ONLINE CONTINUING EDUCATION ACTIVITY

A Cancer Journal for Clinicians Take free quizzes online at acsjournals.com/ce

/

\
ARTICLE TITLE: Hypnosis for Cancer Care: Over 200 Years Young L CME X CNE J

CONTINUING MEDICAL EDUCATION ACCREDITATION AND DESIGNATION STATEMENT:
Blackwell Futura Media Services is accredited by the Accreditation Council for Continuing Medical Education to provide continuing medical education (CME) for
physicians.

Blackwell Futura Media Services designates this journal-based CME for a maximum of 1 AMA PRA Category 1 Credit™. Physicians should only claim credit
commensurate with the extent of their participation in the activity.

CONTINUING NURSING EDUCATION ACCREDITATION AND DESIGNATION STATEMENT:

The American Cancer Society (ACS) is accredited as a provider of continuing nursing education (CNE) by the American Nurses Credentialing Center’'s Commission on
Accreditation.

Accredited status does not imply endorsement by the ACS or the American Nurses Credentialing Center of any commercial products displayed or discussed in
conjunction with an educational activity. The ACS gratefully acknowledges the sponsorship provided by Wiley for hosting these CNE activities.

EDUCATIONAL OBJECTIVES:

After reading the article “Hypnosis for Cancer Care: Over 200 Years Young,” the learner should be able to:

1. Describe hypnosis.

2. Review available evidence concerning applications of hypnosis in cancer prevention, diagnosis, and treatment.

ACTIVITY DISCLOSURES
Supported by the National Cancer Institute (NCI) (grant CA129094).

ACS CONTINUING PROFESSIONAL EDUCATION COMMITTEE DISCLOSURES

Editor-in-Chief and ACS Chief Medical Officer

Otis Brawley, MD, serves as an unpaid medical consultant to GlaxoSmithKline and Sanofi-Aventis. Dr. Brawley reports no other financial relationships or interests.
Editor, Director of Continuing Professional Education, and ACS Director of Medical Content

Ted Gansler, MD, MBA, MPH, has no financial relationships or interests to disclose.

Nursing CE Nurse Planner and Associate Editor

Marcia Grant, RN, DNSc, FAAN, has no financial relationships or interests to disclose.

American Academy of Family Physicians representative and Associate Editor

Richard Wender, MD, has no financial relationships or interests to disclose.

AUTHOR DISCLOSURES

Kathy Kravits, MA, RN, HNB-BC, LPC, NCC, ATR-BC, has no conflicts of interest to disclose.
Guy H. Montgomery, PhD, was supported by NCI grant CA081137.

Julie B. Schnur, PhD, was supported by NCI grant CA131473.

SCORING

A score of 70% or better is needed to pass a quiz containing 10 questions (7 correct answers), or 80% or better for 5 questions (4 correct answers).

&3 INSTRUCTIONS ON RECEIVING CME CREDIT

This activity is intended for physicians. For information concerning the applicability and acceptance of CME credit for this activity, please consult your professional
licensing board.

This activity is designed to be completed within 1 hour; physicians should claim only those credits that reflect the time actually spent in the activity. To successfully earn
credit, participants must complete the activity during the valid credit period, which is up to 2 years from the time of initial publication.

€[ |INSTRUCTIONS ON RECEIVING CNE CREDIT

This activity is intended for nurses. For information concerning the applicability and acceptance of continuing education credit for this activity, please consult your
professional licensing board.

This activity is designed to be completed within 1.25 hours; nurses should claim only those credits that reflect the time actually spent in the activity. To successfully earn
credit, participants must complete the activity during the valid credit period, which is up to 2 years from the time of initial publication.

FOLLOW THESE STEPS TO EARN CREDIT

¢ Log on to acsjournals.com/ce.

¢ Read the target audience, educational objectives, and activity disclosures.

¢ Read the activity contents in print or online format.

* Reflect on the activity contents.

¢ Access the examination, and choose the best answer to each question.

* Complete the required evaluation component of the activity.

¢ Claim your certificate.
This activity will be available for CME/CNE credit for 1 year following its launch date. At that time, it will be reviewed and potentially updated and extended for
an additional 12 months.
All CME/CNE quizzes are offered online FREE OF CHARGE. Please log in at acsjournals.com/ce. New users can register for a FREE account. Registration will allow you
to track your past and ongoing activities. After successfully completing each quiz, you may instantly print a certificate, and your online record of completed courses will
be updated automatically.

000 CA: A Cancer Journal for Clinicians SPONSORED BY THE AMERICAN CANCER SOCIETY, INC.



Hypnosis for Cancer Care

Hypnosis for Cancer Care: Over 200 Years Young

Guy H. Montgomery, PhD'; Julie B. Schnur, PhD?; Kate Kravits, MA, RN, HNB-BC, LPC, NCC, ATR-BC®

Hypnosis has been used to provide psychological and physical comfort to individuals diagnosed with cancer for nearly 200
years. The goals of this review are: 1) to describe hypnosis and its components and to dispel misconceptions; 2) to provide an
overview of hypnosis as a cancer prevention and control technique (covering its use in weight management, smoking cessation,
as an adjunct to diagnostic and treatment procedures, survivorship, and metastatic disease); and 3) to discuss future research
directions. Overall, the literature supports the benefits of hypnosis for improving quality of life during the course of cancer and
its treatment. However, a great deal more work needs to be done to explore the use of hypnosis in survivorship, to understand
the mediators and moderators of hypnosis interventions, and to develop effective dissemination strategies. CA Cancer J Clin
2013;63:31-44. ©2012 American Cancer Society.
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Introduction

Hypnosis is an efficacious tool in cancer prevention and control. In this article, we present: 1) a clinically oriented overview
of hypnosis, including definitions and procedures; 2) a research-oriented review of the empirical literature on hypnosis
in cancer care; and 3) a discussion of the state of science and practice, along with future directions. We begin with a

consideration of “What is hypnosis?”

Overview of Hypnosis

What Is Hypnosis?

Surprisingly, this is a more complex question than one might think. There have been a number of published definitions of
hypnosis over the years, each of which differs in terms of what it includes and from what theoretical orientation it is derived.
Yet there are commonalities across definitions (Table 1).1> The 2 commonalities noted across most definitions are that the
participants in the hypnosis encounter are identified as the hypnotist and the client, and that suggestions are a key
ingredient in hypnosis. Although these definitions have provided an important foundation for the field, they have failed to
include 2 additional clinical factors that are important to the success of therapeutic or medical hypnosis: client consent and
the therapist describing the technique as intended to be helpful. We believe that for both practical and ethical reasons,
hypnosis clients must agree (consent) to participate in any therapeutic hypnosis intervention. Hypnosis does not work if the
client is unwilling or resistant to participate. It is important for clients receiving hypnosis in the health care setting for some
type of medical or psychological issue to understand that hypnosis is a psychotherapeutic technique. We let clients know
that we intend for hypnosis to help improve their quality of life, not to be a parlor trick or an experiment. To incorporate all
of these factors, in 2010 we published an updated definition (Table 1).” We have found that this definition is easy for clients
to understand, and helps them feel comfortable with participating in hypnosis.
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TABLE 1. Selected Definitions of Hypnosis

CITATION DEFINITION

Kihlstrom 1985’

or control over motor behavior.

A situation or set of procedures in which a person designated as the hypnotist suggests that another person
designated as the patient experience various changes in sensation, perception, cognition,

Killeen & Nash 20032

A hypnotic procedure is a protocol used to establish a hypnotic situation and evaluate responses to it.

In such situations, one person (the subject) is guided by another (the hypnotist) to respond to suggestions for
alterations in perception, thought, and action. If the constellation of responses to standardized suggestions
satisfies a criterion, we infer that the procedure induced a hypnotic state. Hypnotic responses are those responses
and experiences characteristic of the hypnotic state.

Spiegel & Greenleaf 2005°

Hypnosis (or trance) is an animated, altered, integrated state of focused consciousness

(ie, controlled imagination). It is an attentive, receptive state of concentration that can be activated readily
and measured. It requires some degree of dissociation to enter and become involved in imagined activity,
enough concentration for an individual to maintain a certain level of absorption, and some degree of
suggestibility to take in new premises.

American Society of Clinical Hypnosis:
asch.net/Public/GenerallnfoonHypnosis/
DefinitionofHypnosis/tabid/ 134/Default.aspx.
Accessed September 30, 2012

Hypnosis is a state of inner absorption, concentration, and focused attention. It is like using a magnifying glass
to focus the rays of the sun and make them more powerful. Similarly, when our minds are concentrated and
focused, we are able to use them more powerfully. Because hypnosis allows people to use more of their
potential, learning self-hypnosis is the ultimate act of self-control.

American Psychological Association,
Division 30 2005* psychologicalhypnosis.
com/info/the-official-division-30-definition-
and-description-of-hypnosis/

Hypnosis typically involves an introduction to the procedure during which the subject is told that suggestions
for imaginative experiences will be presented. The hypnotic induction is an extended initial suggestion for
using one’s imagination, and may contain further elaborations of the introduction. A hypnotic procedure

is used to encourage and evaluate responses to suggestions. When using hypnosis, one person (the subject)
is quided by another (the hypnotist) to respond to suggestions for changes in subjective experience as well
as alterations in perception, sensation, emotion, thought, or behavior. Persons can also learn self-hypnosis,
which is the act of administering hypnotic procedures on one’s own. If the subject responds to hypnotic
suggestions, it is generally inferred that hypnosis has been induced. Many believe that hypnotic responses
and experiences are characteristic of a hypnotic state. While some think that it is not necessary to use the
word “hypnosis” as part of the hypnotic induction, others view it as essential.

Details of hypnotic procedures and suggestions will differ depending on the goals of the practitioner and

the purposes of the clinical or research endeavor. Procedures traditionally involve suggestions to relax, although
relaxation is not necessary for hypnosis and a wide variety of suggestions can be used including those to
become more alert. Suggestions that permit the extent of hypnosis to be assessed by comparing responses

to standardized scales can be used in both clinical and research settings. While the majority of individuals are
responsive to at least some suggestions, scores on standardized scales range from high to negligible.
Traditionally, scores are grouped into low, medium, and high categories. As is the case with other positively
scaled measures of psychological constructs such as attention and awareness, the salience of evidence

for having achieved hypnosis increases with the individual's score.

Montgomery 2010°

Hypnosis is an agreement between a person designated as the hypnotist and a person designated as the
client or patient to participate in a psychotherapeutic technique based on the hypnotist providing suggestions
for changes in sensation, perception, cognition, affect, mood, or behavior.

What Are the Components of a Hypnosis
Intervention?

The hypnosis interventions we have used with cancer
patientsﬁ'9 involve 6 primary components: an introduction,
a hypnotic induction, imagery, a deepening procedure,
symptom-specific suggestions, and a conclusion.’® These
components are common in the clinical field. Each will be
discussed below.

Introduction

The introduction begins by having the hypnotist debunk
many of the common myths and misconceptions that
patients may hold about hypnosis, often based on things
patients may have seen on television or in the movies. For
example, common myths that are debunked include that
patients can lose control of themselves, that they can be
made to do or say anything the hypnotist wants, or that
patients will not be able to come “out” of hypnosis when

they want to. We make it clear that none of these things is
true. Debunking is a critical component of our hypnosis
intervention. We believe that a thorough, and accurate,
understanding of hypnosis is critical for obtaining both
patients’ informed consent and increasing their comfort
with the procedure.

Next, a description of hypnosis is provided. In our work
with cancer patients,éf9 we describe hypnosis as focused
attention and concentration, like being so lost in a book or
movie that it is easy to lose track of what is going on around
you. This description is intended to normalize hypnosis
and put it within the context of everyday experiences.

Subsequently, patients are given the opportunity to ask
any questions they have concerning hypnosis, and the
hypnotist does not proceed with the intervention until the
patient feels that all of his or her concerns have been
addressed and all of his or her questions about the
procedure have been answered. Frequently asked questions
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TABLE 2. Frequently Asked Questions About Hypnosis

QUESTION

RESPONSE

Will | be able to wake up afterward? | want to make sure | will be awake
enough to talk to my family and doctors.

You will have no problem “waking up” at the end of the hypnosis.
You will never be asleep, you will just feel relaxed, calm, and focused.

I don't think I'm very hypnotizable (eg, because I'm too nervous,
because | have too strong a mind, | need to be in control, etc).

You do not have to be “very hypnotizable” to benefit from hypnosis.

In fact, research has shown that almost 90% of patients benefit from
hypnosis.'" This means that the vast majority of patients benefit, regardless
of their level of hypnotizability.

| don't think that | will be good at hypnosis.

All 1 am asking for is your attention and concentration. If at any point you
want to stop, you can just let me know. But most people find hypnosis to
be relaxing and pleasant, so you might find this enjoyable.

| saw a hypnosis stage show (or something similar [eg, a show on television]),
and the subjects did all kinds of embarrassing things, like singing and dancing.
| don't want to do anything like that.

Our intent is to help you relax and feel better during the course of cancer
treatment, NOT to embarrass you. And you should also know that you
CANNOT be made to do anything you do not want to do during hypnosis.
Hypnosis is not mind control, it is just a tool you can use to help

yourself feel better.

Will I have to do what you say?

No! During hypnosis, we will offer you suggestions. Hypnotic suggestions
are quite literally just suggestions. They are not commands, orders,

or magic spells. They simply allow your mind to expect better outcomes.
At any time during hypnosis, you can speak to me, stop the session,

or refuse to accept a suggestion. It's entirely up to you.

about hypnosis and sample responses are presented in
Table 2. In general, the introduction serves to reassure
the patient that there is nothing to fear about hypnosis.

Hypnotic Induction

Once the patient has had all his or her questions addressed,
and after he or she consents to participate in hypnosis,
we begin a hypnotic induction. There are an infinite variety
of hypnotic induction techniques that can be used.
A commonly used approach is for the hypnotist to lead the
patient through calming and peaceful imagery, which is
intended to help patients relax, distract them from aversive
stimuli, and encourage them to be more accepting of
therapeutic suggestions. Our standardized hypnotic induction
for cancer patients includes instructions that guide patients to
experience mental and physical relaxation.’®

Imagery

After the induction, we ask patients to imagine themselves
in a peaceful, relaxing place. In particular, we ask them to
imagine a scene where they can experience all the visual,
tactile, auditory, and olfactory sensations associated with
the image. For example, if patients are imagining a day at
the beach, they are asked to visualize the bright blue sky, to
feel the warmth of the sun on their skin, to hear the sounds
of the waves rolling onto the sand, and to smell the salty
sea air.

Deepening Procedure

Following the imagery, a deepening procedure is used. During
deepening, suggestions are made to help participants to feel
more and more deeply relaxed and more and more deeply
hypnotized. Metaphors of descending a staircase or elevator
are often used to help the patient relax further.

Symptom-Specific Suggestions

Once the patient is deeply hypnotized, the hypnotist will
offer suggestions to reduce distress and improve symptom
experiences (eg, reduce pain or nausea). For example, in the
breast cancer radiotherapy setting, we make suggestions for
reduced fatigue, reduced skin toxicity, and reduced distress.
In the breast cancer surgical setting, we focus on reducing
postsurgical pain, nausea, and fatigue. The specific form of
these suggestions can vary and be adapted to the patient’s
unique needs and language. Generally, clinicians may
suggest that the patient will experience less of the symptom
in question (eg, less pain), less bother associated with the
symptom, or an alternative sensation (eg, numbness or
coolness), or that the patient will be distracted from or will
not notice the symptom.

Conclusion

We conclude the hypnotic session by providing patients
with instructions on how to perform self-hypnosis. This
allows patients to use hypnosis at any time, in any place,
independent of the presence of a hypnotist. For example,
patients can hypnotize themselves in the operating room,
during radiotherapy, in an infusion suite, in a hospital bed,
or at night if they are having trouble falling asleep.

Do | Have to Call It Hypnosis?

Many trainees ask us, “Do we have to call it hypnosis? That
word may scare patients off.” The short answer is “Yes.”
Data clearly indicate that labeling an intervention as
“hypnosis” increases the intervention’s effect size. In their
article, Gandhi and Oakley found that when participants
were exposed to the same procedure, in one case labeled
“hypnosis” and in the other case labeled “relaxation,” the
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word “hypnosis” increased participants’ hypnotic suggesti-
bility."* Similarly, Schoenberger et al** found that labeling
an intervention as hypnosis enhanced treatment effective-
ness. In addition, a meta-analysis of hypnosis to reduce
the distress associated with medical procedures found that
the effect size for interventions labeled “hypnosis” was
significantly higher than the effect size for interventions
labeled “suggestion” (hypnosis ¢=1.26, which is a large
effect!; suggestion g=0.17, which is a small effect';
F(1,35)=11.79 [P<.002])."> Therefore, we recommend
clearly defining hypnotic interventions as hypnosis, not
only to ensure the client’s informed consent, but also to
increase the benefit of the procedure.

Who Can Practice Hypnosis?

The question of who can practice hypnosis differs from
who should practice therapeutic or medical hypnosis. A
scripted hypnosis intervention can be read by almost
anyone. Stage hypnosis requires skill, but no training as a
health care professional. However, therapeutic or medical
hypnosis requires not only the ability to perform hypnotic
procedures, but also the training and licensure to ensure
that it is practiced responsibly, competently, and ethically
within the context of a healing relationship. In 1954,
writing about the use of hypnosis in the care of the cancer
patient, Butler'® said “The use of hypnotism can be com-
pared to the performance of a difficult operation. Anyone
can cut the skin, many may remove an appendix, but who
should remove a stomach, a pancreas, or a lung? The same
is true of hypnosis-anyone can learn to induce it, some can
get therapeutic results, but only those with experience and

training should attempt.”16

More specifically, we believe
that health care providers are qualified to practice hypnosis
based on their education, training, and professional
licensure. For example, physicians, nurses, psychologists,
dentists, and other allied health care professionals who have
received training in hypnosis are competent to deliver
hypnosis to their patients. However, the use of hypnosis
should fall within the professional’s areas of competence.
Thus, it would be appropriate for an oncologist to treat a
patient using hypnosis for anticipatory nausea, but not for
major depressive disorder.

Unfortunately, the practice of hypnosis is not regulated by
most states. In the United States, there is no state licensure
for the practice of hypnosis. An unfortunate consequence is
that anyone can call themselves a “certified hypnotherapist,”
“hypnotist,” or “master hypnotist.” A lay hypnotist may
claim to be “certified in hypnotherapy,” and start a hypnotherapy
or hypnosis practice after merely completing an online
application and paying a fee.

The most effective way to identify a competent hypnosis
provider in the United States is to first determine if
the professional is a state-licensed health care provider.

CA CANCER J CLIN 2012;63:31-44

If so, the next step is to assess what and how much hypnosis
training they have received. Finally, membership in a pro-
fessional hypnosis organization may suggest a commitment
to ongoing education in hypnosis, as well as an interest in
staying abreast of developments in the field. The 3 major
organizations in the United States are the Society of
Psychological Hypnosis (Division 30 of the American
Psychological Association), the Society for Clinical and
Experimental Hypnosis, and the American Society of
Clinical Hypnosis.

How Can Hypnosis Be Delivered?

To date, hypnosis has primarily been delivered either “live”
(face-to-face with a therapist) or via audio recording.
Meta-analyses have suggested that although both delivery
methods have the potential to benefit patients, live admi-
nistration tends to be more efficacious. In a meta-analysis
of hypnosis for surgery,11 beneficial effects of hypnosis on
postsurgical clinical outcomes (eg, pain, negative affect, and
treatment time) were found regardless of whether hypnosis
was delivered “live” or via audio recording. However, the
effect size was large for “live” administration (¢= 1.40) and
medium for recorded administration (¢=0.55). Similarly,
in a meta-analysis of hypnosis to manage distress associated
with medical procedures,ls live hypnosis had a significantly
higher effect size than recorded hypnosis (live g=1.22,
which is a large effect size; recorded ¢=0.19, which is a
small effect size; F(1,35)=9.34 [P < .005]). These results
are consistent with research that has shown that live
hypnosis procedures demonstrated increased hypnotic
responsiveness in hospitalized patients with pain when
compared with tape-recorded procedures (P< .05).7
Overall, although recorded hypnosis seems to be associated
with some benefit, it appears to be less beneficial than
live hypnosis.18

Hypnosis in Cancer Care

One of the earliest documented uses of hypnosis with a
cancer patient was as anesthesia for breast cancer surgery.
In 1829, M. le Docteur Chapelain used hypnosis (then
referred to as mesmerism) over a period of several months
to relieve the suffering of Madame Plantin, who had an
ulcerated cancer of the right breast with massive enlarge-
ment of the right axillary lymph nodes. On April 1, 1829,
in Paris, Chapelain used hypnosis as an anesthetic during
mastectomy and axillary lymph node dissection. This was
prior to the introduction of modern anesthesia techniques.
During the operation, the patient was calm and evidenced
good pain control.’® In the past 2 centuries, research on
hypnosis has continued to support the efficacy of hypnosis
in the cancer setting as an adjunct to modern care (eg,
analgesics): that is, hypnosis is typically used in conjunction
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with modern medical approaches, as it is the rare cancer
patient who can achieve complete symptom and side effect
control during major medical and surgical procedures with
hypnosis alone.

Below, we provide an overview of the research literature
on the use of hypnosis in cancer prevention, diagnosis, treat-
ment, and survivorship. When meta-analyses or systematic
reviews exist, we describe those results rather than individual
studies. Please note by convention, for between-group dif-
ferences, an effect size (d, g, or D) of 0.20 is considered
small, 0.50 is considered medium, and 0.80 is considered
large.14 When no meta-analyses or systematic reviews exist,
we provide a brief description of our literature search
strategy for identifying studies, references in the area, and
conclusions drawn from the work.

Cancer Prevention

There is strong evidence that an individual’s cancer risk can
be significantly reduced by avoiding tobacco, exercising,
practicing healthy dietary habits, and participating in
cancer screening. The American Cancer Society estimates
that this year alone, 173,200 cancer deaths in the United
States will be caused by tobacco use, and that one-third
of the 577,190 cancer deaths expected to occur in 2012
will be attributed to poor nutrition, physical inactivity,
overweight, and obesi‘cy.19 Hypnosis has shown some
promise in promoting these healthy behaviors. Evidence is
reviewed below.

Weight Management

In the context of weight management, hypnosis is usually
used as part of a treatment package. More specifically,
hypnosis is typically added to established cognitive
behavioral therapy (CBT) programs. Meta-analytic results
indicate that hypnosis plus CBT can more than double the
effects of CBT alone on weight loss.** Mean weight loss
associated with CBT was 6.03 pounds (2.74 kg) without
hypnosis and 14.88 pounds (6.75 kg) with hypnosis. These
data represent a 147% increase in treatment efficacy.
Allison et al have commented that hypnosis is no panacea
for obese patien'cs.21 However, even in the most critical
arguments, hypnosis clearly adds to the treatment efficacy
of CBT weight loss programs.”’ Overall, as hypnosis
increases effect sizes of CBT, the extant data support its
inclusion in CBT weight loss programs.

Smoking

The most recent meta-analysis of randomized controlled
trials (RCTs) of hypnosis for smoking cessation®” identified
only 4 hypnosis trials that met their rigorous inclusion
criteria. The results suggest that hypnosis may help patients
quit smoking (odds ratio [OR], 4.55; 95% confidence
interval [95% CI], 0.98-21.01). However, these results

should be viewed with some caution as there is a wide CI;
in 3 of the 4 studies, the sample size was small (40 partici-
pants or fewer), there was variability in the duration of
hypnosis administered (range, 80 minutes-480 minutes),
and there was variability with regard to who administered
the hypnosis.

These meta-analytic results stand in contrast to previ-
ous reviews that have failed to find any support for the
efficacy of hypnosis for smoking cessation.”>** In a 2000
review, Abbot et al studied 9 randomized trials of hyp-
nosis for smoking cessation®® and reported a great deal
of heterogeneity in the study results regarding whether
hypnosis was more effective than either no treatment or
advice. Hypnosis was not shown to be effective when
compared with rapid smoking or psychological treat-
ment. The authors conclude that there was not enough
good evidence to show whether hypnosis could help with
smoking cessation. In a 2010 update, Barnes et al** exam-
ined 11 randomized trials of hypnosis for smoking cessation.
Their findings were the same: the results on the effectiveness
of hypnosis compared with no treatment, advice, or
psychological treatment were mixed. There remained no
effect of hypnosis compared with rapid smoking or psycho-
logical treatment. Despite 10 years elapsing between
reviews, the conclusions were the same: there is not suffi-
cient evidence to support a benefit of hypnosis for smoking
cessation.

The lack of convincing empirical support for hypnosis as
a smoking cessation intervention has not dissuaded
patients. A percentage of patients continue to demand, use,
and are able to quit smoking using hypnosis. Given that
many patients prefer hypnosis for smoking cessation over
other methods (eg, nicotine replacement, buproprion),?®
more research in this area is needed to determine for which
patients hypnosis might be effective. For example, a recent
meta-analysis suggested that male participants in hypnosis
smoking cessation programs may be more likely to quit
smoking compared with female patr'cicipan’cs.26

More and more rigorous randomized trials of hypnosis
for smoking cessation are needed to 1) identify moderators
of treatment effects and 2) examine if the addition of
hypnosis to an already efficacious treatment can “boost” the
effect of that treatment. To date, much of the literature has
focused on hypnosis alone, rather than hypnosis as one
component of a treatment package.

Cancer Diagnosis

Hypnosis has been consistently shown to improve clinical
and cost outcomes associated with diagnostic procedures.
As there are no meta-analyses or systematic reviews in this
area, we conducted a search in PubMed. The search terms

were “Hypnosis’[Mesh] AND “Biopsy’[Mesh] AND
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“Randomized Controlled Trial”[ptyp]. This search yielded
7 studies, 3 of which were randomized trials of hypnosis
used with cancer screening procedures.g’27’28

First, in the strongest study in this area, Lang et al?’ studied
236 women undergoing large core needle image-guided breast
biopsy. Patients randomized to receive hypnosis had lower
levels of anxiety and pain during the procedure than patients
who received standard care. Furthermore, hypnosis did not
cost significantly more than standard care: that is, procedure
room time and overall costs were not significantly different
between the hypnosis and standard-care control groups,
despite hypnosis requiring the time and services of an
additional professional (46 minutes at a cost of $161 for
standard care and 39 minutes at a cost of $152 for hypnosis).

Second, Montgomery et al?® studied 20 patients who
underwent excisional breast biopsy and were randomly
assigned to receive either a standardized, prebiopsy,
psychologist-administered hypnosis intervention or standard
care. Breast biopsy patients receiving hypnosis had signifi-
cantly less postbiopsy pain than standard-care patients
(P<.5), tended to be more satisfied with their overall
medical treatment experience, and demonstrated less distress
before and after biopsy (all P<.05).

Third, Schnur et al examined the effectiveness of
hypnosis for controlling distress prior to undergoing exci-
sional breast biopsy.® Ninety patients scheduled to undergo
excisional breast biopsy were randomly assigned to either a
prebiopsy hypnosis group (n=49; mean age, 46.4 years) or
a prebiopsy attention control group (n=41; mean age, 45.0
years). Following the study intervention, patients in the
hypnosis group had significantly less prebiopsy emotional
upset (4=0.85, which is a large effect [P<.0001]),
depressed mood (4= 0.67, which is a medium to large effect
[P<.02]), and anxiety (d=0.85, which is a large effect
[P < .0001]). Hypnosis patients were also significantly more
relaxed (4= —0.76, which is a medium to large effect
[P < .001]) than attention control patients.

In a 2010 paper, Block?’ projected the amount of money
that might be saved if hypnosis was used for all patients
undergoing breast biopsies conducted in the United States
during a 1-year period. Block’s results were extrapolated
from published cost-effectiveness data.® Block estimated
that if 92% of patients newly diagnosed with breast cancer
in the United States (178,738 based on 2009 data) used the
hypnosis intervention, $138,112,331 would be saved.
Savings were then adjusted for nurses’ salaries to deliver the
interventions. Using $65,183 as a salary benchmark, the
cost of delivering the intervention to all patients would be
$2,841,928 annually, resulting in an annual cost savings of
$135,270,403. It is likely that results do not account for all
the costs associated with providing the hypnosis interven-
tion, but it also appears that the article took a generally
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conservative approach. For example, Block only included
patients with breast cancer (ie, those with positive biopsies).
However, it has been estimated that 80% of breast biopsies
are benign.’® By excluding these patients with benign
biopsies, Block may have underestimated the total cost
savings. The inclusion of women with benign biopsy results
in the cost analyses would only increase institutional
savings, perhaps by as much as a factor of 5. Furthermore,
Block’s estimates do not include potential individual- or
(eg,
which would also increase the estimate of cost savings.

societal-level benefits faster return to work),
In the present era of cost consciousness in health care,
cost-effective approaches like hypnosis should be considered
for widespread dissemination, or even for inclusion as part
of standard clinical practice in cancer biopsy settings.

Overall, these studies indicate that hypnosis can be an
effective means of controlling distress in women under-
going diagnostic breast cancer procedures. Results from an
institutional cost-effectiveness perspective indicate that at a
minimum, hypnosis interventions are likely to pay for
themselves: that is, cost savings associated with the inter-
vention offset additional costs associated with delivery of
the intervention.?” At best, hypnosis for breast biopsy could
potentially save over $100 million from an institutional
perspective when extrapolated to a national level on an
annual basis.>’

There is also research indicating beneficial hypnotic
effects with other (nonbreast) diagnostic cancer procedures
such as lumbar puncture and bone marrow aspirations.
Using the search terms “Hypnosis”[Mesh] AND “bone
marrow” OR “lumbar puncture” and limiting studies to
RCTs, we identified 8 studies in English using the
PubMed database. One study was excluded because the
intervention was not hypnosis, and one study was excluded
because the patients were not undergoing lumbar puncture
or bone marrow aspiration. By thoroughly reviewing the
references in these articles, we identified one additional
RCT leading to a total of 7 studies. Three of these studies

involved patients undergoing lumbar puncture,31'33 2

involved patients undergoing bone marrow aspiration,34’35
and 2 studies included patients undergoing either of these
procedures.***” Only one article discussed adult patients®*; the
remainder focused on pediatric samples.

Consistent with reviews focused on pediatric patients,38
hypnosis was found to be more effective than control condi-
tions across studies in alleviating discomfort associated with
lumbar punctures and bone marrow aspirations in children.
In one of the stronger studies,® a prospective controlled
trial was conducted to compare the efficacy of an analgesic
cream (local anesthetic) alone or combined with a hypnosis
intervention to relieve lumbar puncture-induced pain and
anxiety in 45 pediatric cancer patients (aged 6 years-16 years).
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Patients were randomized to 1 of 3 groups: local anesthetic,
local anesthetic plus hypnosis, or local anesthetic plus atten-
tion. Results revealed that patients in the local anesthetic
plus hypnosis group reported significantly less anticipatory
anxiety and less procedure-related pain and anxiety than
patients in the local anesthetic alone group or those in the
local anesthetic plus attention group. Observational ratings
of behavioral distress also supported the benefits of hypnosis
over the 2 nonhypnosis comparison conditions. This study
highlights the benefits of using hypnosis as an adjunct to
traditional pharmacologic approaches.

From a public health perspective, colon cancer may be
one of the most preventable of cancers. Colonoscopy is one
of the few cancer screening procedures that both detects
and removes cancerous and potentially cancerous cells.®?
One of the barriers to adherence to regular colonoscopy is
the discomfort of the procedure itself.* Hypnosis may
be an effective tool for reducing the discomfort of the
procedure, and thereby indirectly improving adherence.
Although no randomized studies have been completed with
patients undergoing colonoscopy, case reports suggest
potential benefits of using hypnosis. In one study that
preliminarily explored the use of hypnosis with colonoscopy,
6 patients undergoing colonoscopy (5 men and 1 woman)
received a hypnotic intervention on the day of their colono-
scopy. Anxiety and pain during colonoscopy, perceived
effectiveness of hypnosis, and patient satisfaction with
medical care were assessed following colonoscopy. The
results supported hypnosis as a feasible method with which
to manage anxiety and pain associated with colonoscopy,
and a potential means to reduce the need for sedation and

.n
shorten colonoscopy procedure time.

Cancer Treatment

The vast majority of patients with cancer will undergo
surgery, chemotherapy, and/or radiotherapy (if not all 3).
Although these treatment approaches are medically necessary,
they are accompanied by a wide spectrum of aversive side
effects including pain, nausea, fatigue, anxiety, and
depression, all of which negatively impact quality of life.
Fortunately, hypnosis has shown promise in improving the
patient experience of each of these treatments.

Surgical and Invasive Procedures

Across surgical settings, hypnosis has been demonstrated
to effectively control pain and emotional distress and to
1 Meta-analytic results revealed a
significant, large effect size (D=1.20) for hypnosis,
indicating that surgical patients in hypnosis treatment
groups had better outcomes than 89% of patients in con-

improve recovery.

trol groups. Beneficial effects were found for numerous
clinical outcome categories: negative affect, pain, pain
medication, physiological indicators (eg, blood pressure),

recovery (eg, nausea and fatigue), and treatment time.
As patients were drawn from a wide variety of surgical
contexts (eg, orthopedic, cardiac, gynecologic, ophthalmo-
logic, head and neck, and cosmetic), the results support
the position that hypnosis is an effective intervention for a
wide variety of surgical patients. These results are consist-
ent with meta-analyses supporting significant effects of
hypnosis for controlling pain (D=0.74, which is a
medium to large effect size)* and emotional distress
(D=0.88, which is a large effect size)™® across a wide
variety of patients and settings.

With regard to surgical oncology patients specifically, an
RCT of 200 patients undergoing excisional biopsy or
lumpectomy for breast cancer was conducted.® Patients
were assigned to either a 15-minute presurgery hypnosis
session conducted by a psychologist or to a nondirective
empathic listening (attention control) session. Intraopera-
tive anesthesia use (ie, of the analgesics lidocaine and
fentanyl and the sedatives propofol and midazolam) was
assessed. Patient-reported side effects were assessed at the
time of discharge, as was the use of analgesics in the
recovery room. Institutional costs and time in the operating
room were assessed via chart review. Patients in the
hypnosis group required less propofol (4=0.29 [95% CI,
0.01-0.57], which is a small to medium effect) and
lidocaine (d=0.46 [95% CI, 0.18-0.74], which is a small to
medium effect) than patients in the control group. Patients
in the hypnosis group also reported less pain intensity
(d=0.82[95% CI, 0.53-1.11], which is a large effect), pain
unpleasantness (d=0.57 [95% CI, 0.28-0.85], which is a
medium to large effect), nausea (d=0.78 [95% CI, 0.49-
1.07], which is a medium to large effect), fatigue (4=0.84
[95% CI, 0.55-1.13]. which is a large effect), discomfort
(d=0.63 [95% CI, 0.35-0.91], which is a medium to large
effect), and emotional upset (4= 0.91 [95% CI, 0.62-1.20],
which is a large effect). Patients in the hypnosis group cost
the institution $772.71 less per patient than those in the
control group (95% CI, $75.10-$1469.89), mainly due to
reduced surgical time (a mean difference of 10.6 minutes).

Positive effects of hypnosis have also been seen during
the percutaneous treatment of tumors.** In a sample of 201
patients treated with tumor embolization or radiofrequency
ablation, patients were randomized to standard-care,
attention, or hypnosis groups. Pain and anxiety ratings
were taken every 15 minutes until 150 minutes using a
0-to-10 verbal rating scale. Patients in the hypnosis group
had significantly less pain and anxiety than patients in the
standard-care or empathic attention groups over the course
of the procedure. Pain and anxiety scores in the hypnosis
group were less than the other 2 groups at every assessment
point over time. Patients in the hypnosis group also
received significantly less medication (midazolam or
fentanyl) than patients in the standard-care (33% less
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medication) or empathic attention (43% less medication)
groups. These results support the use of hypnosis during
this invasive procedure.

In pediatric cancer patients, hypnosis has been shown to
reduce the pain and anxiety associated with Venipuncture.44
In a prospective randomized trial, 45 pediatric cancer
outpatients (aged 6 years-16 years) were randomized to 1 of
3 groups: local anesthetic, local anesthetic plus hypnosis,
and local anesthetic plus attention. Results demonstrated
that patients in the local anesthetic plus hypnosis
group reported significantly less anticipatory anxiety, less
procedure-related pain, and less procedure-related anxiety
than patients in the other 2 groups. In addition, patients in
the local anesthetic plus hypnosis group demonstrated
significantly less behavioral distress during venipuncture.

Opverall, the evidence supporting the use of hypnosis for
managing the side effects of surgery and invasive procedures
is strong and consistent. Clinical efficacy has been widely
demonstrated. Cost-effectiveness has been demonstrated in
one methodologically sound RCT. These data argue for the
more widespread adoption of hypnosis among cancer
patients and survivors undergoing invasive treatment.

Chemotherapy

One of the first modern applications of hypnosis with
cancer patients was hypnosis for the control of nausea and
vomiting associated with chemotherapy.45 Redd et al
administered hypnosis to 6 adult female patients with
cancer, and the results revealed that hypnosis suppressed antici-
patory emesis in all cases. This work touched off a number of
studies demonstrating the efficacy of hypnosis for controlling
cancer chemotherapy-related nausea and vomiting.
Richardson et al* systematically reviewed RCTs of
hypnosis for controlling nausea and vomiting associated
with cancer chemotherapy. Six RCTs were found and ana-
lyzed. In 5 of the 6 studies, the participants were pediatric
cancer patients. Studies reported positive results including
statistically significant reductions in nausea and vomiting.
Meta-analysis revealed a large effect size of hypnotic treat-
ment when compared with treatment as usual and moderate
when compared with attention control, and the effect was
at least as large as that of CBT. This review supported the
use of hypnosis in the pediatric setting. However, due to
the small number of RCTs reviewed in the article, these
conclusions should be viewed with caution. The generaliz-
ability of the findings to adult cancer patients also remains
unclear, and therefore more research is needed in this area,
with a particular need for an RCT with adult cancer
patients. In addition, this review noted several methodolo-
gical concerns with the literature regarding the use of
hypnosis to alleviate nausea and vomiting, including that
study sample sizes have generally been small, power
analyses were generally not performed, the method of
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randomization was not clear, and intent-to-treat analyses
were typically not performed.*® Some of these concerns
may be due to the fact that most of the research was con-
ducted in the 1980s, before CONSORT (Consolidated
Standards Of Reporting Trials) and other reporting stand-
ards were widely adopted. The fact that this is an older
literature raises another potential concern: much of this
research was conducted before the widespread availability
of modern antiemetics, potentially limiting the generaliz-
ability of the results. However, research has indicated that
nausea and emesis continue to be problems for cancer
patients despite improvements in pharmacotherapy,47 and
it is therefore probable that a role remains for hypnosis
interventions to control nausea.

A second review of the literature on hypnosis and cancer
chemotherapy-related nausea and vomiting48 also supports
the efficacy of hypnosis. In this review, which included
both randomized and nonrandomized research, results
similarly suggested that hypnosis was efficacious for
controlling nausea and vomiting. This study pointed out,
however, that much of the literature has focused on
anticipatory nausea and vomiting, and that the effects of
hypnosis on postchemotherapy nausea and vomiting are
unclear. Effect sizes have generally been shown to be
greater for anticipatory nausea and vomiting. Further
investigation is necessary to better understand and improve
hypnotic effects on postchemotherapy symptoms.

Unlike the surgical hypnosis literature, there have
been no large-scale RCTs and no cost-effectiveness trials
of hypnosis for nausea. Cost-effectiveness analyses are
particularly critical given the expense associated with
chemotherapy-induced nausea and vomiting. A recent
publication*” reported that among 11,495 study patients,
chemotherapy-induced nausea and vomiting was associated
with a treatment cost of $89 million, and an average daily
treatment cost of $1854.70. If hypnosis can reduce nausea
and vomiting, it not only has the potential to be of clinical
benefit, but also to save scarce health care dollars.

Radiotherapy

To our knowledge, only 3 RCTs have been conducted to
explore the effects of hypnosis in the radiotherapy setting.
The first, by Montgomery et al,” examined the effects of a
psychotherapeutic intervention combining CBT and hyp-
nosis (CBTH) on fatigue in patients undergoing radiother-
apy for breast cancer. The decision to combine CBT with
hypnosis was based on a meta-analysis demonstrating that
CBTH is more effective than CBT alone.”® In this study,
42 patients undergoing radiotherapy for breast cancer were
randomly assigned to receive either standard medical care
or CBTH. Multilevel modeling revealed an effect of
CBTH over time, such that fatigue increased over the
course of treatment among control participants, whereas it
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did not increase significantly over the same period among
CBTH participants. By the conclusion of radiotherapy,
patients in the CBTH group had, on average, 32% less
fatigue than patients in the control group based on the
Functional Assessment of Chronic Illness Therapy-Fatigue
subscale scores. Effects were similar using daily visual
analog scale (VAS) measures of fatigue (a 22% difference)
and muscle weakness (a 52% difference). Effect sizes for
effects over time ranged from medium (daily fatigue VAS:
d=0.65; daily muscle weakness VAS: 4=0.59) to large
(Functional Assessment of Chronic Illness Therapy-
Fatigue subscale: 4= 0.82) according to Cohen’s criteria.'*
These results suggest that CBTH can not only manage
fatigue, but possibly even prevent the development of
fatigue in patients with breast cancer who are receiving
radiotherapy.

Schnur et al’ conducted a randomized trial of 40
patients with breast cancer who were undergoing radio-
therapy to evaluate the effects of CBTH on positive and
negative affect. Participants were randomized to receive
either CBTH or standard care. Results revealed that
CBTH significantly reduced levels of negative affect and
increased levels of positive affect over the course of
radiotherapy. At week 5, patients in the CBTH group
had 66% lower negative affect scores on average than the
control group, and 43% greater positive affect scores
compared with the control group. In addition, CBTH
participants had more intense positive affect and less
intense negative affect during radiotherapy. Finally,
participants in the CBTH group reported a higher number
of radiotherapy treatment days when positive affect was
greater than negative affect. In sum, the CBTH interven-
tion helped women to feel better emotionally during
radiotherapy for breast cancer.

A study by Stalpers et al showed more mixed results.”!
These authors randomly assigned 69 patients to receive
either standard care or hypnosis. Results revealed no statis-
tically significant between-group differences in anxiety or
quality of life. However, 52% of the participants in the
hypnosis group reported that study participation had
improved their mental well-being (vs none of the control
participants; P<.05) and 55% of the participants in
the hypnosis group reported an improvement in overall
well-being (vs 11% of the controls, P < .05). Furthermore,
nearly two-thirds of the participants in the hypnosis group
reported that they had benefited from hypnosis, and all of
the hypnosis patients reported that they would recommend
hypnosis to other patients.

Thus, the findings in this area are somewhat mixed.
Between-study differences
possible factors. First, our group has focused exclusively on

may be explained by 3

female patients with breast cancer, whereas the study by

Stalpers et al®! included patients with prostate, breast, skin,
uterine/cervix, lung, lymphoma, larynx, bladder, and brain
cancers. It is possible that gender or diagnostic differences
may explain differences in the results. Second, the sugges-
tions included in our group’s hypnosis were specifically
focused on breast cancer radiotherapy and associated side
effects (ie, fatigue and distress), whereas the suggestions in
the study by Stalpers et al’" seem to have been less disease-
and/or symptom-specific, and more focused on general well-
being. Third, and perhaps most importantly, in the work by
our group, participants received CBTH. In the study by
Stalpers et al, hypnosis was used on its own.”! These results
suggest that for patients undergoing radiotherapy, hypnosis
may be best delivered as one component of a larger intervention.

Four limitations of the present studies should be noted.
First, they all have relatively small sample sizes. Second,
none of these studies compared hypnosis with an attention
control condition. Although the results of these early
studies are promising, one cannot yet definitively state that
hypnosis is of greater benefit than nonspecific professional
attention in the radiotherapy setting. Therefore, we
recommend that future RCTs in radiotherapy focus on
further elucidating the mechanisms of hypnosis effects and
identifying whether hypnosis demonstrates benefit over and
above attention alone. Third, the studies reviewed in this
area all focused on acute radiotherapy side effects. Future
research should examine whether hypnosis can have
longer-term benefits as well. Fourth, similar to the chemo-
therapy setting, no cost-effectiveness analyses have yet been
performed in the radiotherapy setting. Larger-scale RCTs,
incorporating cost-effectiveness analyses and longer-term
follow-up, would contribute to the understanding of
hypnotic effects in this context.

Survivorship

According to the National Cancer Institute, “survivorship
focuses on the health and life of a person with cancer post
treatment until the end of life. It covers the physical,
psychosocial, and economic issues of cancer, beyond the
diagnosis and treatment phases.”> According to the
American Cancer Society, as of January 1, 2012 there were
approximately 13.7 million cancer survivors in the United
States.”> This number may actually be an underestimate
since this count does not include most in situ cases or basal
cell and squamous cell skin cancers. Many survivors, even
those who have finished their cancer treatment, continue
to experience an impaired quality of life including side
effects such as chronic pain and neuropathy, cognitive
problems, fatigue, fear of cancer recurrence, hot flashes, and
sexual dysfunction.53

Using the following search terms in PubMed-
“survivors”’[MeSH Terms] OR “survivor’[Text Word]
AND “Survivors”[Mesh] AND “Neoplasms”’[Mesh] AND
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“Hypnosis”[Mesh]-and limiting our search to RCTs, one
randomized study of hypnosis with cancer survivors was
identified. The study focused on hot flashes in breast cancer
survivors. Elkins et al>* randomized 60 breast cancer survi-
vors with hot flashes to receive either hypnosis (delivered in
5 weekly sessions and including self-hypnosis instructions,
recommended self-hypnosis practice, and an audiocassette
recording of hypnosis) or no treatment. At the conclusion
of the study, participants in the hypnosis group reported
significantly greater improvements in hot flashes, hot flash
interference with daily activities, sleep, anxiety, and
depression than participants in the control group. Results
indicated that hypnosis successfully addressed not only hot
flashes, but other common survivorship complaints as well
(eg, sleep disturbance). A great deal more work needs to be
done to investigate the potential benefits of hypnosis
among cancer survivors, as well as its cost-effectiveness.

Advanced/Metastatic Disease

There has been widely publicized research on the use of
hypnosis in patients with metastatic breast cancer. In 1983,
Spiegel and Bloom®” found that weekly group therapy com-
bined with hypnosis was associated with less pain sensation
and suffering and improved mood in patients with meta-
static breast cancer. These results were later replicated in a
larger sample.5 ®Tn 1989, Spiegel et al®” found that survival
time was significantly longer in a group of patients with
metastatic breast cancer who were randomly assigned to
receive supportive group therapy including hypnosis (mean,
36.6 months) compared with a control group assigned to
receive routine care (mean, 18.9 months). In a 2007 replica-
tion study, Spiegel et al’® randomized patients with meta-
static or locally recurrent breast cancer to receive either
group therapy including hypnosis or to a control group. In
this study, the authors found that on average, the interven-
tion group did not live significantly longer than the control
group. However, exploratory analyses suggested a survival
benefit among the 25 patients with estrogen receptor (ER)-
negative disease. More specifically, ER-negative interven-
tion patients survived significantly longer than ER-negative
control patients. No such effect was demonstrated in partici-
pants with ER-positive breast cancer.

Much of this line of research is consistent with the
hypnosis studies reviewed above. Like past research, these
studies reveal that hypnosis (here in combination with
group therapy) effectively ameliorates pain and emotional
distress associated with breast cancer. However, the find-
ings of a survival benefit are unique, and have sparked a
great deal of controversy and debate in the cancer commu-
nity. A discussion of that debate is beyond the scope of the
present article. However, we would like to point out that
even if the intervention had shown no benefit with regard
to improving the quantity of life, for patients with
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metastatic breast cancer, it still improved their quality of
life. As has been demonstrated so many times before,

has

comfortable and less distressed as they live with their

hypnosis contributed to patients being more
disease.

Overall, a great deal more work is needed to investigate
the benefits of hypnosis in patients with metastatic disease
or those receiving end-of-life and palliative care, especially

among patients with cancers other than those of the breast.

Discussion and Future Directions

The literature reviewed above describes where hypnosis has
been. Below, we describe where hypnosis can go and how it
can grow. We will focus on 6 future research directions,
which include the need: 1) for larger-scale randomized
trials incorporating appropriate controls, cost-effectiveness
analyses, and comparative effectiveness analyses; 2) to test
new methods of hypnosis delivery; 3) to extend hypnosis
research to cancers other than those of the breast; 4) for an
increased focus on survivorship; 5) for mechanism studies;
and 6) for dissemination/translation research.

Larger-Scale Randomized Trials Incorporating
Appropriate Controls, Cost-Effectiveness Analyses,
and Comparative Effectiveness Analyses

In writing this review, we noted how hypnosis can be
effective in helping to improve the quality of life and expe-
rience of treatment in patients with cancer. Nevertheless, it
was also apparent how few large-scale RCTs had been
conducted on hypnosis for cancer patients. So many areas
have had many promising small-scale studies, but lack “the”
definitive RCT. When thinking about the research litera-
ture on hypnosis and cancer, we cannot help but describe it
as 200 years young. The technique has been used since
the 1800s, yet it is only now beginning to mature. More
research is needed to build on this foundation and conclu-
sively demonstrate what many clinicians already sense: that
hypnosis helps cancer patients cope with their diagnosis
and treatment.

Much of the hypnosis literature involves case studies,
small-sample nonrandomized studies, and comparisons
only with standard-care controls. Such work is of great
value in that it can introduce readers to innovative ideas
and treatment strategies, and can be a critical first step in
intervention development. However, such work is insuffi-
cient to provide strong, persuasive empirical support for the
more widespread use of hypnosis interventions, or even to
gain hypnosis recognition as an empirically supported treat-
ment. With shrinking healthcare dollars and an increased
emphasis on empirically supported treatments, hypnosis
researchers cannot rest on the extant small-scale studies.
Larger, appropriately powered trials of hypnosis, including
cost-effectiveness analyses, in cancer settings are needed.
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Method of Delivery Studies

Beyond the traditional live and recorded delivery formats,
research has begun to explore the use of new technologies
to deliver hypnosis. For example, a series of articles have
been published demonstrating the promise of delivering
hypnosis via immersive virtual realli'cy.sg_(’5 Future research
comparing the clinical efficacy and cost-effectiveness of
virtual reality hypnosis with live and recorded methods
would further strengthen the argument for this method of
delivery.

Another new delivery option is hypnosis delivered over
the Internet (e-hypnosis), either with therapist participation
(eg, via videoconferencing) or without (eg, downloadable
hypnosis recordings). To our knowledge, only one rando-
mized trial of Internet-based hypnosis has been conducted.®®
E-hypnosis is likely to be easily accepted by cancer patients
in light of the facts that nearly 40% of the US population has
searched for cancer information at some point and the most
frequently used source of cancer information was the Internet
(55.3%),%7 that cancer is one of the top 2 diseases about
which people seek information on the Internet,’® and that
meta-analyses have indicated that patients of all ages can
benefit from online 'cheratpy.69 We anticipate that e-hypnosis
also has the potential to be a great boon to cancer patients,
especially those who are too tired or too ill to travel to meet
with a hypnotist in person.

Finally, a quick look at the iTunes store reveals over
1000 hypnosis applications that are available for download.
Although to our knowledge none has been empirically
tested and few have been developed by health care profes-
sionals, smartphone applications may be the wave of the
future in terms of hypnosis delivery.

Extension to Cancers Other Than Those

of the Breast

The vast majority of the research on hypnosis and cancer
thus far has focused on breast cancer. This trend likely
represents the fact that breast cancer is one of the most
common cancers. However, prostate cancer, lung cancer,
and colorectal cancer are also all too common, and their
treatments can be associated with suffering and side
effects, including incontinence, impotence, hot flashes,
shortness of breath, fatigue, constipation, diarrhea, or the
need for a colostomy. We hope that future hypnosis
research will attend to the needs of these patients as
well.

Increased Focus on Survivorship

As noted above, we identified a single RCT that was
focused on cancer survivors. Individuals with cancer do not
stop needing help the day acute treatment ends. Hypnosis
has the potential to not only help with physical side effects

during survivorship, but also the emotional issues associated
with living with uncertainty and adjusting to reduced
contact with medical providers. Research efforts should
be made in the area of hypnosis to improve cancer
survivorship.

Mediational Studies

To our knowledge, there is only one randomized trial
that has directly explored mediators of hypnotic effects in
the cancer setting. Montgomery et al’® investigated
whether the beneficial effects of hypnosis on postsurgical
recovery in patients undergoing surgery for breast cancer
might be mediated by either emotional distress or expect-
ations for postsurgical symptoms. In 200 patients who
underwent breast-conserving surgery, structural equation
modeling revealed that: 1) expectations partially mediated
the effects of hypnosis on postsurgical pain (P <.0001)
and fatigue (P <.0001) and 2) emotional distress partially
mediated the effects of hypnosis on postsurgical nausea
(P<.02) and fatigue (P<.02). In other words, at least in
part, hypnosis works by reducing patients’ presurgical lev-
els of expectations for postsurgical side effects, and by
helping them feel less distressed prior to surgery. These
findings are consistent with a recent review by Stanton et
al,”® which suggests that 2 of the promising mechanisms
for the effects of psychosocial interventions in adult
patients with cancer are cognitive factors (including
expectations) and psychological symptoms (including
emotional distress). However, a considerable amount of
additional research is needed to fully elucidate the mech-
anisms by which hypnosis helps cancer patients and
SUrvivors.

Dissemination/Translation Studies

Despite empirical evidence supporting the use of hypnosis
in cancer settings, it has failed to be widely adopted.
Hypnosis does not appear to be currently popular, and in
fact has failed to increase in popularity in the United States
over time’ "7 despite empirical support. The field of
implementation science teaches us that successful efficacy
trials should not be considered the conclusion of a program
of research, but rather an initial stage.73775 The next
question to be answered is how can we ensure that this
intervention will actually be provided to patients in need
(ie, will implementation occur)?”>” To our knowledge
there has been no implementation research focused on
increasing the use of hypnosis in the context of cancer care.
We recommend implementation studies as a critical avenue
of future research.

A potential explanation for the failure of hypnosis to be
widely disseminated is the lack of clarity over where hypno-
sis fits into the larger health care system. In many cases,
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hypnosis is placed within the complementary and alterna-
tive medicine domain. However, this is not as clear a
designation as one might first think. For example, hypnosis
is clearly not “alternative.” The best use of hypnosis is not
to replace traditional approaches to anesthesia or other
medical treatments, but rather as an adjunct to best clinical
practices. Just as icing makes a cake taste better, hypnosis
can improve clinical outcomes when added to traditional
care. Then the question remains, should hypnosis be
considered complementary? We would argue not. The term
“complementary medicine” has several connotations, many
of which are often negative. Complementary interventions
are often viewed as untested and unreliable. What we hope
to have demonstrated here is that in some contexts, hypno-
sis interventions have strong empirical support, and there
are several promising areas. Our hope for the future is that
hypnosis be considered as an “integrative” intervention that
can improve a cancer patient’s quality of life. This terminol-
ogy has the advantage of conveying the impression that this
approach is not “instead of” conventional care, but rather
integrated with traditional medical care to enhance patient
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Conclusions

The goal of this review was to summarize the empirical lit-
erature on hypnosis as an integrative cancer prevention and
control technique. We have reviewed where hypnosis has
strong support for its efficacy (surgery and other invasive
procedures), where it holds promise (weight loss, chemo-
therapy, radiotherapy, and metastatic disease), and where
more work is needed.

Overall, we hope that this review has served to dispel
misconceptions about hypnosis (eg, that it is unscientific)
and to answer questions about it, as well as help the reader
to feel more comfortable and more relaxed about the notion
of using hypnosis with cancer patients and survivors, to be
able to imagine using hypnosis in their own clinical prac-
tice, and perhaps to consider using this review as a starting
point to learn more about hypnosis. We hope that this
article has served to both satisty and stimulate the reader’s
intellectual curiosity. We encourage clinicians and resear-
chers to learn more about hypnosis, and to consider
seeking training in this technique. However, paraphrasing
O’Hanlon and Martin, we're only hypnotists, so this is only

outcomes.
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