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ABSTRACT

This report is an undertaking to illustrate the application of hypnosis in the initial patient doctor consultation to build better
patient rapport. An effective communication in consultation leads to better rapport with the patient for a comprehensive
chronic pain management. This case involves a young patient who presented with worsening body ache and insomnia. She
sought consultations and treatment from 6 doctors. She was not satisfied with these consultations. All investigations showed
negative clinical findings with same diagnosis from all doctors. She was seen in the author’s pain clinic, for chronic pain
management. Hypnotic principles were used to manage the consultations and as therapeutic option for her problems. In the
initial consultation, the author used Rogerian approach in-cooperating hypnosis in establishing empathy with the patient. This
was followed by formal hypnotic intervention as a therapeutic intervention. Patient’s expectation was met and solved her initial
presenting medical problem, which the patient was not able to achieve with previous consultations with 6 different doctors.
Better management of patient’s presenting complain should take into account the perceptions and interactions of patients
and physicians. Physicians need to empathize, listen, elicit patients’ beliefs and expectations, and offer a range of treatments,
including cognitive and behavioural therapies, tailored to individual needs. In this strategy, communication could be improved
by applying basic principles of hypnotherapy. Doctor's dominance in relation to the patient-professional communication need

to be reexamined.
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INTRODUCTION

This paper is an effort to advocate a constructive model
highlighting the utilisation of principles of hypnosis
techniques, in the initial patient-doctor consultation to
establish stronger patient rapport, establishing empathy
with the patient and how these contributed to managing
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the patient’s presenting symptoms( chronic pain-
generalized body ache). This was a subject who had
sought consultations from six doctors, with no concrete
therapeutic outcome to the patient's presenting
symptoms. This patient was reviewed at the author’s pain
management clinic. The patient’s medical issues were
managed with hypnotic intervention. We would like to
highlight how anaesthetist could establish an empathy
with the patient for a dynamic and comprehensive chronic
pain management care for patients. Patients with chronic
pain often don't get proper care and treatment, as there
is always an psychological componenet involved in their
disease process. Some physicians failed to establish
empathy with patients due to lacking of knowledge on its
importance and techniques involve.
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Communication skills is unquestionably a vital ability
in current healthcare practice (Lipkin, Quill, & Napodano,
1984). This delicate skill in not being incorporated with
considerable scrutiny into most conventional medical
teaching. In traditional anaesthesia practice, we
anaesthetist have not been brought to light to the gravity
of establishing strong rapport during consultation with
patients. Much valuable diagnostic data can be obtained
from the initial history taking from patients. The
physician's interpersonal skills plays a decisive part in
influencing the patient's gratification and conformity to
proposed treatment (Roter, 1977).

“Hypnosis” refers to a modified conscioiusness and
the conduct by which this state is induced (Turner &
Chapman, 1982). During hypnosis the physiology,
cognitive, and affective processes as well as behaviour can
be influenced positively. This phenomena can be brought
about by another individual (hypnotism) or by patients
themselves (self-hypnosis). The subjective experience of
hypnosis is described by a tremendous degree of feeling
as convincing and “it takes effect by itself”. Hypnosis is not
authoritarian, passive, and focused around the therapist/
doctor (Peter, 2015). It is a support and solution oriented
therapy in which the focus is on the patient's own positive
potentials (Turner & Chapman, 1982). The notion of
hypnosis as an authoritarian, manipulative practice is
owing to its usage in stage appearances. This is the
toughest hindrance to the re-assimilation of hypnosis into
current medical practice.

Here, the writer adopted hypnotic techniques for an
effective communication and as a therapeutic means in
managing the patient’s chronic pain (generalised unspecific
body ache). Cognitive behavioural approach and
hypnotherapy as a beneficial adjuct in chronic pain
management, has been extensively studied (Wright, 1977).

CASE REPORT

The patient being descripted in this case has
consented (written consent given) for the case to be
discussed and shared as clinical case study. This is a case
of a 30- year- old female with one young child . She works

as an advertising executive. Her passion is to work as a
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nutritionist (she completed her undergraduate studies in
nutrition) ; but she couldn’t get appropriate job to suite
her passion. There was an element of career frustration to
her present position, which was contributing to some
amount of stress to her.

She has been suffering with generalized muscular pain
especially more on her left shoulder region for 4 months.
The quality of this pain was unspecific. The pain was
characterised as dull in nature and present on most of the
time. This pain was not correlated with any significant
postural variations. No significant neurological deficit
associated with this pain. There was no record of trauma
that could explain the cause of this patient’s non-specific
muscular pain. Ever since she started having this muscular
ache, patient developed sleeping difficulties (insomnia).
Between these two symptoms, she reported that the
insomnia was more disturbing compared to her complain
of generalised body ache.

She has sought treatment from three doctors at
general practitioner facilities and underwent extensive
medical test and radiological assessment at three different
clinics since her illness started. All of them offered her the
same mode of treatment. They advised her to have
adequate rest and diagnosed her symptoms attributed to
her stressful work life. There was no clinical evidence of
pathology that was contributing to the unspecific
generalised body myalgia. However, she was not satisfied
with the doctors’ explanations and treatment offered. She
got a review from an Orthopaedic consultant. The doctor
did extensive blood investigation and MRI investigation
of her left shoulder and her spine. There were no obvious
pathology detected from these investigations. The
orthopaedic doctor, concluded that she could be
exhibiting a situation called, psychosomatic disorder
(Kirschenbaum & Jourdan, 2005) and the patient would
benefit from a psychiatric intervention. She was referred
for a psychiatric evaluation for further management.

She visited the psychiatric consultant and had the
necessary assessment. He prescribed her anxiolytic
medication and an oral analgesia, to treat her symptoms.
She was strictly told to adhere to the drug regime, even
though these medications may have some undesireable

effects (which was said to be mild and self limiting side
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effects such as drowsiness). She was told that, being
compliant to the medications was essential to treat her
insomnia problem. No definite diagnosis was given to the
patient concerning her insomnia and unspecific
generalised body myalgia.

She was not satisfied with these consultations (the
orthopaedic and psychiatric evaluation). She mentioned
that they both didn't devote time with her in analysing
her core issues and took time to clarify what's amiss with
her. None of them could meet her expectation of a holistic
physician. What upset her most was, she got the
impression that they were all brushing her symptoms
aside, as though she was suffering form a psychological
disorder. No precise information offered to her
symptoms. The patient believes she has a medical
condition that demands urgent scrutiny. She was not
compliant with the medications as they made her drowsy
(undesireable side effects of the medications) at work
time and she could not go on her routine daily task.

Since taking the anxiolytic medications, her insomnia
problem worsens, and she started to develop palpitations.
She decided to have an assessment by a cardiologist with
regard to her palpitation symptom. Extensive investigation
by the cardiologist showed no anomalies in her cardiac
function. Hormonal blood investigation and other
relevant blood studies with regard to the patient’s
symptom of generalised body aches and palpitation,
were done. All results were normal. She was offered an
orthopaedic review, but she rejected, as she said, she
previously had orthopaedic assessment just about a
month ago. She was offered for assessment with the
anesthesiology (the author) for chronic pain management
(for her symptom of unspecific generalised body myalgia).

Patient agreed for an appointment and further care.

Intervention and Treatment Strategy

Patient was met in the author's pain clinic .The author
approached the patient’s consultation with Rogerian's
(Liossi & Hatira, 1999). Approach supported by cognitive
behaviour (Castel, Salvat, Sala, & Rull, 2009; Hartland,
1971). Centred approach, to get further history and weigh
patient’s believe of her illness. The steps involved were
(Lang et al.,, 2000; Lang et al.,, 2006; Lang et al., 2008):

Establishing a therapeutic alliance with the patient
Identifying the patient’s major issues & goals
Creating positive expectancies

Hw N =

Creating various hypnotic phenomena by hypnosis
techniques

Patient was allowed to describe her symptoms at her
own pace and directions . Patient’s initial history taking was
probing into her insomnia problem and the generalised
body aches. Five minutes into the interview, patient was
more comfortable and appeared more relaxed. She
started to concede more medical and social history. She
was a well and active person prior to this. Last 5 months,
she had difficulty to sleep at night despite being tired.
These symptoms started owing to her work pressure. As
the problem worsen, she was worried that her sympotoms
could be signs of a more sinister clinical diagnosis such as
malignancy. As her insomnia worsens, her body aches
worsened. This made her more disturbed and created a
negative vicious cycle. As her insomnia worsen, her
concern that “something was amiss” with her health,
worsen too. Every doctor she met didn't show the
empathy she was expecting. When she met the psychiatrist
doctor, she was upset with his way of handling her,
because, he didn't give the patient space to acknowledge
her emotions. Her expectation was, as a psychiatrist, the
doctor could take up the role of being her counselor, and
listen to her problems in an empathic manner.

Once patient divulged more of her concerns, she was
more relaxed with the writer's approach and a cordial
rapport was formed immediately. The patient
acknowledged that worry over her symptoms made them
worse, created a vicious circle. Patient was offered formal
hypnotic intervention for pain management with hypnosis
(Castel et al.,, 2009), intending at providing a solution to
the patient’'s malady. The author further proposed at
teaching the patient self-hypnosis to scale down her body
aches and insomnia problems,with practices at home.
Patient was briefed on relaxation hypnosis process.

Myths about hypnotherapy were explored, debated,
and straightened out. Examples of frequently accepted
techniques to mitigate and deal with symptoms, e.g., hand
warmth on the affected part of her body and imagery

119



Chandrasegaran / Sleep and Hypnosis 2019

demonstrated. Content and procedure of hypnotherapy
and its mechanisms and expected results were pointed
out. Questions were answered and consent form was
completed. As part of managing the patient’s chronic
pain, hypnotherapy sessions for pain management (Bikker,
Mercer, & Reilly, 2005) as a treatment module, was
explained to this patient. The purpose in this discussion
was to allow the patient to become acquainted with
hypnosis and the therapy setting. The patient also
received information about insomnia including its
pathophysiology, symptoms, treatments, and the
contribution of psychological factors. The patient was
suggested to practice similar relaxation a home. During
her self hypnosis exercise, the patient was emphasised
that it is her time to relax as her body eases all the pain
and aches by naturally relaxation. This learning skills will
improve with practice and that she was required to do
this everyday. Since therapy was not a passive process,
her active involvement was paramount.

Standard protocol of hypnotic relaxation with deep
breathing was done (Hartland, 1971). The focus was to
relax the physical body, by Hartland’s (Hartland, 1971).
Progressive muscle relaxation (muscle relaxation
visualization from the top of head to the toes). We used
Eriksonian hypnotic induction approach. In this hypnotic
state, we included ego-strengthening and visualization of
a well rested person, and healing imaginary. This session
took us about 30 minutes.

Patient reported as feeling energised and verbalised
that she felt a sense of self satisfying. She managed to
revealed her concerns and anxiety, which she never did
with earlier doctors.

Patient scheduled her next appointment, 2 weeks later.
At that session, patient’s self - hypnosis techniques were
reviwed. A combination of direct and permissive hypnotic
suggestions were used. Since this was her second session,
she was more receptive to hypnosis suggestion now. In this
session, we approach the patient with similar Rogerian
Approach, and use CB (cognitive behavioural) skills. Which
was followed by formal hypnosis for relaxation, and ego
strengthening and we included metaphors of being in self
control of her situations all the time.

Her insomnia and body ache problems resolved
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almost 80%. She kept a diary of her sleeping pattern. We
discussed on the diary. After the first hypnotic session,the
patient reported as being able to have more quality of
restful sleep. She was not taking any pain medications for
her body aches anymore.

Patient was follow-up on 2 months after the last session.
She reported her insomnia issue resolved. She prefers this
intervention as it doesn't need additional medications or
any invasive procedures. She was not comfortable to take
anxiolytic medications, as prescribed by her initial
psychiatrist, because it gave a negative stigma to her
(made her think she has mental illness). The days she can't
have proper quality sleep, she uses the self hypnosis skills.
She is more productive at office after the discussions, and
able to do her regular task as what she used to do.

Discussion points
When she met the author in the hospital, the Rogerian
approach (Liossi & Hatira, 1999), gave space for the
patient to be relaxed and ample of time to reveal her
view of the history . The 3 core aspects used her to create
good quality therapeutic alliance were
1. Congruence of the author to relate to the patient
with genuineness
2. Unconditional positive regard to patient's
presenting history
3. Empaty to experience the patient from her

perspective

She was satisfied with the author's consultation. Reason
being, in the Rogerian approach, the patient viewed at an
empathy angle and no bias judgments formed during the
initial conversations with the patient. Conversational
hypnosis (Lipkin et al., 1984). Techniques, proved
valuable in this case. Hypnosis can be started with or
without formal induction procedure. The hypnotic state is
part of everyday existence (Turner & Chapman, 1982).

This allowed the patient to share her thoughts with
the doctor, who is not controlling the flow of the
discussion with minimal interruption from the physician
and being attentive to the patient’s expectation (Bartlett
et al, 1984). The author, allowed the patient to interpret
her reasons for the symptoms and use of CB skills, allowing
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the patient to analyse her symptoms. Instead of the
traditional approach whereby the physician interprets the
symptoms and directing the flow of the consultation, the
author made a treatment strategy with the patient (active
involvement from patient instead the conventional
approach of passive involvement).

Evidence has demonstrated that issues in doctor-
patient communication are frequent and influence patient
management (Dyas et al,, 2010). Active listening to
patients' concerns is the trait of a physician most craved
by patients (Dyas et al., 2010). Poor clinical communication
can contribute to increasing patient frustration with the
medical consultation and failure to manage chronic pain .
In many healthcare institutions serious communication
problems are prevalent and this prevents comprehensive
chronic pain management.

To become competent clinical communicators,
physicians must grasp a defined body of knowledge, skills,
and attitudes. Patient centred consultation (Rogerian
approach) gave autonomy to the patient to analyse issues at
their own pace. In the doctor centred consultations the
doctor is right, busy clinic practice, and the brief consultation
time, doesn't favour patient’s need (Bingel, 2014), as
detailed by the patient in her earlier consultations with 6
different doctors before coming to the author’s clinic.

Rogerian approach with conversation hypnotic skills,
favors rapid rapport establishment. rapport is imperative
to have an effective consultation and to set up a thorough
medical treatment plan with patient’s goal (medically
realistic) in consideration. An empathic physician who
forms good rapport, and makes constructive suggestions,
about an upcoming medical procedure / consultation and
treatment strategy, can aid in reducing the patient's
physical and emotional stress from the first consultations.

In this patient, the author used hypnotic techniques for:

1. Hypnotic communication- Waking suggestions

(suggestions without trance induction): for detailed
history taking.

2. Hypnotherapy (psychotherapy while the patient

under hypnosis) : problem management by giving

the patient access to their own resources

Better management of insomnia should take into
account the perceptions and interactions of patients and
physicians. Physicians need to empathise, listen, elicit
patients' beliefs and expectations, and offer a range of
treatments, including cognitive and behavioural therapies
(adapted to individual demands). Physician’s treatment
plan should assimilate an awareness of patients' decision-
making processes, the physicians' role during the
consultation, and how to negotiate and deliver strategies
for resolving sleep problems (Hauser, Hansen, & Enck,
2012).

Together with legitimate and compassionate
communication (Hansen & Bejenke, 2010), effective
doctor—patient communication has to consist of:

1. Restraint of negative suggestions (Lamberg, 1999;

Seemann, Zech, Graf, & Hansen, 2015).
2. Use of constructive suggestions (Lamberg, 1999).

In this strategy, communication could be enhanced by
applying basic principles of hypnotherapy and gradually
replacing physician's dominance in relation to the patient-
doctor professional relationship (Brugel, Postma-
Nilsenova, & Tates, 2015). In 2015, the German Medical
Assembly, supports initiatives to strengthening physician’s
communicative competence (Hauser et al., 2012).
Controlled experimental studies are needed to establish
the efficacy of hypnosis in having effective communitions

in patient’s with chronic pain.
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