long word-salad speech to which the author courteously replied in kind. There followed then brief interchanges of long and short utterances of word-salad until George fell silent and the author went to other duties.


This continued for some time. Then George, after returning the morning greeting, made meaningless utterances without pause for four hours. It taxed the author greatly to miss lunch and to make a full reply in kind. George listened attentively and made a two-hour reply, to which a weary two-hour response was made. (George was noted to watch the clock throughout the day.)


The next morning George returned the usual greeting properly but added about two sentences of nonsense. The author replied with a similar length of nonsense. George replied, “Talk sense, Doctor.” “Certainly, I’ll be glad to. What is your last name?” “O’Donovan, and it’s about time somebody who knows how to talk asked. Over five years in this lousy joint” … (to which was added a sentence or two of word-salad). The author replied, “I’m glad to get your name, George. Five years is too long a time” … (and about two sentences of word-salad were added).


The rest of the account is as might be expected. A complete history sprinkled with bits of word-salad was obtained by inquiries judiciously salted with word-salad. His clinical course—never completely free of word-salad, which was eventually reduced to occasional unintelligible mumbles—was excellent. Within a year he had left the hospital, was gainfully employed, and at increasingly longer intervals returned to the hospital to report his continued and improving adjustment. Nevertheless, he invariably initiated his report or terminated it with a bit of word-salad, always expecting the same from the author. Yet he could, as he frequently did on these visits, comment wryly, “Nothing like a little nonsense in life, is there, Doctor?” to which he obviously expected and received a sensible expression of agreement to which was added a brief utterance of nonsense. After he had been out of the hospital continuously for three years of fully satisfactory adjustment, contact was lost with him except for a cheerful postcard from another city. It was signed properly, but following his name was a jumble of syllables. There was no return address. He was ending the relationship on his terms of adequate understanding.


During the course of his psychotherapy he was found hypnotizable, developing a medium to deep trance in about 15 minutes. However, his trance behavior was entirely comparable to his waking behavior, and it offered no therapeutic advantages, although repeated tests were made. Every therapeutic interview was characterized by the judicious use of an appropriate amount of word-salad.





D. Representational Systems


We function in the world in terms of language. As we have experiences, we describe those experiences for ourselves in words that are then stored along with other sensory inputs such as images, sounds, sensations, and odors. A number of observers have pointed out that people tend to have a primary representational system, which they favor, such as auditory, visual, or kinesthetic (bodily sensations). NLP practitioners have done the most with this concept, although the literature appears to be ambiguous as to its validity. As with many other ideas in psychotherapy, the concept of representational systems can frequently be useful. If it works for you with a particular client, then use it.


Language can be limiting if your vocabulary is limited in some way. For example, there are some cultures whose language has words only for the numbers one and two. They can only count: one, two, many. There are some cultures that have words to describe only a limited number of colors, so they can describe what they see only in terms of those words. The full spectrum of colors may be out there, but, if the only words you know are black, white, red, and green, then your reality is circumscribed by those words. The Inuit people have an enormous number of words to describe snow and can do so with a fineness of distinction that eludes other people. A linguist might be able to write down all of the Inuit words for snow and what he/she is told their meanings are, but it would be meaningless for someone not growing up in the Inuit culture and incorporating along with those words a physical sense of what they represent. The cross-cultural significance of how different peoples use time, space, and language can be found in the works of anthropologists such as E.T. Hall (e.g. see Hall, 1959). We are bound by our culture, our words, and our language.


Since the meaning of any communication is the response that you get, it is important to be exquisitely sensitive to how your clients react to what you say and do. You may intend one thing by the content of your language, but your client may be understanding something quite different. When in doubt, ask. Of course, much marital and family discord arises from misunderstandings that derive from habits of hearing in a particular way. Language is important to communication and it is also important in terms of establishing rapport.


Let us assume for the moment that everyone does have a preferred representational system—that is, everyone tends to perceive and record reality primarily in visual, auditory, or kinesthetic terms. The senses of taste and smell are important, but are used less frequently in terms of language than the three mentioned. For example, the recollection of aromas experienced in childhood can be used as a rapid method of regression and revivification. Table 4.1 lists words and phrases that are typically used by people whose representational system preference is auditory, visual, or kinesthetic. In addition, the table shows some words that are generally “neutral” with respect to representational systems. 












	Table 4.1. Typical Words and Phrases used in each Representational System






	Visual

	Auditory

	Kinesthetic

	Unspecified






	see

	say

	handle

	think






	picture

	tone

	firm

	sense






	clear

	feedback

	force

	judging






	visual

	tune

	build

	assume






	imagery

	sounds good

	handy

	allows






	point out

	talk

	push

	learn






	focus

	hear

	calm

	motivate






	eye

	tempo

	grasp

	thought






	look

	shout

	hard

	discover






	view

	scream

	reach

	aware






	draw

	rhythm

	solid

	decide






	appear

	musical

	narrow

	agree






	perceive

	rings a bell

	pull

	apply






	show

	tell

	shape

	develop






	movie

	sounds like

	burdened

	evaluate






	delight

	strike a note

	feel

	believe






	blurred

	said

	hold

	guess






	foggy

	spoken

	measure

	realize






	keep your eye on it

	sound the alarm

	take apart

	use






	 

	 

	go around

	process






	 

	 

	fluid

	allow






	 

	 

	grind

	know






	 

	 

	thrust

	understand






	 

	 

	nail down

	many ways






	 

	 

	step by step

	internalize






	 

	 

	concrete

	 






	 

	 

	stage is set

	 






	 

	 

	wrap up

	 






	 

	 

	work on it

	 






	 

	 

	work it out

	 






	 

	 

	forge ahead

	 






	 

	 

	breath of relief

	 















These words are, in general, predicates or process words—verbs, adjectives, and adverbs that people use for communication. As you practice with representational systems other words will come to mind.


A person tends to stick to one representational system, although within given contexts and normal word usage they may switch around. It is sometimes difficult to figure out a person’s primary representational system. When in doubt, be sure that your communication involves the use of all three systems. It makes good sense when giving general lectures or presentations to use all three representational systems insofar as possible. By careful observation, you may find that you get stronger responses using one system rather than another.


The usefulness of the idea of representational systems is that it lets you “speak the same language” as your client. You can then “be in touch”, “be on the same wavelength”, “be in tune”, “have the same grasp”, “be in step”, “see eye to eye”, “see things the same way”, “have the same image/vision/picture”, “be on the same footing”, “sound the same” etc. There is therefore something simpatico about the way that you speak and exist in the world. You are literally speaking the same language as your clients when you join their representational system (and any shifts in it that occur during the course of therapy).


Representational System Exercise


This exercise can be done in dyads or triads. If done in dyads, the A person engages the B person in conversation, perhaps in the form of an initial interview, and elicits information. In the course of this conversation, A attempts to discover B’s preferred representational system. Once you think that you know what that system is, then you match the system and observe B’s responses. A powerful check on this is to switch to other representational systems and observe B’s responses. Does “violating” A’s preferred system make B appear uncomfortable, pull back, or …? After five minutes, switch roles. When the second person has finished this part of the exercise, then the two people should process what has happened. Ask for A’s experiences during the process. Feedback is important to calibrate what you have done. If you don’t know, ask. B might say, “When I said this, you responded that way. What was going on then?”


When the exercise is done in triads, person C has two roles. The first is that of observer of both A and B. The second is that of adviser to A. C can whisper comments to A or pass notes to A about things to try or do or observe. C can also take notes. When all three participants in the exercise have had an opportunity to do the three different roles, then they can process what has occurred together. It is always useful to share with other groups when this is done in a setting of several groups.


Identifying representational systems can be difficult and, as in any new learning, requires practice. You can train yourself to be sensitive to representational systems by listening to the radio, television, movies, conversations in cafeterias, other public places, and within your family. Once you are aware that people can have a preferred representational system, you will find this phenomenon everywhere. They are also prevalent in books and other writings, since authors also have preferred systems. If you look and listen for them, you will find them there.


One use of the concept of representational systems is in establishing rapport with your clients. Another is in enlarging their worldview. If you have a client who is primarily visual, for example, she may be missing out on two-thirds of the possible ways of experiencing the world. Sex for such a person may be unsatisfactory since she is “seeing” rather than feeling. Music may not be as impactful since she would be seeing an orchestra play rather than really experiencing (hearing) the sounds. One way of expanding representational systems is by the process of “overlapping”. You, as therapist, can describe an experience such as walking in the woods by first talking about what it is that you see, and then adding sound and feeling to the description so that the senses “overlap” from one to the other. The other senses are then connected to sight. For example, you might say, “As you look around you in the woods and see the trees and leaves and path, you can also be aware of the sounds that your shoes make as you walk over the path and how it feels differently to walk on leaves or dirt or stones. Taking a close look at the bark of a large tree, you can see the various shades of brown and the texture, and running your fingers over the bark just feel the places where it is rough and smooth, and listen to the scratching noises as your fingers rub on the bark, or your clothing brushes up against it as you look so keenly at the tree.”


As another exercise, you can practice overlapping in dyads once you know each other’s representational system. Overlapping not only helps enlarge your clients’ experience of the world, but, in the process of doing this for your clients, you will enrich your world experience. A “blind” walk, a “deaf” walk, or a touching of objects with hand-in-glove experience will really emphasize the power of representational systems.


E. Pacing and Leading


A good place to observe natural pacing behaviors is in a shopping mall or on a busy street. All you have to do is observe the way people interact with each other. For example, two people walking along together generally walk with the same stride and rhythm. Two people standing and conversing will generally stand in mirror images of each other. If one of the pair is leaning against a wall, then the other will, too. If one has his head slightly cocked to the right, then the other will have her head slightly cocked to the left. If one speaks loudly, softly, rapidly or in a special cadence, then the other is likely to speak in the same pattern. It is a general observation that couples who have been married for a long time (to each other!) tend to “look” alike. What we are perceiving here is that they tend to stand, walk, sit, posture, and use the same, if not similar, facial expressions. We take these similarities to mean that they “look” alike when we are experiencing the way that they fit into the world as a totality of their postures, movements, and expressions. Adopted children grow to “look” like their “parents”. These children certainly “sound” like their parents! Since each person fits uniquely (and unconsciously) into the world in terms of their postures, movements, expressions, and speech, one way of establishing a subtle rapport with them is for you to also fit into the world in the same way (or a sufficient number of “same ways”) to communicate this sense of oneness with them to them. First, we will discuss verbal pacing, then physical pacing, and finally the use of pacing in leading. This will be followed by some practice exercises.


Some of the characteristics or variations in speech include: tempo, loudness, speed, rhythm or cadence, accenting, regional or cultural accents, and breathiness. It is common knowledge that people from the same culture, subculture, and even mini-subculture, have identical speech patterns. Verbal pacing means that you match your client’s speech patterns in some way so that they feel more comfortable in your presence. Generally, you need to match in only one characteristic, such as volume or rhythm, for this ease to become apparent. It is important not to mimic or match too exactly, since this will be detectable by the client and taken as a manipulation or an insult. Pacing must be subtle. Pacing should be done in such a way that it is perceived outside of conscious awareness and not directly in consciousness by the client. If a client speaks rather loudly, you do not have to shout with him, but just increase the normal volume of your voice. Some people speak exceedingly fast or slowly. This may be difficult for you to duplicate directly, but you can duplicate this by crossover pacing by using finger or toe movements or slow head nods to match the rate of speech. These other movements in a different system will be perceived outside of awareness. With verbal pacing, you literally want to “speak” your client’s language in some way so that you both fit into the world similarly.


Physical and postural pacing has to do with matching your client’s movements or postures in some way. Again, you do not have to match all movements and postures. It is necessary to match only the general way the other person is sitting in a chair or to tilt your head to the right just a bit if they are a head tilter, or to nod your head a bit if they are a nodder, or move one of your feet if they are a foot tapper or wiggler. Exact mirroring or aping can be detected and will be taken as an intrusion or mocking. Physical pacing should be subtle, not exaggerated.


Pacing a client’s breathing pattern is perhaps the most effective and yet the most subtle way of fitting into his/her world. Breathing is such a basic pattern of existence that matching it is a profound experience. Babies do this automatically when placed on their mother’s bosom. In doing trance work it is important to pace  your speech to the breathing patterns of your client. This is a fundamental axiom in all hypnotic communication. In some cases it may be necessary to match breathing patterns in a crossover form. Of course, if you are a male therapist you should not stare at the bosom of your female client to pick up her breathing pattern. Breathing patterns can be picked up via peripheral vision or by observing the small movements in clothing, in the shoulders, or in the abdomen. Subtle observation and matching are always better.


Being aware of body language is an important part of the science of being an effective therapist. It is not possible to do verbal and physical pacing without reading body language. Knowledge of body language is not only useful to pacing, it is also important in terms of being aware of your client’s emotional state and changes in that state. Since the meaning of any communication is the response it gets, be aware of what you might be reading into your client’s body language. Check out any meaning or interpretation before jumping to conclusions. A smile may not mean happiness. A grimace may not mean pain. A “blank” face may not mean being somewhere else. Gestalt therapy teaches you to look for incongruities between verbal and body communications. For example, the client may be verbally stating that they are “open” to new ideas while their arms and legs are crossed. Some of these incongruities may be usable in certain contexts or they may be ignored. There are many roads to health and any one incongruity or observation may lead you there. However, there is no substitute for paying exquisite attention to your client.


One of the major uses of pacing is to be able to lead your client into other states, feelings, or postures once you have paced them. When you have matched the walking pattern of a companion, you can then get them to increase or decrease their stride or pace by simply varying yours. When you have matched the breathing rate of your client, you can get them to breathe faster or more slowly by modifying your breathing rate. This, of course, has obvious uses. You can literally lead a client out of a depression by first pacing and then changing your bodily and verbal patterns.


The case of the “nude dancing men” (Erickson and Rossi, 1980d, pp. 70–4) is Erickson at his best in terms of pacing and leading, as well as many other tactics. You can study the following case and mark out all the different ways he paced and led Sandra W. Perhaps the most remarkable outcome of this case is that Erickson found a way to keep a psychotic woman (he indicated that this was not a cure, and that the woman would always be psychotic) functioning as a productive member of society.




Sandra W. and Her Nude Dancing Men


Having first telephoned for an appointment, this rather beautiful 38-year-old woman entered the office and asked, “Do you use hypnosis?” She was answered, “If I find it necessary and helpful.” She proceeded to take a seat and explained, “I think it is necessary in this case. Most people won’t believe this, but I am sure you will. I am troubled by nude young men that float in the air just above my head. See them up there next to the ceiling? Wherever I go, they follow me. They never do anything. They just float.


“Now there is a second thing I want you to do. Quite often I like to float up into the sky and travel around the world on a cloud. Some people think I am just sitting quietly in a chair. Actually, I am up on a cloud floating around the world. Sometimes, instead of doing that, I go down to the bottom of the Pacific Ocean, where I have a beautiful castle made of glass. I spend a day or two, sometimes even a week, there. It’s so lovely to look out at the fish that are swimming all around my castle. I cannot tell these things to people. They don’t understand. They call me crazy. My ex-husband got a divorce because he wanted to put me in the State Hospital. I don’t want to go there because I am able to work and support myself. I just don’t want to have people interfering with me. Now, if you use hypnosis, can you do something about those nude young men? And can you protect me from criticism when I go down to the bottom of the Pacific … or when I float around the world on a cloud?


“By the way, Doctor, are you sure you are ethical? I notice that over there in that corner of the office you have a half-dozen nude dancing girls. I don’t want my young men to associate with them. It wouldn’t be moral. So would you keep control over your nude young women? I hope that all you do is let them dance for you.”


This was the introductory meeting with a young woman who suffered from schizophrenia, catatonic type. She was working as a secretary for a real-estate firm for the summer and handling her work most satisfactorily.


“I’ve been married twice, but I didn’t tell either of my husbands about the nude young men or of going around the world or to the bottom of the ocean. After we were married, I told them about everything. George was so mad about it he beat me up something terrible. Bill just acted plain awful. He called in some psychiatrist. They said I was psychotic and they wanted to commit me to the State Hospital. They took me to court for a hearing. I figured that the fuss must be about those nude young men … and taking trips around the world … and my castle on the bottom of the ocean that disturbed Bill so often. So, I just flatly denied all those things and I wasn’t committed. Bill got a divorce.


“I have been teaching school regularly during the school year and always take a secretarial job during the summers. I have only been married twice so far. But neither of my husbands seemed to understand. It is awful worrisome teaching school, keeping children’s attention so that they won’t notice those young men. It is so embarrassing when I take a bath, but I have gotten used to it. They won’t even let me go to the bathroom alone. So I always wait until night, and then I don’t turn on the light.


“One summer I told my employer about the nude young men. The next day I was fired and he gave me a check for two weeks. I never could understand that. He seemed to be such a sensible man.


“I came to you for help. What I want you to do is to hypnotize me. I don’t want to be troubled by these nude young men. They are mine as those nude dancing girls are yours. I want to keep right on making my trips around the world. But lately I have been staying in my apartment for as much as a week at a time—to take a trip around the world on the cloud or go down to the bottom of the Pacific and spend time in my castle. I want you to change things hypnotically. Don’t take away my young men. Don’t stop me from going around the world. Don’t stop me from going down to the Pacific. Just see to it that I keep these things, but don’t let them interfere with my everyday life. Now I am ready to go into a trance.”


Indeed the patient was. In less than five minutes she gave every evidence of being in a profound somnambulistic trance. She was asked to remain in the trance and to talk freely. Her statement was rather peculiar. She said, “That poor girl that is really me is just plain psychotic, but she doesn’t know it. She is hallucinating. She is going to the library and she has read up on catatonic schizophrenia. She is really afraid. She is covering up with you. She does not even know how afraid she is. Don’t you ever let her find out how afraid she is because she might do something awful. Sometimes she has thought of suicide. Several times she has taken an overdose of sleeping pills. She just doesn’t have anybody she can confide in. She thinks maybe you are all right, and will you be awfully kind to her? And you won’t think bad about her because, even though she is psychotic, she is normal. Now and then she goes to bed with men, even if she isn’t married to them. She wouldn’t want you to know that. There are a lot of things she doesn’t want you to know about her until she trusts you completely. You will have to do something about those nude young men. She is giving too much time to them. She is taking too much time to travel around the world … too much time to go down to her castle at the bottom of the ocean. She really enjoys and believes that the castle and the trip around the world exist. She enjoys looking down at Hong Kong and other cities. Do you think you can do anything for her?”


The somnambulistic patient was assured that, with her help, something could be done for “this psychotic girl. She is really me, you know.” Instructions were offered. She listened carefully.


Slowly and systematically an explanation was given her of dreams. Normal dreams that everybody has, in which one dreams of falling off a mountainside. Falling and falling and falling forever, it seems. Finally, after what seems to hours of falling, you hit bottom and wake to discover that you have only fallen out of bed. Yet, it seems as if one has been falling for days and weeks and months and years. It was suggested that she employ this same normal mechanism of behavior and, at any time, climb onto a cloud and feel herself floating gently around the world. She was to feel as if it were taking days and weeks and even months, maybe even years. Yet in actual clock time this will be accomplished in a minute or two or three. She smiled very happily and asked—couldn’t she do that in her trips to the bottom of the sea, too? She was told she could even stay three months and the clock on her kitchen shelf would only show that she had been gone a minute.


Ready agreement was expressed, and the somnambulistic patient said that this arrangement could prove most satisfactory. But she asked most gently about the nude young men. The writer explained that he had a rather large closet attached to his office and that he could let the young men float in there. They could remain in the closet and that any time, night or day, she would be at liberty to come to the writer’s house (the office is in the writer’s home) and look in the closet to see if they were still there.


The patient continued to teach school for several years, and was a most competent teacher. At first, at least twice a week, she would drop in the writer’s office and ask if she could look in the closet. She was always satisfied. The frequency of these visits decreased. Finally she was making them only once in three months. Then once in six months. Then approximately once a year. During this period of time she made many trips around the world on the cloud. She took great pride in being able to make a three-month trip in three minutes’ time … in being able to stay months in her castle at the bottom of the Pacific in only three minutes of kitchen-clock time. After about three years the patient began having difficulties and sought further help. She explained only that she was having “psychotic episodes.” These “episodes” she “reserved” for the weekend, but they were becoming rather difficult. She wanted to know what she could do about them. She explained further that she did not see how she could put them in the closet with the nude young men. They might become disturbed. She didn’t know if these episodes would disturb her in her teaching and in her summer work as a secretary. They might also disturb her employers and other people. She was asked what she thought she ought to do. Her statement was rather simple. “I think I think better and more clearly when you put me in a trance.” Accordingly, a trance was induced. In the state of somnambulism she said, “The poor thing, she is really having psychotic episodes. They are most distressing. She hasn’t really told you the truth. She had to pretend she had a headache and get an excuse from teaching. She has missed more than the allowable number of sick leave days. She really has to do something about it. Last summer she lost two jobs as a secretary. You thought of putting her young men in the closet. Why don’t you think of somewhere to put her psychotic episodes?”


The question was asked, “Could she put them in a manila envelope? Let them do whatever they want to do in the envelope and, therefore, not interfere with her. She could go by the office and leave the envelope for placement in the files.” The patient thoughtfully considered this and asked, “Can you tell me [the next time she has a psychotic episode] to go into a hypnotic trance and put the psychotic episode in an envelope and bring it to you?” An agreement to this effect was reached.


The next week the patient appeared most unexpectedly, obviously in a somnambulistic state. “Here’s the envelope. Don’t open it. It is sealed carefully. The psychotic trance is in there. Put it in your filing cabinet. She will come by later and ask to see it.” A few days later the patient appeared in the office and said, “I believe you have something of mine, but I don’t know what it is.” The sealed manila envelope was taken out of the files. She said, “So that is where my psychotic episodes went. You know, I think that is a good idea. For 15 years the writer has been receiving in the mail, envelopes containing “psychotic episodes.”


The patient is now living in a city 1,000 miles away. During one disturbing episode she took a sick leave and came to see the writer. She demanded to see the envelopes containing her “psychotic episodes.” They were carefully taken out of the file, one by one, and shown to her. Before this task could be completed, she said, “Now I know I can trust you. Couldn’t completely before. You don’t have to take out the others. Now I can feel comfortable sending them to you.”


At present the patient is gainfully employed and has a civil service position. She will soon be eligible for pension. She has been married eight times and has been self-supporting, but she has never been able to establish a savings account. She was last seen two years ago. She looked at least 15 years younger than her age. She felt free to tell the writer that there was a period of time when she became addicted to alcohol, joined Alcoholics Anonymous, and overcame the problem.








Pacing and Leading Exercises


This verbal pacing exercise can be done in dyads or triads. A and B stand or sit back to back so that they are making contact with their backs and can sense each other’s breathing as well as feel the vibrations generated in speaking. If there is a C available, then C will observe and provide feedback on the accuracy of the pacing. A says something—one short sentence works well here. It might be something like, “My name is Harry and I am feeling a bit uncomfortable about doing this exercise.” It is B’s task to repeat A’s statement to A’s satisfaction that B has their speech patterns accurately paced. Alternate several times doing this before moving on to practicing with someone else. Both A and C can coach B in how to do better. Being back-to-back rules out visual clues and forces you to concentrate on your hearing. B can also practice matching A’s breathing patterns while doing this exercise. You can also practice verbal pacing in the privacy of your home while listening to the radio or the television. Another good place to practice is in your car while listening to the radio or tapes. Once you are aware of individual speech patterns you can even mentally rehearse matching people during ordinary conversations since this mental rehearsal actually activates your vocal cords and any other relevant speech structures within your body. In practice you will be pacing representation systems, as well as speech patterns at the same time!


A second verbal pacing exercise is also done in dyads or triads. A is the client, B is the therapist, and C is the observer. In the framework of carrying out an initial interview with a client, find out what happens when you pace their speech patterns and when you deliberately “violate” their speech patterns. If pacing will lead your client to be more comfortable in your presence, then deliberately not pacing will “drive” them away. A and B switch roles (or C, too) and repeat the exercise. After everyone has had a chance to practice all parts, then process what went on. It is important to find out how the client reacted to the things you did. Now that you have had some success at pacing, do the exercise again, but this time consciously lead the client by changing one aspect of their speech patterns. Observe carefully what occurs so you can do this better and better.


The body posture exercise is done in a similar fashion with dyads or triads. It is the therapist’s task to mirror in a subtle way some aspect of the client’s body posture, to “violate” that mirroring, and to observe what happens. Once you have successfully learned to mirror body postures (and you need to do only one at a time), then use this postural pacing to lead. Get the client to shift positions or change movements. You can sometimes subtly lead a client out of an emotional state by just shifting your body posture. Practice this.


As a final exercise, put the pacing of representational systems, speech patterns, and body postures together so that you actually remember and match in all channels of communication. This exercise can be done in dyads or triads. Remember to process afterwards and to ask your “client” about internal states they experienced during the exercise. People daily demonstrate pacing and leading—all you have to do is be aware of it.


F. Eye Accessing Cues


One of us recently had a conversation with a clinical psychologist who said that she knew all about neurolinguistic programming (NLP) and that she used it all of the time. Further querying uncovered the fact that she knew about eye accessing cues and thought that that was what NLP was all about! Although NLP practitioners do use eye accessing cues, it is as much of NLP as, say, hand levitation is of Ericksonian hypnotherapy.


The observation of eye movements when you are working with someone can be useful. There is much controversy in the literature about the validity of eye accessing cues. Our own approach is that, if you are aware of a consistent pattern of eye movements in your client and that the pattern matches the NLP assertions about this phenomenon, then you would be foolish not to use them. One assertion is that people tend to have a consistent association of an eye movement down and to their own right when accessing kinesthetic states internally. The pattern for most right-hand/left-brain individuals is shown in Figure 4.1. When a person looks up and to the left they are accessing stored mental images or pictures. When they look up and to the right they are constructing a mental image or picture. Looking straight left is accessing internal auditory messages. Looking straight right is constructing sounds. Down right is for kinesthetic states—from memory or current; and down left is for talking to yourself. Check these out for yourself to convince yourself of their validity. Some people demonstrate a mirror image of the patterns shown in the figure. It is sometimes difficult to ascertain an individual’s eye accessing patterns.
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Figure 4.1. Looking at the Other Person








There are two practical things you can do with knowledge of eye accessing cues. First, it is useful to know what your client’s internal states are and what they are feeling or doing mentally while they are talking to you. Are they looking at old pictures in their heads, talking to themselves, listening to someone talking to them in the past, or accessing (kinesthetic) feelings? You can seem like a mind reader when you ask, “What are you seeing now?” Second, there is an NLP procedure called “strategies” in which it is possible to track the mental steps a person goes through when they make decisions, motivate themselves, or learn, for example. Eye accessing cues are central to eliciting strategies and installing new strategies. (See Dilts, et al., 1980; Lankton, 1980; Bodenhamer and Hall, 1999; Hall and Belnap, 2004 for more details and information on this subject.)


You can practice eye accessing cues by observing your clients’ responses, by observing performers in the movies and on television, and by observing people in casual conversations. If eye accessing cues make sense to use, then use them.





G. Anchoring


Anchoring is a word used by NLP practitioners to mean the obtaining of a conditioned response by an associated stimulus. Another definition is that anchoring is any stimulus that elicits a consistent response. In one sense you cannot not anchor in any interaction with another person. A typical culturally installed anchor is the hand-shaking response. Someone raises their right hand toward you and you automatically start raising your own hand. (This automatic response is the basis of the handshake induction method which will be discussed later.)


Anchors may be placed by touch, sound of voice, cue words, hand movements, odors, tastes, body postures, voice location, physical surroundings, or other stimuli. It is well known, for example, that students do better on exams given in the lecture hall in which they received instruction. Just being in the same room aids in the recall of the lecturer’s words or writings and other associated material. Also, sitting in your “regular” seat seems to enhance exam taking.


In working with a client, the easiest stimulus to use is that of touch. Touch has an additional advantage in that there is a “kinesthetic override”, which appears to operate such that touch is more powerful for most people than other stimuli. (The sense of smell is perhaps the most powerful stimulus to memory since it bypasses consciousness, but it doesn’t lend itself to convenient use in a therapeutic situation!) Since the physical arrangement of your office is under your control, this can be used to position yourself and your client in such a way that it is both convenient and natural to be able to casually reach over and touch a shoulder or a knee or an arm or a hand. However, permission should be obtained before touching a client. Since it is important to be able to reproduce a kinesthetic anchor exactly, you should pick a location that is easy to reach and easy to touch in exactly the first way you touched it. Knuckles are useful here. It is also important to reproduce exactly the amount of pressure used. Remember that the sense of touch varies in sensitivity depending on the part of the body touched. Fingertips and hands are much more sensitive than the middle of the back or the thigh. So, you need more precision to reproduce a kinesthetic anchor on the hand than on the shoulder.


There are several rules for effective anchoring. (1) Have your client access the desired experience which you wish to anchor as powerfully and as fully as possible. They will probably need to be verbally guided to do this. (2) Insert your stimulus (anchor) at the moment of fullest expression or the most intense response. Timing is crucial here. Use your senses to detect the peak experience by paying attention to breathing, facial color and tone, pulses etc. Behave congruently with the type of response you are seeking. It is usually convenient to place the anchor lightly as the client starts to access the desired state, and then to slowly increase the pressure of the anchor as the client gets deeper into the desired state. Remember that these are gentle pressures that are used, and that small subtle changes are readily detected. (3) Be sure that the stimulus can be repeated exactly. (4) Always test to be sure that your anchor works. “Triggering” the anchor should get the response that you originally anchored. Observe!


One of the simplest uses of anchors in your office is to have a “hypnosis” chair, i.e. one chair that you use for putting the client into trance. They will automatically know when they sit in that chair that it is time to go into trance. Some therapists use a particular voice tone or delivery style that transmits the same information. It could also be the way that you sit or hold your head.


The most important thing about the concept of anchoring is that it does exist and that people are capable of one-trial learning. Once you are aware of this, then you can use it in appropriate contexts.


Although the following case (Erickson and Rossi, 1981, pp. 15–16) is probably more an illustration of dealing with resistance via a surprise technique, it also illustrates the power of anchoring the client’s resistance to hypnosis to Erickson’s office. When Dr Q was outside Erickson’s office and the “official” session was over, he no longer had any resistance to going into a trance. (The handshake technique is discussed later.) 




Dr Q and the Surprise Handshake 


Another means by which I overcome strong resistance in my patients is the introduction of a surprise technique. Allow me to illustrate. One doctor had come 2,000 miles to have me put him in a trance. He walked into my office, laid a check in my desk, and said, “This is to compensate you for your time.” I heard that word time. That check was to compensate me for my time. But he had come to be put in a trance by me. Now, obviously, the check was not to compensate me for putting him in a trance, but just to compensate me for my time. So I knew right then and there what he was going to do. And he did one of the most beautiful jobs of resisting me that I ever saw, although consciously he felt that he was cooperating. I spent two hours on the man, using every technique that I knew of to seduce [sic—we now prefer facilitate] him into hypnosis. But I failed absolutely, and finally I said, “Doctor, you’ve paid me for my time. And that is about all I’ve been able to give you. I’m awfully sorry I failed. But before you leave, I’d like to take you out into the other room and introduce you to my wife. She would like to meet you.”


So we went out into the next room, and I called my wife and stated that Doctor Q was on his way home, that he had to leave immediately, but he thought he would like to meet you. Then I said, “I would like to shake hands before we leave, Doctor.” He very graciously put out his hand and I lifted it slowly, induced a deep hypnotic trance, led him back into the office, and did the work that he wanted me to do.


Surely you do not hypnotize a man after you say goodbye to him! He had no defenses, no guard, no way of protecting himself. When I reached out to shake hands goodbye and slowly, gently, suggestibly lifted his arm, inducing catalepsy, all the other suggestions I had given him previously about going into a trance took effect. So I took him back into the office and spent a couple hours more with him, correcting some difficulties that had prevented him from using hypnosis for over 15 years. He had begun his practice using hypnosis but had run into a personal traumatic experience. Thereafter, he could not induce hypnosis and was, in fact, terrified of it. But after I unexpectedly induced that trance in him, he returned to his practice and began using hypnosis extensively.





Anchoring Exercises


Practice with anchoring is best done in dyads. One person is the operator and the other is the person having the anchor installed. As the operator be sure to control your physical relation with your client. For the first exercise have your client access a pleasant or happy experience and then anchor it. Test by triggering the anchor outside of the client’s awareness by first engaging them in casual conversation. As a second exercise, you will be anchoring two experiences, one of which is the opposite of the other. These could be pleasant and unpleasant, happy and sad, a good meal and a bad one, etc. The two anchors could also be used for an undesired behavior, and a desired one, or a present state and a desired state. Once the two anchors have been installed, then trigger both at the same time and observe what happens. You can influence the outcome by using slightly more pressure on the desired/positive state than the other one.


H. The Utilization Approach


In many ways, the utilization principle is the heart of Erickson’s approach in working with clients. He accepted clients as they were and then moved on from there. Erickson successfully resisted building a theory for his ways of doing therapy. He felt that, if he had a consistent and published theory for human behavior, the changing of that behavior, and what a “healthy”, “normal”, “self-realizing” etc., person would be like, he would then be required by the very nature of his theory to force clients into the mold of the theory. It was said of Erickson that a client never knew what Erickson would do when the client entered Erickson’s office. You can all think of named therapeutic approaches where the client invariably knows what the therapist will be doing because it is a part of that system and worldview. It would be “unnatural” for the therapist to behave in any other way. If all of this is really the case, how is it possible to write a book (and there have been many written!) about Ericksonian approaches to hypnotherapy? Erickson taught by modeling and writing about what he did. The totality of his various modes of teaching is Ericksonian hypnotherapy only as long as you keep his basic tenet in mind—every client is unique and deserves to be treated in a unique way. This is the essence of Erickson’s approach.


If a client is a devout Catholic and you are an atheist, you can still help the client by working within his/her belief system since yours is not germane. (If your belief system gets in the way, then you must refer the client.) If you are a Republican and your client is a dyed-in-the-wool Democrat, then use that information. If your client believes in past lives and you don’t, or vice versa, then use that information and belief system to help the client. Erickson once wrote of periodically visiting a dear friend of his who lived in New Orleans and commenting on the fact that somehow the subject of segregation never came up in their conversations. You can undoubtedly think of subjects that you “somehow” don’t discuss with your spouse or certain relatives or colleagues. This is not only a commonsense way of getting along with people, but it is also the basis of dealing with the clients who walk into your office with such varied belief systems and backgrounds. Of course, this becomes extremely important in doing cross-cultural therapeutic work.


One of Erickson’s most quoted observations involves the Greek thief Procrustes, who was in the habit of kidnapping people. He kept them in an iron bed. If they were too short for the bed, he stretched them to fit the bed. If they were too tall for the bed, he cut them down to size! By applying any given approach too rigorously, you are in danger of becoming a Procrustes.


In the utilization approach, you simply accept and utilize the client’s observable and nonobservable behaviors and beliefs. By nonobservable we mean paying attention to what the client says about him/herself. Pacing these behaviors establishes rapport, and leading them moves the client along. Unconscious processes that are elicited during trance can also be paced, led, and disrupted when necessary to change habitual patterns. Seeding should be done using the client’s behaviors so that the seeding becomes transparent. (Seeding is “planting” ideas early in the session that will be used later in the session, or in subsequent sessions.)


Haley (1973, 1986, p. 28) cites two cases that are clear examples of the ways that Erickson used the client’s behavior. 




Two Utilization Cases


Erickson’s willingness to accept working within metaphors applies not only to verbal interchange but even to persons who live a metaphoric life. Such a style of life is typical of schizophrenics, and Erickson assumes that with a schizophrenic the important message is the metaphor. For example, when Erickson was on the staff of Worcester State Hospital, there was a young patient who called himself Jesus. He paraded about as the Messiah, wore a sheet draped around him, and attempted to impose Christianity on people. Erickson approached him on the hospital grounds and said, “I understand you have had experience as a carpenter?” The patient could only reply that he had. Erickson involved the young man in a special project of building a bookcase and shifted him to productive labor.


In another case in that same hospital, Erickson dealt with a competent industrialist who had lost a fortune and become depressed. He spent his time crying and repetitively moving his hands back and forth straight out from his chest. Erickson said to him, “You’re a man who has had his ups and downs,” and asked him to modify his movement by moving his hands up and down instead of back and forth. Then he took him to the occupational therapist and asked for cooperation. Pointing to the man’s up-and-down movement, he said, “Put a piece of sandpaper in each of his hands and fasten a rough board upright between them. That way he can sand and polish the lumber.” The man began to do something productive, and he stopped crying. He then began to work in wood and carved chess sets and sold them. He improved so much that he went home on a trial visit, and the first year after he was discharged, he made ten thousand dollars in real estate.





In the following case (Erickson and Rossi, 1979, pp. 77–8), Erickson used the client’s reluctance to develop anesthesia for dental purposes by using hypnosis to develop hyperesthesia in his left hand so that all of his sensitivity was focused there. Then, the client developed a spontaneous anesthesia in his mouth. Erickson followed the client’s lead to help the client. 
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Table II. A list of medical/nervous cases cured

Nervous headache

Tic-douloureux

Nervousness, and lameness from
Rheumatism of 244 yrs.

Spasmodic Colic

Acute inflammation of eye

Chronic ditto

Acute inflammation of testes

Convulsions

Lameness from Rheumatism

Lumbago

Sciatica

Pain in crural nerve

Palsy of one arm

Ditto of half the body

Feeling of insects crawling over the body

3 cured by one trance
1ditto

1 by chronic treatment

1by trance

1 by repeated trances in 24 hrs.
1 by chronic treatment

1 by repeated trances in 36 hrs.
1 by trance

2 by chronic treatment

1 by general and local mesmerizing
for 1 week

1 ditto

1 ditto

1 ditto for month

1 ditto for 6 wks

1 by one trance

Total =18
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Table 3.2. Nontraditional Model

I Preinduction II Induction III Deepening IV. Direction V. Termination

Rapport Focus on Optional Positive Assume success
inner
experiences
Optional Indirect Nurture
Background Positive and
future
expectations
Diagnosis

Dispel myths
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Table 3.1. Traditional Model

L Preinduction IL Induction IIL Deepening IV. Direction V. Termination

Rapport Relaxation  Direct Positive Standard

procedure,

e.g. counting
Background Sleep Measured by ~ Negative

scale

Diagnosis Discuss feelings
Dispel hypnosis Verify
beliefs

Hypnosis tests
for susceptibility
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Table 1. A list of painless surgical operations

Arm amputated =
Breast ditto = 1
Tumor extracted from upper jaw = 1
Scirrhus testium extirpated = 2
Penis amputated = 2

Contracted knees straightened = 3
Ditto arms = 3

Operations for cataract = 3

Large tumor in groin cut off = 1
Operations for hydrocele = 7

Ditto dropsy =2

Actual cautery supplied to a sore = 1
Muriatic acid ditto = 2

Unhealthy sores pared down =7

Abscesses opened = 5
Sinus, six inches long laid open = 1
Heel flayed = 1
End of thumb cut off = 1
Teeth extracted =3
Gum cut away =1
Prepuce cut off = 3
Piles ditto = 1
Great toe nails cut out by roots = 5
Seton introduced from ankle
to knees = 1
Large tumor on leg removed = 1
Scrotal tumors, weighing from 8 Ib.
to 80 lbs removed 17, painless = 14

Total operations = 73






