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1. Introduction
In psychotherapy outcome research, many empirical studies have shown that cognitive be‐
havioural treatments are efficacious for many disorders [1]. In a recent systematic review of
27 studies, Hofmann and Smits [2] show that cognitive behavioural therapy (CBT) has pro‐
ven to be an unquestionably efficacious treatment for adult anxiety disorder when com‐
pared to both pharmacological and psychological placebos. However, they conclude that
there was considerable room for improvement. Moreover, the high complexity and co-mor‐
bidity that is often found with anxiety disorders sometimes requires the use of two or more
treatment methods that are flexible and adjustable to one other [3]. According to Kirsch,
Lynn, and Rue [4] and Schoenberger [5], hypnosis can be integrated easily into current cog‐
nitive and behavioural interventions in clinical practice. Indeed, CBT and hypnosis share a
number of aspects that render their combination natural; for example, imagery and relaxa‐
tion, which are found in both techniques [6]. Hypnosis has been used effectively in a variety
of medical settings (surgery, dentistry, chronic pain management, labour etc.) and several
studies report its efficacy in the treatment of anxiety disorders [7-13]. A recent systematic re‐
view of randomized controlled trials concludes that current evidence is not sufficient to sup‐
port the use of hypnosis as a sole treatment for anxiety [14]. However, in a meta-analysis,
Kirsch, Montgomery, and Sapirstein [15] found that the addition of hypnosis to CBT sub‐
stantially enhanced the treatment outcome for several problems (anxiety, obesity, pain, etc.).
The addition of hypnosis to CBT helps the patient in several aspects of therapy, such as the
preparation for in-vivo exposure, imagery exposure, developing coping skills, and cognitive
restructuring [6, 16-18]. Moreover, patients using hypnosis effectively develop a better sense
of self-efficacy, which is known to enhance self-regulation and is linked to lower psychologi‐
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cal distress and better quality of life. Hence, hypnosis is worth exploring as an additional
tool to improve traditional CBT.
In this chapter, we offer a comprehensive review of the literature regarding the use of hyp‐
nosis in the treatment of anxiety disorders. We will present evidence that supports its use or
not as an adjunct treatment to CBT, also known as cognitive-behavioral hypnotherapy
(CBH). We will also present evidence that does not justify its use as an independent treat‐
ment for anxiety disorders. Due to the amount of research on Post-Traumatic Stress Disor‐
der (PTSD) and hypnosis, the reader will notice that a lot of the information will be related
to PTSD. We will conclude by giving a simple guideline for practitioners interested in devel‐
oping and using hypnosis as an adjunctive therapeutic tool in their practice.

2. Description and definition
Although under different names and applications, hypnosis has been depicted, described
and documented in ancient civilizations (e.g. Egyptians, Greeks, Chinese, Indians, Sumer‐
ians, Persians and others) and was mostly used by healers. In his book Ash Shifa (Heal‐
ing), Ibn Sina (Avecenna) wrote about the mind–body relationship and accepted the
reality of hypnosis, naming it "al Wahm al-Amil" [19]. He differentiated it from sleep and
described the impact of imagination on sensation and perception [20]. More recently, the
British physician James Braid [1795-1960], who is recognized for conducting many re‐
search studies and experiments on hypnotic phenomena, coined the words neurypnology
and neuro-hypnosis [21, 22]. In fact, he observed his patients while in trance and conclud‐
ed that they were in a "nervous sleep." The Greek word for sleep is hypnos [21]. These
terms were quickly transformed into the word hypnosis. Hypnosis lost its appeal with the
rise of psychoanalysis during the first half of the 20th century [23]. Indeed, after a short
interest in the practice of hypnosis, Freud abandoned and rejected the idea [21]. As a
valid form of psychotherapy, hypnotherapy only regained its popularity with the advent
of the First and Second World Wars [23]. During this time, psychiatrists were faced with
a new disease, called shell shock or war fatigue, and used hypnosis as a way to relieve the
symptoms [21]. Today, this disorder is known as PTSD. Subsequently, the modern study
of hypnosis began to flourish. Throughout the years, hypnosis has been represented in
various ways, whether good or bad, and many popular misconceptions around this phe‐
nomenon remain [22]. Indeed, people under hypnosis are sometimes viewed as robots
who do things that they would not normally do [22]. Even though individuals under
hypnosis are more prone to suggestions, they still remain in control of what they say
and do [24]. In fact, despite the perception that experiences under hypnosis often contain
automatic or involuntary actions, hypnotised patients ultimately act in congruity with
their goals and in accordance with their points of view [25]. Another mistaken belief is
that hypnosis is not real. However, recent scientific studies (e.g. brain imaging studies)
go beyond these mainstream conceptions and expose the true nature of hypnosis and its
possible uses [25].
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Burrows, Stanley, and Bloom [26] describe hypnosis as a technique that induces, through re‐
laxed and focused attention, an elevated state of suggestibility. During this state, reduction
in critical thinking, reality testing and tolerance of reality distortion allow the person to ex‐
perience different phenomena (vivid imagery, drug free anaesthesia, drug free analgesia,
and so on) that might otherwise be hard to attain [26]. Contrary to common perceptions,
hypnosis is a natural phenomenon which people experience in a lighter way several times a
day [27]. Daydreaming, being so absorbed by a book or movie that you do not hear someone
calling your name or absent-mindedly driving past an expressway exit are all examples of
shallow hypnotic states [27]. According to the division 30 of the American Psychological As‐
sociation (APA), a procedure becomes a hypnotic one when the following two components
are present: an introduction in which a person is told that suggestions for imaginative expe‐
riences will come, and the first suggestion, which functions as the induction [22]. Examples
of suggestions during the introduction include: "I am going to ask you to imagine some
changes in the way you think and feel. Is that ok? Let's see what happens" [22]. The formula‐
tion of hypnotic suggestions is different from other types of suggestions (e.g. placebo, social
influence), given the fact that it requests the patient to participate [22].The first suggestion
might come directly after the introduction and is usually a suggestion to close the eyes,
move the arm or hand or alter perception [22]. Given that there are many types of hypnotic
suggestions, standardized scales of suggestibility can be applied before someone undergoes
formal hypnotherapy to see how suggestible the person is to all kinds of hypnotic sugges‐
tions [28]. During ideomotor suggestions, a certain action, such as arm levitation occurs au‐
tomatically without awareness of volitional effort by the person [28]. Challenge suggestions
occur when the hypnotised person is unable to execute an act that is ordinarily under volun‐
tary control such as bending an arm [28]. Cognitive suggestions also can be used to create
various cognitive or visual distortions such as pain reduction, selective amnesia, and hallu‐
cinations [28]. These different types of suggestions were characterized by Hilgard [29] as the
domain of hypnosis.
Hypnotic experiences take place in the realm of imagination of the person under hypnosis
[30]. However, it is interesting to note that hypnotic mental imageries and ordinary ones do
not have the same experiential qualities [30]. Indeed, the construction of a mental imagery is
both intentionally and consciously created, whereas imaginary experiences under hypnosis
are generally involuntary [30]. People are suggested or informed about an image and it nat‐
urally comes to them. This difference seems to be supported by the fact that neurocognitive
activations differ from normal and hypnotic imaginary experiences [31]. Another character‐
istic of hypnotic experiences, including the ideomotor ones, is that they are cognitive in na‐
ture [30]. Indeed, participants simply experience alterations in cognitive processes such as
perception and memory. People differ in their abilities to experience hypnosis and it might
be that some hypnotic responses require specific underlying abilities that are not shared by
everyone, or that many individual components might be needed to experience a hypnotic
phenomenon [32]. The ability to dissociate, cognitive flexibility, susceptibility to sugges‐
tions, fantasy proneness, and imaginative abilities were identified as possible traits that
make an individual more amenable to experience hypnosis [33-36].
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3. Theories of hypnosis
Hypnotic techniques became popular long before people knew what they were and how
they worked. In the past, theorists viewed hypnosis as an altered state of consciousness or
trance, but the quest to find evidence of this presumed state remained fruitless [28]. Indeed,
it was discovered that people can respond in a similar yet slightly diminished way to nonhypnotic suggestions, suggesting that hypnosis is just another normal experience [28]. More‐
over, since people under hypnosis are able to execute a full range of behaviours, theories
needed to be able to encompass all of these aspects [28]. Due to the failure to explain such
phenomena, several theories of hypnosis were developed, such as the psychoanalytic theo‐
ry, the reality-testing theory, and more recently, the cold control theory and the discrepan‐
cy-attribution theory [21, 37, 38]. However, toward the end of the 20th century, two theories
stood out as the most researched and influential ones: the dissociative theory and the socio‐
cognitive theory.
Dissociative theories were first developed based on speculations about links between hyp‐
nosis and the phenomenon of dissociation [28]. Although a clear definition of dissociation is
lacking, the first proponent of the dissociation theory described it as a split in the subunits of
mental life, resulting in one or more parts left out from conscious awareness and voluntary
control [39]. The neodissociative theory, developed by Hilgard, posits that hypnotic behav‐
iours are produced by a "division of consciousness into two or more parts" [28] in which
“part of the attentive effort and planning may continue without any awareness of it all” (p.2,
40]. Additionally, these subsystems are coordinated by a higher-order executive system, the
'executive ego' [39]. According to this theory, hypnosis alters the functioning of the execu‐
tive ego, which tricks the mind about what is really going on. For example, when someone
is asked to raise their arm under hypnosis, the executive ego might be responsible for the
movement; however, because the awareness component of this has been separated into an‐
other part, this appears as an involuntary act to the hypnotised person [28].
Akin to dissociative theories, sociocognitive theories reject the idea that hypnosis requires
an altered state of consciousness [41]. In fact, the same individualized social and cognitive
variables that shape complex social behaviours are thought to determine hypnotic responses
and experiences [41]. These variables are (a) a positive experience (attitudes, expectations,
beliefs) with hypnosis in general, (b) good motivation to respond to suggestions, (c) clear in‐
dications that signal how to respond to hypnotic suggestions, and (d) implicit or explicit in‐
structions in which to become absorbed or to imagine suggestions provided by the
hypnotist. It is thought that when all of these variables are working together in a given indi‐
vidual, the person is under hypnosis [25]. Moreover, sociocognitive theories state that re‐
sponses under hypnosis are goal-directed and that hypnotised people continue to act
according to their aims and values, just as they ordinarily behave according to a socialized
role [42]. Finally, rather than being attributed to an altered state of mind, the enhanced re‐
sponses seen in people under hypnosis are merely a reflection of increased motivation and
expectations [42].
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Beyond differences and resulting controversy steaming from the dissociative and sociocog‐
nitive theory perspectives, new findings from psychophysiological and brain imaging stud‐
ies have allowed the scientific community to support the hypothesis that experiences under
hypnosis are "genuine" [24]. Indeed, studies demonstrated that there are distinctive patterns
of activation (anterior cingulate cortex and frontal cortical areas) attributable to hypnosis
and that these patterns comprise mechanisms used in other familiar cognitive tasks (focused
attention, imagination, absorption) [24, 31]. Furthermore, there are specific psychophysio‐
logical correlates for suggested experiences [24, 31]. Some studies demonstrated that there is
a qualitative distinction between neurocognitive activations that occur when people are
asked to imagine certain images under hypnosis and in ordinary conditions [31]. Also, the
hypnotic experiences appear to create brain states closer to the real experience, a phenomen‐
on corroborated by the subjective reports of individuals [31]. Finally, brain imaging and psy‐
chophysiological studies might also enrich our understanding of the respective contribution
of the social context, the subject's aptitudes, expectations, and intrasubjective experience of
hypnotic phenomena.

4. The clinical use of hypnosis
4.1. Medical conditions
4.1.1. Hypnosis alone
Thus far, the value of hypnosis has already been recognized for many physical and med‐
ical conditions. Indeed, in 1996, the National Institute of Health Technology Assessment
Panel Report considered hypnosis as a viable and effective solution to treat pain associat‐
ed with cancer and many other chronic pain conditions [43]. It was even found that in
certain conditions, the degree of analgesia resulting from hypnosis matched or even ex‐
ceeded that provided by morphine [43]. These findings are supported by the results of
Montgomery, DuHamel, and Redd's[44] meta-analytic review, which found that 75% of
the people experienced pain reduction due to hypnosis, and these reductions were found
in both a clinical and a healthy population. In their review of the literature, Neron and
Stephenson [45] also present evidence on the effectiveness of hypnotherapy for emesis,
analgesia, and anxiolysis in acute pain. Montgomery et al. [46] found that when com‐
pared to empathic listening, presurgery hypnosis was more effective in reducing pain in‐
tensity and pain unpleasantness for breast cancer patients. In addition to reducing the
pain associated with cancer, hypnosis was also found to effectively reduce the affective
morbidities (anxiety, discomfort, and emotional upset) associated with the medical proce‐
dures [46-48], as well as reduce fatigue [46, 49], sleep problems [49], nausea [46] and the
quantity of medication needed [46]. Similar results (reduction in pain, anxiety and medi‐
cation and better satisfaction) were found for plastic surgery patients [50], severe burn
care patients [51], women giving birth [52], breast biopsy patients [53] and patients un‐
dergoing dental procedures [54]. Hypnosis also served as a sole anaesthetic ingredient
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for thousands of surgeries [43]. Other medical conditions that have been found to be re‐
sponsive to hypnosis are preoperative preparations for surgery, a subgroup of patients
with asthma, dermatological disorders, irritable bowel syndrome, hemophillia, post-che‐
motherapy nausea and emesis (Pinnell & Covino(2000) cited in 43). Of note is that in the
medical environment, clinical hypnosis is provided as an adjunct to medical treatment.
There is usually no time for multiple sessions based on skills acquisition and homework.
Intervention is often provided at bedside, or in preparation and during medical proce‐
dures away from the usual office-based psychotherapy setting. The goal of care is often
symptom relief and comfort during the medical procedure and not psychological thera‐
peutic change, which is typically the end point of psychotherapy. Hypnosis is used be‐
cause it is efficacious but most importantly it is practical (short: minimal practice, no
homework or assignments; portable: self-hypnosis)1.
4.1.2. CBH As an adjunct to CBT
Kirsch et al. [15] reported substantial effect sizes for problems such as weight loss, pain,
anxiety, and insomnia. More specifically, it was found to be particularly effective for the
treatment of obesity [15, 56]. Indeed, long-term weight loss was maintained at followups, which is an issue for most people who gain their weight back soon after losing it
[15]. In their review of the literature, Chambless and Ollendick [57] even identified hyp‐
nosis (in conjunction with CBT) as an empirically supported therapy for obesity, along
with headaches and irritable bowel syndrome [57]. A study done with women suffering
from chronic breast cancer pain revealed that cognitive hypnotherapy or CBH was effec‐
tive not only in reducing pain, but also in decreasing pain over time as the cancer pro‐
gressed [58]. As for cigarette smoking, many studies assessing the use of hypnosis as an
adjunct to cognitive-behavioural interventions found good results [59], with the rate of ab‐
stinence varying from 31 to 91% at the end of treatment and 31 to 87% around the threefour month follow-ups [56]. However, these results should be interpreted with caution, as
some research demonstrated considerable limitations such as the exclusive use of self-re‐
ports, small sample sizes, a lack of differentiation between hypnosis and relaxation techni‐
ques and no clear definition of cigarette smoking [56]. More recently, some studies using
more reliable approaches showed promising results in the use of hypnosis for cigarette
smoking. Indeed, results indicate that after treatment, at three month, six month and 12
month follow-ups, more participants in the hypnosis group were abstinent [60, 61]. Rath‐
er than using CBH, these studies either compared hypnosis to behavioural treatment or to
a waiting-list control group. Hypnosis appears to be a promising avenue for many phys‐
iological and psychological problems but most importantly, hypnosis is a cost-effective al‐
ternative procedure [43]. However, as Schoenberger's review [62] indicates, more rigorous
1 Flory & Lang provide examples and data supporting this type of hypnotic intervention used as a flexible and
practical tool to alleviate pain, anxiety, and treatment side effects while potentially reducing the need for seda‐
tion and stabilizing the vital signs [55].
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methodologies as well as more studies comparing specifically the added benefit of hypno‐
sis to CBT are needed to determine its real effects.
4.2. Anxiety disorders
4.2.1. Social anxiety disorder
The essential feature of social anxiety disorder (SAD) or social phobia is an important and
persistent fear or worry about social and performance situations [63]. Social phobia can be
divided into two types: generalized, in which individuals fear most social situations (e.g.
having a conversation, facing authority, speaking in front of people and so on); and specific,
when individuals only fear one particular situation (e.g. eating in front of people). Accord‐
ing to different studies, the prevalence of SAD ranges from three to 13 % of the population.
In their review of five meta-analyses that looked specifically at the treatment of SAD, Rode‐
baugh, Holaway, and Heimberg [64] found that CBT appears to provide benefits for adults
diagnosed with SAD, with modest to large effect sizes when compared to waiting-list con‐
trol, as well as moderate to large effect sizes from pre to post-treatment.
Hypnosis as a sole treatment. To our knowledge, there is only one randomized controlled
trial testing the use of hypnosis as a sole treatment for social phobia. In early attempts to
view the potential of hypnosis to treat social anxiety, Stanton [65] randomized 60 adults
seeking help for handling their anxiety. Anxiety levels were assessed by the Willoughby
Questionnaire. The author compared a hypnotic procedure consisting of positive sugges‐
tions and mental imagery to another group that listened to quiet music (movements from
Mozart symphonies) and to a control group. Both experimental groups met in their re‐
spective groups for 30 minutes for three weeks. At the end of treatment, both experimen‐
tal groups experienced a significant reduction in their anxiety, whereas the control group
saw minor changes in their anxiety levels. Moreover, the reduction for the hypnosis
group was larger. Finally, the therapeutic gains were maintained for the hypnosis group
only at six month follow-ups. Although these results were encouraging, this study pre‐
sented many limitations such as the fact that there was no statistical calculation of the dif‐
ference between the hypnosis and music groups and that the validity of the instrument
was not presented. One case report also indicated that hypnosis was useful in treating so‐
cial phobia [66]. Although hypnosis was used as a sole treatment, the author pointed out
that the patient had experience with typical phobia treatments such as systematic imagi‐
nal and in-vivo exposure and that this familiarity might have contributed to the success‐
ful outcome.
CBH. Schoenberger, Kirsch, Gearan, Montgomery, and Pastyrnak [67] conducted a
randomized controlled study on public speaking anxiety in which they compared the ef‐
ficacy of CBT to the same therapy combined with hypnosis and a waiting-list control
group. The experimental treatments included cognitive restructuring and in-vivo expo‐
sure. The hypnosis component consisted of replacing relaxation training by hypnotic in‐
ductions and suggestions [67]. In terms of self-report measures of public speaking
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anxiety, both experimental treatments produced a reduction in anxiety compared to the
control group. As for the subjective and behavioural measures of fear, only the hypnotic
group differed significantly from the control group. These measures were taken by a
blind observer during a impromptu speech that participants gave in front of two observ‐
ers. Finally, the mean effect sizes calculated across the dependant measures revealed a
significant difference between the two experimental groups in favor of the hypnotic
treatment (mean effect for the nonhypnotic treatment is 0.80 standard deviation and 1.25
standard deviation for the hypnotic treatment, t(5) = 3.75, p <.05) [67].
4.2.2. Specific phobias
A phobia is characterized by a marked and persistent fear prompted by the presence or
anticipation of an encounter with a specific object or situation [63]. This situation can cre‐
ate a sensation of panic, somatic manifestations of anxiety, fainting or even trigger a pan‐
ic attack in the phobic person. According to the DSM-IV-TR [63], there are 5 subtypes of
phobias: animal type, natural environment type, situational type, blood-injection-injury
type, and other type, which includes all phobias that do not fit in the previous catego‐
ries. The lifetime prevalence rate varies from 7.2 to 11.3%. CBT procedures (including in
vivo-exposure and systematic desensitization) are considered the treatments of choice for
specific phobias [68]. Even though these techniques apply to most phobias, certain ones
require specific adaptation such as the applied tension technique for blood-injury-injec‐
tion phobias [68].
Hypnosis as a sole treatment. We found two randomized controlled studies that utilized
hypnosis as a stand-alone treatment for specific phobias. In the first one, Hammarstrand,
Berggren, and Hakeberg [69] compared a group of women with dental phobias using
two types of experimental treatments: a behavioural treatment based on psychophysio‐
logical principles, and hypnotherapy. The psychophysiological treatment consisted of
progressive relaxation, videos of dental scenes and biofeedback training. As for the hyp‐
notherapy, the participants were told to imagine different dental scenes, which corre‐
sponded to the videos of the psychophysiological group, and received suggestions. In
addition, a control group who received general anaesthesia was added. Unlike the rest of
the participants, this group was not randomized. The results showed that only the psy‐
chophysiological group experienced a significant reduction in anxiety. However, no sig‐
nificant difference between the two experimental and control groups was found. It
should be noted that out of the 22 participants in this study, only 13 completed the treat‐
ments (eight in the psychophysiological treatment, five in hypnotherapy) and thus the
sample was too small to draw real conclusions. Moreover, since the control group was
not randomized, there is the possibility that these participants were different from the
other two groups. In an exploratory study of four people suffering from specific phobias
(i.e. fear of flying, snakes, driving, and heights), Llobet [21] assessed the effectiveness of
group hypnotherapy. The hypnotherapy consisted of imaginary exposure with the use of
the "magic bubble technique "2, as well as the age regression technique3 [21]. The author
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stated that behavioural techniques expose patients to the avoided stimuli in a "here and
now" context [21]. Although these techniques have been proven efficacious, therapy
should employ self-exploration in order for patients to understand their unique con‐
scious and unconscious processes [21]. Age regression hypnotherapy can thus solve this
problem [21]. Results of this study indicated that all participants saw their anxiety re‐
duced in a significant way. Even though the participants' anxiety increased slightly at
the two-week follow-up, participants still experienced on average a 56.46% decrease com‐
pared to their baseline score. The benefits of the group therapy might have been en‐
hanced if it was combined with other well-recognized methods for treating phobias – a
focus for future research.
CBH. As for the integration of hypnosis with CBT or behavioural protocols for specific pho‐
bias, we found several case reports and case studies and only one randomized controlled tri‐
al. Recently, Forbes [71] compared the relative effectiveness of systematic desensitization
with hypnosis to the same treatment with relaxation in the management of animal phobias.
His results showed that patients in the hypnosis group enjoyed greater anxiety reduction
than the other group. Finally, case studies also corroborated the effectiveness of CBH for
driving phobia [72], animal phobia [73], and airplane phobia [74]. This evidence tends to
support the use of CBH as an effective therapy for different types of phobias.
4.2.3. Panic disorder with or without agoraphobia
The main feature of Panic Disorder with or without Agoraphobia (PD/A) is the presence of
recurrent, unexpected panic attacks, accompanied by persistent concerns about having other
panic attacks, worry about the possible implications or consequences of panic attacks, or a
significant behavioural change related to the attacks [63]. As for panic attacks, they are dis‐
crete periods of intense fear or discomfort that are accompanied by both physical and cogni‐
tive symptoms such as heart palpitations, hyperventilation, dizziness, a fear of losing
control or going crazy, depersonalization and so on. People who suffer from PD sometimes
develop agoraphobia, which is an anxiety related to being in places or situations in which
escape might be difficult or impossible and help difficult to receive. In community samples,
rates vary between one and two percent, although higher rates [3.5%) were found in some
studies (75]. When treating PDA, both the Canadian Psychological Association (CPA) and
the APA recognize CBT as the first line of treatment [76]. Indeed, efficacious and robust
treatment effects of this therapy have been verified across a variety of treatment settings for
extended follow-up periods.
Hypnosis as a sole treatment or in conjunction with other non- cognitive and behavioural techniques.
The use of hypnotic techniques to treat PD/A was successfully identified in some case re‐
ports [77-79]. Hypnotic techniques such as age regression, hypnoanalysis4 [77], ego-strength‐
2 In order to render exposures less distressing, patients under hypnosis are suggested to imagine themselves in a
magic bubble when they revisit their feared object or situation, which acts as a protection.
3 During age regression, the person is guided back in time to a past experience in order to relive it, or the per‐
son can also be suggested to remember the experience in a here-and-now as vividly as possible [70].
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ening suggestions [78], and the use of medication in conjunction in one case [79] led most
patients to become panic free. However, no controlled trial studies could be found on hyp‐
nosis alone.
CBH. In the only controlled trial study on the efficacy of CBH in treating PDA, Dyck
and Spinhoven [80] demonstrated that a combined therapy (self-hypnosis and exposure)
was not superior to exposure alone in terms of time spent by agoraphobics walking on a
prescribed route. In this case, the hypnotic technique employed was imaginary exposure
plus suggestions from the therapist consisting of successful encounters with the feared
situation (prescribed route). One problem with this study is that it used a cross-over de‐
sign (exposure alone and then combined/ combined followed by exposure alone) and
thus the eventuality that patients still continued to use hypnosis during the exposures
alone cannot be ruled out. Thus, reservations must be kept in mind with regard to these
latter results. Interestingly, the authors also found that preference for treatment shifted
toward the combined treatment as the study went on [80]. Positive results for CBH were
demonstrated in many case reports [18, 81, 82]. Indeed, hypnosis was found to enhance
CBT protocols by facilitating exposures to both the symptoms of panic and situational
anxiety. Moreover, it also was found to be successful in conjunction with Rational Emo‐
tive therapy (RE).
4.2.4. Generalized anxiety disorder
People who suffer from Generalized Anxiety Disorder (GAD) experience excessive and
hardly controllable worry and anxiety most of the time. Contrary to some other anxiety dis‐
orders where the anxiety is focused on a specific event or thing (e.g. specific phobia), GAD
individuals worry about different situations and activities. Many individuals also develop
somatic symptoms such as muscle tension, nausea, and sweating. In community samples,
approximately three percent of the population will develop GAD [63]. As for the treatment
of GAD, traditional narrative reviews and meta-analyses have consistently found that CBT
and applied relaxation are the most efficacious treatments [83].
Hypnosis as a sole treatment. Recently, a study investigated hypnosis as an alternative method
for CBT in the treatment of GAD [27]. The hypnosis component was comprised of sugges‐
tions involving the lessening of anxiety. Based on the Beck Anxiety Inventory (BAI) scores of
60 patients, the author stated that there was evidence of hypnosis being as effective as CBT
in the treatment of GAD [27]. These results were derived from the archived records of a lo‐
cal licensed mental health therapist’s private practice. Although these results are positive,
the patients were not randomized to the treatments but rather assigned to treatment based
on their own desire to receive hypnotherapy or CBT. It is thus safer to say that hypnosis was
as effective as CBT for patients who believed in and wished to be treated with hypnothera‐
py. Also, since this was a retrospective study, many aspects such as the number of sessions,
and the integrity of therapy could not be controlled for.
4 Hypnoanalysis is a mix of hypnosis and psychoanalytic techniques
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CBH. In a pilot randomized controlled study of 10 patients, Allen [84] assessed the compara‐
ble efficacy of a treatment incorporating CBT, hypnosis, and biofeedback to a waiting-list
control group. All patients in the experimental group demonstrated a reduction in both trait
and state anxiety. Most of them (four out of five) even obtained post-test state anxiety scores
below the normative range. As for the control group, their anxiety remained at a clinically
significant level [84]. CBH also came out as a successful aid in the treatment of GAD, as
demonstrated by Baker's [85] case report.
4.2.5. Obsessive-compulsive disorder
Obsessive-Compulsive Disorder’s (OCD) main features are recurrent obsessions and/or
compulsions that are so severe that they are time-consuming and/or cause distress to the
person. Obsessions may be persistent ideas, thoughts, impulses or images that can be relat‐
ed to many different topics such as contamination, religion, symmetry and repeated doubts.
As for compulsions, they are repetitive behaviours or mental acts that people perform in or‐
der to diminish the anxiety associated with their obsessions. The estimated lifetime preva‐
lence of OCD is 2.5% [63]. In a recent review of the literature, Podea, Suciu, Suciu, and
Ardelean [86] concluded that CBT is an effective treatment for OCD, that it is at least as ef‐
fective as medication and that it demonstrates good benefits at follow-ups.
CBH. So far, hypnosis has occupied a relatively restricted role in the treatment of OCD
[87] and this is reflected in the few numbers of studies on this topic. Indeed, no well con‐
trolled studies on the efficacy of CBH have been completed so far to see the additive ef‐
fect of hypnosis to CBT [88]. Rather, the hypnosis literature only contains descriptions of
clinical work done with a minimal number of patients and a series of case studies usual‐
ly unaccompanied by measurable data. Still, as a combination to CBT, hypnosis was
found to be efficacious in many case reports and one case study [88-92]. For example, be‐
cause his patient did not respond to CBT and medication, Frederick [88] developed an in‐
tervention in which CBT and hypnoanalysis were incorporated. The hypnosis part was
mainly aimed at the resolution of the dissociative symptoms. Other authors used hypno‐
sis during exposures (e.g. exposure-response prevention, flooding) in order to enhance its
effect, relieve anxiety and ameliorate the patients' affect regulation [90-92]. Very recently,
Meyerson and Konichezky [87] presented three single-case reports in which hypnoticallyinduced dissociation (HID) combined with CBT protocols was successfully used in order
to treat patients with OCD. According to Yapko [93], HID is the ability to split a fully and
unified experience into many different components, while amplifying awareness of one
part and diminishing awareness of the others. For example, some patients report that they
cannot recognize themselves without their disorder. HID can thus be used to help the
person dissociate him or herself from the disorder and amplify their feeling of experienc‐
ing life without the disorder.
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4.2.6. Post-traumatic stress disorder
In the DSM-IV-TR [63], PTSD is described as the development of characteristic symptoms
after an individual is exposed to an extreme traumatic stressor (A1). The traumatic event
must put at risk the physical integrity of the individual or others and the person's response
must involve intense fear, helplessness, or horror (A2). The characteristic symptoms of
PTSD include (B) stress and hyperarousal, (C) persistent avoidance of situations or remind‐
ers of the trauma and (D) vivid experiences of being back in the midst of the traumatic
event, which are often referred to as a flashback. Finally, (E) these symptoms must last for at
least one month. If the time is less than that, the diagnostic is labelled as Acute Stress Disor‐
der (ASD). PTSD lifetime prevalence rates are approximately eight percent. In high risk pop‐
ulations such as veterans, these rates may rise to as high as 30% [94]. In terms of treatment,
variations of CBT protocols such as cognitive processing therapy (CPT) and prolonged ex‐
posure are known to effectively treat PTSD symptoms [95].
Among all of the anxiety disorders, the addition of hypnosis to CBT in the treatment of
PTSD is the most studied. This interest has been triggered by factors such as the evidence
that PTSD patients seem to be more highly hypnotisable when compared to the general pop‐
ulation and other patient populations [96-98]. Butler, Duran, Jasiukaitis, Koopman et al. [99]
developed a diathesis-stress model of dissociation to explain this phenomenon which is that
"highly hypnotisable/dissociative people would be more likely to develop posttraumatic/
dissociative conditions rather than other psychiatric conditions". Evidence in support of this
model are the fact that higher scores on hypnotisability scales are associated with avoidance
symptoms, which is a core aspect of PTSD [96] as well as with better therapeutic success
[100]. However, research is needed to exclude the possibility that it is the development and
maintenance of PTSD that create a state of high hypnotisability. Moreover, clinical findings
seem to suggest that there is a similarity in phenomenology between PTSD symptoms and
the experience of hypnosis [101]. For example, during hypnosis, the person is entirely fo‐
cused and absorbed into the suggestions and this absorption is also evidenced in PTSD suf‐
ferers, who sometimes focus so intensely on their traumatic memories that they are able to
create physical and emotional responses. Another common factor is the phenomenon of dis‐
sociation, which can occur both during and after the trauma. Finally, both PTSD and hypno‐
sis are experiences in which the person is hyper-responsive to both their environment
(social, physical cues) and internal cues [101]. Because traditional interventions are mostly
aimed at targeting the core symptoms of PTSD, the interest in hypnosis was also prompted
by the fact that as a flexible form of treatment, it might be able to target important symp‐
toms such as sleep and dream disturbance, pain, and emotional and anxiety withdrawal
problems associated with traumas [100, 102].
Hypnosis as a sole treatment or in conjunction with relaxation training. A recent randomized
controlled study tested the hypothesis that hypnosis could help relieve the cluster of hy‐
perarousal symptoms in PTSD, in a group of women who had experienced sexual trau‐
ma [103]. This study compared the use of a hypnotic induction (Elkins Hypnotisability
Scale) to a standard care intervention, which was a combination of supportive counsel‐
ling, CBT, interpersonal therapy, and solution-focused technique [103]. Following the ini‐
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tial induction, a hypnotic induction recording for subjects in the treatment group was
given to use at home over a period of one week. The author reported a statistically signif‐
icant decrease in hyperarousal symptoms, general anxiety, and difficulty concentrating for
the hypnotic group [103]. However, participants did not fall under the clinically signifi‐
cant line, and on many measures there was no significant difference between the control
and treatment group. Some noticeable limitations of this study were that even though the
groups were randomized, some of the baseline symptoms of the hypnosis group were
more severe than that of the control group, which might explain the small differences be‐
tween the two groups on some measures at the end of treatment. [103]. Even though it
was the study's goal to create a short treatment, it came out that one week was probably
too short of an interval to see the real effects of hypnosis and reach clinically significant
results. It would have been interesting to see the added benefit of hypnosis to the stand‐
ard treatment over a longer period of time. Moreover, in this study, there was minimal
use of hypnosis. Indeed, the hypnotic induction did not include any suggestions to treat
aspects of PTSD.
As part of their symptoms, PTSD sufferers often complain about sleep problems [17]. Some
studies indicated that hypnosis can be helpful in reducing time to sleep onset in a group of
individuals with chronic insomnia [104, 105]. A meta-analysis of 59 outcome studies also
demonstrated that the short-term effects of hypnosis (one-two months) and relaxation train‐
ing were comparable to the effects of short-term drug therapy and that the long-term out‐
comes even surpassed the drug therapy in certain instances [106]. Abramowitz, Barak, BenAvi, and Knobler [107] studied a group of chronic combat-related PTSD sufferers who
experienced sleep problems even though they received supportive therapy and serotonin re‐
uptake inhibitors (SSRIs). The participants had difficulty falling asleep as well as maintain‐
ing sleep and reported night terrors. The authors compared the efficacy of two weeks of
one-and-a-half hour hypnotherapy sessions with the drug therapy Zolpidem to see the ef‐
fects on PTSD symptoms and sleep problems. They found that in addition to see a reduction
in the major PTSD symptoms, the hypnotic group reported better sleep quality, fewer awak‐
enings, and less morning sleepiness.
CBH. There are many recent instances of case studies and reports that describe the success of
hypnosis in conjunction with CBT for traumas associated with industrial accidents [108-110],
motor-vehicle accident [111], sexual abuse and rape trauma [112-114], spouse abuse-related
trauma [101, 114-116] and assault-related trauma [117]. For example, Degun-Mather [118]
[119] reported the success of hypnosis in conjunction with CBT in two cases of patients suf‐
fering from different traumas (childhood and war). Hypnotherapy was used in order to acti‐
vate and reconstruct the traumatic memories. On a larger scale, Brom, Kleber, and Defares
[120] compared the effectiveness of four psychotherapeutic methods for the treatment of
PTSD in 112 patients: hypnotherapy based on behavioural techniques, trauma desensitiza‐
tion, psychodynamic treatment, and a waiting-list control group, and determined that the
treatment groups were significantly lower in trauma-related symptoms than the control
group. However, the authors of the original study reported that there was still a lot of simi‐
larity between the three treatment conditions which could be due to similarities in the be‐
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haviours of the therapists, which they did not measure directly. No statistical measures
were presented to compare the active treatment groups. In their systematic review, Coelho,
Canter, and Ernst [14] reanalyzed the data and found that on some measures (STAI-S, STAIT, IES), the hypnotic group obtained statistically better results compared to the other treat‐
ment groups both at post-test and follow-up. Bryant et al.'s [121] randomized study
compared the effectiveness of CBT, hypnosis and CBT, and social counselling for trauma
survivors who suffer from ASD. The rationale behind their study was that hypnotic techni‐
ques might be able to breach dissociative symptoms of ASD [121]. A hypnotic induction was
thus given right before imaginal exposure, in an attempt to ease the emotional processing of
the traumatic memories [121]. Their results indicated that at post-treatment and follow-ups
(six months, three years), fewer patients in the CBT (2.11%) and hypnosis with CBT group
(4.22%5) met criteria for PTSD [121]. Also, hypnosis with CBT resulted in fewer re-experienc‐
ing symptoms than CBT alone at post-treatment, but this difference was not found at followup [121]. Even though these results are positive, the authors used hypnosis in only one
aspect of their therapy (imaginary exposure). Hypnosis has many functions and is exploita‐
ble in many parts of therapy (which will be described in details below) and thus a broader
application of it might have generated more additive gains and yielded clearer results.
Moreover, the literature on hypnosis and PTSD is filled with examples of how hypnosis can
be used specifically in the treatment of PTSD, so that its benefits can be enhanced. For fur‐
ther reading, see Lynn et al. [17] and Degun-Mather [119].
Recently, a new hypnotic technique called hypnotherapeutic olfactory conditioning (HOC)
showed promising potential in the treatment of PTSD. Based on CBT protocols, HOC is a
technique that helps patients create new olfactory associations in order to surmount anxiet‐
ies and dissociative states [102]. More precisely, it is the "development, under hypnosis, of a
positive olfactory association which allows the patient to regain control of their symptoms,
especially when they were created by olfactory stimuli" (p.317 102). This technique is based
on the notion that the sense of smell has the ability to create vivid memories due to the par‐
ticular position of the olfactory bulb in the brain [102]. In an exploratory study of three indi‐
viduals suffering from needle phobia, panic disorder and PTSD respectively, Abramowitz
and Lichtenberg [122] found a marked reduction in the symptoms, as attested by the rating
scales and reduction in the use of medication. In a prospective study testing HOC with 36
patients suffering from chronic PTSD, results demonstrated significant reductions in symp‐
toms, as assessed by the Impact of Events Scale (IES–R), Beck Depression Inventory, and
Dissociative Experiences Scale [102]. The gains were maintained at six month and one year
follow-ups. In this study, the authors did not compare the direct added benefits of HOC to
standard protocols. However, the fact that most patients had already been in therapy for a
mean time of more than two years and that baseline symptoms presented significant psy‐
chopathology indicates that HOC was able to provide additional benefits to the therapy.
Still, replication studies are needed for HOC.
5 results for 3 year follow-up.
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4.2.7. Other anxiety-related problems
Hypnosis as a sole treatment. A 1978 study looked at the difference between two non-pharma‐
cological interventions in the treatment of what was then called “anxiety neurosis”. The two
treatments were either a meditational relaxation technique comprised of muscle relaxation
and concentration on inner breathing and stillness, or a self-hypnosis treatment, also com‐
prised of muscle relaxation and suggestions to send tingling feelings and light to the parts of
the body where anxiety symptoms were manifested [123].The participants were tested on
levels of hypnotisability and were then separated into two groups: medium-high hypnotisa‐
ble subjects and low hypnotisable subjects. Then, the participants in each group were
randomized to one of the two experimental treatments. Although more participants in the
hypnotic group improved according to the Hamilton Anxiety Rating Scale, the results indi‐
cated that there was essentially no difference between the two techniques in terms of thera‐
peutic efficacy [123]. However, participants in the medium-high group, independently of
the type of treatment, significantly improved on the psychiatric assessment and demonstrat‐
ed a decrease in their average systolic blood pressure [123]. One major limitation of this
study is that at the beginning, the authors randomized 69 people to the four treatment con‐
ditions, however, 37 of them did not complete the protocol. Thus, in addition to providing
no results on the drop-outs, the benefits of randomization cannot be assumed in this study.
Moreover, the hypnosis treatment was very similar in content to the meditational group,
which can explain the minute difference between the two. Stanton [124] randomly assigned
a group of 40 students to either a self-hypnosis training group or a control group, which
consisted of discussions on ways to reduce test anxiety. The participants were matched on
sex and anxiety scores. After two sessions and at a six month follow-up, anxiety scores were
significantly reduced for the hypnotic group only. More recently, O'Neill, Barnier, and
McConkey [125] compared self-hypnosis training with progressive relaxation in a group of
stressed, anxious, and worried patients. At a one month follow-up, both groups indicated
significant improvement on the Beck Anxiety Inventory (BAI-State and Trait) but no signifi‐
cant difference was found between these two groups on the BAI. However, the hypnosis
group surpassed the relaxation group on cognitive changes and perceptions of treatment ef‐
ficacy [125]. Indeed, the hypnosis patients reported superior expectations of the success of
therapy [125]. A closer look at the procedures revealed that the content of the instructions
given to both groups were very similar. These results seem to indicate that the simple fact of
defining certain aspects of therapy hypnosis provided confidence and better expectation in
patients [16]. Finally, in an attempt to determine the effectiveness of hypnosis on test anxi‐
ety, Hyman [126] randomized 21 participants to a hypnotic-induction only group, a postsuggestion hypnotic group or a control group. The participants received only one session of
hypnosis and the post-hypnotic suggestions consisted of suggestions for reduction of test
anxiety [126]. The results showed that directly after the inductions, there was no significant
difference between the three groups, as evidenced by the Test Anxiety Inventory (TAI). At
one month follow-up though, a significant difference was observed between the post-hyp‐
notic group and the control group in terms of anxiety. The post-hypnotic suggestion group
was also the only group who experienced a significant decrease in test anxiety over time (be‐
tween post and follow-up assessments). Although the sample size of this study was very
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small, this seems to indicate that post-hypnotic suggestions might be one of the active ingre‐
dients of hypnosis CBH.
A study comparing the effects of two hypnotic procedures (imagery and cognitive restruc‐
turing under hypnosis versus hypnotic induction only) with two control groups (attention
placebo and no treatment) on the treatment of test anxiety supports the idea that the combi‐
nation of hypnosis and CBT offers more therapeutic gains [127]. Indeed, results indicate that
while the induction-only group had more improvements than the two control groups, only
the group receiving imagery and cognitive restructuring under hypnosis obtained signifi‐
cant results on anxiety and academic performance [127].
4.2.8. Summary and conclusions on the clinical use of hypnosis
To date, except for PTSD, there is a very small number of randomized controlled studies as‐
sessing the impact of CBH for the treatment of anxiety disorders, which limits the conclu‐
sions that can be drawn about its external validity. However, the results presented above
still indicate that CBH is a promising treatment modality. Indeed, in addition to demonstrat‐
ing its efficacy as a complete intervention to reduce anxiety symptoms, all studies that com‐
pared the additive effect of hypnosis found positive results, except for one. As stated before,
this study used a cross-over design which might explain the lack of superiority for the com‐
bined group (exposure and hypnosis). Also, Mellinger [128] and Scrignar [91] reported the
success of hypnosis as a valuable adjunct to render exposure practices more viable. Finally,
using non-leading methods, Degun-Mather [118] reported the successful use of hypnosis to
transform the fragmented memories of a war veteran who suffered from chronic PTSD and
dissociative fugues into a complete narrative, leading to re-appraisal and re-structuring of
the trauma. As for the evidence supporting hypnosis as a stand-alone treatment, results are
mixed. Indeed, some of the case reports and studies presented above found positive results
[21, 27]. On the other hand, in 2003, the STEER [129] looked at four randomized controlled
trials of hypnotherapy as a sole therapy for anxiety, coming to the conclusion that there was
insufficient evidence regarding the efficacy of hypnotherapy and that it did not appear to be
more effective than other treatments. In their conclusion, the authors of the STEER report
also mentioned that the general quality of all studies was unsatisfactory. All of them pre‐
sented major methodological flaws, such as a lack of established questionnaires, no use of
imagery or suggestions during hypnosis, small sample sizes and no clear indications of
qualification of competence of the therapists. This again renders it difficult to draw firm con‐
clusions. More recently, a systematic review of controlled trial studies revealed that hypno‐
sis as a sole treatment for anxiety was not superior than control conditions (waiting list
controls, contact controls, or other non-standard treatments) [14], and though it is a power‐
ful supportive tool, using it as a therapy by itself is an error [130]. Research on clinical hyp‐
nosis should reflect the clinical practice in psychotherapy, [56] and thus hypnosis should be
viewed and studied as an adjunct to commonly used and recognized techniques. In fact,
hypnotic technique can directly reinforce CBT strategies by helping patients to control and
regulate the anxiety as well as the cognitive and attentional processes characteristic of many
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Disorders

Social anxiety disorder

Hypnosis alone

CBH

Good outcomes

Good outcomes

[65-66]

[67]

Significant reduction in anxiety at post-test and
superiority of hypnosis at six-month follow-ups [66]
Mixed results
[21][69]

Specific phobias

Significance was reached in the Llobet study [21] but
not in the Stanton study [69]

Panic disorder with or without
agoraphobia

CBH more efficacious than CBT alone
CBH and HOC as an effective treatment
[71-74]
CBH provided better results than CBT alone [71]
HOC allowed patient to face the phobic situation
with success [122]

Generally good results

Mixed results

[77-79]

[18][80-82][122]

Only based on case studies and reports. Intensity of

study, but patients received both treatments in a

No superiority of CBH compared to CBT in one

episodes is reduced while other patients are panic- cross-over design, which limits the conclusions [80]
free

Effective relief of symptoms found in other studies
[18][81-82][122]

Good outcomes
[29]
Generalized anxiety disorder

Good outcomes
[84-85]
Most patients in hypnosis and CBT group obtained

Hypnosis as effective as CBT (no randomization)

anxiety scores below the normative ranges at posttest [84]
Good results

Obsessive-compulsive disorder

Not applicable

[88-92]
Based on case reports

Good outcomes

Good outcomes

[103-107]

[102][108-122]

Statistically significant reduction in hyperarousal
Post traumatic stress disorder

symptoms but results did not reach clinical
significance [103]
Hypnosis effective for treating sleep problems
[104-105] and equivalent or better than drugs
[106-107]

CBH superior to CBT and other techniques on some
measures [120-121]
HOC found to be effective in reducing symptoms at
post-test [102][122] and six-month follow-ups
[102]

Mixed results

Good outcome

[123-126]

[127]

Improvement but no indication that hypnosis as a
Other anxiety-related problems

sole treatment is more efficacious than other
methods or no treatment, except for one study [124].
Superiority only stood out at one-month follow-up in
another study [126]

Table 1.

Superiority of CBH over hypnosis alone and control
groups
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anxiety disorders [87]. One point to note, however, is that the boundaries between hypnosis
as a stand-alone treatment and as an adjunct are sometimes unclear, as some people view a
hypnotic induction followed by suggestions as CBT in itself [14]. For a summary table of the
data presented above, see table 1.

5. Guidelines and benefits of the application of hypnosis to CBT
protocols
5.1. How to integrate hypnosis to CBT components
As a psychosocial treatment, CBT has roots in both the cognitive and behavioural traditions
and is based on the idea that our thoughts influence our feelings and behaviours [131]. Im‐
portant components of CBT include relaxation training, exposure (both imaginal and invivo), cognitive restructuring, the building of coping skills, ego-strengthening, and selfefficacy. In the following, based on what several authors described (William, Bryant, Lynn
and colleagues, Alladin, Degun-Mather), we will report a summary of how hypnosis can en‐
hance each of these components [6, 16, 17, 23, 119]
Developing a good therapeutic alliance and motivation toward the therapy. The benefits of adding
hypnosis to standard treatments of anxiety are manifold. The basis of therapy is the devel‐
opment of a good therapeutic alliance. The goal-directed and generally positive environ‐
ment surrounding hypnosis may promote a better rapport with the therapist, as well as
enhance treatment adherence [17]. For example, successful experiences of facing fears under
hypnosis can foster trust in the hypnotherapist [23]. Moreover, positive views toward hyp‐
nosis might increase confidence in the effectiveness of therapy for certain patients [17].
Developing a sense of self-efficacy and heightened ego strengthening. Hypnotic techniques such as
Ego strengthening are used to foster self-efficacy, self-esteem and self-assurance in patients.
Self-efficacy provides a better quality of life, self-regulation and control and is one of the es‐
sential components in the successful treatment of anxiety disorders [23].
Self-control. Similarly, a great advantage of hypnosis is that it creates a feeling in the patients
that they are in control of their difficulties, instead of being at the mercy of their symptoms
[132]. Indeed, people learn to surmount their fears in trance and obtain cognitive reinforce‐
ment of their ability to cope [18].
Relaxation training. Relaxation techniques are an integral part of CBT as they help patients
control their feelings of anxiety and tension [133]. For example, with the high level of arous‐
al that PTSD patients tend to display, it can become difficult for them to fully participate in
their therapy [17]. Many hypnotic techniques can serve to soothe patients and help them
build personal resources [17]. For example, the patients can be taught relaxation techniques
and learn the use of a safe place imaginary technique, which they can further practice by
themselves using self-hypnosis [17]. Other relaxation techniques may include deep breath‐
ing, muscular relaxation and suggestions for relaxation. Hypnosis can be utilized easily in
conjunction with all of these techniques.
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Imaginal exposure. Imagery is used by many CBT clinicians to facilitate anxiety reduction.
The purposes of imagery are twofold: first, it can be utilized to induce relaxation by suggest‐
ing soothing and relaxing images to the patient. Secondly, imagery can be helpful for imagi‐
nal exposures, which is what is used to treat anxiety-provoking memories, images or
thoughts. It consists of eliciting the patients to imagine their most feared memories or worst
imagined outcome of feared situations and then to make them realize that their anxiety sub‐
sides even though they still think of the situation. By definition, hypnosis is an intense ab‐
sorption into internal experiences that has the ability to create vivid images through
increased body awareness, heightened suggestibility and a relaxed state [16, 21]. Also, sug‐
gestions under hypnosis can touch many aspects such as cognition, physical sensations and
emotions [16]. Hypnosis can thus greatly enhance the emotional engagement of patients
during exposure as well as make people experience their fears more intensely than with re‐
laxation, which in turn could improve its efficacy [16, 21]. Hypnosis could also be used in
the context of imagery rescripting therapy (IRT;23). As an imagery-based cognitive treat‐
ment, IRT employs exposure not for habituation but rather as a way for activating images,
emotions, and beliefs associated with traumatic memories. Through the process of activa‐
tion, the goal of this therapy is to modify and restructure the traumatic images, dysfunction‐
al beliefs, attributions and schemas. Alladins' IRT [23] is comprised of four components:
imaginal exposure, imaginal restructuring, self-calming and self-nurturing, and emotional
linguistic processing. Within each of these components, well-known hypnotic techniques
such as the bubble technique and the comforting the child technique can be used. For example,
during the imaginal rescripting phase, the patient creates a mastery image during which the
"survivor self" enters the traumatic scene to assist the "traumatized self". The integration of
the split screen technique6 can be used to render the traumatic event more bearable. Finally, in
addition to augmenting imagination, hypnosis facilitates both non-conscious and non-lin‐
guistic information processing that are often part of traumas [23].
In vivo-exposure. In-vivo exposure is an important element of therapy for all anxiety disor‐
ders; however, this experience can be very distressing and disorienting for certain patients,
and can even lead to early dropouts [80, 100]. Moreover, with patients suffering from a trau‐
ma, a degree of symptom stability, ego-strengthening and the capacity to tolerate emotional‐
ly charged imageries are required before beginning exposure therapy [17, 115]. Hypnosis
can thus be used as an effective preparation tool for the expositions [17]. Indeed, hypnosis
can help control and modulate the experience of patients and give them adequate tools to
feel more secure and calm [100, 119]. For example, patients can learn, through self-hypnosis,
to imagine a comforting and secure place in order to render their experience less distressing
[17]. In addition, a patient who suffers from OCD can be instructed to touch objects which
the person feels are contaminated while the hypnotherapist provides suggestions that "no
harm will come to him" [132]. Through many imagined rehearsals of coping, resistant pa‐
tients may become more confident in their ability to face in-vivo exposures. During expo‐
sure in PTSD, clinical psychologists must be careful not to re-traumatize the clients.
6 In the treatment of PTSD, for example, this technique involves the projection of different images of memories of the
trauma on one side of an imagined screen, and on the other side something that comfort the person [23].
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Hypnosis can therefore help to prevent unnecessary exposure to too many traumatic events
[119]. Indeed, indirect hypnotic safeguards such as ideomotor signalling for answering spe‐
cific questions (e.g. Do you feel ready to regress to the past and address some event that is
necessary for healing and which you feel able to cope with at present with help?) provide
the hypnotherapist with the confirmation that the patient is able to embark on age-regres‐
sion of the traumatic events [119].
Cognitive restructuring. Some of the early hypnotherapists already recognized the usefulness
of hypnosis for cognitive restructuring [6]. Indeed, one important part of therapy is to teach
patients to monitor and recognize their maladaptive thoughts. The increased suggestibility
and reduced cognitive processing that accompany hypnosis make it a tool for rapid cogni‐
tive changes [133]. Hypnotherapy can be used to teach patients to replace their negative selfsuggestions (e.g." I'm not good enough to make a good presentation") with hypnotic
suggestions ("I've done many of them and I've always had good feedback") that reduce their
anxiety [6]. These suggestions also can be applied during self-hypnosis [6]. Hypnotic inter‐
ventions also can help to strengthen patients' flexible thinking styles [134]. For example, it
can help facilitate cognitive restructuring and re-appraisal of traumas; for example, through
dissociation and self-distancing techniques, such as the split-screen technique, the imagina‐
tion of a safe place, and the use of the "older" or "compassionate" self [17, 119]. A self-dis‐
tance perspective is thought to promote insight and closure, as well as a reduction in
rumination and distress [17]. With a self-distance perspective, people can come to see the sit‐
uation from a different angle, which was impossible for them before as they focused on sim‐
ply recounting their experience (and creating a whole lot of distressing symptoms). For
example, with the use of the "compassionate self', a guilty PTSD patient can realize that
he/she could not have done more and that the situation in question was out of his or her
control. Another use of hypnosis is as a tool for memory integration, which can help pro‐
mote cognitive restructuring [118].
Building coping skills. An important aspect of anxiety is its physical symptoms. For example,
according to the DSM-IV [63], GAD is characterized by somatic symptoms such as muscle
tension, irritability, insomnia and restlessness [135]. Moreover, according to cognitive-be‐
havioural theories, PD/A is based on the acquisition of the fear of physical sensations, espe‐
cially those associated with the autonomic nervous system [136]. When PDA patients feel
anxious, physical symptoms such as heart palpitations, headaches, and difficulty breathing
can arise [18]. Building coping skills and self-efficacy under hypnosis is an effective way to
control these symptoms [18]. Recently, autogenic training was found to produce significant
reductions in blood pressure and pulse rate, which are often symptoms of anxiety [137]. Ac‐
cording to Hammond [138], autogenic training is like a "structured German form of selfhypnosis" (p.264]. Hypnosis also can be utilized to help patients manage their physical
responses to anxiety provoking stimuli so that they can dissociate somatic responses to psy‐
chological distress [135].
Another coping skill that patients can acquire is to learn to redirect their attention away from
distressing cues. For example, in PTSD, arousal and avoidant symptoms are triggered by both
internal and external cues associated with the memories of the trauma. Unfortunately, PTSD
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patients seem to be particularly distractible to these cues and the result is that their condition
cannot improve. Lynn et al. [17] propose that hypnosis can facilitate attention control in these
patients so that they can stop being absorbed by cues of traumatic memories. Indeed, they pro‐
pose that if it is possible to suggest to a patient to enter a state of hypnosis, it is possible to sug‐
gest that this same patient experiences enhanced attention and concentration (p.322). Thus,
people under hypnosis can learn not only how to focus their attention in the moment, but also
how to switch their attention away from increasingly distracting cues [17]. The latter hypnotic
attentional control learning can also be useful to help patients contend with their flashbacks
[17]. However, Lynn et al. [17] also propose that this technique should also be accompanied
with suggestions for increased tolerance to disturbing flashbacks.
Building of social skills. Anxiety disorders can create disturbances in interpersonal relation‐
ships or even be exacerbated by a lack of social competence [133]. The teaching of social
skills is thus a common component of CBT protocols. With hypnosis, the patients can prac‐
tice their new social skills in imaginal rehearsals [133]. On a different level, as explained by
Alladin [23], early traumas created by abuse and neglect, for example, can affect people's in‐
ternal working models or relational schemas. Moreover, these core relational schemas are
sometimes relatively unresponsive to verbal information or the views expressed by the pa‐
tients' relatives so that when different opinions are uttered, the patient will not believe them.
In conjunction with a hypnotic technique such as age regression, reframing work can be
done to change some of these core beliefs.
Overcoming resistance. According to Kraft [139], hypnosis can be used as a technique to counter‐
act resistance to therapy and exposure that is sometimes found in agoraphobics, for example.
Moreover, hypnotists can resort to indirect hypnotic suggestions to counteract patients' resist‐
ance to suggestions. For example, they can paradoxically instruct a patient to continue to resist
to a given suggestion in order for this individual to get some control in the decision-making dur‐
ing the psychological intervention. The objective is to ultimately elicit compliance [23].
Behavioural modification. Another way that hypnosis can be useful is through the administration
of post-hypnotic suggestions, which works by shaping the patients' behaviours and experien‐
ces after therapy [16]. Post-hypnotic suggestions are defined as instructions to a hypnotised per‐
son to show certain behaviours or have certain experiences after hypnosis [32]. For anxious
individuals, suggestions can include to experience less anxiety during their daily routines, com‐
ply with therapy homework, employ coping strategies when faced with distressing situations
or stimuli, and become aware of adaptive appraisals made during times of anxiety [16]. Further‐
more, the hypnotherapist can make post-hypnotic suggestions that the patient will be able to
deal with adverse situations with greater confidence [17]. According to Yapko [70], post-hyp‐
notic suggestions are widely used in hypnotherapy. So far, there is little yet increasing empirical
evidence of the efficacy of post-hypnotic suggestions. For instance, recently it was discovered
that post-hypnotic suggestions were capable of simulating several clinical conditions such as
blindness, amnesia, auditory hallucinations, conversion disorder paralysis, selected delusions,
[31, 140] and neglect-like visual behaviours in healthy patients [141]. Moreover, with highly
hypnotisable participants, post-hypnotic suggestions were used to reduce the automatic ten‐
dency to read printed words in a Stroop task [142, 143], and to reduce the Simon effect, which is
the facilitation of lateralized responses, when they are executed in the same side of space as that
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of the stimulus [144]. The latter demonstrations thus support the clinical use of post-hypnotic
suggestions to extend the achievements made during therapy.
Power of treatment. Finally, recent studies show that when used properly, hypnosis adds lev‐
erage to treatment and accelerates the recovery processes [18, 23, 27, 103]. According to Alla‐
din [23], this is due to the fact that "hypnosis produces a syncretic cognition, which consists
of a matrix of cognitive, somatic, perceptual, physiological, visceral, and kinaesthetic
changes" (p.104).
5.2. Hypnotisability assessment
Different opinions remain as to whether or not levels of hypnotisability should be assessed be‐
fore undergoing hypnotherapy [145]. These divergent opinions are based among other things,
by the fact that some studies do report a link between levels of hypnotisability and treatment
gains [102, 103] while others do not [121, 146, 147]. Moreover, researchers are facing some diffi‐
culties when trying to link hypnotisability with treatment outcomes. Indeed, one problem lies
in the timing of the assessment [56]. When participants undergo a standard test of hypnotisabili‐
ty prior to their treatment, they are likely to infer conclusions about their own susceptibility to
hypnosis. This could, in turn, influence their expectations toward the success of the treatment,
which could ultimately affect their treatment outcome [56]. On the other hand, when hypnotisa‐
bility levels are assessed after the treatment, the participants' experience during the treatment
might then have an influence on subsequent levels of responsiveness under hypnosis [56]. On a
more positive note, Lynn and Shindler [145] state that modern evaluation techniques have ren‐
dered possible the use of a good hypnotisability assessment. They also present the advantage of
being able to evaluate a variety of factors (attitudes, beliefs, rapport with therapist, motivation
to respond) that could influence the response to hypnosis, and to model the hypnotherapy tech‐
niques around it in order to augment the efficacy of the treatment [145]. Indeed, as it was stated
before, considering participants' attitudes and expectations of hypnosis is crucial, as expecta‐
tion of positive therapeutic outcome is more often than not predictive of improvement in treat‐
ment [148]. In term of hypnotisability levels displayed by participants, expectancies have also
been demonstrated to play a major role [149]. Moreover, a good assessment is imperative to re‐
move clients who are unsuitable candidates for hypnotherapy due to their conditions (e.g. pa‐
tients who are more prone to psychotic decompensation, those with a paranoid level of
resistance to being controlled) [145]. Needless to say, this evaluation goes beyond the simple use
of formal scales of hypnotisability [145]. For guidelines on how to assess patients' level of hyp‐
notisability, refer to Lynn and Shindler [145].
5.3. Research on hypnosis
There remains a long way to go before hypnosis as an adjunct to the treatment of anxiety disor‐
ders is considered a first-line treatment. Future research will need to conduct good quality
randomized controlled trials for each of the anxiety disorders. Well-conducted multiple case
studies from independent researchers also must be done to establish the validity of hypnosis as
an adjunct to CBT. Studies must have adequate sample sizes so that good power can be ach‐
ieved, and provide an intent-to-treat analysis in order to have better chances of finding conclu‐
sive results. They also need to have a clear detailed protocol for the hypnotic techniques used,
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for replication purposes. Moreover, as suggested by Lynn et al. [43], good descriptions of the
population at hand permit replication and help in assessing the external validity of the results.
Such descriptions should include the diagnostic procedures, patients' demographic and treat‐
ment history, use of medication, comorbid diagnoses, and tests administered [43]. According to
Schoengerber [56], despite the difficulties met while assessing hypnotisability levels, good at‐
tempts should be made to do so. For example, the Stanford Hypnotic Susceptibility Scale-Form
C (SHSSC) is considered a gold standard measure and a good individual measure, and the Wa‐
terloo adaptation of this scale, the WGSC, is good for group administration [62]. Furthermore, in
order to avoid the possibility that disproportionate numbers of high hypnotisable participants
end up in one group compared to another, researchers could randomly match or stratify partici‐
pants in terms of their hypnotisability scores or at least report the hypnotic suggestibility of each
group in terms of scores. These scores could then be used as covariates in statistical analyses if
groups differ considerably on this variable [43]. As some studies seemed to indicate that the ef‐
fect of adding hypnosis appeared or persisted in the long-term [15, 126], studies should include
follow-up measures. In conclusion, in accordance with the Society for Clinical and Experimen‐
tal Hypnosis, this chapter argues that hypnosis is a technique and not a type of therapy and that
it should be used as a tool to augment the efficacy as well as the patients' understanding of CBT
principles [43, 134].

6. Conclusion
Clinical hypnosis is a flourishing area of research that has so far demonstrated the useful‐
ness of hypnosis in many domains, especially in the treatment of pain in the medical envi‐
ronment and during medical procedures [55]. According to Bryant [16], there is no doubt
that hypnosis can ameliorate established means of treating anxiety disorders. However,
more research needs to be conducted in order to provide the information necessary to estab‐
lish hypnosis (added to CBT) as an empirically supported treatment for anxiety disorders.
The lack of adequate studies on this topic points to the need for more rigorous randomized
controlled investigations on the use of hypnosis for anxiety disorders. This chapter, as well
as many other books and articles [16, 23, 94, 150] present many ways in which hypnosis can
be added to CBT. Researchers who wish to study hypnosis can refer to these as guidelines.
William [6] pointed out that hypnotherapy does not need to prove that it is superior to other
forms of treatment in order to have clinical value. Indeed, the goal of clinical psychology is
to determine what treatments are working for which patients with which problems, and un‐
der what conditions (Lazarus, 1973; cited in 6). Moreover, as stated before, hypnosis is a
very cost-effective method [43] that could represent in some cases, a rapid, non-addictive
and safe substitute to the use of medication, which is particularly important given the cur‐
rent increase in health care costs and adverse economic conditions [138]. Another advantage
of hypnotherapy is that it can be used easily outside the clinic under the form of self-hypno‐
sis. Self-hypnosis is defined as the employment of hypnotic suggestions through self-talk or
listening to a recording of hypnotic suggestions [16]. Contrary to popular belief, how in‐
tensely someone responds to hypnosis resides in the ability of the individual, rather than in
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the special skills of the hypnotist [16]. Thus, self-hypnosis is a viable solution to help main‐
tain the skills that were acquired during therapy. Consequently, hypnosis seems to respect
the principle of parsimony, one of the most popular principles of clinical psychology, by cre‐
ating more rapid gains and enhancing the efficacy of CBT interventions. Indeed, clinical psy‐
chologists should always try to utilize the least complex and most efficacious mode of
treatment first [138].
This chapter focused on the use of hypnosis in the treatment of adult anxiety disorders. It is
important to note that hypnosis is a therapeutic tool that is suitable for child and adolescent
therapy. Indeed, although most research on hypnosis focus on adults, the popularity of com‐
plementary and alternative forms of therapies has started to attract parents of children with
different problems [151]. According to Saadat and Kain [151], hypnosis is a suitable therapy
for children because in general, they are more hypnotisable than adults. This is thought to
be due to their increased capacity and willingness to become absorbed in fantasy, play, and
imagination [151]. Moreover, psychologists can easily design specific hypnosis goals and
suggestions that are individualized to the child and respect a developmental psychopatholo‐
gy perspective [152]. As for adults, meta-analyses and overviews have demonstrated the ef‐
ficacy of hypnotherapy in treating children medical conditions such as asthma, chronic and
acute pain, along with procedure-related distress for cancer patients [3]. Hypnosis also has
improved child behavioural conditions such as trichotillomania, thumb-sucking, enuresis,
dysphasia and chronic dyspnea [151]. However, Huynh et al’s. [3] review of the literature
revealed no randomised or controlled trials on the use of hypnotherapy for children with
psychiatric disorders. Still, a high number of case reports indicated that hypnotherapy can
be useful in treating children with PDA, social and specific phobias, OCD, GAD, and PTSD
[3]. However, as is the case for adult anxiety disorders, the addition of hypnosis to clinical
practice for children and adolescents needs to be developed and studied further before it is
recognized as an empirically supported treatment.
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