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Praise for Therapeutic Hypnosis with Children and Adolescents, Second Edition





This second edition of this volume demonstrates that this book has evolved and matured into a classic. It is delightful to read and to consume the wisdom, love and dedication that the contributing authors have put into this hefty, revised and expanded volume The delight increases reading it again and consuming more. The authors demonstrate that therapy with hypnosis becomes empathically artistic, as it is beautifully tailored to the ingredients of the emotional responsiveness of the child.


— Eric Vermetten, MD, PhD. Associate Professor of Psychiatry, University Medical Center Utrecht, the Netherlands; Past President International Society of Hypnosis


Laurence Sugarman and William Wester draw our attention to the growing complexity of young people’s lives today. They highlight the urgent need to empower children and adolescents to better manage the many challenges they face with focus and skill. Through the writings of the expert contributors to this outstanding volume, the merits of hypnosis in teaching skills in focusing, problem solving and self-regulation are obvious. Exposure to and instruction in hypnotic methods should be a part of every child’s learning experience. By studying the methods in this book, health care professionals can learn a great deal about how to help ordinary kids use their innate resources to do extraordinary things to improve their lives.


—Michael D. Yapko, PhD. Clinical Psychologist, author of Depression is Contagious and Trancework: An Introduction to the Practice of Clinical Hypnosis, 4th Ed.


This second edition is an important addition to the library of any professional who works with children. Drs. Sugarman and Wester have again managed to bring together an impressive group of authors and have woven these updated contributions into a compelling text that will inspire health professionals to examine and utilize therapeutic language to empower children in all facets of living.


—Daniel Handel, MD. Chief, Division of Palliative Medicine, Denver Health Medical Center, Denver, Colorado


Transcending the popular view of hypnosis as a “psychological procedure” performed by professionals on patients, this second edition is a state-of-the-art, comprehensive resource for clinicians of all disciplines. This seminal work emphasizes how young people can alter their own mind-body interactions by activating and directing their intrinsic ability to control symptoms and situations that are associated with significant disability. Both scientifically grounded and evidence-based, this book details how children and adolescents (including those with somatic symptoms, anxiety, depression and developmental differences) can learn and utilize innate skills. Given the current rampant use of psychoactive medications in an attempt to control young people’s symptoms and behavior, this volume is a welcome reminder that young people already possess intrinsic resources. This belongs on the bookshelf of anyone interested in young people being empowered to master situations that previously resulted in their feeling out of control.


—Richard E. Kreipe, MD, Professor of Pediatrics, Golisano Children’s Hospital, University of Rochester School of Medicine and Dentistry


This second edition is a solid clinically-focused text that belongs on the bookshelf of any practitioner who uses or aspires to learn to use hypnosis to assist younger patients in overcoming medical or psychological difficulties. Children and adolescents possess an impressive and often inspiring resilience and capacity for growth and constructive change. The approaches discussed and illustrated by the authors of its many chapters demonstrate the power of hypnosis to facilitate those helpful processes. The case vignettes are well-selected and helpful. Here you find no magic or over-enthusiasm.— Simply the keen appreciation by skilful clinicians of how the use of clinical hypnosis can enhance the efficacy of medical and psychological interventions and equip their young patients with powerful tools for the achievement of mastery, symptom relief, and self-control.


—Richard P. Kluft, MD, PhD. Clinical Professor of Psychiatry, Temple University School of Medicine


Here creative and distinguished editors and authors present theory, clinical vignettes and pertinent research on hypnosis for professionals all over the world. This latest edition is highly relevant for all clinicians who strive to facilitate the best communication, clinical interaction and therapy based on a holistic biopsychosocial understanding to health and functioning from a developmental perspective.


—Inger Helene Vandvik, MD. Professor Emeritus of Child and Adolescent Psychiatry, University of Oslo, Norway


This updated second edition is an excellent reference for child health professionals who teach children how to help themselves via hypnosis. Contributors share their substantial experience and expertise, leading to this fine compendium, which is both academically and clinically solid.


—Karen Olness, MD. Professor of Pediatrics, Global Health and Diseases, Case Western Reserve University. Coauthor of Hypnosis and Hypnotherapy with Children, 4th Ed.


This book is a treasure trove. Its readers will find their knowledge increased, their creativity stimulated, their imaginations rekindled, and their confidence enhanced. Sugarman and Wester, together with their notable contributors, provide a deep and broad mix of techniques, examples, and specific applications from their wealth of experience with pediatric clinical hypnosis. Throughout, their language illustrates their underlying philosophy of respect for their patients and trust in the abilities of children and adolescents. The rich vignettes are at least as valuable as the didactic material, as they illustrate the ways in which playful and collaborative hypnotic approaches empower our patients of all ages. The sophisticated, integrated understanding of the biopsychosocial model of illness will help many clinicians explain to children and their parents how and why hypnosis is so powerfully useful. This is a wonderfully readable contribution to the field.


—Sheryll Daniel, PhD. Past President American Society of Clinical Hypnosis, Family Psychiatry and Psychology Associates, Cary, NC


I loved reading and learning from this second edition of Therapeutic Hypnosis with Children and Adolescents. Drs. Sugarman and Wester have created a rich and vital compendium of creative strategies on how to be therapeutic with children and all of us who have been children. This book is an essential contribution to a necessary revolution in health and care that balances what we do to children with what they can do for themselves. It details and affirms the important work of all those who share concern about our children’s futures: to foster their abilities know their own minds and steer their own lives. This text ought to be studied by all who strive to help children have the freedom of mind to face life’s challenges.


—Steven A. Hassan, MEd, LMHC, NCC, author of Freedom of Mind: Helping loved one leave controlling people, cults and beliefs.
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Dedication







This next edition of our book, once again, is dedicated to my wife and partner, Laurie, who steadfastly expresses more faith in me than I have in myself, thereby doing for me what I attempt to do for others. I also dedicate this book to my children, Emily and Nathan, and Laurie’s Zachary and Emily, who have matured and grown wiser, along with this volume. I hope that the lessons and perspectives put forward here will continue to transform health and care to their benefit and that of their children, starting with those bright, shining grandkids named Jax and Summer Rose.


—Laurence I. Sugarman, MD, FAAP, ABMH


This book is dedicated to my wife, Sally, whose love, encouragement, advice, and support have given me the inner strength necessary to complete this second edition. I am here today because of this loving wife. I wish that my children, William, Lori, and Scott, and Sally’s children, Bryan and Chris, always be blessed with self-understanding and compassion for others. I know that our grandchildren, as they continue to grow, will use their imagination and creative minds to guide them throughout their lives.


—William C. Wester, II, EdD, ABPP, ABPH
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Foreword to the Second Edition





Can we really help our children and adolescents create new consciousness and a good life? This question has a special meaning with the publication of this new edition of Therapeutic Hypnosis with Children and Adolescents. The eighteen professional contributors to this book are authorities in the daily practice of optimizing the brain growth, intelligence and neurophysiological malleability of young people. We know that these are the components that are required for enhancing consciousness and opportunities for a better life. We know that children and adolescents are perpetually preoccupied with creative dialogues between the different parts of their emerging identity and personal life planning. We know that this entirely natural mental activity turns on experience-dependent gene expression, brain plasticity, stem cell activation, improved health, and mental hygiene. We know that these processes facilitate cognition and the growth of new consciousness. So it is ever more clear that the epidemic “separation of disciplines”—noted by Karen Olness and Robert Haggerty in their prescient Foreword to the first edition of this book—cannot persist if we are to encourage children and adolescents to achieve their potentials.


There is no controversy that we now have the insights and tools for constructing better personal lives, families and human relationships on local and international levels. What we do not yet have is the broader public appreciation, optimism, and enlightened guidance required to fulfill our responsibility for investing in the education and health for our youth. We need more constructive efforts by individuals, politicians and public groups that can facilitate creative oversight and promote, with wisdom, the betterment of our naturally eager children and adolescents.


The ingredients of this affirming approach are inherent in the therapeutic work presented by the gentle and determined authors of this volume. Their chapters all shout with a strongly unified “Yes!” to questions about the positive possibilities of optimizing the abilities, belief systems and creative contributions of our forthcoming generations. Each chapter adds to the chorus of possibilities from a different perspective and context. From utilizing each child’s individual resources in the acute care office, to coping with trauma, chronic pain or disease, or even when forging different developmental paths, the same theme resonates: the authority and creative expression of our faith in each young person’s evolving capacities facilitates his or her healthy adaptation.


These developing persons are reaching out to join hands with us. This second edition of Therapeutic Hypnosis with Children and Adolescents can help guide the way.


—Ernest L. Rossi, Ph.D. and Kathryn L. Rossi, Ph.D.


Los Osos, CA



















Foreword to the First Edition





Separation of disciplines is an epidemic problem of our times. This has been especially true between the fields of physical and mental illnesses. For too long, clinicians have practiced in separate silos and did not talk the talk with each other. In the past few decades, several pioneers have made progress in bringing the fields together. Dr. George Engel of Rochester, New York coined the term “biopsychosocial” to emphasize that all health disorders have elements of each of the three factors inherent in them. Several research workers have demonstrated that psychological stress can lead to several different traditional medical illnesses, and many traditional psychological illnesses have been shown to have, in part, a physical basis. Psychological factors can alter immunological, endocrine, and other physiological processes. While this recognition of the interrelation of bio-psychosocial factors in health and illness has been recognized, what has been lacking is a therapeutic skill to deal effectively with the interrelation of bio-psychosocial factors. While hypnosis has been used for over a century to ameliorate physical symptoms, its use in children has become evident only in the past three decades. The authors of this collection of chapters have brought together leading practitioners and researchers who work with children to assemble a state of the art book on the uses of hypnosis for children.


As the authors point out, helping children deal with their emotional and physical symptoms by the use of hypnosis cannot be learned from books alone. It requires training and practice. But readers of this fine book will come to understand that this therapeutic technique should be one of the skills of clinicians who care for children. The book goes far to break down the walls that have, for too long, separated clinicians of different disciplines to come together to better help children.


This text includes a review on the ethics of hypnosis with children and adolescents by Dr. Thomas W. Wall, a psychologist who is also past President of the American Society of Clinical Hypnosis (ASCH) and a chapter on how understanding child development impacts on teaching hypnosis to adults by Dr. Julie H. Linden, the current president of the ASCH. The first pediatric surgeon to integrate hypnosis into his daily practice, Dr. Thom E. Lobe, has written a chapter on pre-operative hypnosis. These authors represent the breadth and depth of the many who have contributed chapters and who represent just how far the application of hypnosis in child health has come. During the past five years there have been numerous functional MRI studies in adults which demonstrate actual brain changes during hypnosis. While this type of data impresses those who have been skeptical about hypnosis, the clinicians represented in this book have now offered much practical guidance to former skeptics which, we trust, will benefit thousands of children in the future.


—Karen N. Olness, MD


Kenyon, MN


—Robert J. Haggerty, MD


Canandaigua, NY



















I think he does better at this because he doesn’t know that he can’t.


—Father of an 8-year-old boy who uses hypnosis for procedures.


You can’t give me my needle stick until I numb my arm with my magic quarter.


—Tommy, age 8.


I used my ‘control meter’ and turned down the anxiety


—Anthony, age 12


Hypnosis teaches you things other people don’t know. I like it a lot.


—Abby, age 9


That was really cool. I went home on my magic carpet, got my glove, and now I am back at the family picnic.


—Roger, age 9


Mom, I taught the doctors how I can turn off switches and the stitches didn’t even hurt


—Emma, age 10


Learning to breathe away my headaches and worries has been very important to me. Now I want to get through every day without wasting one breath.


—Brianna, age 17


I know how to turn off the headaches before I have them.


—Allison, age 12


It’s a powerful feeling.


—Matthew, age 16























Preface to the Second Edition





In the six years since the publication of the first edition of this volume, the world has changed radically. The United States has undertaken major health care distribution reform to contend with accelerating costs concurrent with indices of an increasingly unhealthy population that relies on external therapies. World threats of terrorism and increasing acts of violence in our communities have intensified concern about the mental health of the perpetrators, mental and physical scars of the survivors and the potential for growing anxiety and alienation in everyone else. The pervasiveness of social media has fueled this flurry of transformation and, despite our increased connectedness, has also amplified our vulnerability and isolation.


All of this has its greatest impact on children and adolescents. Young people in the United States, for example, lead the world in weight, cardiovascular disease risk factors and consumption of prescribed psychoactive medications. Young people’s experiences are being shaped in a world of increasing external threat and disconnection. Anxiety disorders, autism spectrum disorders and stress–related somatic and behavioral conditions are rapidly increasing among youth, worldwide. So it is clear that more is needed than healthcare distribution reform, especially for our youth. Healthcare itself must shift from primarily reacting to health conditions with externally derived interventions to investing in each young person’s resources for coping and resilience.


Given these circumstances, this next edition of Therapeutic Hypnosis with Children and Adolescents is even more relevant. This is a newly revised compendium of wisdom and clinical skills from seasoned professionals who help children help themselves. We have returned to our original authors, who are distinguished authorities in the field of hypnosis with children and adolescents, to revise and update their chapters with the same marching orders as in our first edition: (1) review the relevant literature; (2) tell us how they integrate hypnosis into their practice; (3) provide clinical vignettes; and (4) provide us with appropriate caution in that integration as needed. In addition to the cumulative learning of our authors, this new edition is enriched with new contributors. We welcome psychologist Eric Spiegel’s inspired co-authorship of the chapter on hypnosis for young people with anxiety. We are pleased to offer an important new chapter on using hypnosis to invest in the capacities of young people with developmental differences co-authored by our creative and talented colleague, pediatrician Paul Taylor of Nelson, New Zealand.


As in the first edition, we expect that this volume will provide clinicians with ingredients for enriched clinical interactions that therapeutically evoke children’s resources. We also strongly recommend that those who intend to integrate hypnosis into their practices obtain training through professional workshops introduced in the preface to the first edition. Since that publication, the Society for Developmental and Behavioral Pediatrics’ sponsorship of pediatric hypnosis training has ended and a new resource has emerged. The National Pediatric Hypnosis Training Institute (www.NPHTI.org) was formed in 2010 to bring together internationally respected faculty to teach workshops annually at introductory, intermediate and advanced levels. We encourage all readers to participate in and benefit from this training.


We are pleased to offer you this next evolution of Therapeutic Hypnosis with Children and Adolescents. We believe its insights and lessons are timely and crucial. Because of this, we are also hopeful. After all, you are reading this book and can put it to good use.


This Second Edition of Therapeutic Hypnosis with Children and Adolescents was in the final stage of publication when the DSM-5 was released. Due to the recentness of the change to the DSM, all contributing authors submitted writing in accordance with the DSM-IV-TR guidelines.


—Laurence I. Sugarman, MD, FAAP, ABMH


—William C. Wester, II, EdD, ABPH, ABPP



















Preface to the First Edition







Our deepest fear is not that we are inadequate. Our deepest fear is that we are powerful beyond measure.1





Children are developmentally in motion both physiologically and psychologically. They live in a land of discovery where ideas realize themselves and imagination prevails. Children are always in a creative and imaginative trance-like state. They epitomize the truism that all hypnosis is self-hypnosis. We see this in their on-going play and as mommy or daddy kiss the “boo-boo” to make it better. In our therapeutic encounters with them, our goal is to interact with this on-going process, go with the flow and the child, and begin a journey of allowing children to do whatever is necessary to heal themselves. Those of us in this specialized field of human interaction have been strongly influenced by Milton Erickson whose utilization of naturally occurring psychophysiological responses makes it clear that our role as therapist and healer is to use whatever the child brings to the therapeutic encounter as we semantically work with the child to accomplish his goal.


We have brought together a cadre of distinguished authorities in the field of hypnosis with children and adolescents. These experts examine ways in which a variety of medical and psychological problems can be treated with this wonderful therapeutic interpersonal process. The reader will clearly begin to understand the significant differences between treating adults and children and will be exposed to marvelous varieties of approaches by these leaders in the field. Individual styles may vary, but the underlying premise of a creative patient-centered approach will be obvious. It’s not a matter of using a direct or indirect approach. It’s not a matter of developing highly creative metaphors since children will bring their own. It’s not a matter of asking children to remove symptoms. It’s a matter of joining therapeutically with a children who are already well on their way to using their own creative imaginative processes to help themselves. We offer them guidance and confidence while having fun, being playful, and watching them develop their capacities for resilience.


Each chapter includes clinical vignettes, definitions of terms, working diagnoses, a review of relevant literature, a description of clinical strategies, and important caveats. We intend this book to be both well-grounded and clinically practical. The clinical examples are designed to illustrate the principles derived from literature and the authors’ experiences. These vignettes are more than illustrations. We hope they enthuse the reader to interact creatively with the young people in therapy.


Of course, one cannot learn to implement clinical skills from a textbook. This volume is designed to stimulate or augment professional clinical training in hypnosis. The reader is also referred to the excellent texts cited in the list of references, many of which provide basic information on the fundamentals of hypnosis. Before clinicians can introduce hypnosis into their practices, they are advised to participate in professional courses, workshops, and supervision. In addition to university sponsored curricula and courses, The Society for Clinical and Experimental Hypnosis and The American Society of Clinical Hypnosis (with its component sections) provide superb training for licensed professionals in the US. Around the world, professional training is sponsored by national hypnosis societies, which are brought together by their affiliation with the International Society of Hypnosis. These organizations regularly include advanced workshops with a special focus on hypnosis with children and adolescents as part of their annual and regional meetings. Since 1987, the Society for Developmental and Behavioral Pediatrics has offered workshops in hypnosis with children at basic, intermediate, and advanced levels as part of its annual meeting. We encourage readers who have not availed themselves of such training opportunities to do so not only to develop the necessary clinical skills but also to enjoy the camaraderie and encouragement of like-minded professionals.


This collection of clinical exploration and discussion comes at a time when psychobiology is blossoming. In the nearly 250 years since Franz Anton Mesmer began using what he termed “Magnetisme Animal,”2 the conjoined fields of psychophysiology and hypnosis have been evolving with accelerated speed. Over the past fifty years, increasing evidence of brain-body interactions with the peripheral immune, endocrine, and other somatic systems have begun to provide the intercellular evidence for what we have always known: the brain and body are powerfully connected. Even more, we are beginning to understand the neuroscience of consciousness and the psychobiology of gene expression explicated by Rossi’s “psychosocial genomics.”3 This new information about how our experiences and memories structure our brains and psychophysiological reflexes supports novel therapies that promote brain plasticity and growth. Clinical hypnosis is proving to be such a therapeutic probe. This new science holds its greatest promise for its preventive potential with young people. It will inform our clinical work in helping children and adolescents develop resiliency and physiological self-regulation. In a sense, we are in the process of learning a better way to help children “mind.”


A note about Clinician-Therapists: Many clinicians (physicians, surgeons, nurse practitioners, physician assistants) are not regarded as therapists. Similarly, mental health therapists (psychologists, social workers, marriage and family therapists) do not work in clinical settings as such and are not characterized as clinicians.


Hypnotherapy, however, is a skill set and strategy that bridges both physiological and psychological in both intent and outcome. Therefore, to be inclusive, we will use the terms clinician and therapist interchangeably throughout this text. We liken this text to a well-documented cookbook with no recipes, only enticing combinations of ingredients and descriptions of appetizing dishes that, we hope, will inspire readers to enjoy cooking up creative hypnotic encounters with the children and adolescents in their care.


—William C. Wester, II, EdD, ABPP, ABPH


—Laurence I. Sugarman MD, FAAP, ABMH




1. M. Williamson, A Return to Love: Reflections on the Principles of a Course in Miracles. New York: Harper Collins, 1992, p. 190.


2. M. Mesmer, “Memoir sur la Decouverte du Magnetisme Animal,” [Notes on the Discovery of Animal Magnetism] (1779). In Foundations of Hypnosis from Mesmer to Freud, M. M. Tinterow (Ed.). Springfield, IL: Charles C. Thomas, 1970, p. 32.


3. E. L. Rossi, The Psychobiology of Gene Expression: Neuroscience and Neurogenesis in Hypnosis and the Healing Arts. New York: W. W. Norton, 2002.
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Chapter One


Hypnosis with Children and Adolescents: A Contextual Framework


Laurence I. Sugarman, MD


William C. Wester, II, EdD







Hypnosis started when the first mother kissed it and made it better.


—F. Bauman, personal communication, September 21, 1996







He was seven years old and the youngest of five children. He hated having to be the first to bed each night when so much happened in the family outside his bedroom door. So, he would sneak out, sit at the top of the stairs, and listen to his brother and sisters argue and laugh, his parents’ stern voices, and hushed phone conversations. He wanted to hear everything and figure out what was going on.


Somehow, his mother would always know he had escaped his room. She would send him scurrying back, while yelling up the stairs, “You stay in that bed!” This repeated sentencing to his room further fueled his resentment and his determination to dodge his bedtime restrictions.


One evening, as he lay seething in his bed, he suddenly realized that his mother only forbade him to leave his bed, not his room. He was inspired! Lying under the covers, he gripped the mattress edges, focused his concentration, squeezed his eyes shut, and willed his mattress to float carefully out his second floor bedroom window. He was aloft! He hovered defiantly outside his parents’ bedroom window, flying away just before they could see him. He zoomed over his house in the cool night air, grateful for his blankets. He sailed up over the rooftops, over his school, and down into the backyard of his best friend Stuart’s house. Then he soared up high: over the trees and the park and his neighborhood. He flew for what seemed hours and hours. But he got tired and began to descend. It was as if his concentration was what kept him up. Breathing deeply, he landed, softly, back in his room just as he fell, peacefully, into sound sleep.


He woke in the morning refreshed, winning praise and extra cinnamon toast from his mother for staying in his bed after bedtime. After that, he got away with his escape every night.


After a time, he grew up, left home and became a man, husband, and father. He worked, traveled, and worried. He did all those hard things that grown-ups do. And, even when he was much older, when his worries troubled him and he could not sleep, he would know to lie in his bed, a seven-year-old, tightly close his eyes, calm himself by floating through his neighborhood, seeing his world from a different perspective. He’d make it back to his room just in time to fall, peacefully, into sound sleep.


His parents never found out.





What is hypnosis? What is different about hypnosis with children and adolescents? The fascinating, elusive answers to these questions are the subject of this text in general and this chapter in particular.


Ever since James Braid coined the term “neurypnosis” (Braid, 1843), ongoing debate has delayed consensus on a definition of this discipline. The 2003 American Psychological Association, Division of Psychological Hypnosis (Division 30) definition of hypnosis spawned a cacophony of criticism (Green, Barabasz, Barrett, & Montgomery, 2005–6; Barabasz, 2005–6; Woody & Sadler, 2005–6; Yapko, 2005–6; Spiegel & Greenleaf, 2005–6; Heap, 2005–6; Araoz, 2005–6; Rossi, 2005–6; Hammond, 2005–6; McConkey, 2005–6; Daniel, 2005–6). Is hypnosis a natural state along a continuum of normal waking processes?  Is it a socio-cognitive phenomenon manifested by role-enactment that is labeled hypnotic? Is hypnosis simply the “cultivation of imagination” (D. P. Kohen, personal communication, September 16, 1993), or is imagination less relevant to hypnotic processes than a sense of involuntary experience and subconscious activation? What are the important differences between reverie, self-hypnosis, and therapeutic hypnosis in a clinical setting? What is the validity of hypnotizability scales in clinical work? Is hypnotizability an innate trait or a self-limiting construct? Of the characteristics assigned to hypnotic experience or trance, which are most crucial: dissociation, suggestion, relaxation, absorption, or rapport? What is trance? What distinguishes hypnosis from the myriad of other mental states and human interactions that are not hypnotic (Lynn & Rhue, 1991)?


The essence of the debate is that, lacking some discrete, objective, exclusive device that measures when hypnosis has occurred, clinicians define hypnosis from within their individual frames of reference. What is hypnosis? As Michael Heap put it, “I suspect the answer will remain: ‘It depends what you mean by hypnosis’” (Heap, 2005–6). It depends on context.


Neurodevelopment, Trance and Hypnosis


When we are born, our brains contain about 100 billion neurons (as many as there are stars in our galaxy). We maintain that number for most of our adult life, though our brains nearly quadruple in weight during its first two decades. This growth is due to the proliferation of synaptic connections from approximately 2,500 per neuron at birth to over 15,000 by age three. This is followed, throughout childhood and adolescence, by a reduction and intensification (i.e., synaptic pruning) of about a third of these connections in the adult brain. This fury of neurological activity is but an index of the psychophysiologcal development integrating motor reflexes, the conditioning of immune and endocrine systems, cognitive learning, emotional and social attunement, and more, all subsumed in “the mind.”


This process is triggered by a number of hard-wired responses. The orienting response is a phylogenetically primitive reaction to novelty that pauses attention, searches memory, and shifts autonomic state to neutral (Porges, 2011). Humans are also hard-wired for emotional resonance and attunement, such that both increased sympathetic tone (“fight or flight,” vigilance for external threat) and its opposite (comfort and social receptivity) are contagious (Siegel, 2012).


Finally, our entire psychophysiological system is driven towards seeking familiarity, consistency, and pattern recognition. The brain-body networks that we call “experience” are constantly being revised based upon incoming perception, as if we are incessantly asking, “have we seen or done this before?” As Daniel Siegel explains, memory is simply the likelihood that a given neurophysiological network will “fire” again (Siegel, 2012).


An abundance of evidence from developmental neuroscience indicates that this process of growing our minds—shifting attention to novelty, checking social interaction, and integrating this new experience through memorization through repetition—is what is commonly called trance. Clinicians can use this word “trance” to refer to this complex process of neurophysiological change in response to novelty, intentional desire to learn, or absorption in imagination and reverie.


It is often noted that children are in trance all of the time. In childhood, the impetus for curiosity, novelty seeking, autonomy, and mastery are manifestations of this growing meshwork of psychophysiological reflexes. Imagination and dreams are the conscious representation of this subconscious psychophysiological development. Children use their imaginative capacities to rehearse skills, cope with fears and challenges, and set goals for themselves. They explore their psychophysiological terrain through mother’s first touch, the comfort of satisfied hunger, the repeated surprise of peek-a-boo, balancing on two legs, balancing on two wheels, playing catch, and so on. Their drives for curiosity, novelty, autonomy, and mastery also foster creative social engagement, social learning, the sense of self/other, and the understanding of empathy (Hilgard, 1970; Olness, 1985). Current neuroscience research continues to confirm that the blossoming, malleable neurohumoral pathways that join sensory input, memory, and physiological response at these deepest levels of a child’s mind evolve into the frameworks of adaptation for the rest of their lives (Fitzgerald & Howard, 2003; Jessell & Sanes, 2012). If clinicians can conceive of developmental tasks as psychophysiological imperatives that govern the formation of mind-body reflexes and behavioral response, then it is easy to imagine kids as always being in trance and open to suggestion. It is not so much that children are “good at hypnosis,” but rather that they live in the trance of intense psychophysiological development. Children are in the business of learning how their brains and bodies are connected. They are engaged, full-time, in the process of changing their minds.


The behavioral manifestations of both trance and intensified neurological change are the same. They include focused gaze, a paucity of extraneous motor activity, decreased peripheral awareness, prolonged periods of attention, repetition, and intensified attachment, to name a few. It is therefore useful and phenomenologically accurate to equate the behavioral aspects of trance to this process of intensified neurophysiological change.


The previously noted lack of consensual definition of hypnosis is hampered by the confusion of the terms hypnosis and trance. Since trance is a neurodevelopmental imperative that occurs without hypnosis, the authors think a useful and operational definition of hypnosis is: the purposeful utilization of these nonconscious processes called trance for an expressed purpose with or without conscious awareness. The purpose of that hypnotic engagement is determined by its context. Stage hypnotists use hypnosis for the purpose of entertainment. Sales programs use hypnotic elements to sell a product. Acute trauma enacts deep subconscious processes with the same, though alienating, hypnotic rudiments. The spontaneous dissociation experienced by a sexually abused child typifies this naturally occurring trance (Kowatsch, 1991). In the case of clinical hypnosis, the purpose is to help a client or patient alter a maladaptive, conditioned, psychophysiological reflex. As James Maddocks (personal communication, July 28, 1995) declared, “While all hypnosis is not therapy, all therapy is hypnosis.”


This means that hypnosis refers to the application of a skill set involving interpersonal, multi-level communication—noticing, suggesting and responding—that is tuned to an individual. Self-hypnosis, as in imaginative play, purposefully uses one’s own trance states to help one’s self. Hetero-hypnosis is the skill set that uses interpersonal influence, often expressing more faith in the other than he or she has in him or herself. In this frame, it is not useful to refer to hypnosis as a process or procedure. These terms imply a ritual done to a person or to one’s self and place too much emphasis on the social influence aspect, as if hypnosis takes over trance. As Karen Olness has stated, the process belongs to the person who “owns the trance” (Sugarman, 2005). Similarly, hypnotic phenomena are more accurately labeled trance phenomena. This implies that one cannot be “under” or “in” hypnosis, but one can be involved in trance during which hypnotic skills are applied. Clinical hypnosis and hypnotherapy with children, then, involves a collection of competencies—communication skills, strategies, knowledge of response contingencies—that both utilize and guide trance in therapeutic directions for the purpose of healthy adaptation and expanding that young person’s capacity for psychophysiological change. Hypnosis is how we utilize trance.


Doing Hypnosis with Children and Adolescents


Most professionals initially learn hypnotic technique as a series of discrete, ordered steps: (1) introduction, (2) induction into trance, (3) intensification, (4) therapeutic suggestions, (5) resumption of usual awareness (“de-hypnosis”), then, finally, (6) ratification and reflection. Teleska and Roffman (2004) have likened this to the “vessel” approach to hypnosis: the subject is dipped into the vessel full of hypnotic trance where some subconscious change occurs during immersion. Then the subject floats back up to the surface, is removed and wiped off. This view of hypnotic interaction has some utility in that it provides a good model to build from and is often all that is necessary with many adults.


Introducing a patient to hypnosis is like any first encounter. For medical students, their training tells them to follow the standard protocol. First take a complete history and then perform a physical exam, in that order, for every patient, every time. However, interacting with people in real clinical encounters quickly contradicts the learned procedure. History is, instead, unveiled in idiosyncratic layers as rapport with the patient grows. If they are paying attention, the students learn that how they respond to the patient will change both the symptoms and physical findings. They learn to revisit parts of the history and exam to discover their consistency and meaning. In time, they learn that there is never a complete history or physical examination, just an unfolding. Ultimately, they understand that the memorized protocol for history and examination has little to do with actually interacting therapeutically with patients. The protocol is just a way to begin to learn the skills.


With children and adolescents, whom have been identified as constantly being in the trance of psychophysiological change, the adult vessel metaphor seems to break down and, typically, the protocols do not work. The young person’s tenacious and self-protective autonomy dictates the order and flow of the therapeutic encounter. The child who comes into the office entranced by the pain of appendicitis, engrossed in his or her anxiety about receiving immunizations injections, the induction of previous experiences with the therapist, or simply still absorbed in the story from the previous night, does not require a formal hypnotic induction and may not cooperate with one. The therapist simply needs to join, with permission, in the flow of the trance. To the child entranced by the pain of a wound that requires sutures, the therapist can ask simply, “I wonder where you would rather be than here?” When the child briefly averts his or her eyes as evidence of his or her subconscious search for that place, the therapist can assist in the dissociation by saying, “Go ahead. Leave this hurt part here to heal up.”


Following the instructions of Milton Erickson, who said, “Work primarily with, and not on, the child” (Erickson, 1958), the authors find that hypnosis works best with children and adolescents when it is not done to them but with them. To do this well requires flexibility, creativity, and adaptability on the part of the therapist.




Dr. Sugarman was conducting a small group practice experience at an introductory workshop on pediatric hypnosis. After receiving Sugarman’s supportive, but critical feedback about the directive and authoritative tone of his suggestions to a subject, a young doctor stated, with some exasperation, “This is so hard because it is about giving up my control over the patient!” Sugarman could not help but respond, gently, “No. It is about recognizing that you never had it in the first place.”





Eye closure illustrates a common distinction between hypnosis with children and adults. Most children under ten years of age frequently do hypnosis best with their eyes open and tell us so (Kohen & Olness, 2011). Since therapists have learned to equate eye-closure with both the intensity of trance and validity of the hypnotic experience, they can be uncomfortable with this, even mistaking it for resistance or opposition. Some children, on the other hand, may equate eye closure with loss of control, having to go to sleep when they do not want to, and/or not wanting to miss what is going on in the room while they use their hypnotic ability. As part of hypnotic induction, Dr. Sugarman asks children to do this experiment: “While you are (imagining, letting those balloons raise your arm, relaxing, etc.), find out if it is better with your eyes open or closed. Whatever is best for you and those eyes, let them stay that way because you know what is best.” The child closes his or her eyes and either reopens them or leaves them closed. Whichever results, Sugarman says, “That’s right.” In one instance, a nine-year-old boy told him, “I think it’s good to keep my eyes open because it helps to see colors better, because when I close my eyes all I see is black. I can see colors when I’m asleep but not when I’m awake.” The child stated, implicitly, his understanding that (1) he can imagine with his eyes open, using his surroundings for inspiration; (2) he uses different capacities during sleep; and (3) he knows that hypnosis is not sleep.


Similar to keeping their eyes open, young people may feel far more comfortable and engaged in hypnotic experience while not physically relaxed. Physical relaxation is certainly a compelling respite for most adults, but is often too passive for children. “Relax” can be evocative of parental admonitions to “Calm down!” and “Be quiet!” It is far better to find how each child will help himself or herself be most comfortable and engaged in the experience. The child should have fun, which rarely, for them, means being relaxed.




In Dr. Sugarman’s consultation room, a seven-year-old boy, with sleep disturbance, recurrent abdominal pain, and divorcing parents, happily imagined, and acted out, swinging back and forth on his favorite playground swing set. He moved vigorously back and forth on his chair while telling Sugarman he was going higher and higher. He abruptly stopped and looked side to side then sadly looked down. When Dr. Sugarman asked him what happened, he replied, staring at the floor, “There are two swings next to each other. When I am on one, I want to be on the other, and if I switch, I might fall off.”





The vessel analogy of hypnosis further confines therapeutic work with children because it assumes a controlling and detached facilitator.


 Distinct from hypnotic elements of entertainment, sales, trauma, and storytelling, hypnosis in therapy engages the young person’s subconscious in a co-creative act in which the therapist must be flexibly responsive to the subconscious clues or ideodynamic signals of the subject. This responsivity happens both consciously and subconsciously within the therapist. This ability informs what we may call intuition, which Erickson and Rossi (1989) call an “unconscious response to [the patient’s] minimal cues” (p. 18). Doing hypnotherapy and responding to intuition requires therapists to recognize their own trance, their attentive focus on the subject of therapy.




An 11-year-old boy with anxiety glanced at a glass ball on a bookshelf upon entering Dr. Sugarman’s office. This brief gesture led Sugarman to ask him if the rainy weather was ending outside. This, in turn, led to a discussion of weather, the rotation of the earth and, therapeutically, how we get a different perspective on our problems. How problems change like the weather when we see them from far above.





A key to improving upon the vessel approach is to understand pacing and leading. Pacing is meeting the child or adolescent where he or she is and acknowledging that it is where he or she ought to be. Leading involves inviting, suggesting, or offering a therapeutic direction for change. Pacing includes direct empathetic statements such as, “You look pretty frightened!” or “You sure are good at screaming!” Pacing can also be subtle, such as the affirmation of saying “that’s right,” or silence. Leading involves the language of possibilities. Hammond (1990) describes a variety of phrases that can be utilized to assist the child (or adult) with their journey and “assist you (the therapist) in internalizing this new way of speaking.” Examples might include: “and you will be surprised at …,” “I wonder if you’ll decide to …,” “One of the first things you can become aware of is …,” and “It may be that you’re already aware of …” (p. 40–41). Such phrases are subtle ways to help lead the child to discover more about himself or herself and his or her curious imagination. Leading and pacing are best synchronized by careful observation, focused attention, and listening for verbal and nonverbal cues (e.g., breathing patterns, body movements, and facial expressions). When we do this as therapists, perhaps in our own trance, we find ourselves going where the child needs to go. An example of pacing and leading toward therapeutic dissociation in an emergency setting with a child in pain can be as simple and powerful as, “I bet you would rather be someplace other than here right now. Go there while I help you with this.”


While this text is brimming with clinical examples of hypnotic interaction with children and adolescents, these vignettes are not intended to be scripts or prescriptive types of imagery. They are illustrations of interactive, co-creative processes. They originate from the unique personalities of the therapist and child dyad at that moment in development. These singular examples exist to support the notion of hypnotic interaction as adaptive, flexible, and child-centered. This is essential because this responsive process reifies the therapist’s faith that the child and adolescent are endowed with the internal resources to help themselves.


Locus of Control




Healing consists in, and only in … allowing, causing, or bringing to bear those things or forces for getting better (whatever they may be) that already exist in the patient.


—Cassell, 1991/2004





It is certainly possible to do effective hypnotic work with children and adolescents in a directive, forceful, or authoritarian style. The early history of hypnosis records sparse, anecdotal reports of children, and little description of the technique used. However, we can glean from accounts of the mesmerists that rigid, directive techniques were aimed at children and adolescents who were to remain passive or swoon in abreaction (Mesmer, 1779). This history and culture has no doubt informed and reinforced images of hypnosis from cartoons and fairy tales in which wizards, witches, and evil queens cast spells. It is also possible to prescribe imagery and dictate solutions that involve metaphors the therapist finds poetic and elegant. Therapeutic stories can be comforting, familiar, and decrease alienation. Indeed, the therapeutic ritual of bedtime stories has soothed generations (Thomson, 2005). Kuttner’s use of favorite stories with young children serves to support this strategy (Kuttner, 1988).


While a therapist may successfully command a child to change a symptom in a hypnotic context or assist a child to find relief in a metaphorical story, both of these approaches are limited. They do not primarily evoke the young person’s innate resources. They fail to seize the opportunity to invest in the young person’s ability to discover his or her own stories, metaphors, and attributions of meaning. Both authoritarian, directive hypnosis and prescriptive imagery limit the young person’s ability to help him or herself.


Milton Erickson, whose subtle-but-intuitive strategies signaled a shift in hypnotherapy, pioneered a more evocative, patient-centered approach to hypnotic interaction. His far-reaching influence on Bauman, Gardner, Olness, Kohen, and generations of child healthcare providers spawned a child-centered, creative focus on the use of therapeutic language, an emphasis on informal utilization of naturally occurring hypnotic states, and much more playful techniques. The critical contribution of these leaders in child hypnosis is their emphasis on employing hypnosis to invest in mastery and self-efficacy in children, moving beyond solution-focused therapy.


Locus of control studies focus on a young person’s attribution of how internal or external factors affect him or her. This research demonstrates that innate coping skills and resilience are enhanced by an internalized locus of control (Culbert, Reaney, & Kohen, 1994). At the heart of a patient-centered, responsive hypnotic strategy is the faith on the part of the therapist that all youngsters already possess all of the resources to help themselves. This is the crux of Erickson’s “Utilization Approach,” in which the therapist recognizes whatever the patient brings to the encounter as essential and sufficient to generate therapeutic change (Erickson & Rossi, 1992).




Dr. Sugarman was asked to help a frightened, uncooperative seven-year-old girl with chronic renal failure and extreme needle phobia. Asking what she would rather be doing than getting a “shot,” she replied, “At home, playing with my kitties. When they scratch, it doesn’t hurt because they are just kittens.” It was as if she was telling him, “Hey you, Doctor, use this metaphor. It will work!” It did, of course.





Helping children utilize their own capacities is particularly valuable when they have a chronic disease. Each medication, procedure, or removal from school for an appointment or hospitalization constitutes an implicit message that they cannot help themselves.


The locus of control is continually externalized. More broadly, this loss of self-efficacy and alienation is an untoward effect of all allopathic therapy. Hypnosis can help children balance this loss of control, but the use of prescriptive or authoritarian techniques is ultimately just another grown-up doing something manipulative to the child. A fourteen-year-old hospitalized for initial treatment of lymphoma explained, “Everyone keeps coming in and trying to teach me to calm down and relax. I already know how to do that, but they won’t leave me alone!”


Roles of Parents


Milton Erickson is quoted as saying, “You always point out to parents that the child has a tremendously important function for them. That they’re really not going to get that full measure of satisfaction out of the child to which they are entitled unless the child is happy” (Haley, 1985, p. 86).


A major difference between hypnosis with adults and children is the presence and role of parents in the hypnotherapeutic process. A necessary developmental task of all children is to develop autonomy from their parents. The equivalent developmental task of all parents is to invest in their child’s security, then let go. In a series of hypnotherapeutic encounters with children, Kohen, Olness, Colwell, and Heimel (1984) found that negative outcomes were correlated with parental reminders and over-involvement. Parental nagging negated the autonomy necessary for success in self-regulation. Therefore, the effect of family systems must be addressed before a child will be able to realize success.


Most parents have a positive attitude towards hypnosis with their children. They recognize, or can be helped to recognize, their own natural experiences with hypnosis. When hypnosis with the child is explained as an opportunity to invest in their child’s vast creative ability to help themselves, parents generally are relieved that (1) they have a partner in helping their child and (2) that partner believes their child has the necessary resources and abilities to get better. This recognition on the part of the parents is enhanced when the therapist engages respectfully with the child in the parents’ presence. A simple way to start this is by asking the child to describe the presenting  problem instead of the parent. The clinician can first join with the child where the trance of this first encounter most likely started by asking, “When did your [parent] tell you about this appointment?” and “What do you imagine it is for?” When a parent does not readily accept this approach, it ought to be construed as a warning that the parents are threatened in some way by their child’s development.


Gardner (1974) carefully details strategies to help parents become allies in their child’s hypnotherapy with three basic steps: (1) education, (2) observation, and (3) experience. Education involves explaining and noticing hypnosis in daily life, how this ability is enhanced with children, and how it may be utilized to help their child in this case. Once parents agree to allow the therapist to work with their child, the parent can be reassured by observing their child using hypnosis. Generally, this is done after the child has learned self-hypnosis with the therapist, without the parents present, and has thereby developed a sense of comfort and competence on his or her own. Exceptions to this are explained below. During this observation, Gardner (1974) points out that it is important …




“… to have the parent watch the therapist communicate with the child in hypnosis, requiring the child to give both nonverbal and verbal responses and then to transfer hypnotic rapport to the parents and have them also communicate verbally and nonverbally with the child. This exercise helps assure the parent that the child is in contact with his surroundings and in control of the hypnotic state as much as necessary.” (Gardner, 1974, p. 46)





Finally, Gardner recommends that parents can enhance their own understanding of the child’s experience, exercise better self-control, and realize the individuality of hypnotic involvement by having their own brief trance experience with the therapist. After initial publication of these recommendations, Gardner decreased the frequency of having parents experience hypnosis intentionally. According to Olness and Kohen, “This change developed when it became clear that some parents—even in brief hypnosis—might use the opportunity to experience grief or other feeling …,” which could complicate the role of the therapist in relationship to the child (Olness & Kohen, 1996, p. 50).


In addition to Gardner’s guidelines, the authors make it clear at the first visit that learning self-regulation is established only through autonomy. Therefore, it is a contract between the therapist and the child or adolescent, not the parent. It may turn out that a parent feels that his or her son or daughter is not using or practicing the skills learned with the therapist. In this case, the parent may relay that concern to the therapist rather than nag the child about it. The authors explain to the parent that this is a necessary part of helping the child develop independent skills.


Many clinicians record their initial hypnosis session and give the recording to the patient. This strategy serves a number of practical purposes. (1) It extends rapport because the child brings the therapist’s voice home. (2) It reinforces the language, framing, and therapeutic suggestions with repetition. (3) Knowing that their child has a tool to guide progress can relieve parents of the need to become over-involved in the process. The recording is not to be construed as the “right way to do hypnosis.” Instead, it can be offered in a way that enhances therapeutic change and autonomy. This is illustrated in the following example:




“I will make you a recording of what we do together today. That way you can choose to listen to it and remember how to use your self-hypnosis. The recording is like training wheels on a bicycle. They keep you in balance so you can learn what it feels like to be successful riding your bicycle. Of course, after you get good at it, you realize that they slow you down, so you take them off and go on without them. You will know when you don’t need to use the recording anymore.”





Some young people will make their own recordings, adding their own suggestions and music.


With preschool children and children facing life-threatening illness at any age, parental involvement is valuable and usually essential. In addition to reinforcing the primary attachment that is therapeutic in these situations, the heightened intimacy of hypnotic involvement with parent and child intensifies security and comfort. This is exquisitely exemplified in the “Candy Land” scene in Leora Kuttner’s documentary video, No Fears, No Tears (Kuttner, 1986). In this scene, a father gently and responsively engages his seven-year-old daughter, who has leukemia, in the guided imagery of visiting “Candy Land.” Their co-creative process and his patient respect for her are evident in how he asks her about the details of the people she sees in “Candy Land.” When clinicians help parents become hypnotherapists in these settings, they are helping them help themselves as well as their children.


Caveats and Contraindications


We have presented hypnosis with children as an opportunity to help them utilize and strengthen their own subconscious resources in pursuit of health and adaptation. From the clinician’s perspective, hypnotherapy is a skill set that can be integrated into a variety of clinical settings (from the consultation room to the examination room, the hospital bed, and the surgical suite). As such, it is always a helpful adjunctive therapy when it is used permissively and responsively. Dangers arise when hypnosis is used forcefully, as sole therapy, outside a therapeutic relationship, or without a careful and repeated consideration of the patient’s symptomology.


The clinician integrating hypnosis into his or her care of children must first be a careful and competent professional within his or her area of expertise (psychology, medicine, surgery, nursing, social work, counseling, etc.), considering a range of explanations for a given child’s presenting problems. The temptation to make hypnosis a panacea must be tempered with careful diagnostic evaluation and re-evaluation. Olness and Libbey (1987) reported that 20% of youngsters referred for hypnotherapy to a behavioral pediatric clinic had undiagnosed, organic etiologies for their presenting problems.


While hypnosis may be valuable as primary or adjunctive therapy for a wide range of clinical problems, clinicians must take care to remain within their competency. It is best to start using hypnosis by adding a hypnotic strategy to a problem that is competently treated allopathically. For example, hypnosis has been shown to be a useful adjunct to asthma therapy (Anbar & Hummell, 2005; Hackman, Stern, & Gershwin, 2000; Kohen, 2000), and a primary physician trained in hypnosis may well employ hypnotherapy to help their young patients with asthma. While hypnosis is also helpful in the therapy of post-traumatic stress disorder in an abused child, the same primary care physician ought not to use hypnosis for that child unless he or she is specifically trained in treating post-traumatic stress disorder or in forensic applications.


Kohen and Olness (2011) have outlined absolute contraindications to using hypnosis with children: risking physical endangerment, risking aggravation of emotional problems, hypnosis for fun or entertainment outside of a therapeutic relationship, and when more effective treatment is available. The authors would submit that these same principles apply for all forms of therapeutic interventions, including medications, surgery, manipulation, and non-hypnotic forms of psychotherapy.


The authors would also add two relative contraindications. First, as discussed under the roles of parents, sometimes a symptom becomes part of a family’s ecology (e.g., a child’s headache keep mother and father from arguing). In this setting, attending to the family may be a primary intervention before or while helping the child. A second relative contraindication applies to situations in which the child has a long-term relationship with the clinician. A primary care physician who is well known by a family and skilled in hypnosis may not be the best therapist for the adolescent for whom he or she has cared since birth. In this situation, a new relationship is often best. The adolescent may benefit from and desire a fresh start.


The Psychobiology of Hypnosis with Children


One hundred and fifty years ago, writing about his study of hypnosis, James Braid (1865) coined the term “psychophysiology” and gave birth to the field, writing:




“The [hypnotic] phenomena are due entirely to this influence of dominant ideas over physical action, and point to the importance of combining the study of psychology with that of physiology, and vice versa. I believe the attempt made to study these two branches of science so much apart from each other, has been a great hindrance to the successful study of either.” (Braid, 1865, p. 369)





Over the last century, investigators have made unprecedented progress in understanding how the brain and body influence each other. From the pathways of stress mediated by the hypothalamic-pituitary-adrenal axis explicated by Hans Selye (1956/1976), to the brain body chemical messengers researched by Candice Pert (1997), to the field of psychoneuroimmunology first explored by Robert Ader, David Felten, and Nicholas Cohen (Ader, 2006), these pioneers and their colleagues have begun to give Braid the answers to his questions of how the mind influences the body.


In the clinical laboratory, children have been shown to be able to use hypnosis to elevate salivary immunoglobulin (Olness, Cul-bert, & Uden, 1989), change blood flow (Clawson & Swade, 1975), alter neutrophil adhesiveness (Hall et al., 1992), change skin temperature and conductance, and other so-called “involuntary” psychophysiological reflexes (Lee & Olness, 1996; Dikel & Olness, 1980). These laboratory investigations have been utilized to study how children can lower their frequency of respiratory infections (Hewson-Bower & Drummond, 1996), exacerbations of asthma, frequencies of migraine headaches (Olness, McDonald, & Uden, 1987), chemotherapy-induced vomiting (Jacknow, Tschann, Link, & Boyce, 1994), and ways to reduce the frequency and severity of irritable bowel syndrome (Vlieger, Menko–Frankenhuis, Wolfkamp, Tromp & Benninga, 2007; Vlieger, Rutton, Govers, Frankenhuis, & Benninga, 2012). There is vast, unexplored potential in prospective, controlled clinical trials of hypnosis with children with a variety of common chronic conditions. Can children with a genetic predisposition to allergy, anxiety, hypertension, cancer, or other conditions alter their risks by developing skills in psychophysiological self-regulation?


Beneath this unexplored territory lies the exciting field of psychosocial genomics, explicated by Rossi. His book, The Psychobiology of Gene Expression, investigates how social interaction, novel experiences, creativity and—necessarily—hypnosis affects gene expression in the brain and, consequently, how these gene products regulate brain growth, plasticity, and neural pathways (Rossi, 2002). In his prophetic monograph, The Physiology of Fascination and the Critics Criticized (1865), Braid postulates that hypnosis somehow activates the mind’s ability to change conditioned, maladaptive psychophysiological reflexes (Braid, 1865). We are now beginning to understand the molecular and intercellular processes that activate nerves to grow new synaptic connections (reinforcing or changing memory and experience) and, in turn, to alter physiological reflexes throughout the body. Children and adolescents are fully engaged in this formative process, the trance of development, with profound implications for their neurobiological resilience into the future.


Erickson understood the strength in relying on the youthful mindset in his work with adults. He utilized age regression frequently and increasingly. Rosen (1989) writes of Erickson’s regression technique in his forward to Erickson and Rossi’s book, The February Man.




“It became clear to me why Erickson tended to treat almost everyone like a child! … In his later years, he seemed to be so enamored of corny jokes, childish puzzles, and games. I now feel he understood, probably from having learned it from working with adult patients in the hypnotically regressed state, that it is precisely in this ‘child state’ that we are most open to learning, most curious, and most able to change. In order to intensify the patient’s experience of regression, Erickson worked consistently to create a remarkably convincing illusion that he really was an older person talking to a young child. He had the ‘child’ react and abreact to traumatic experiences and, through discussions, guided her through a reeducation process. As a result, the ‘child’ had new experiences to add to her memories—positive experiences with a caring and understanding adult. These ‘corrective regression experiences,’ as I have called them, exerted a long-lasting effect on the patient, even after she returned to her ‘adult self.’”(Erickson & Rossi, 1989, p. vii)





We can understand hypnosis as stimulating change by engaging the patient’s subconscious with novelty and creativity. It seems that Erickson’s use of age regression was an attempt to cultivate brain plasticity by uncovering the “inner child’s” state of wonderment. Working with children is one step easier because no regression is required.





Conclusion


The authors’ unifying thesis is that the therapeutic interpersonal process called hypnotic engagement or hypnotherapy with young people can serve to model respectful relationships, demonstrate confidence, and invest in a child’s self-efficacy and mastery. Time and again, the authors of this text and so many of our colleagues, have heard young people, who have learned to prevent their migraines, control a habit, master the specter of anxiety, or undergo a feared medical procedure with equanimity, exclaim: “Now I know I can do this!” The evidence suggests that young people continue to generalize the skills learned in these contexts to other challenges in their lives (Kohen, 2010; Kohen, Olness, Colwell, & Heimel, 1984). Ultimately, we believe and anticipate that investigations will continue to support the power that self-regulation and hypnosis offer to create psychophysiological resilience.




An eight-year-old girl presented to Dr. Sugarman’s office in ketoacidosis with new-onset diabetes. Knowing her previous fear of needles and recognizing the trance of the situation, Sugarman helped her discover how she could keep needles from bothering her by “turning down the pain switches” in her mind. He then sent her to the emergency department at the local hospital for stabilization, admission, and teaching. Her life was about to change. That evening, in the hospital, her mother expressed her gratitude that her daughter had learned this hypnotic “pain switch” technique, saying, “This is going to make things much easier …” Her daughter interrupted, “Especially since I am going to be a doctor when I grow up.”
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Imagination is more important than knowledge. Knowledge is limited. Imagination encircles the world.


—Albert Einstein





Childhood is a time of easy access to imagination. Child’s play is a manifestation of imagination, and, with younger children, hypnosis (or ‘imaginative involvement’ as preschoolers’ hypnosis has been called) is action-based and full of play. So then how is this form of hypnosis different from regular play in interaction? It is in the therapeutic intent, the deliberate use of language, and in the captivation of attention. Knowing that a preschooler or toddler is in a trance state is not as obvious as it is with an 8-year-old child who is comfortable closing her eyes. Younger children have some unique developmental features that make using hypnosis with them quite different. This chapter addresses why development matters in the application of hypnosis for therapeutic change.


The successful use of hypnosis with children requires careful attention not only to the particular clinical needs of the child, but also to the child’s developmental capacities. Importantly, the latter does not simply comprise of chronological age, but of cognitive, emotional, behavioral, and language development as well. Hypnosis with children is not a homogeneous phenomenon. Just as the use of puppets in hypnosis with a 17-year-old may be developmentally inappropriate, a 3-year-old is much more likely to engage with the puppet and not be responsive to a lengthy verbal induction.


Flexibility as a clinician is paramount. Children are commonly highly receptive to hypnotic suggestion and, when invited, will often easily engage with the play, creativity, and imagination inherent in the hypnotic experience (see videotapes by Kuttner, 1986; 1998; Sugarman, 2006). This is the easy part. The more challenging aspect for clinicians is to be able to move with the child appropriately for therapeutic benefit. Being attuned to the child’s whole being, his or her world, and the unique nature of his or her difficulty allows the clinician the best insights into a child’s inner life to use with hypnosis as a vehicle for therapeutic change.


Summary of Hypnosis through Development


Historically neglected, hypnosis has now increasingly been recognized as an effective tool for children of all ages—including the very young. Just as there is profound change in development across childhood, from birth to adolescence, the hypnotic phenomenon also looks markedly distinct at different developmental periods (Vandenberg, 2002). For pediatric clinicians, it can be a creative and imaginative delight to use hypnosis with babies, toddlers, preschoolers, and children—but it requires greater active engagement, greater intensity, flexibility, and playful capacity.


A hypnotic process in babies and toddlers is unique in that it is both sensory and motor-based, non-verbal from the toddler, and is often fleeting. For preschoolers in the age of unbridled imagination, hypnotic suggestions are integrated and externalized in play. This stands in contrast to the hypnotic presentation of the older child, adolescent, and adult, in which eye closure and physical relaxation are often (though not always) present. Children of about seven years and older are more willing to close their eyes, “go inside,” and engage with their creative imagination in a more structured hypnotic experience; whereas with younger children, the hypnotic process is less structured and more action-oriented and present-centered.





Overview


Hypnosis can be used in many different ways with children, and be combined with other therapeutic techniques. It can be used to engage a disengaged, fearful, or distrustful preschool child (see the example of Jacob below), and to transform the valence of emotional material—to make the intolerable, tolerable (LeBaron, 2003; see the case of toddler Taylor), and to facilitate mastery (as with preschooler Samantha and kindergarten-aged Jeffrey). The commonality between these uses is that hypnosis involves attentional absorption into an altered state of consciousness in order to create therapeutic changes in perception, sensation, emotion, behavior, or experience.


The clinician’s task in using hypnosis to engage a child in the process of therapeutic change is to take the child’s theme and transform it into a therapeutic metaphor to promote change. The case of Jacob illustrates how to engage a fearful five-year old child using metaphor in hypnotic language:




Jacob, a bright, emotionally inhibited, and regressed 5-year-old boy, was referred for “extreme anxiety and non-cooperation with medical diagnostic procedures.” He was clearly terrified at being in a hospital ward, and clung to his parents. On learning that he was gifted and had a passion for dinosaurs, the clinician chose to engage with him via his intellectual strength and ignore, for the moment, the pressing medical needs, knowing that this approach was bound to pay-off.


Fluently, Jacob listed all the dinosaurs, using their Latin nomenclature, and described their characteristics in great detail. The clinician replied how the dinosaurs were indeed creatures of great power and courage. In the face of difficulties, they stood strong and tall and brave. Sitting on his hospital bed, he was invited to hear an interesting story about how some dinosaurs discovered a new land. He nodded and with his wide eyes open he listened:




“Now, at first the dinosaurs were frightened—after all, they had never ever been away from their home. They wondered if they would ever find their way back. But there were also so many interesting new forms of life here: new flying creatures, new weird trees, new food … They were curious, so they nibbled a bit and began to feel slightly stronger. It was all so interesting, so they began to explore a little further away from their home base and into this strange new territory, with these bigger trees and new life forms. They walked on their strong legs slowly … and carefully … and thoroughly … because they knew that if they watched, they could learn quickly about this strange place and then would know what was safe and how to stay safe. Then they could take care of themselves properly, without having to be nervous and watchful all the time.


Now, this was particularly true of Tyrannosaurus Rex. He was the bravest of them all, as you well know. Nod your head when you can see him exploring this strange new territory. [He nods his head, eyes still wide-open.] Good. Now, after one sleep, he discovered that there were some very curious and interesting things to do and learn here in this new territory. Can you see the big canyons and the new stuff around—maybe even new smells … you may even see ones that I haven’t mentioned? [Jacob is quiet, absorbed, with his eyes open and fixed on me.] And then he discovered something that made him so happy—a big rock with knobbles on it that he could scratch his back on, because you know it’s very hard for a dinosaur to scratch his own back.”








In this example, hypnosis served two primary purposes: to engage with a frightened, distrustful child in a creative manner that interested him, and to access his competence and capacity to adapt to the hospital. This helped change the emotional valence of the hospital experience from something that was universally frightening to something new that he could be curious and learn more about.


Imaginative Involvement as a Hypnotic Precursor


Classic hypnosis does not occur with young children. Instead, imaginative involvement is the preferred term to denote the different behavioral response than those of older children, adolescents, and adults. Imaginative involvement refers to a process in which a child is intensely absorbed in a “here-and-now” fantasy experience, in which present reality is suspended in the interests of the current imaginative experience. It does not presuppose a dissociated ego state or a profoundly relaxed physiological state with distinct altered state of consciousness, as occurs in the classic hypnotic state. Young children prefer not closing their eyes, as they associate this with going to sleep. Despite these differences, profound therapeutic changes can and do still occur. In a randomized controlled study of children aged 3 to 6, imaginative involvement was significantly more effective in relieving distress associated with a painful invasive procedure than either behavioral distraction or standard medical practice (Kuttner, Bowman, & Teasdale, 1988). More recent work has supported the use of hypnotic approaches to assist management of pediatric pain and procedural anxiety/discomfort (e.g., Accardi & Milling, 2009; Huet, Lucas-Polomeni, Robert, Sixou, & Wodey, 2011).


In the early preschool years, the child has a more fluid sense of self, and experiences blurred boundaries between reality and fantasy. A young child enters the imaginary world with eyes wide open. It is easy to miss the opportunity for therapeutic impact in these receptive light trance states, and it is easy to dismiss it as the child being “dreamy,” “glazed,” or “spaced out”—instead, this is a very receptive state. Direct suggestions are easily accepted and therapeutic change occurs simply and rapidly. From infancy onward, the young child learns most easily and effortlessly about the world through independent or interactive play. In fact, it is often only through play that the young child can be engaged in a hypnotic experience and sustained in that trance to shift distress or dysfunction.


Jeffrey




Five-year-old Jeffrey was referred for assistance in managing his emotions following a traumatic experience at school. He was a bright, intense boy who was highly creative and imaginative. He often drew his feelings and was able to describe them. On one occasion, he became very distressed when discussing a “mad feeling”—becoming instantly absorbed in an experience that had led him to feel upset—and he became overwhelmed by this distress. He was asked to tell what the feeling was like—how big it was (“as big as a house”), how it felt (“bumpy” and “swirling”), what color it was (“dark”), and how long it lasted (“for four days”). He answered questions with intensity, wide-eyed and with a fixed gaze and a paucity of spontaneous movement. After a short time, he spontaneously stated, “And then the feelings got as small as this piece of paper and then they grew into a tree and I chopped the tree down and threw it all the way to Africa.” He ended by stating he meant that his feelings lasted 4 minutes not 4 days.





The transformative power of imaginative involvement is illustrated in this example. This is not an example of formal hypnosis (as no direct hypnotic suggestions were made), but within a framework of safety and exploration, the child spontaneously used his own powerful imagination to transform his overwhelming feelings of distress into something he could process and then release, and, in doing so, shifted from a place of powerlessness to one of mastery. It also illustrates the young child’s fluid experience of time; young children are very susceptible to time distortion. As Jeffrey creatively illustrated, four days of emotional distress became four minutes once he felt better. The cognitive processes with young children are often made up of loose associations and mixed with fantasy. As clinicians, we must not be sidetracked in attempting to rationally process what the child is speaking about—for, to do so often stops the child’s emotional work.


Changes in Clinical Hypnosis across Development


Infants & Toddlers


There are many forms of hypnotic processes informally practiced worldwide by parents with infants and toddlers in order to soothe them, reregulate their distress, bond with them, and to get them to sleep. Little attention, apart from anthropological studies, has been paid to researching these approaches. Despite a few excellent published reports on work with the preschool child (Olness, 1975; 1976; 1981) and reviews by Gardner (1977) and Kuttner (1988; 1991), there are few, if any, well-controlled research studies to expand our understanding of the hypnotic process with infants and toddlers. The work on hypnotic responsivity (Hilgard & Morgan, 1978; Morgan & Hilgard, 1979) suggests that the preschool child may not be as hypnotically responsive when compared with the older, school-aged child; and, significantly, there are no clinical scales to test hypnotic talent that go below 4 years of age. Does this indicate that hypnotic ability then starts at around 4 years of age? With a reliance on verbal suggestions as the therapeutic mode, this may be so. However, clinical experience indicates that short-term kinesthetic and sensory aspects of hypnosis occur with this and younger age groups.


Gardner (1977) reviews clinical evidence that supports the notion that infants and toddlers respond to parental repetitive soothing actions and can become entrained and entranced. She notes that parents who report that playing soothing music, stroking a part of the child’s body, or turning on a vacuum cleaner or electric shaver will quiet a fretting infant. It is clear that these phenomena are hypnotic in a primitive form. “The child under 6 is hypnotizable but not according to the sample practices commonly used with older children” (Morgan & Hilgard, 1979, p. 154). Hilgard & Morgan (1978) prefer the term “protohypnosis,” in which “the very young child is better able to be distracted by listening to a story than by removing himself through the scene through his own fantasy” (p. 286). With a pre-verbal child, proto-hypnosis can be used for soothing and settling, but without the implied suggestions for change that are an integral part of the hypnotic process with older children.


Hypnotic sensory modality alters as a function of age; beginning with kinesthetic and auditory responsiveness and then later often developing visual facility (see Table 1 below). The younger child (birth to 2 years of age) understands the world through sensorimotor experiences (Piaget, 1962). Hypnotic processes lend themselves to be integrated with other therapeutic strategies to facilitate effective change. In the case of Taylor (below), hypnotic suggestion is combined with play therapy, behavioral rehearsal, and systemic intervention to transform intolerable needle procedures into a daily routine in which this toddler gains mastery.


Taylor




Taylor, a vigorous 20-month toddler, had just been diagnosed with diabetes. As their first child, her parents were overwhelmed by the daily monitoring of her blood sugar levels and the need to administer regular insulin injections. Taylor absorbed her parents’ distress and she cried and struggled, and the daily routine became a battleground. The diabetes clinic referred the family for hypnosis. Taylor was shown how to blow bubbles, with the suggestion to “blow her ‘owies’ away.” She tasted, caught, and smacked the bubbles, while these direct hypnotic suggestions were given: “As you blow the owies away, your body feels happy and strong.”


“Won’t she associate the bubbles with the needle?” her worried mother inquired. Good question. Mom was told, “As she masters this, she’ll have more fun and feel more empowered—then the bubbles will become stronger than her fear.” The parents were invited to buy her a dolly, who also happened to have diabetes, so that Taylor could teach Dolly to sit on her Mom’s lap for her needle and blow the “owies” out with bubbles. Taylor engaged with this, and the parents had a system in which they could organize themselves for a blood test and administer the insulin.


At the next session, the length to which Taylor had absorbed the new process became evident when her father related how ritualized the insulin injections had become. Taylor helped Dolly to have her needle followed by Taylor blowing bubbles during her insulin injection. Strikingly, he added that “all her toys have now got diabetes!” They named all the toys and Dad asked, “And who else has diabetes?” To our surprise, this previously non-verbal toddler answered, “Me!”—revealing how much she now understood the situation.





Bretherton (1989) reviewed developmental evidence on the form and function of play across childhood and reported that “for toddlers the boundary between reality and pretense tends to be diffused … especially when pretense is about highly charged emotional themes” (p. 390). As in the case above, the incorporation of hypnotic suggestion and play allows the difficult diagnosis to become integrated as a part of her sense of self.


In summary, hypnosis with babies and toddlers is:




	Not classic hypnosis—it is protohypnosis;


	Sensory-based and/or motor-based (rhythmic, rocking, soothing); 



	Repetitive, familiar, and predictable;


	Simple, direct, minimally verbal;


	Kinesthetic (such as a rapid regular rocking at a pace that approximates; maternal heart-beat of 80 beats per minute);


	Auditory (e.g., songs, lullabies).





Table 1. Changes in Hypnotic Technique with Advancing Development












	Less Advanced Development → More Advanced Development






	Shorter, Simpler Inductions





More Intensity





More Directive





More External Locus of Control





More Kinesthetic





Repetitive Themes





Use of Props





Imitative, Familiar

	Longer, More Complex Inductions





More Subtlety





More Indirect





More Internal Locus of Control





More Auditory





Inventiveness





Use of Imagination without Props





Creative









Adapted from J. Reaney (SDBP Workshop material, 2003).








Preschoolers


Preschool children have short attention spans, are easily distracted, weave fluidly between fantasy and reality, and love magic and surprise. They are also unaccustomed to physical relaxation and often move and wriggle wide-eyed through an effective trance experience without interfering with its benefit. Cognitively, preschool children are concrete and literal in their communication and comprehension. Consequently, they benefit from the use of simple, clear, and direct age-appropriate language. It helps to use their own words as a basis for hypnotic interventions. Preschool-aged children are spontaneous and tend to be less constrained by social rules or reality than are older children and adolescents. This requires that the clinician be highly flexible and follow the child as he or she moves in and out of a trance experience. Incorporating rituals or rhythms that capitalize both on their non-verbal understanding as well as on the soothing nature of rhythmic patterns (e.g., familiar songs or favorite stories) is an excellent technique with preschool children.


In the “favorite stories” technique (Kuttner, 1988), the story becomes both the mode of induction and the substance of the trance. Hypnotic suggestions and reframing take place within the framework of the story line. This may include direct and indirect suggestions for increased comfort, coping, or decreasing pain.


Samantha




Samantha feared her bone marrow aspirations. Her clinician’s plan was to tell her favorite story of “Snow White and the Seven Dwarfs.” Just as the procedure was about to commence, she exclaimed, “I don’t want that story! I want the story of ‘Grandma Tiddly and the Elephant!’” Not knowing the story, the clinician asked her to tell it with all its important details.


Samantha become very focused and told the story complete with concrete details and sound effects. “Now, how would it be if I were to tell you the story of ‘Grandma Tiddly and the Elephant’ while the bone marrow was getting done? I wouldn’t be surprised if by the time we got to the end of the story, the bone marrow was over and the band-aid was on. Wouldn’t that be nice?” Sam nodded her head; a working contract plus hypnotic suggestion for outcome had been established. Anxiously holding her “kitty,” she walked into the treatment room and climbed on the table. Informing the medical team of the plan, we began the story.


“Grandma Tiddly lived by herself, and was such a brave little lady, and one day there was a knock on the door … (knock knock) …


Samantha’s attention was fully absorbed by the story and her dissociation from the procedure soon became evident. She was observed to wriggle when the sensation was discomforting, but her eyes were fixed and her concentration focused and unwavering. The intensity and excitement of the story was increased when the more painful sections of the medical procedures occurred, so that the hypnotic involvement remained more compelling than the pain.


Samantha was part of a research study, and gave quantitative indicators of her distress, pain, and anxiety. She initially gave one of the highest ratings of distress in the entire study, and rated both her pain and anxiety as 5/5. After her first treatment with the hypnotic story, her distress score was markedly lower: rating anxiety at 1/5 and her pain at 5/5, suggesting a split between her experience of pain and how much that pain bothered her. It seems as though the hypnotic story did not eradicate her sensation of pain, but rather transformed the meaning of the pain from frightening and upsetting to distant and manageable. (Adapted from Kuttner, 1988, p. 293–294)





From infancy onward, the young child learns most easily and effortlessly about the world through independent or interactive “play.” It is often only through play that the young child can be engaged in a hypnotic experience and meaningfully sustained in that trance to bring about the needed change (Linden, 2003). Being present-centered, young children respond best to hypnotic interventions that utilize the “here-and-now experience,” rather than relying on the child to “remove himself from the scene through his own fantasy or through reliving an earlier game or experience of his own” (Hilgard & Morgan, 1978, p. 286).


Young children are easily able to become absorbed in fantasy—consider the prevalence of imaginary friends among this age group. Of interest, research finds that children with imaginary companions were more predisposed to engage in fantasy than those without and, moreover, their fantasy was more vivid (Bouldin, 2006). Imaginary companions can assist with developmental tasks—helping the child to distinguish between public and private knowledge (Davis, Meins, & Fernyhough, 2011). The imaginary world is rich and accessible as a clinical tool with children of this age. Bretherton (1989) wrote, “as children become able to deal with highly charged events within the play-world, they also become more expert at deliberately blurring the map-territory distinction in such a way that, real-world issues can be dealt with inside the play-frame” (p. 391).


It is striking to observe children as young as 3 years of age demonstrate the ability to alter sensation, perception, and experience (Gardner, 1977; Kuttner, 1988; Olness, 1975, 1976, 1981; Olness & Gardner, 1988). These children move into trances wide-eyed and maintain the trance during involved physical activity that is directly related to the trance (Olness & Gardner, 1988; Kuttner, 1988).


Given the young child’s relative ease in entering, leaving, and reentering a trance, it is often unnecessary to go through a lengthy induction with children under 6 years of age. It is usually sufficient to simply say, “Now let’s pretend …,” or, “How about imagining … and you can close your eyes, or keep them open …”


Other simple and useful inductions for younger children include: inviting the child to see his or her favorite cartoon on television; becoming a floppy Raggedy Ann doll or big strong oak tree; or taking on a pretend role of a superhero, astronaut, or favorite fantasy creature.


Given the action-oriented nature of the preschool-aged child, and the distinctiveness of the child’s hypnotic process, it is essential that the clinician adopt a highly flexible hypnotic style, allowing the child to move in and out of trance and remaining sensitive to the child’s moment-by-moment responses. An active, absorbing participation then develops between therapist and child, such that the therapist paces the child, absorbing his or her attention in an informal child-centered and imaginative manner.


With the preschool child, parental dependency is still prevalent and normal. Often in the first few sessions, it is necessary and important to allow the parent to be present in the room, since it enhances the young child’s feelings of trust and safety. Sometimes, in therapeutically appropriate circumstances, the parent can be included in the hypnotherapeutic experience (as demonstrated in the following vignette).





Hilary


Four-year-old Hilary had severe eczema that was marginally responsive to dermatological creams. Her referring dermatologist felt that anxiety could be playing a role in her condition. The decision was made to involve her concerned and loving mother in the hypnotic ritual. Before any medication was applied, her mother would pack a pink, soothing, cool cloud on Hilary’s excoriated skin, under her daughter’s direction, until her daughter felt its cool and pleasant effect. Below are some excerpts:




CLINICIAN: Let’s take this soft, lovely cloud, scoop it up, and put it on the itchy parts so that it makes your skin feel cooler, soft, smooth, and very calm [scooping up imaginary armfuls of cloud]. What color is this?


HILARY: [With eyes wide open, staring] It’s pink.


CLINICIAN: Let’s pack it on the parts of your skin that need to feel better. Show me where!


[SOMEWHAT LATER ]


CLINICIAN: Now, I wouldn’t be surprised that after feeling this lovely, pink cloud, your skin will find it easier than ever before to take the good skin creams in, making the healing last even longer and keeping the redness and soreness away. Would you like Mom to put some pink cloud on?


HILARY: Mum, here! [Pointing to her dry red elbows.]


MOTHER: Like this?


HILARY: Yes, and there.


MOTHER: [Beginning to get into her stride.] It’s nice and cool like those strawberry yogurt sticks, making you feel good!





In this example, by engaging Hilary’s active imagination, mother and child were both participants in increasing the child’s experience of comfort and healing.


In summary, hypnosis with preschool-aged children is:




	Action-based, allowing for movement;


	Play-oriented and present centered;


	Short, with intense, engaging experiences;


	Familiar, repetitive, using a “Let’s pretend” or favorite story frame;


	Involving parents as partners, when appropriate;


	Flexible, interesting and possibly humorous;


	Tailored to fit the child’s presenting problem.





School Aged Children


Research reveals that children at school age have a heightened capacity for hypnosis (Morgan & Hilgard, 1979). They evidence immediate autonomic changes (cardiac rate, skin temperature, galvanic skin response) when engaging in hypnosis (Lee & Olness, 1996; Lohaus, Klein-Heling, Vögele, & Kuhn-Henninghausen, 2001). With increasing age (around 8 years and older), children are willing to close their eyes, and their bodies visibly relax as they engage in the more classic forms of hypnosis. With their longer attention spans and better cooperation, they can use their inherent imagination (Vygotsky, 1990) for therapeutic benefit in trance.


Relaxation is not as obvious as with adults, but it does occur and tends to be lighter. Breathing is often more regular and facial expression more focused. Morgan and Hilgard (1979) determined that children reach the height of their hypnotic talent between eight and twelve years of age. Remembering that all hypnosis is self-hypnosis (i.e., it is a child’s own process) (Kohen, 1986a, 1986b; Zeltzer & LeBaron, 1982), it becomes important to inform school-aged children that this experience is their own talent. With practice, children can learn to use hypnosis for themselves whenever and wherever needed. For example, Hawkins and Polemikos (2002) found that school-aged children who were experiencing sleep disturbance following a trauma benefited from learning and practicing self-hypnosis for sleep:




“Now, close your eyes as if you were just about to go to sleep so that you begin to feel all dreamy … you might notice how light you feel and perhaps even a tingling sensation as if you are sitting on a big fluffy ball of wool … And as you feel light, so you might notice that this wool is very light, like a fluffy white cloud … Would you like to go to a special or favorite and very safe outdoor place? … Then all you have to do is imagine your fluffy floating cloud is a magic cloud car. You can steer this car quite easily and fly it to your favorite place. … The more you practice, you might not even notice that you might not even wake up as you go to your special place … and there you will learn to sleep soundly all night long with enjoyable dreams. When you wake up in the morning you will feel wide awake and look forward to all the things that you have to do during the day.” (p.21)





With school-aged children, the trance experience becomes longer (5–7 minutes is a good length) and more complex, and includes more suggestions and metaphor than with preschool aged children. It always is more effective to use the child’s own words, own experiences, hobbies or interests to make the experience relevant, attractive, and absorbing. Gathering this information from the child, parent, or nurse and using it in the trance experience improves cooperation and makes hypnosis more successful.


Some common therapeutic problems that hypnosis is well suited to address within this age group include: need for mastery; increased need for self-control; issues around self-efficacy and self-esteem; anxiety; and increased emotional comfort in social situations, such as school and peer relations (Brown, Summers, Coffman, Riddell, & Poulsen, 1996; Culbert, Kajander, Kohen, & Reaney, 1996; Dobson, Bray, Kehle, Theodore, & Peck, 2005; Kaiser, 2011). Hypnosis is also successfully used in this age group in the management of medically or dentally related pain and procedural anxiety (e.g., Accardi & Milling, 2009; Huet, Lucas-Polomeni, Robert, Sixou, & Wodey, 2011).


Sometimes, when a child is fearful, distrustful, or not particularly wanting to come or be helped, hypnosis can be introduced more casually through a series of questions, the answers to which become material for a hypnotic experience.




“If you were not here, what would you rather be doing?”


“What do you love to do so much that you don’t even hear your Mom/Dad call you?”


“Where’s your favorite place where you can kind of enter another world and feel good or better than you do feel now?”


“What helped in the past when you were worrying?”


“Would it be okay if the (worry, pain, upset) didn’t bother you? We can make that happen by going to your favorite place.”





A wide range of inductions can be used with school-aged children (see Chapter 5 of this volume) and include: eye fixation; coin drop technique; favorite-place imagery; learning and control metaphors; adventure imagery; superheroes and heroines; drawing; controls, wires, switches; videogames; television or cartoon imagery. Ideomotor inductions are particularly intriguing to school-age children and are easy to use in home practice. The creation of an audiotape further supports the child’s self hypnosis, self regulation, and independent practice at home.


Madeleine




Madeleine, at 9 and a half, has developed idiopathic leg pains, which were diagnosed as ‘growing pains.’ She found that nighttime was the worst time, and falling asleep was consequently very hard. Planning together, we developed a bedtime routine in which she’d find her ‘S’ position on her right side, curl up, and start the series of ‘Ss’: settle into the sheets, find her comfort, and keep it by staying still. She’d soften her muscles and let them sink into the sheets … and then softly breathe into her belly to help the sleepiness slip in so that she could softly slip into dreams.


We audiotaped the 5 minute session, and she played it every night to re-pattern herself.





When successfully engaged with an established hypnotic practice, children will often integrate it into their coping and surprise everyone by changing it to truly making it their own. It then, of course, works even better.


Callum




Seven-year-old Callum had suffered from recurring and debilitating migraines since the age of three. Referred by his pediatric neurologist, Callum, with his supportive mom, eagerly learned how to turn down his pain switch in a focused hypnotic trance (see Chapter 5 of this volume). With practice, as Callum learned to trust himself and his capacities, he reduced his hypnotic trance of seven minutes to three minutes. At his follow-up visit two months later, Callum revealed that he had become bored with the pain switch and spontaneously used another suggestion made in passing. He took the notion of seeing a flickering candle and instead decided to become the wick of the candle. When in pain, he would go inside himself, become the wick, and focus on melting all the wax (the pain) away. And, as it dripped down, he would feel lighter and pain-free.





In summary, hypnosis with school-aged children is:




	Focused and sustained easily for 5–10 minutes;


	Natural, involving eye-closure and some relaxation;


	Capable of creating dissociation from present reality to a preferred state or place;


	Using their creative and hypnotic potential to alter emotional, physical and behavioral issues;


	Able to be independently practiced by the child at home or at school.








Conclusion


When one considers children’s creativity, rich fantasy life, engagement, and capacity for joy, it is no surprise that hypnosis is a natural fit. To watch a child engage in elaborate fantasy play wherein they are a superhero, a butterfly, a father, a baby (sometimes within the same play sequence) is to realize that children know no limits in their potential for full imaginal engagement and absorption. Parents know this intuitively—the bedtime tale about the child who just ‘happens’ to have the same talents or worries as the child lying beside them—and yet, clinicians have been slower to catch on.


Hypnosis is developmental—it naturally follows the course of a child’s development. From sensory-based, tactile approaches, like ‘magic’ bubbles, to action-oriented story-or puppet-based techniques, to more mature, dissociative ‘journeys’ to far-away lands, hypnosis is naturally suited in its engagement of children’s creativity, its harnessing of their trust and capacity for new learning, and its fun, accessible nature. It allows children to shift rapidly from a place of fear or powerlessness to one of mastery and control over their inner experience.


With appropriate flexibility and creativity on the clinician’s part, hypnosis can be an effective stand-alone treatment, and can also be integrated into a wide variety of therapeutic approaches, complimenting and strengthening new learning in other modalities. Give it a go! You’ll be surprised again and again as you see the world through the child’s eyes.
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